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Abstract

This thesis explores how workplace-based assessment (WBA) was being
conducted in three institutions in different Western countries training students to
be practitioners of Chinese Medicine. While competency-based medical
education (CBME) as a curriculum model is being globalised, the literature on
its application to WBA shows a tension between standardization and
authenticity and between atomization and holism. The aim of this thesis was to
understand how the constructs of CBME were being enacted and how they

might be constraining or enabling WBA in these institutions.

Using a multiple embedded case-study design | explored WBA through data
gathered from the relevant accreditation documents in each country,
institutional documents and interviews with managers and clinical supervisors.
My analysis revealed that the different stakeholders manifested quite different
stories of assessment. In the accreditation and institutional documents the
discourse of measurement predominated; in contrast, while the managers were
leaning towards standardization and objectivity, they were also aware of a more
complex assessment culture. For the clinical supervisors the psychometric
grades being enacted could not be seen as a legitimate measure of objectivity

as the authentic and holistic constructs of CBME dominated.

The thesis draws on Schatzki’s ‘practice turn’ as an interpretive lens. By viewing
WBA as a socio-cultural-material, embodied and interactive phenomenon |

show that it was the inter-relationships between institutionalized and disciplinary



discourses; between standardized and personalized competencies; between
educational and practitioner identities; and the entanglement of artefacts and
spatio-temporal arrangements, that enabled or constrained how WBA was

enacted.

Through this analysis | argue that an understanding of how different
assemblances lead to different enactments opens up possibilities of how to
develop legitimate and workable assessment processes not just for Chinese

medicine but any health profession.



Impact Statement

Existing research in the field of competency-based medical education (CBME)
highlights the tensions that are created when the standardization and
atomization of competencies are melded with the authenticity and holism that
occurs in workplace-based assessment (WBA) (Eva and Hodges, 2012;
Govaerts, van der Vleuten and Holmboe, 2019). This study has questioned this
dialectic and found that CBME is not value-neutral, and even though the socio-
constructivist perspective is recognized it still remains rooted in an instrumental
and technical epistemology that strives for impartiality and a pre-determined
end. By investigating how institutions teaching Chinese medicine (CM) are
dealing with CBME in their assessment of students’ competence to practice
three areas have been illuminated that make an original contribution to the

literature.

Firstly, this study has expanded a very limited research in CM education in the
West. A clinical assessment is constructed not only by the knowledge,
capabilities, and values internal to its own traditions but also by practices
external to those traditions, such as the meta-practices of CBME. What has
been demonstrated is that it is the very discourse of CBME that needs
consideration in order to harmonise assessment across stakeholders and
support accountability. If an institution wants to introduce a new assessment
instrument, the complexity and entwinement of all the factors that form the
practice of assessment — cultural, material and social - need to be considered. |
have already presented preliminary findings at a British Acupuncture

Accreditation Board workshop.

Felicity's work on clinical education is timely and addresses practical
wranglings we're all having. Great to disseminate this to clinical teachers
in such an immediate and interactive way (Feedback BAAB education
day 28-06-2018).

The understanding | have developed over this thesis is supporting my role as
an external examiner for courses in the UK and abroad and will inform a review
of the Standards for Education and Training for Acupuncture of the BAcC in

which | will be the educational lead.



Secondly, by introducing a new theorization that foregrounds assessment as a
‘practice’, the study has generated empirical evidence to show how the
constructs of CBME are being enacted. What was unique in this study was that
| did not just investigate the assessment instruments, but contrasted the
meaning assessment held for accreditors, institutions, managers and
supervisors. By so doing | show how it is the relationships between all the
stakeholders, the artefacts, the environment in which they work and the
discourses employed, that form the practice of WBA. This suggests why
strategies to make assessment instruments and assessors more objective may

not be working.

Thirdly, there is very little empirical evidence in the literature on practice theory
and its application to the world of medical education. van Lankveld et al. (2017)
investigated the role of teacher communities and teaching courses in
strengthening teachers’ identities, agency and inter-connectedness. Meddings
(2017) used a phenomenological methodology to analyse marking and grading
by health academics. This study supports and expands the use of practice

theory to better understand the phenomenon of WBA.



Reflective Statement

Hamilton (2005) presents the following insight into the research process:

In practice, | suggest, research is always a fumbling act of discovery,
where researchers only know what they are doing when they have done
it; and only know what they are looking for after they have found it (p.
288)

My experience as a researcher was naive and fumbling but in my act of
fumbling there was discovery. It is the doing of research that is key to
understanding it. This reflective statement will consider my process of becoming
a researcher from the factors that led me to the EdD and the themes that
provided coherence throughout. The aim in this reflection is to add to the
suggestions on what enables the EdD journey and supports the development of

our multiple professional roles.

My professional life has been focused on the practice of Chinese Medicine
(CM) and the education and training of students to become practitioners of CM.
In moving from founding and running a private school into a University the
possibility and expectation of developing an academic career was made
possible. | completed an MSc in Inter-professional Practice and found it a
seminal experience intellectually and in support of my role as a clinical teacher,
publishing two papers as a result of the research | conducted (Moir, 2003; Moir,
2005). What should have been a logical next move into doctoral level research
was not realised, however, for another 9 years with two key issues triggering my
interest. Firstly the need to have a doctorate was becoming more critical in
terms of status both as an academic in an HE institution and as a practitioner of
a discipline that was still marginalised. Secondly, with my work more focused on
management, | needed a different intellectual challenge and the structure of the
doctorate would provide, and has provided, that. The decision to focus on
education in Chinese medicine came from my personal passion and that | felt
my 40 years of experience gave me something to offer. The topic of MOE1, 2
and the IFS of the EdD was related to a master’s level module | was running at
the University about the clinical reasoning process of CM. The focus of the

thesis turned to the use of competencies in the clinical assessment of our



students. The place of competencies within workplace-based assessment
(WBA) has been a key part of my role and | was one of a team of practitioner-
educators who developed the Standards of Education and Training for
Acupuncture (BAcC, 2011) for my profession. It was the EdD, however, that
opened my eyes to how the cultural-discursive, material-economic and social-
political arrangements that emanated from the policies and procedures of
contemporary education were impacting on assessment frameworks. It was the
literature | came across in the EdD that allowed me to see WBA ‘strangely’
(Kuper, Whitehead and Hodges, 2013).

The following three sections describe my journey through the EdD as a

coherent process, namely pattern recognition, criticality and embodiment.

Pattern recognition

Chinese medicine is about recognising patterns in the signs and symptoms
presented by patients. How a practitioner both perceives and understands
those patterns is determined by their propositional, professional and personal
knowledge, a dialectical process that blends the knowledge from the canons of
the discipline and also their experience of practice. Research, | argue, is similar.
In applying this theme to the research process, | can see that when | embarked
on the EdD I neither had the breadth of propositional knowledge about my
topics, about research methodology or conceptual frameworks, nor the
professional experience to draw on in order to recognize patterns. Thus the
early years of the EdD were spent learning a quite new sociological literature
with which to understand education and a range of research methodologies.
The taught modules introduced me to a wide variety of writers and ideas, the
following standing out as key. Lorna Unwin’s lectures on how approaches to
pedagogy and assessment have changed over time and Norman Lucas’s
critique of how decontextualized standards are applied across diverse contexts
were, ultimately, instrumental in the change of direction from the IFS to my
thesis. The work of Stephen Ball and his critique of the neo-liberal agenda now
pervading HE helped me to look differently at competency-based education. In

my role as a ‘middle leader’ (Grootenboer, Ronnerman and Edwards-Groves,



2017) | came to question the ubiquitous use of competencies to direct a
curriculum and the strait jacketing that was being expected with the mapping of
learning outcomes onto assessments. The lecture by Paul Temple and an
introduction to Edwards and Usher’s approach to space and the curriculum
sowed seeds that | only now realize emerged in my thesis. The Philosophy of
Education seminars | attended introduced me to Michael Young’s critique of
powerful knowledge, Wittgenstein on how meaning is negotiated and
Vygotsky’s language as tool and were all key to shifts in my perspective and
can be seen as threads through my thesis. The Medical Education seminars
opened me to the ethnographic work of Paul Atkinson, Bruno Latour and
Annemarie Mol and new approaches to conducting rigorous qualitative
research. An immersion in this diverse literature provided the propositional
knowledge | needed and through which | was able to start seeing the beliefs
and opinions about education and research that | was taking-for-granted.
Acknowledging one’s biases are key to any pattern recognition. It is not that one
can step outside them but can foreground them so as to check assumptions

and conclusions being drawn.

Criticality

The iterative structure of the EdD was important in providing the opportunity to
apply the whole research process, from conceptual design through to
implementation, on a small-scale project before embarking on the larger thesis.
As part of the process, feedback on the various assignments from the taught

courses and IFS were what supported my development as a researcher.

A recurring comment on my assignments was the lack of application of a critical
voice to my arguments. My interest was in my findings and the implications on
practice and teaching rather than the development of the skills needed to be a
critical researcher. On reflection, my problem was coming from two angles.
One was due to my not understanding the literature because of a lack of wide
enough reading and so was lacking the iterative relationship between the
literature and the application. | was challenged on my ideological and

conceptual positions, and as said before, the biases that go with that. Secondly,



| did not have my own research questions clearly thought through. | realised,
however, that | had a problem with the latter. My interpretation was that having
such a tight framing for my questions assumed a deductive approach to the
literature while maintaining a broad view allowed for the inductive to emerge.
While a tighter framing can limit the problem space, my concern was that it
could also lead to premature closing. For example in the feedback for my thesis
proposal the (too) many possible interpretations that the readers thought | was
proposing for my aims were all, as far as | was concerned, valid and areas |
wanted to pursue. However, finding a way to limit the area of interest so that |
could go into more depth was key to focusing my research and that what | was
lacking was a critical reading of the literature that could help illuminate what was

important.

Embodied knowing

Hopwood (2016, p. 54) proposes that ‘the value of theory is only ever tangible
when it becomes entangled with data, with the empirical’. Hopwood’s insight,
was made concrete in my experience of the thesis. While | had read about
Schatzki’s ‘practice turn’ | had not understood it as a theory to apply to my data
until I had gathered the data and was attempting to analyze it and understand it.
The thesis started as an investigation into CBME and the tensions between the
instrumental-technical and socio-constructive perspectives on WBA. Practice
theory emerged from and formed the framework of the thesis only as | became
immersed in the data gathering and analysis and was attempting to understand

my findings.

A recommendation from my IFS was crucial to my progression in the thesis.

Jumping to analytic codes without descriptive codes could lead to errors
in analysis and will make process of analysis less transparent (MN)

As | found | was forming analytic codes while in the moment of interviewing, it
was repeated and extensive descriptive coding that was needed to mitigate a
premature interpretation. | also took Braun and Clarke’s (2006)

recommendation to write rich individual case reports for each interviewee. In



this way the coding remained linked to the individual story maintaining a
relational quality. To gain ‘analytic bite’ Atkinson (2017, p. 2) proposes that
clear and sustained analysis is needed with the movement between seeing the
detail and the whole an important step in this process. In the same way as
medicine, the research process is as much an art as a science and requires
aesthetic skills. Applying Farquhar’s (1994) position in relation to the practice of
Chinese medicine | had to move from ‘having knowledge of research to
’knowing’ research. Thus, it was in the doing of the research that | moved from

an analytical understanding of research to an embodiment of the process.

Professional Development

The aim of the EdD is to help in the development of not just skills as a
researcher but all aspects of one’s professional life. As a teacher, the
Foundations of Professionalism allowed me to pursue an area of interest on the
teaching of reflective practice. Further, the lectures, seminars, assessment and
feedback supported my development of the skills of structure, criticality and
synthesis needed at doctorate level. The empirical research | conducted for
MOE1, 2 and the IFS allowed for a more intimate relationship with the clinical
reasoning literature and so my delivery of a course and feedback to students
was steeped in a different scholarship. A key aim of my teaching of clinical
reasoning was to develop practitioners as scholar-physicians by providing new
insights into their practice and a language steeped in contemporary literature to
explain it. As a practitioner of CM, the insights gained from the IFS have also
improved my practice. In particular has been my recognition of the role of
abduction that clarifies the place that CM places on a diagnosis being in that
time and place. | have now presented this work in a number of situations — at
professional conferences in the UK and internationally, at staff development
workshops, and more recently at practitioner CPD groups throughout the
country. | still need to find a tangible way to present the multi-modal aspect of
the work that combined the film of a consultation with the interview of the
practitioner. In terms of my role as an external examiner and accreditor, as said
in my impact statement, | have already presented preliminary findings from my

thesis research at a BAAB workshop and as a result | have been asked to be

10



the educational lead in the update of the Standards of Education and Training
for my professional body. As an external examiner | now understand
assessment differently and | provide more focused feedback to the managers

and teachers in other institutions.

In conclusion | would like to propose that it is the dialectic between theory and
practice that has to be understood both to practise medicine and to practise

research and this is what the EdD supports. As Hamilton (2005) suggests,

research when viewed as practice is emergent and each return to the data and

the literature continues to illuminate different nuances and possibilities, and

develop the multiple roles we hold as professionals.
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Glossary

ACAOM

ACGME

AHPRA

BAAB
BAcC
CBE
CBME
CM
CMBA

NCCAOM

WBA

WBL

Accreditation Commission for Acupuncture and Oriental
Medicine (USA)

Accreditation Council for Graduate Medical Education (USA)

Australian Health Practitioner Regulation Agency

British Acupuncture Accreditation Board
British Acupuncture Council
Competency-Based Education
Competency-Based Medical Education
Chinese Medicine

Chinese Medical Board of Australia

The National Certification Commission for Acupuncture and
Oriental Medicine (USA)

Workplace-Based Assessment

Workplace-Based Learning
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Chapter One: Background

Introduction

Do we choose to crash up against the rocky shoal of checklists and the
atomization of medicine they promote or to be sucked down into the
whirlpool that is subjectivity and the concerns about fairness and
defensibility that go with it? (Eva and Hodges, 2012, p. 914).

In the dialogue that takes place between Eva and Hodges, the question they
are posing concerns the navigation between objectified checklists and
subjective judgement in the process of the assessment of students’
competence to practise medicine. Their debate continues, that while we, as
medical educators, are critical of objectivity, we demand systematic
measurement and while we yearn for the recognition of an assessor’s personal
and holistic’ judgement, we are wary of its ‘inefficiencies and lack of uniformity’.
The two words, objectivity and judgement, Eva and Hodges discuss, are not
neutral, they can mean different things depending on context and present
different ways of understanding the world. The demand for standardization in
the form of competencies and measurement is now embedded in Higher
Education (HE) institutions but, so too, | argue, is subjective judgement
(Harman and McDowell, 2011), held within the role of the supervisor as

assessor, more implicit perhaps and less researched.

This thesis explores how educators in three institutions teaching Chinese
medicine (CM) in different English speaking countries have dealt with the
tensions introduced above as competency-based medical education (CBME),
as a curriculum model, is being globalized. Hodges and Lingard (2012a) warn
that teaching and assessment methods are not spontaneous but are adopted
by institutions - sometimes unconsciously so - according to particular and
dominant discourses of pedagogy, curriculum policies and external

stakeholders. My interest is what form workplace-based assessment (WBA)

' Holism is a term that denotes plurality, complexity and a socio-constructive approach to
teaching and assessment, used within education in contrast to an analytic or reductive
approach (Bleakley, 2010; Govaerts, van der Vleuten and Holmboe, 2019). The ‘holism’ of CM
will be explained on page 87.
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was taking in institutions teaching CM and how the constructs of CBME were

being experienced.

1.1 My context

In order to create context for this thesis | will present my personal relationship to
assessment within CM education and then present a brief background on the
place of CM education within China and within the UK. Standardization and

institutionalization form a theme throughout this section.

| was one of the founders and have been a director of a Chinese Medicine
professional-entry training course, originally in a private school set up in 1983
by a group of practitioners trained in the UK and in China. In 1996 the course
was validated as a BSc (Hons) Chinese Medicine: Acupuncture degree and
moved into a UK University where | was the course leader and principal lecturer
for 23 years. Over my years of being immersed in the teaching of CM | have
been involved in every aspect of running a school and course. | have written
curricula and codes of practice; interviewed and recruited students and
teachers; decided on clinic layouts and sourced equipment. | have planned
clinic schedules and inducted practitioners into clinical teaching. | have
interpreted competencies and prided myself on writing carefully constructed and
integrated learning outcomes and criteria for clinical assessment instruments; |
have been a clinical supervisor teaching and assessing students applying those
instruments and have moderated other supervisors’ assessments. | have been
an external examiner considering whether assessments meet quality assurance
requirements and as an accreditation officer for the British Acupuncture
Accreditation Board (BAAB) determining if other courses meet professional
body standards. | was part of a working group that produced the Standards for
Education and Training for Acupuncture (SETA) of the British Acupuncture
Council (BAcC, 2011) and subsequently involved in mapping competencies
onto the University degree course. Having been intimately involved in all
aspects of clinical training, my interest has turned to look more closely at how

we assess students’ work with patients, especially the application of learning
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outcomes and assessment instruments to determine students’ competence to
practise. My involvement in all the parts that form the ‘architecture’ of a course

(Kemmis and Mahon, 2017), as described above, have led to this thesis.

| found myself asking a clinical supervisor the following question one day when
she was defending her assessment of a student at the end of his placement in
the teaching clinic.

“But is he competent?” | ask the supervisor. “Are you happy for him to go

out into practice and treat patients? Would you send someone to him for

treatment?”
As | reflected on this conversation | noticed how my questions to the supervisor
were appealing to her role as a practitioner of CM. It was not about where the
student was scoring on the competencies checklist or which sub-competencies
he was failing in; it was not about what final mark he was to be given. The
question was whether, in her professional judgement as a practitioner of CM,
she thought this student was safe to be treating patients, safe to join our
community of practice. | noted a discord in my approach to assessment. In
order to try to support clinical supervisors in their role, my tendency had been to
be more and more explicit in the learning outcomes and criteria within the
assessment instrument. However, the instrumentalism of learning outcomes
that has become more dominant in HE and more embedded over the last 10
years of university periodic reviews, did not seem to be supporting the process
of WBA for supervisors. My interest turned to what part the role of judgement
played in assessment. How was the assessment instrument aligning with the
judgements of the supervisors? How might a lack of objectivity lead to errors of
measurement? And, what might be impacting on our role as supervisor-
assessors? These are the questions behind my decision to carry out this

research.

1.2 Why do we assess students?

The need to provide a grade of a student’s competence to practise is a
requirement of both the professional bodies and Universities. In the UK the
BAAB (2016) states:
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SETAP 6.5 The measurement of student performance must be objective
and ensure fitness to practise (2016, p. 45).

The expressions of measurement, performance and objectivity form a substrate
to this thesis. How do we measure a student’s performance in a clinical setting,
an assessment that is conducted simultaneously over time and in the moment?

This thesis aimed to find out what form objectivity was taking in WBA.

Assessment in any institution has multiple purposes. It must be summative and
formative, efficient and effective and meet the needs of multiple stakeholders
(Govaerts, van der Vleuten and Holmboe, 2019). It provides data to the institute
for quality assurance; it indicates to teachers their success (or otherwise); it
promotes (or should promote) learning; it helps inform the student of their
strengths and weaknesses and gives them the assurance to go out into the
world; it certifies achievement for the student and any regulatory body or
employer (Boud and Falchikov, 2007; Shumway and Harden, 2003; Trede and
Smith, 2012; Yorke, 2005; 2009). In the case of assessment for professional
entry it also informs the public and the practice community of a person’s
legitimacy and safety (Trede and Smith, 2012). This thesis aimed to investigate
the different meanings that these purposes created for the different

stakeholders.

1.3 History of Chinese Medicine Courses

In order to contextualize the place of CM teaching institutions in the
WesternZ/AngIo—American world this section will provide a brief history of
Chinese medicine from its place within the politics and culture of China. This will

provide the wider perspective on how standardization and institutionalization

2 The use of the expression ‘West’ and ‘East’ in opposition, more an expression of cultural than
geographic difference, is an artificial construct that, in relation to medicine, can misrepresent the
hybridity and heterogeneity that exists globally. | propose, however, that it is valid in relation to a
thesis about Chinese medicine and it's practice in the Western/Anglo-American world. | use the
expression ‘Western’ medicine to depict what is variously known as allopathic, orthodox,
conventional or bio-medicine and, in the UK, state sponsored medicine. Likewise the expression
Chinese to encompass the East has also been adopted as the institutions that have been
researched are teaching a predominantly Chinese medicine as opposed to Japanese or Korean
medicines, which, while historically entangled, are seen as distinct forms.
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have impacted on CM education. | will then move to the 20th/21st centuries and
the situation of CM in the UK.

Scheid’s (2002) analysis of the history of medicine in China shows it to be one
of heterogeneity and multiplicity, permeable to outside influences of time and
place, culture, politics and technologies. For most of the last 2,000 years, the
scholar-physicians learned primarily through a lineage system in which the
student followed a master studying the classical canons and at the same time
gaining their experience of how to gather, synthesise and analyse information
from patients through their skills in observing, questioning, palpating, listening
and smelling. Over the last two centuries, processes of institutionalization have
impacted on the practice of medicine in China and the training of its doctors,
each time creating something different for the stakeholder, be they the state,
the doctor or the patient. The very concept of a ‘Chinese’ medicine only came
into existence when doctors were forced to define their medicine as different
from that of the West (Andrews, 2015; Taylor, 2004b), no longer ‘yi’ (medicine)
but now zhongyi (Chinese medicine) as different from xiyi (Western medicine). It
is important to note that this is a medicine that has a different philosophical,
cultural and scientific approach, one in which the cartesian split of object and
subject has not been a part (Rosker, 2018). However, since 1949, the aim of

the Communist party in the PRC has been an integrated zhongyi and xiyi.

In 1956 as part of China’s modernization, a new form of college of Chinese
medicine was founded (Scheid and Lei, 2014), and, while not engulfed by them,
the institutional, clinical and even pedagogical standards of Western medicine
now operated (Zhan, 2009). Lei (2002) describes, for example, how doctors
trained by masters and not in the universities had to sit examinations in xueshu
(canonical learning) first and only if they passed would they then be invited to
take the jingyan® (experience) test. If a doctor had only studied with a master
and not in a university they needed to take supplementary classes. The
studying of books in other words, took precedence over experience thus

introducing a rupture from the traditional focus of CM as a practice (Scheid,

®Lei (2002) explains the ramifications of jingyan being ‘incorrectly translated’ as experience, but
that nuance does not impact on the meaning | am using here.
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2016). Farquhar (1987, p. 1020) explains that while the canonical medical texts
of the Han dynasty such as the Huang Di Nei Jing might ‘exercise a powerful
constraint over the knowledge claims that can be made [by physicians]’, they
are also contingent on professional practice as ‘their virtue lies precisely in their

adaptability to the uses of the present’.

In the 1960’s the Chinese Ministries of Health and Education commissioned a
series of textbooks. The aim was to unite the many competing currents within
CM and the contradictory information in the classical canons and at the same
time to translate the canons from classical into modern Chinese (Andrews,
2015; Scheid and Lei, 2014). In the PRC’s drive for scientization and
modernization, CM had to rewrite its canons showing a ‘Western’ systematized
biological logic that down-graded the information of the senses and the unity of
body-mind-spirit (Barnes, 2003). According to Taylor (2004a) this was not just
another example of standardization that had occurred at various stages in the
2000 year history of CM but, she proposes, this petrifying of CM knowledge into
a standardized form changed the transmission of CM by fundamentally altering
the dynamic of master-disciple, of patient-doctor. The ‘dialectic between clinical
insight and scholarly learning’, one of its defining features, Scheid (2008, p.

487) claims, was substantially lost.

As the medicine of China has been moved, translated, interpreted and
translocated to the West and into HE institutions with their own
standardizations, it has taken on new forms (Zhan, 2009). The first training
courses were established in the UK in the 1960’s and 70’s, with a proliferation
of CM schools occurring through the 1980’s and 90’s (Uddin, 2008). These
private schools were set up and run by practitioners of CM trained in the West
and in the PRC. Clinical training was either through observation in private clinics
or clinics set up by the schools. The supervisors were all practitioners teaching
part-time and concurrently managing their own private practices and mostly with

no teacher training.

As part of the professionalization of CM, professional bodies were formed

introducing standards, rules and regulations on ethics and practice and
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accountability processes for patient safety (Barnes, 2003; Flesch, 2013).
Accreditation procedures for teaching institutes were also introduced and in the
UK the BAAB was formed in 1990. In order to manifest appropriate (Western)
educational standards, schools adopted HE structures and processes and from
1996 some became externally validated or embedded within Universities. At its
height in 2007 there were 10 courses in the UK accredited by the BAAB, with 5
of them located within universities (Uddin, 2008). This has inevitably had an
impact on the way CM has been taught, assessed and practised (Givati and
Hatton, 2015). Barnes (2003), Cant and Sharma (1999) and Flesch (2013)
suggest that, as in the PRC, it is the very alignment with Western medical
models of professionalization, education and practice that has led to the
increased acceptance of Chinese medicine in the West. However, this
dominance of a Western medical model, they explain, also brings problems.
Within the history and translocation of CM to the West, another of my questions
for this thesis was how standardization and institutionalization were influencing
WBA.

1.4 Research Questions

In this thesis the context presented above is given as background to this

investigation.

How is competence to practise being assessed in programmes of study

that lead to professional entry in Chinese Medicine?

By investigating three CM institutions in different countries, my aim was to
illuminate their chosen theories of assessment. This understanding, | propose,
could help accreditors, institutions and supervisors to develop more appropriate

assessment processes. The following 3 sub-questions directed the research.

1. What are the similarities and differences in WBA between the three

accreditors studied?
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2. What are the similarities and differences in WBA within and between the
three institutions studied?
3. How is CBME constructed by the different stakeholders (accreditors,

institutions, managers and supervisors), and what issues does this present?

My original aim was to investigate CBME and the tensions between the
instrumental-technical and socio-constructive perspectives on WBA. The fourth
question was derived after | had started the data analysis and realized that
Schatzki’'s practice theory could be applied to assessment to illuminate the

social, cultural and material spaces in which WBA resided.

4. What are the social-cultural-material activities and arrangements that

constitute the practice of assessment in the three institutions studied?

1.5 Structure of thesis

This thesis comprises 8 chapters. Given that the accreditation bodies in the
three countries | have focused on are promoting a CBME curriculum model,
Chapter 2 reviews the literature on CBME in relation to WBA. While the
assessment of clinical work in the biomedical health professions has been
much debated and researched, for example, Govaerts et al. (2013), Higgs et al.
(2012), Holmboe et al. (2017), Schuwirth and van der Vleuten (2014) there has
been no research into what form this takes within CM courses. This reflects, |
propose, a profession in the early stages of its development in the West. This
review, therefore, considers the empirical and theoretical literature within the
mainstream health professions to form a framework to analyse WBA in CM.
This chapter also presents an alternative conceptual framework to that within
CBME with which to analyse WBA, namely Theodore Schatzki’s ‘practice turn’,
which considers a phenomenon from a socio-cultural-material position. Using
case study as my research method and a socio-interpretivist approach, | explain
in Chapter 3 the process of investigation including the opportunities and

challenges of being an insider/outsider researcher. | describe the thematic
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analytical process used as | constructed meaning and the ethical considerations
that permeated the research process. Chapters 4-6, the analysis and
discussion chapters, are constructed around the stories of the three main
stakeholders — the accreditors, the institutions (including the managers) and the
supervisors. Through focusing on the similarities and differences between the
different institutions, these chapters explore their experiences of WBA and the
tensions created by the adoption of CBME. Chapter 7 applies my alternative
theoretical approach to the data. By using the framework of assessment as a
‘practice’, different explanations of the enactment of assessment and the
entanglement of the different stories being told by the stakeholders, are
foregrounded, stories that are not being considered within the CBME literature.
Chapter 8 will draw the thesis together and consider the main issues that the
thesis presents for the development of WBA in CM institutions in the West and
for WBA in general. A reflection on the limitations of the study will help explain

future directions for research.
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Chapter Two: Workplace-Based Assessment

Introduction

In this chapter | introduce the unique features of learning in the workplace and
give a brief summary of the origins and applications of CBME to show some of
the epistemological positions and filters that suffuse the literature on workplace-
based assessment (WBA)*. The tensions in CBME, which were illustrated in the
discussion between Eva and Hodges in the introduction, can be viewed as
polarities (Govaerts, van der Vleuten and Holmboe, 2019), a dialectic (Kemmis,
2009) between the two theoretical approaches of the instrumental-technical and
socio-constructive. Taking this position in my review of the literature on WBA
was congruent with the multiple roles | have had in relation to WBA. In section
2.2 | expand on two main constructs of CBME arguing that there are clear
tensions between standardization and authenticity and between atomization
and holism. In 2.3 the focus is on measurement, the role of psychometrics and
the place of validity and reliability and the construct of a single true score in the
assessment of a complex performance that is context specific. In 2.4 my
attention turns to the role of the assessor and views on bias and judgement. In
order to theorise WBA further, Section 2.5 introduces Schatzki’s (2001; 2012)
‘practice turn’ as an alternative theoretical approach to the instrumental-

technical/socio-constructive approach to WBA.

2.1 Learning in the workplace

The necessity of including workplace experiences, and often for quite extended
periods of time, has long been acknowledged within the major professions,

disciplines and trades e.g. doctors, engineers, carpenters (Billett, 2010; Hager,
2011; Higgs, 2012b; Yorke, 2005). According to Evans, Guile and Harris (2011)

it was in the late 80’s and 90’s that workplace-based learning (WBL) was

* | have used the expression ‘workplace-based’ instead of ‘practice-based’ throughout the
thesis, holding the word ‘practice’ for the particular approach taken by Schatzki as in the
‘practice turn’ and presented in Chapter 2.5. There are distinctions behind the terms workplace-
based and practice-based and | refer the reader to Evans and Guile (2012b) for clarity. For the
purposes of this thesis those distinctions are not relevant.
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introduced into institutes of higher education (HE) in the UK, not just for
occupationally specific programmes of training but learning in general.
Experiences gained in workplaces were seen as essential for developing the
sort of knowledge required for ‘work-ready’ graduates (Allan et al., 2011;
Caballero, Walker and Fuller-Tyszkiewicz, 2011; McEwen and Trede, 2014) and
employers and professional bodies became central to decisions on the
outcomes of the curriculum (Bagnall and Hodge, 2017; Morcke, Dornan and
Eika, 2013). Schwandt (2005) proposes that the bringing of the new health
professions into universities, with placements located in hospitals or clinics, has
enhanced their professional status. This move into HE, however, has brought
with it new standardizations and processes of accountability for the
practitioners, educators, academics, teachers and students involved, including

for CM courses.

The learning that takes place in the workplace has a different and distinct
pedagogy Kemmis (2012) argues, a different ‘logic’ (Evans and Guile, 2012b),
from classroom or didactic forms of learning with the workplace needing to be
seen as an important and different learning environment in its own right. Young
(2008) proposes that a curriculum must provide access to the canonical and
fixed knowledge of the discipline but also the contextual, situationally
determined and tacit knowledge that comes from the workplace and not attempt
to collapse the distinctions between the two. It is in the workplace, as Scheid
(2008) has argued, that the dialectic between canonical knowledge and
experiential knowledge (Blinman, 2017; Eva and Hodges, 2012; Rotthoff, 2018)
along with the socialization into the profession, is manifest. A concern is raised
by Schwandt (2005) that the subjective, interpretive, inconsistent and intuitive
nature of professional work that is required in the work-place is often ‘remedied’
by the application of canonical® knowledge or what Orr (2007) calls ‘scientific’

knowledge.

® Canonical: also propositional or theoretical or codified. | use canonical as it signifies the
‘canons’ that are the basis of CM and because Billett’s (2017) application of the word includes
procedures as well as concepts.
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2.1.1 Competency-based Medical Education

It was to bridge these different worlds of classroom-based and work-based
education and the tension between the learning and assessment of canonical
knowledge and the professional knowledge needed in the workplace, that an
outcomes-based approach to curriculum design was introduced into HE. It was
also the introduction of more neo-liberal political and economic systems into
Universities, the development of a performative audit culture and quality
assurance frameworks that led to the focus of education in HE to shift (Grant,
2014; Hodges, 2012; Preston, 2017; Stone, Boud and Hager, 2011). The
curriculum was no longer to be based on the traditional ‘input’ perspective of the
process of teaching a student a certain content within a certain time frame
(Carraccio et al., 2002; Fishbain, Danon and Nissanholz-Gannot, 2019; Harden
and Crosby, 1999) or the standards of the masters embedded in the guilds
(Kemmis, 2008), but now constructed around ‘outcome’ measures, the
measurement of students’ performances, the product of students’
achievements. Pre-defined and pre-specified competency statements would act
as a frame of reference for institutions to set learning outcomes and
assessment criteria in order to support the decision making of assessors,
provide the basis for an objective marking system and make the requirements
for successful completion of the course explicit for students. Referred to as
competency-based education (CBE)®, this curricular model was manifest within
my own University, has been assumed in the development of the Standards for
Education and Training of Acupuncture (BAcC, 2011), and was seen in all the

accreditors | investigated

Within medical education defined competencies that combine the knowledge,
skills and attitudes expected of physicians have been introduced for some 20
years (Holmboe, Edgar and Hamstra, 2016; Park, Hodges and Tekian, 2016).

® Much of the literature including Kennedy’s AMEE Guide of 2014 uses the two terms
competencies and outcomes interchangeably. | have tended to use competencies when
referring to a general concept and when it is used as CBE/CBME and outcomes for what is
described within assessment instruments. Any direct quotes however have followed the author’s
original word choice.
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The AMEE guide by Smith and Dollase (1999) states:

We believe that by clearly specifying the educational outcomes in
behaviorally measurable ways, we can change the way faculty teach and
students learn. (p.15)

The following definition of CBME appears on the International Competency

Based Medical Education (ICBME, 2018) Collaborators website:
CBME is a method of assuring the production of competent physicians
by utilizing explicit abilities (or competencies) of physicians and using
these competencies as a way to organize medical education.

These two statements illustrate that CBME was to be an approach that would

organize not just the curriculum but also the pedagogy.

Dr Jason Frank, the Co-chair of the ICBME Collaborators and others, in their
definition of competency, present another key aim of CBME.
Competency: an observable ability of a health professional related to a
specific activity that integrates knowledge, skills, values, and attitudes.
Since competencies are observable, they can be measured and
assessed to ensure their acquisition. Competencies can be assembled

like building blocks to facilitate progressive development. (Frank et al.,
2010b, p. 641)

This definition reinforces how the assessment of competence would now come
about through measuring the observable behaviours of students’ performances
rather than defining the process of education. The type of doctor to be produced
(Harden and Crosby, 1999) would be defined through competency statements
that incorporated the domains, tasks and roles within a specific performance
considered essential for the practice of medicine. By the application of
appropriate assessment instruments to ensure and measure if students had
attained those competencies, the accountability requirement of society would
be met (Frank et al., 2010a; Hodges, 2010).

CBME has been embraced wholeheartedly internationally (Hodges and Lingard,
2012b; ten Cate, 2017). It can be seen in a variety of medical education
accreditation systems for example the General Medical Council (GMC, 2018) in
the UK and the Accreditation Council for General Medical Education (ACGME,

2017) in the USA. The key drive has been to ‘standardize learning outcomes
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and general competencies’ rather than to focus on the ‘length and structure of
the curriculum’ (Irby, Cooke and O’Brien, 2010, p. 224). This dominance of a
competency approach in medical education is in spite of there being little
empirical evidence that it achieves better results than previous training systems
(Morcke, Dornan and Eika, 2013). While this lack of research into the
effectiveness of CBME was acknowledged in the paper by Holmboe et al.
(2017) who are members of the ICBME Collaborators, it is still widely

advocated.

From the perspective of this thesis it has been important to treat definitions of
‘competence’ not as value free, but as social constructs, politically and
ideologically motivated (Rotthoff, 2018; Yorke, 2005). For Hodges (2012) the
language of competence is not just descriptive but also constructive. He
identifies a number of discourses which are enmeshed and recur in the
literature on CBME and which influence the concept, often implicitly.
Competence can be seen as knowledge, as performance, as production and as
psychometrics, each of these impacting on how assessment of competence can
be understood, portrayed and conducted. The knowledge discourse of
competence manifests in the requirement for the memorization and
reproduction of information with incompetence manifesting as a lack of recall of
facts and concepts or incorrect following of routine procedures. Competence as
performance is to do with observable behaviours as opposed to cognitive
processes and incompetence is usually interpreted as an absence of the
required behaviours. Those behaviours are often used as ‘proxy’ (ibid. p.25)
indicators of underlying attributes or abilities. Competence as product, as
outcomes, Hodges (2012) relates to a quality assurance and accountability
discourse with students needing to conform to given standards. In the
psychometric or measurement discourse, human characteristics are
represented by numbers, and incompetence manifests as an inability to score a
pass on the standardized measure. Hodges recommends a sensitivity to these

discourses as important when considering the literature on WBA.

There are many critiques of CBME some of which are discussed in more detail

in the next sections. Given my interest in the application of the literature to
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Chinese medicine | note a concern from a number of educationalists around
issues of (Western) cultural dominance within CBME. Ho et al. (2011) report
differences across cultures (Eastern and Western) especially in the
interpretation of competencies around professionalism and self-integrity; Ho et
al. (2012) reveal the prominence of Confucian relationalism impacting on
descriptions of competence in Taiwan; and Ho et al. (2014) discuss how social
and personal roles are differently integrated to those in a Western curriculum.
Bleakley, Brice and Bligh (2008) and Grant (2014) highlight the influence of
cultural and historical factors on the very concept of competencies, showing
evidence of different interpretations in the language of competencies across
countries. While a universal definition of competencies has been attempted in
medicine, McGaghie et al. in 1978 were warning against this due to the differing
political, social and cultural circumstances of institutions and courses. Albanese
et al. (2008) insist that the key criteria for determining competencies is that they
should reflect the vision of the particular institution as well as any stakeholders
including the public, leading to tension as CBME is being globalised.
Researchers in the PRC, as example Wu et al. (2015, p. 4), are calling for CM
theory to be written in a scientific language rather than philosophical or even
empirical, in order to make it ‘universally accepted by the modern scientific
community’. Barnes (2003) is concerned that Western medicine is becoming the
prototype against which all other systems of healing are being measured, the
arbiter of what is even considered ‘medicine’ (Saks, 2015), and that includes
professional competencies. That Eraut (1994) is concerned that the political
purpose of CBME is overriding its educational value reminds us of the origins of
CBE and its birth in an instrumental, technical and behavioural milieu in a

particular place (the West) and time.

2.1.2 Assessment of Workplace-based Learning

The direct observation of the clinical encounter in the workplace that focuses on
how students integrate skills, knowledge, judgment and attitudes is proposed by
van der Vleuten et al. (2010) as both more authentic, a more appropriate
stimulus format and pitched at the right level of complexity for assessing
professional competence. However, considering’s Frank et al’s (2010b)

definition of competence as described earlier, and taking Epstein and Hundert’s

31



description:

The habitual and judicious use of communication, knowledge, technical
skills, clinical reasoning, judgement, emotions, values and reflections in
daily practice for the benefit of the individual and the community being
served. (2002, p. 226)

then we see a number of possible tensions. Assessment of competence will
need to be made of not just skills and knowledge, but also the affective state of
the student and their clinical reasoning, an invisible process that is often hard to
define albeit manifest in behaviours or artefacts. At the same time de Jonge et
al. (2017) remind us of the complexities and uncertainties and uncontrolled
variables of patient mix, numbers and case difficulty in the workplace. While the
defining of competencies in medical education might be seen as
straightforward, what challenges institutions following the CBME model, is how
to translate professional performance into a standardized list of outcomes
against which to measure students’ competence to practise (Grealish, 2015;
Tekian et al., 2015).

2.2 Rocky shoals and whirlpools

Reminded of Eva and Hodges discussions in the introduction on the place of
systematic measurement and holistic judgement, this section will present the
literature on CBME under the tensions between standardization and authenticity
and between atomization and holism that emerge from the different constructs

inherent in CBME, namely the instrumental-technical and socio-constructive.

2.2.1 Standardization and Authenticity.

WBAs can evaluate multiple, essential competencies simultaneously in
an integrated fashion in the authenticity of day-to-day practice. (Kogan
and Holmboe, 2013, p. S68)

This statement holds within it one of the main tensions within CBME that is, the
standardization of competencies and the authenticity of the setting of students’
learning (Govaerts, van der Vleuten and Holmboe, 2019). Proitz (2010, p. 122)
describes the argument in this tension as a continuum between a behaviourist

and social-constructivist approach. In the former, competencies are ‘result-
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oriented, full-ended and measurable’ and educational interventions are seen as
a cause that will have an observable measurable effect that can be quantified
pre- and post-test. The latter sees competencies as ‘process-oriented, open-
ended and with limited measurability’. Authentic performance cannot be pre-
ordained as it is the locus of learning which creates and shapes the
opportunities and affordances for developing the knowledge and skills needed
in competence to practice (Rees, 2004; Villarroel et al., 2018). The
instrumentality of CBME is manifest through fixed and explicit competency
statements, assessment instruments and collection of metrics along with a
focus on performance. At the same time the socio-constructivist discourse of
CBME calls for learning to be rooted in authentic settings that recognizes the
contextualized nature of knowledge, and that assessment will need to capture a
student’s day-to-day performance as they are immersed in patient care. Within

WBA is a tension between fixed outcomes and contextualized knowledge.

It is the level of codification that determines how easy or difficult different forms
of knowledge are to contextualize as competencies (Wheelahan, 2009).
Canonical knowledge is easier, practice knowledge more difficult, while being
uncodified and tacit, personal forms of knowledge provide few principles on
which to base competencies. Thus standardized competencies are limited to
knowledge, skills and aptitudes that can be manifest as overt behaviours, while
what needs to be assessed is a complex set of concepts, procedures and
dispositions, an ‘engaged, embodied and enacted judgement that links

knowledge, virtue and reason’ (Schwandt, 2005, p. 321).

Rethans et al. (2002) present a differentiation that sheds light on these tensions
but is rarely made in the literature. It stems from the quite different concepts of
knowledge as described. They define competency-based assessments as
‘measures of what doctors do in testing situations’, and performance-based ‘as
measures of what doctors do in practice’ (p. 901). While pre-specified
competencies might lend themselves to the assessment of factual knowledge
and skills, or what practitioners do in controlled conditions such as in objective
structured clinical examinations (OSCE's), the defining and ‘measurement’ of

human behaviours in the workplace is impacted on by the lack of certainty and
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standardization and the complexity that comes from the very authenticity of that
place and the multiple dimensions that need to be assessed. When knowledge
was the dominant view of competence it was the poor integration of that
knowledge with appropriate interpersonal skills that was a major concern in
medical education (Morcke, Dornan and Eika, 2013). However, Barnett (1994),
Hyland (2017), Talbot (2004) and Wear (2008) all convey a concern that the
logic behind competencies in the domain of skills and knowledge which can be
specified as behaviours, has been illogically imposed on areas such as the
context-driven nature of empathy, humility, respect and a deeper reflective and
humanistic engagement with the practice of medicine. Cooke, Irby and O'Brien
(2010) in their Carnegie Foundation Report consider that defining and
assessing ‘excellence, humanism, accountability and altruism’ would be ‘difficult
to reconcile with a competency-based framework’ (p108). If competency
statements need to describe and embed not just non-technical or non-cognitive
skills but also professional and personal values such as compassion or caring,
the problem comes with defining the latter as explicit and objective statements

which being elusive to observation are difficult to quantify.

The standardization of competencies for purposes of producing objective
measurements in terms of validity and reliability has been a major factor in the
development of CBME (ICBME, 2018). At the same time, the context in which
the assessment is being conducted is equally important. The application of
standardized competencies will struggle to capture contextualized and
emergent learning in the workplace (Hager, 2011). Thus WBA may not be as
easily managed as stated by Kogan and Holmboe (2013) at the beginning of

this section.

2.2.2 Atomization and Holism

The measurable bits of performance that follow from anatomizing clinical
competence according to discrete learning objectives do not and cannot
add back together to constitute the skill and ability of the competent
physician. (Huddle and Heudebert, 2007, p. 537)

This statement sums up a further tension in CBME, that between atomization

and holism (Ginsburg et al., 2010). The aims when competencies are broken
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down into sub-competencies that contain more specific performance
instructions are to: clarify and ensure that all the behaviours to be manifest are
taught and assessed (Govaerts, van der Vleuten and Holmboe, 2019); ensure
that student deficiencies in one domain are not compensated by another
(Lucey, Thibault and ten Cate, 2018); allow for fairness and equivalence in
assessments; and reduce assessor bias and different performance
expectations (Crossley and Jolly, 2012). Holmboe et al. (2017) add another
important feature. Discrete sub-competencies allow for the ‘granularity’ needed
in feedback to students so that the reasons for failure can be clearly identified.
Further, they argue, ‘the degree of acceptable variation in assessment should
be “bounded™(p.576) and that is what the sub-competencies provide. As Hager
(2004) notes, atomistic learning can be attractive as it offers a simple approach
to assessment with direct observation of work done being checked against a

list. This product view of competence, however, comes with its own problems.

It is not the specified general domains, the overarching competencies, that
creates the problem in CBME, but that in the breaking down of performance into
discrete, multiple and explicit outcomes, the complexity of what professional
competence involves is denied. It is the ‘an-atomizing’ of performance, what
Kuper, Whitehead and Hodges (2013) call the dissection of the ‘good’ doctor
into their component parts, that is challenged as it neglects the complexity of
the interrelatedness of knowledge and understanding required in professional
work (Blinman, 2017; Ginsburg et al., 2010; Orrell and Higgs, 2012; Regehr et
al., 2007). While competency frameworks deconstruct, it is the assessors who
need to reconstruct these atomized statements back together and consider the
whole performance. For ten Cate and Billett (2014) learning outcomes, as
‘abstractions’, do not always link clearly to the tasks within the workplace,
making it difficult for assessors to reconcile what they are observing with the
published statements. According to Crossley (2013, p. 1153) atomizing, as a
drive for objective assessment, has had the ‘paradoxical effect of increasing the
variability between judges rather than reducing it'. Research also shows that the
more sub-competencies there are, or the longer the check-lists, the more
chance there is of the assessor reverting to an holistic assessment (Kogan et

al., 2015). A systematic review by Lurie, Mooney and Lyness (2009) shows that
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competencies are not independent constructs but overlap and are
interdependent and so difficult to measure as discrete items. It would seem that
the holistic manifestation of competence cannot be described with the objective

precision warranted by CBME.

What competencies describe, Wheelahan (2009) contends, is just those things
that can be observed or measured neglecting the more higher-order thinking,
attitudes and values that cannot. The conclusion is that this defines what is
assessed to the limits of language. Tummons (2020) critiques the conflation of
competence with competency statements as one of mistaking actual things in
the world with the ways in which we write them. One of the advantages
proposed by atomized competencies is that they can foster transparency and
consistency of interpretation by the professional community — accreditors,
teachers, assessors, students - ‘shared mental models of what needs to be
achieved’ (Govaerts, van der Vleuten and Holmboe, 2019, p. 70). Bloxham,
Boyd and Orr (2011) and Kemmis (2008), however, describe how assessors
report the terminology in competencies as often being ambiguous and
confusing with multiple possible interpretations, and therefore resort to their own
personal and more holistic understanding of competent performance
(Almalkawi, Jester and Terry, 2018; Govaerts et al., 2013).

There is a different view on the place of the atomization of competencies that
loosens their link directly from the measurement aspect of assessment. Tekian
et al. (2015) recommend that the sub-competencies should be seen not as a list
of activities to check off but more as a ‘dictionary’ to narrate competence, or as
Eva and Hodges (2012) propose, competencies should be seen as a ‘guide’
only and we should let go of the ‘notion that we can measure competence’
(p.918).

Whitehead et al. (2015) sum up the situation of the standardization/atomization
and authentic/holism debate:
competency frameworks are extremely valuable in that they provide a
clear and convenient, if somewhat abstract, model of complex real world

systems. As abstractions, however, they necessarily provide a simplified
version of the complex ideas they represent and the ways that practice
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changes in response to the context in which it takes place. No
framework, therefore, is ever “the truth”, but instead all frameworks are
approximations, and all will inevitably have limitations as well as
strengths. (p.246)

Maintaining an awareness of the different assumptions that arise when WBA is
seen in the context of standardization and atomized statements of competence
or of holism that needs to be captured when learning is in an authentic setting,
will allow for a more informed dialogue in curriculum and assessment
development. Even Holmboe et al. (2017) present a different approach from
their 2013 statement as they have seen the tensions that arise from the
different epistemological positions of the instrumental-technical and socio-
constructive.

Holism and reductionism both have a place in medical education; the

issue is when and how to apply these interconnected philosophies
appropriately. (p.576)

Developing these ‘philosophies’ further the next section will look at the role of
measurement in WBA. The dissection of competence into multiple sub-
competencies, as discussed previously, is intimately tied to a measurement

discourse.

2.3 Measuring Performance

When the public is concerned about the educational productivity of its

schools the tendency, and it is a strong one, is to tighten up, to mandate,

to measure, and to manage. (Eisner, 2004, p. 3)
To support the accountability role of accreditors and institutions the approach of
CBME is to measure a student’s performance against the competency
statements developed by the particular health profession. When measurement
is central to the process of assessment, the psychometric discourse can take a
prominent position. This in turn raises issues of the validity and reliability of
assessment instruments and the tensions of assessing in uncertain and

uncontrolled authentic settings.
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2.3.1 Psychometrics

The conversion of human behaviours to numbers through the objective
measurement of knowledge, skills, abilities and attitudes is referred to as
psychometrics. According to Park, Hodges and Tekian (2016), the number as a
psychometrically reliable test score has been the backbone of assessment
standards in professions as it provides the evidence to stakeholders that the
assessments are providing a rigorous and efficient testing of competence, a

critical issue in supporting the status of any profession.

At the heart of the psychometric discourse, however, are a number of
assumptions. Firstly, that the acquisition and performance of discrete sub-
competencies that are easily described and measured equals competence.
Secondly, professional competencies as concepts, procedures and dispositions
can easily map onto pre-determined and atomized outcomes (Govaerts and van
der Vleuten, 2013; Morcke, Dornan and Eika, 2013). Thirdly, human
characteristics and behaviours can be represented by standardized scales
(Delandshere and Petrosky, 1998; Hodges, 2013). And finally, competence as
knowledge and skills is an individual possession, stable and context free
(Lingard, 2012; Schuwirth and van der Vleuten, 2006). The striving for validity
and reliability and the concept of the ‘single true score’ are also framed within
this discourse (Hodges, 2012; van der Vleuten et al., 2010; Wass and Archer,
2011).

2.3.2 Validity and Reliability

For Shumway and Harden (2003) validity is concerned with whether the scores
from an assessment instrument measure what they are supposed to measure
and can distinguish levels of achievement between different students. Reliability
is whether the assessment instrument consistently measures what it sets out to
measure when repeated by the same rater, by different raters and over time.
Hodges (2013, p. 565) adds a slightly different nuance describing reliability in
authentic contexts as ‘the accuracy of the transformation from real-world
phenomenon to a number’ and validity as ‘the stability of that numerical

representation’.
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The improvement of assessment instruments for objectivity, fairness and
transparency has been a major factor in the development of CBME (Crossley et
al., 2011; Holmboe et al., 2010; van der Vleuten et al., 2010; Wass and Archer,
2011). For students, grades hold both extrinsic and intrinsic value thus grade
integrity is an issue for any institution (Sadler, 2010). In order to minimize
inconsistencies in marking and reduce the bias of assessors, learning outcomes
are advised to be explicit and standardized, assessment instruments valid and
reliable, practical and efficient, and ‘decisions on grades should be made by
evaluating the quality of student work against fixed anchor points’ (ibid, p.728).
Examiners should have clear guidelines for marking, ‘which indicate how
performance against targeted curricular outcomes should be rewarded’
(Shumway and Harden, 2003, p. 570).

While direct observations of the clinical encounter in an authentic setting as an
appropriate assessment of a student’s performance, and its representation in
numerical form, have been the mainstay of clinical assessment in health care
professions, there is much critique of their lack of validity and reliability
(Blinman, 2017; Morcke, Dornan and Eika, 2013; Norman, Norcini and
Bordage, 2014). Further, there is very little empirical evidence to support validity
(Natesan et al., 2018; Shorey et al., 2019) or inter-rater reliability (Klamen et al.,
2016; Rencic et al., 2016) with rater bias also being an issue (Sherbino et al.,
2013; Tavares, 2014). Holmboe et al. (2017), while supporting CBME,
acknowledge that the summative assessment of competencies as applied in the
workplace lacks evidence of validity and reliability. What Delandshere and
Petrosky (1998) question is the use of numbers as a representation of what is a

complex performance.

The conflation of the numerical with objectivity, reliability and fairness has been
a major question in CBME for some time with Schuwirth and van der Vleuten
(2019; 2006) providing in depth critiques. Their argument starts with how the
term ‘subjective’ has been framed in opposition to ‘objective’ with the
consequence that in relation to assessment subjective has come to mean

biased and biased with unfairness. What they conclude, instead, is that
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objectivity and reliability do not necessarily equate, and conversely subjectivity
does not necessarily relate to unreliability and hence unfairness. An objective,
standardized check-list of performance can produce unreliable scores while
subjective, global rating scales based on expert (and subjective) judgements
can provide reliable scores and might be better able to discriminate between
levels of expertise. To improve reliability and validity extended sampling with
multiple raters assessing multiple encounters in multiple contexts is needed
(Lockyer et al., 2017).

Rather than even considering expressions such as validity and reliability and
objectivity Govaerts and van der Vleuten (2013) recommend drawing inspiration
from qualitative research. By taking a more socio-constructivist approach,
concepts such as credibility, dependability and confirmability have been
introduced to WBA. Govaerts et al. (2007) consider that ‘multiple interpretations’
of a student’s performance may be equally valid and put together ‘present a rich
and detailed report of competencies and the situation-specific behaviours’
(p-254). For Gingerich, Regehr and Eva (2011) adequate sampling might turn
the bias of raters into idiosyncrasies providing a more rounded perspective of a
student. This presents a different way WBA can be viewed loosening the ties to
objectivity and a psychometric discourse and resonating more with authenticity
and holism. Schuwirth and van der Vleuten (2006) recommend a shift of focus
from assessment as a ‘measurement of the outcome of an educational activity
to assessment as an integral part of education’ (p.299). This line of inquiry will

be followed up further.

2.3.3 The single true score

The psychometric discourse rests on a concept that students possess abstract,
stable and latent dispositions that can be measured. There is, however, a large
body of literature that challenges the possibility of producing a ‘single true
score’ about a student’s ability on a given competency statement (be it
knowledge or techniques or professionalism) and maintain validity and reliability
(Durning et al., 2013; Ginsburg et al., 2010; Gruppen et al., 2018; Hodges,
2013; Schuwirth and van der Vleuten, 2012).
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If the primary aim of grades is to distinguish one student from another then it is
critical to know whether competence in a student is a stable and generic trait of
that individual across contexts, or a state that varies with the situation and thus
whether any variance of grades is ‘noise’ or ‘signal’’ (Durning et al., 2013).
Following from the assumptions described earlier within the psychometric
discourse, Govaerts and van der Vleuten (2013, p. 1165) consider further
issues. One is that ‘competence, as inferred from performance, is a fixed,
permanent and de-contextualized attribute’ and that a student’s performance is
stable across cases and situations. The other is that ‘performance can be
‘objectified’ and assessors, if they were only capable to do so, would be able to
rate and observe some true level of performance’. In health care, however,
they argue, learning is a non-linear, non-deterministic and dynamic process. For
Schuwirth and van der Vleuten (2012) evaluation of performance is an attempt
to measure and predict the interaction of the student and the environment not of
a stable characteristic and therefore interaction effects should be seen as
meaningful signals not ‘noise’. Hence, in support of Gingerich, Regehr and Eva
(2011), the different results of assessors can be a valid and reliable measure of

a student’s performance.

Whitehead et al. (2015) pick up the paradox contained in the challenge to
medical education by society to find ways to assess the qualities of doctors
such as professionalism and empathy. These attributes are the very things that
are elusive to measurement and yet the pressure for accountability has led to
the dominance of psychometric assessment systems. While the ICBME
consortium acknowledge the problem of context specificity and the inherent
uncertainty and imprecision of WBA in coming to numerical decisions, Gruppen
et al. (2018) propose to remedy this through the systematization of subjective
judgements such as:

behavioural anchors for rating scales, detailed descriptions of what
‘competent’ performance looks like, and faculty development to calibrate
faculty to a common set of criteria. (p. S19)

7 ‘Noise’ denotes an error in the measurement system and ‘signal’ indicates true variance
in the student’s performance.
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The calibration of not just the assessment instrument but also the assessor, are
both critical in this approach. This leads me to turn my inquiry to arguments on

the role of the assessor.

2.4 The Assessor

In agreement with Gruppen et al. (2018) above, Lockyer et al. (2017), Shumway
and Harden (2003) and Williams, Klamen and McGaghie (2003) all consider
that the onus of the validity of the assessment process lies with the individuals
conducting the assessments. If the assessment instrument is only as good as
the person using it then effort would need to be spent on reducing assessor
errors and biases. In this section | will consider the literature on assessor bias
and the role of training and then expand into the place of assessors’ judgement
and interpretation and recommendations that WBA must support learning as

well as grading.

2.4.1 Causes of Rater bias

A number of factors have been identified that impact on why assessors may not
produce reliable scores and why inter-rater reliability might be compromised. It
might be down to the raters’ own competence and skills; variable frames of
reference; a local culture; anticipation of possible reactions by students to
marks given; and cognitive factors such as subconscious stereotypes or
personal idiosyncrasies (de Jonge et al., 2017; Holmboe, 2015; Kogan et al.,
2011). Biases such as halo effects or leniency are also factors reported
(Gingerich, Regehr and Eva, 2011; Pangaro and ten Cate, 2013). Another view
introduced by Shay (2004) and Harman and McDowell (2011) is that assessors
see their role as encouraging development rather than producing a
discriminatory grade. In relation to the health professions, Yorke (2005)
proposes that supervisors tend to be generous in their assessment as it aligns
with their sense of nurturing. This is not bias but an alignment of the

assessment construct with the values of the assessor.

The issues raised in the previous sections also challenge perspectives on

assessor bias in several ways. The first is that competency statements are
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explicit and universal and so understood equally by assessors. The second is
the concept of there being a single ‘true’ score and that the multiple
perspectives of different assessors are noise (or bias) and need to be reduced.
The third is the quest for objectivity in the form of numbers and that this equates
to reliability and validity. Fourthly, the association between objective

assessment and standardized instruments is doubtful (Hodges, 2013).

2.4.2 Assessor Training

Whether the training of assessors is there to calibrate assessors and thus
improve inter-rater reliability by eliminating personal biases or is there to help
assessors, and groups of assessors, understand their personal biases through
developing shared mental models, is debated. As discussed earlier, the
idiosyncrasies of the assessors can be viewed as valid interpretations as

opposed to biases.

Kogan and Holmboe (2018) consider that the training of assessors is necessary
and collates evidence that various programmes such as ‘behavioural
observation training’, ‘performance dimension training’ and ‘frame of reference
training’ have all had a positive impact on reducing assessor bias. The research
of Hodwitz (2018) showed training improved assessors’ understanding of the
role of judgement, improved assessors’ confidence in scoring and utilizing
assessment tools, but it did not affect inter-rater reliability. A randomized
controlled trial carried out by Cook et al. (2009) on the impact of assessor
training on the use of a particular assessment instrument showed no
improvement in inter-rater reliability. The conclusions of Gingerich, Regehr and
Eva (2011) and de Jonge et al. (2017), were that any solutions attempting to
bolster assessor objectivity have had little impact and that the objective
evaluation of performance in complex settings is not possible and perhaps not
even desirable. If, as Lockyer et al. (2017) propose, validity is not an inherent
property of an assessment instrument but is in the hands of the assessor then,
as in any other skill, | propose, it is the process of assessment that must be

learned, not the calibration of the assessor to the instrument.

When it comes to marking, Shay (2005) proposes that if internally developed,
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marking criteria do reproduce the norms and rules, the tacit standards of the
group designing them. Meddings (2017) also describes how over time
assessors learn to mark by marking and how communities of practice support a
cohesive approach to marking. Crossley (2013) suggests that while calibration
training of raters did not reduce variability in their interpretation of performance,
discussion around performance and aligning assessment instruments with
existing value based cognitive frameworks did lead to more shared
interpretations. This could explain the positive outcomes of assessor training
that Holmboe (2015) reported.

Govaerts et al. (2007) and Boudreau, Cassell and Fuks (2018) argue for
training for teachers to go beyond the effective use of the assessment
instrument to the development of appropriate, open, supportive and non-
defensive relationships with students. As Bleakley (2015, 2019) and Berendonk
(2013) point out the high behavioural and cognitive demand of active
performance is a vulnerable position that creates emotional tension for students

and for teachers and assessors, changing with each patient and situation.

Van der Vleuten’s (1996) position, as explained already, is that subjective,
global rating scales based on experts’ judgements can provide reliable scores
and might be better able to discriminate between levels of expertise in students.
It follows that the concept of assessor bias might need to be reframed and a

closer look taken of the place of interpretation and judgement in WBA.

2.4.3 Interpretation and Judgement

Pre-specified competency statements rely on precision in the language used to
provide commonality amongst assessors, with Jessup (1991, p. 134) going so
far as to state that ‘the overall [CBME] model stands or falls on how effectively
we can state competence and attainment’. The assumption, however, in
standardized outcomes is that the language in which they are written is
transparent (Crossley et al., 2011; Morris, 2019) and free from mis-
interpretation or ambiguity for those applying them (Dunne, 2005; Grealish,
2015). Hodge, Mavin and Kearns (2019) critique the very process of

interpretation that occurs as competence is translated from the analysis of the
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practice by the profession through to competency statements held within text,
and then into curricular design, teaching activity and assessment instruments.
They question the authority that is ultimately invested in the texts produced. Any
valid measurement must rely on the assessor’s interpretation of the
competency statements (Govaerts et al., 2007; Yorke, 2011a) returning us to

question how standardized they can be.

Sadler (2009) supported by Kilgour et al. (2013) report that word-based
outcomes and criteria ‘may be interpreted differently by different teachers’ and
that ‘they can also be interpreted differently by the same teacher in different
assessment contexts’ (p.169). Further, assessors attach importance to different
aspects of students work (Bloxham et al., 2015; O’Hagan and Wigglesworth,
2014). While criteria might be presented as discrete entities and thus assumed
to be conceptually distinct they will be merged differently by teachers as their
boundaries are actually ‘fuzzy and situationally dependent’ (Sadler, 2009, p.
69). Ginsburg et al. (2015) consider this might lead to construct ‘mis-alignment’
constraining authentic depictions of students’ performances and put a strain on
the transparency of the assessment process. The standards an assessor
applies to a student’s work are often emergent, dependent on the context,
based on personal values and are often tacit (Giloi, 2014; Govaerts and van der
Vleuten, 2013; Orr and Bloxham, 2013).

In arguments around assessor bias Hager and Butler (1996) insist that
subjectivity is not the same thing as bias.
Objectivity is the intelligent learned use of subjectivity, not a denial of it.

In the judgemental model of assessment it is the assessor who delivers
objectivity, not the data. (p. 372)

They describe assessment as the application of an assessor’s judgements
based on learned personal standards. This implies that objectivity will be better
achieved by trusting more in judgement in context rather than measurement as
judgement as it will be the case that non-variable instruments are unlikely to

capture the normative judgements being made by assessors.

An outcome of the analysis by Gingerich, Regehr and Eva (2011) was that

assessor error may be due to the competency frameworks against which they
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are asked to make judgements; they may be ‘incongruent with the cognitive
processes used by humans to perform judgements’ (p. 55). Assessors, they
say, may be making consistent yet different categorizations of students’
performance. Not just the language but the representation of atomized
competencies in numeric scales is what Regehr et al. (2007) concluded was
being resisted by assessors. Govaerts et al. (2007, p. 252) propose that
assessors are not ‘passive measurement instruments’ applying strict
performance criteria laid out in assessment instruments, but active processors
of information applying personal meaning, perspectives and values to the
assessment. For Broad (2000), competency statements might not assist
assessors as they do not make apparent the value system that underlies them.
As discussed earlier, the idiosyncrasies of assessors as they make sense of
complex clinical scenarios are said by Gingerich et al. (2014, p. 1055) to be
‘legitimate experience-based interpretations’. If assessors’ differences of
opinion are ‘signal’, then the aim of assessing performance is not to come to a
measurement but to leverage the assessors’ reasoning and decision making

process.

Sadler (2009) sums up the tensions that can ensue in WBA due to the
complexity of the judgements needed in multi-criterion assessments, returning
us to the tension between atomization and holism. He proposes that
judgements are not always made at the level of individual criteria; criteria do not
hold inherent meaning but are interpreted; and assessors are aware of
discrepancies between global and analytic conclusions but they can remain
tacit. The implications of these arguments are that assessors are making a
global judgement of a student’s competence. Dunne (2005, p. 375) considers
that competency statements ‘[dis-embed] the knowledge implicit in the skillful
performance of the characteristic tasks of the practice from the immediacy and
idiosyncrasy of the particular situations in which it is deployed’. These would
need to be re-embedded by the assessors as they make inferences about
competence from multiple observations of the student’s performance (Grealish,
2015; Hager, 2017). The research of Bloxham, Boyd and Orr (2011) found
evidence showing that assessors come to a decision about a general grade and

use the published criteria to check. They state:
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markers are not cynically referring to criteria post hoc in order to defend
judgements, but are using them to refine ‘hunch’ decisions. (p.662)

Berendonk (2013) also reports assessors using hunches or ‘gut feelings’ as
they apply their own professional and personal knowledge of the discipline that
takes into account the student and patient in context. Shay (2004) supports the
argument that the professional judgement assessors are using is not bias but a
form of rationality. Not objectivist or relativist, but contextual and experienced
and value based. Rather than standardizing and atomizing, rather than
‘tightening up’, Eisner (2004) calls for a qualitative intelligence to be developed
including a refining of the assessors sensibilities, of perception, attentive to

relationships, a flexible purposiveness open to uncertainty.

The lack of evidence of objectivity in the measurement of grading complex
assessments such as in WBA, leads us to conclude that it is at root a socially
constructed activity involving a process of interpretation and judgment. Validity
is therefore not a quantitative procedure but an interpretive process involving
the complex application of judgement influenced by the interactions between
assessor and student and the context in which the assessment occurs. Rather
than inter-rater un-reliability being a problem of implementation or interpretation
(Boyd et al., 2018) as already discussed, an assessor’s judgement can be

viewed as a valid interpretation of a student’s competence.

Rotthoff (2018) points out, however, that to reach a valid judgement and
transform the assessors observations into a grade, given that is a requirement
of the quality assurance discourse, does need some degree of familiarity with
the defined constructs and dimensions of the assessment process and
framework along with a reflected discussion with other stakeholders in order to
come to shared mental and value-based understandings. Otherwise, he
proposes, there is a tendency to de-value the assessment instrument and give
above average ratings. The aim of assessment therefore will be lost for all

stakeholders.

2.4.4 Assessment of and for Learning

Edumetric: used of approaches to assessment which focus on authentic
tasks and acknowledge cognitive complexity. Unlike psychometric
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approaches, which emphasize differences between learners on the normal

curve, edumetric approaches focus on individual learning or within-

individual growth (Gillies, 2010).
This definition of ‘edumetrics’ clarifies one of the issues of what it is we may
need to measure in WBA. A psychometric approach is particularly concerned
with differentiating between students, an important concern in ‘high stakes’
assessments that will determine entry to higher-level training or employment.
Edumetrics is more concerned with the development of the individual student.
This is a further example of the instrumental discourse as assessment-of-
learning coming into tension with the socio-constructivist discourse as

assessment-for-learning.

That assessment must support learning, self-directed learning and learning for
life before issues of reliability or validity especially in longitudinal assessments
is proposed by many educationalists. Boud (2009) and Higgs, Loftus and Trede
(2010) argue that good assessments can be used to determine grades, but it is
crucial that assessment fosters and helps rather than hinders the development
of the required attitudes and dispositions students will need in their professional
life. Schuwirth and Van der Vleuten (2011a) urge that the primary requirement
of observation of performance should be developmental with the observer
accompanying the student on their learning journey and summative decisions
should be secondary. Picked up by Dornan (2012) and Winstone and Boud
(2020) is the concern that assessment-of-learning can consume assessment-
for-learning as the application of judgement on the part of the assessor as to

the student’s competence is overwhelmed by metrics and standardization.

Summary

This literature review of the multiple discourses influencing WBA has been
important in setting the context and relevance of this study. The key issues that
have emerged from this chapter so far relate to: (a) the tensions between
standardization and authenticity and between atomization and holism and the
different ways in which WBA will be enabled or constrained by these constructs;
(b) whether the assessment instruments of WBA can lay claim to validity and

reliability; (c) the factors determining assessors’ interpretations of competencies
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and the judgements they are making and (d) how assessment-of-learning and

assessment-for-learning can be in tension.

Trede and Smith (2012, p. 193) suggest that ‘the means to enhance WBA is not
to promote a dominant discourse but rather to assist assessors (and | add all
stakeholders) to reconcile and work within these tensions’. However, the CBME
construct remains rooted in discourses of product, performance and
psychometrics (Hodges, 2012; Landri, 2012), of de-contextualised individual
competencies (Fenwick and Nerland, 2014), of context being limited to settings
or places (Bates and Ellaway, 2016; Evans, Guile and Harris, 2011) and
focuses on the individual student (Bleakley, 2006). Sebok-Syer et al. (2018)
question the very fundamental assumption held within CBME that places the
student as the focus of assessment attention reporting instead on the

interdependence of the assessor and assessee.

Perhaps, | conclude, it is the very construct of CBME that needs to be debated
further. Boyd et al. (2018) challenge those supporting CBME as promoting a
discourse of ‘infallibility’. Their analysis of the literature found that any critical
voices of CBME were being silenced and conceptual concerns around
assessment were being ‘reframed as two practical problems: implementation
and interpretation’ (p.45). Docherty (2017) also questions the epistemology of
CBME as being insufficient to explain and develop the process of assessing
competence to practise. According to Boud et al. (2018, p. 1107) ‘assessment
as a field of investigation has been influenced by a limited number of
perspectives’ with the predominant focus being the assessment instruments
and attempts to improve their reliability and validity. To get to a deeper level of
understanding of WBA | needed to de-centre measurement (ibid) and the tasks
students perform as described in the learning outcomes. | needed to theorize
WBA further, and consider the nature and entwinement and whole phenomenon
of assessment as the unit of analysis (Fenwick, 2012). In the next section |
present ‘practice theory’ as that different theory with which to view WBA.
Sebok - Syer et al. (2018) and Boud et al. (2018) report that a practice theory
approach has rarely been used in research into assessment especially within

medical education.
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2.5 The Practice Turn

In this section, | present Theodore Schatzki’s approach to ‘practice’ as
described in ‘The Practice Turn in Contemporary Theory’ (2001) and developed
in Schatzki (2012). | also draw on Kemmis and Grootenboer (2008) who have
developed the theory of ‘practice architectures’ in order to provide a more
empirically manageable approach to understanding practices. My aim is to view
WBA as a ‘practice’ in its own right. Seeing WBA as a socio-cultural-material,
embodied and interactive phenomenon that gives space for the human voice
and human values as well as non-human actors (e.g. artefacts, buildings) in
time and space opens up a different and wider perspective from that offered by
CBME.

2.5.1 Schatzki’s Definition of a Practice

Schatzki (2002) describes practices as:

... organised nexuses of actions. This means that the doings and
sayings composing them hang together. More specifically, the doings
and sayings that compose a given practice are linked through (1)
practical understandings, (2) rules, (3) a teleo-affective structure, and (4)
general understandings. Together, the understandings, rules and teleo-
affective structures that link the doings and sayings of a practice form its
organisation (p. 77).
Before | de-construct and expand on this definition | must add that being a
socio-cultural-material phenomenon ‘practice’ is a contested term embedded in
tradition, diverse and multi-dimensional, interpreted differently by different
stakeholders and understood differently depending on the different intellectual
and scholarly traditions of the theorists. | do not have the space to present the
range of ideas contained in the literature but refer the reader to Schatzki (2012)
and Mahon et al. (2017) who map out the history and theoretical terrain of
practice theory. | have extracted from the literature what | have found most
relevant to help expand our understanding of WBA. To do this | will deconstruct

Schatzki’s definition of practice as quoted above.
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2.5.2 Sayings, Doings and Relatings
According to Schatzki a practice is an:

‘open-ended, spatially-temporally dispersed nexus of doings and

sayings’ (2012, p. 14)
By open-ended is meant any number of activities, or paths of activities, that can
take place somewhere in some space at some point, held together (a nexus) by
‘sayings, doings and relatings’. It is Kemmis and Grootenboer (2008) who have
added the expression ‘relatings’. Practices are always ‘located in particular sites
and particular times’ (Kemmis et al., 2014, p. 33) with meaning established
through the network of interwoven activities. It is that the sayings, doings and
relatings ‘hang together’, happen together and are connected in some kind of

coherent way that give a practice its distinctiveness.

That a practice is constituted by ‘sayings’ refers to what people think and say in
words spoken and written. A practice is not just represented but also shaped by
discourses, by forms of thought and language and beliefs and values including
cultural and traditional distinctions and specialist discourses that make it
understandable and interpretable as a specific practice (Kemmis, 2009). Boud
(2000) and Price et al. (2011) highlight assessment in particular as carrying out
this role within education. It must be noted that discursive and cultural
arrangements can enable and also constrain particular sayings as noted earlier
in the work of Ho et al. (2011, 2012, 2014).

Gherardi (2019) presents a view that removes us from the more cognitive
approach describing practices as ‘performed through a ‘sapient’ body that
knows through the senses, and that accumulates in the body a capacity to act
in the world’ (p.151). The body, for Schatzki (2001), is the meeting point of mind
and activity hence the emphasis in practice theory on embodiment. The role of
the body and the senses in the way we make meaning and mediate the world

has been well developed by Merleau-Ponty (2013). He proposes that

the visible is what we grasp with our eyes; the sensible is what we grasp
through our senses (p.7).

This quote links back to the role of judgement in WBA and that the personal
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meaning, perspectives and values assessors are applying to students’ work are
often tacit while Landri (2012) and Schatzki (2017) describe practitioners (as

assessors) as needing to develop an aesthetic understanding.

That a practice is constituted of the ‘doings’ of individuals refers to both a
physical and material space in which activities take place but also within an
economic context of resources, production and exchange. Material and
economic arrangements and responsibilities shape the doings of practice by
affecting what, how, when, or by whom something can be done (Mahon et al.,
2017). Gherardi (2009b) sees tools and artefacts and objects as having agency
by embodying knowledge and anchoring practices. For Fenwick (2012), seeing
the materiality of a practice as not separate or distinct from the human
designers or users helps to lessen the privileging of the human actors. As
example, | suggest, assessment instruments as artefacts and their
psychometrically determined outcomes, as described in the previous chapter,

carry a privileged position.

A practice also consists of the relationships that occur between people,
relations of belonging or not, of inclusion or exclusion, between different roles
formal or chosen (Kemmis, 2009). As Gherardi (2009a) proposes, a practice is
not only formed by what people do but the ways they do things together, going
beyond the knowledge, experience, intentions and actions of each person as an
individual agent (Kemmis et al., 2012). A practice consists of the forms of
knowing generated through the relationships among the participants and also
material arrangements as well as the everyday routines and interactions. Social
and political arrangements or resources shape how people relate in a practice,

not just to each other but also to non-human artefacts.

Reich and Hager (2014) suggest that practices are not stable or homogeneous
but exist and evolve in historical as well as social contexts and are shaped by
complex social and political forces. Further, the traditions of a practice, Mahon
et al. (2017) describe as carrying the imprints of prior sayings, doings and
relatings and so too can new sayings, doings and relatings transform practices.
It is the characteristic arrangements of discourses, activities and social

relationships that make a practice distinctive.
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2.5.3 Rules, Understandings and Teleo-affective Structures

Returning to Schatzki’'s definition of practice, doings, sayings and relatings only
belong to a given practice when they convey the rules, the principles, directives
or instructions that direct people to perform or not perform an action, or to act or
not act as expected. Rules can be both explicit and implicit. Fenwick (2012)
explains that there are codified ways of working as well as ways of working that
can be seen to bend the rules but which make the codified practice work. At the
same time some rules are more implicit or tacit as in the way information is
coded or interpreted, the ways instruments are used or conversations held.

Eraut (2000) proposes that tacit rules often underpin formal decision-making.

For Schatzki, understandings can be both practical and general. Practical
understandings pertain to the specific actions that compose the practice. They
combine not just knowing how to perform an action but also the sense of the
action, how to recognise the action and how to respond to it. General
understandings refer to beliefs and concerns that ‘tint’ practices (Lammi, 2018)
and can include abstract senses such as the value or worth of something or a
shared understanding of the significance of work being done. Understandings

are infused and are expressed in people’s sayings, doings and relatings.

By teleo-affective structures Schatzki is referring to the project of a practice, the
normatized or ordered ends of a practice. He describes sayings, doings and
relatings as organized through purposeful intentions (teleo) and enjoins the
emotions and moods expressed by the people in the practice. Teleo-affective
structures embrace the investment and motivation of the people in the practice,
are appropriate to a specific practice and govern what is specified by rules or
understandings (Schatzki, 1997, p. 3). But practices are also emergent,
dynamic and entangled, changing and evolving in ways that cannot be specified
in advance (Hager, Lee and Reich, 2012). Thus a practice is organized not just
by purposeful structures but also happen-chance structures (Schatzki, 2012).
Sayings, doings and relatings can be seen to pertain to a practice if organized
and also linked by rules, understandings and normativized or acceptable ends

and affectivity.
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Summary

Returning to the beginning of this thesis, Eva and Hodges (2012, p. 914) drew
our attention to the two different epistemological approaches to assessment
that are most commonly referred to in the literature. From one angle is the
instrumental-technical approach demanding objectivity in the form of
measurement and from the other a socio-constructive approach that recognizes
context and the subjective judgement of the assessors. However, as | have
described, when assessment is viewed as a practice, cultural-discursive,
material-economic and social-political arrangements, circumstances and
conditions become foregrounded. It is the characteristic arrangements of

discourses, activities and social relationships that make a practice distinctive.

For Kemmis et al. (2012) using their concept of practice architectures, a
practice is constituted in a semantic space, a material space and a social
space. For example, Boyd and Bloxham (2014) describe grading in assessment
as including both the semantic space of pedagogy and the subject discipline
along with a practical wisdom that is formed in the social workplace of the
assessor. This practice lens gave me the possibility of viewing assessment-as-
practiced (Boud et al., 2018), illuminating the different relationships and the
different mediating conditions and entwinement of the sayings, doings and

relatings of the different stakeholders.

It is the combined theories, the instrumental-technical, socio constructive and
also practice that form the framework for my exploration of WBA in institutions
teaching Chinese Medicine. My interest is in how WBA is being enacted and
what might be ‘enabling or constraining’ (Kemmis and Grootenboer, 2008) it as
a practice. In the next chapter | will lay out my methodological rationale and
design that takes into account how | have created access to the manifestation

of the theories described above.
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Chapter Three: Research Design and Methodology

Introduction

As illustrated in my professional context, my own perspectives on assessment
have emerged from my experiences of being an accreditor, manager and
clinical supervisor. These multiple roles provided an insider and outsider
perspective in relation to the different stakeholders | was researching and
presented both opportunities and challenges. This chapter will show how this
tension was managed through the design and implementation of this study
including selection, recruitment and choice of location for interviews and into the
various stages of my analytical process as | constructed meaning. The ethical
considerations that permeated the whole process will be clarified including my

reflections especially in relation to interviewing.

3.2 Research Design Rationale

In order to explore my research questions, | chose a qualitative method that
could see beyond the intrinsic qualities of assessment instruments (de Jonge et
al., 2017) to the perspectives of the multiple stakeholders involved in
assessment. This involved taking into account the accreditation documents that
set out standards for institutions in each of the three countries, the decisions of
the institutions running the courses, and the experiences of the supervisors
carrying out the assessments. Documents to consider included accreditation
standards and competencies, institutional course and clinic handbooks and the
assessment instruments used by the assessors. In order to understand the
socio-cognitive filters or frames (Goffman, 1986) that the people acting on the
assessments might be applying | interviewed both the managers who had
written the assessment documents or were overseeing the process and the
supervisors who carried out the assessment. The setting in which the WBA took
place was also a factor to consider and was brought about by my physically
viewing the institutions and teaching clinics. A qualitative research method
framed as a multiple case-study (Stake, 2005; Yin, 2014) and employing a

socio-interpretivist approach | considered as the most appropriate to guide and
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contain the study. My research data has come from three institutions in different

countries as outlined below in Table 1.

3.3 Case Study

Being both exploratory and explanatory, the case-study approach seeks for an
in depth and rich description of a phenomenon in its real-life context in order to
shed empirical light on a theoretical concept that is perhaps more complex than
it is sometimes presented. The multiple embedded case study design described
by Yin (2014) allowed for the use of multiple sources of evidence (see Table 1).
The documents that | sampled were not there to corroborate findings but were a
key source of evidence towards developing my findings. As Prior (2003)
proposes documents are not inert but manifest a social and political context and
are imbued with the institutional and personal understandings, beliefs and
affiliations of the authors. Critically, they also gave access to a different group of

participants not able to be interviewed.

The unit of analysis was the assessment processes in three institutions within
the context of the accreditation and curriculum documents and as described by

the managers and supervisors.

Table 1 Multiple case design

Case 2 Case 3
Accreditation Accreditation
documents in documents in UK
Australia

Institutional Institutional
documents documents
Views of Views of
Managers Managers
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By choosing a number of institutions (cases 1-3) and multiple sources of
evidence (cases A-E) my aim was to apply a systematic examination of
similarities and differences within and across cases (Brinkmann and Kvale,
2015) allowing me to examine how a phenomenon might behave differently in

different contexts.

To understand the issues of case study research in terms of its generalizability
and transferability | turned to Stake’s (1995) description of an ‘instrumental’
case study in which the issues dominate as opposed to each case being
individually critical. My aim was to use the common and variable data from the
three institutions to provide critical analytical insight into assessment processes.
These insights and the concepts and theories generated through the research
(remembering that they emerge from my experience and perspective as the
researcher (Cheek et al., 2018) and my immersion in and engagement with the
data (Polit and Beck, 2010)) could then be transferable to other CM institutions
and to other assessment situations (Robson, 2011; Silverman, 2017). Flyvbjerg
(2006) considers that:

The goal is not to make the case study be all things to all people. The

goal is to allow the study to be different things to different people (p. 238)
In other words any generalisation is thus subjective on the part of the reader
(Stake, 2005). Polit and Beck (2010) propose that any generalisation from case
study research is best considered as a working hypothesis rather than a

conclusion.

3.4 Data Collection

In this section | will describe my choice of countries and recruitment of
institutions along with the rationale for selection and the problems encountered.
The process of interviewing, the questions asked and details of conducting the
interviews are described concluding with a reflection on the role of the ‘insider’

researcher
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3.4.1 Inclusion Criteria

The first objective for my research was to consider what institutions | would

need to gain data from. My experience as an external examiner of a number of

institutions in the UK had led me to see that, because of accreditation and

validation requirements, WBA was being applied similarly. | decided, therefore,

to include the UK but also to expand my investigation to other countries that

had different histories and regulations and processes. If the meanings and

interpretations individuals make are embedded in cultural and social networks

of language, artefacts and symbols (Bleakley, Bligh and Browne, 2011), my aim

of looking at different countries, different landscapes (Denzin and Lincoln, 2008)

would provide, potentially, a diversity of practices and experiences in thinking

about WBA. The following shows my inclusion criteria and rationale.

Table 2 Inclusion Criteria

training in CM

Organisation | Criteria Rationale
Country English speaking my main language is English and I
needed to understand the documents
and conduct in-depth interviews
CBME a main aspect of this would have influenced the
medical education accreditation processes
Institution Professional entry level as opposed to medical acupuncture as

students would have already completed
a biomedical training

Course was a full-time 3-4
year CM training

this was to allow for cross comparison

Institution provided the final
clinical training

as opposed to external placements to
allow for viewing of the locus of
assessment

Validated within HE systems

have had to manage issues of
standardization from an educational
perspective

Accredited by relevant
professional organisation

have had to manage issues of
standardization from a professional
perspective

The countries that met these criteria were the USA, Canada, Australia and the

UK. | excluded Canada as | had no contacts there. Of the institutions, three in

Australia met the criteria and four in the UK. Of those in the UK two were

eliminated as a result of the issues of being an ‘insider’ researcher. For one |

had an official relationship as an external examiner and the other | felt that

competition with my own course might not be conducive to the open style of
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interviewing needed including, on my part, anticipating their response. In the

USA there were many courses that met the inclusion criteria.

3.4.2 Recruitment Process

Knowing personally and professionally a number of course managers in
Australia and the UK, initial enquiries went to two institutions in each country
and responses were positive enough for me to proceed with developing the

research proposal and applying for ethical approval.

| sent the developed and official request to the course managers of two
institutions in the UK and three in Australia (Appendix 1). In the USA, where
there were many courses | might have researched, my contacts were more
tenuous and colleagues forwarded the official request. As | also required the
course managers to disseminate my request to the supervisors they were also

sent the Teacher Participation Letter (Appendix 2).

On following up these formal letters access was not as easily granted as | had
anticipated so my choice of institutions was limited to those who gave
agreement, one in Australia and one in the UK. In the USA it was a matter of
timely response to my colleagues’ enquiries and one institution that met the
criteria came forward. The reasons why some institutions were not as
cooperative as | had anticipated were varied. One course leader whose original
contact was positive was happy to cooperate individually but did not feel they
had the authority to disclose curriculum documents developed in conjunction
with their affiliated institution in China. The documents, however, were an
essential part of the research design. Another course leader gave a definite
rejection citing that they were not interested in this sort of research. One
institution had decided to close the CM course and the course leader no longer

wished to participate.

In considering whether to proceed with one institution in each country | turned
to Yin’s (2014) recommendations. In qualitative research it is not the numbers
of different cases that matter as much as the depth of information that is

revealed. Breadth and depth would be gained from considering three
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stakeholders, multiple documentation and also multiple interviews within each
institution. As Yin recommends, the number of cases or ‘replications’ needed is
also more to do with the degree of certainty the research requires and as this
field has not been researched before in CM, the three cases could provide the
commonality and variability needed to answer my research questions
(Flyvbjerg, 2011; Silverman, 2017). There was a common history of the three
institutions that | felt conducive to providing the similarities to bind them as
multiple cases. They had moved from being independent schools owned and
run by groups of practitioners into universities or HE settings, with the
consequential uptake of new management structures and input of different
accreditation and validation requirements. At a management level the three
institutions were also quite different with different corporate structures impacting
on their assessment processes. Understanding the country-specific and
institution-specific contexts due to the different stakeholders, their history, social
structure and relationships that influenced their curricula would provide the

basis for comparison.

3.4.3 Data Sources

The gathering and analysis of accreditation documents from each country
(Table 3) was needed to understand how the regulatory context of CM within
each country (see below) and the ethos of assessment was impacting on WBA,
what was required of institutions in relation to WBA and what role the construct
of CBME played in these requirements. Gaining access to the course, clinic and
assessment documents from the course managers of the institutions in each
country (Table 4) was needed to understand the ethos as well as the published
position of assessment within the institution and what role the construct of
CBME played. Having agreed a time to attend the institutions, | interviewed the
managers and supervisors who consented to participate and observed the clinic
environments. While the documents provided the official position on WBA, the
interviews with both managers and supervisors allowed access to the life-world
of those involved in WBA.
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National Regulatory Context of CM in each country.

The majority of states in the USA require practitioners of CM to have completed
an accredited programme and to hold the National Certification Commission for
Acupuncture and Oriental Medicine (NCCAOM) examination or certification.
The Accreditation Commission for Acupuncture and Oriental Medicine
(ACAOM) accredits CM programmes. ACAOM is recognized by the United
States Department of Education (USDE). NCCAOM certification is contingent
on completion of an approved educational program, passing the NCCAOM
certification examination and completing the Clean Needle Technique course.
There are also regional accrediting bodies (not related specifically to CM),
which accredit institutions as opposed to programmes, although this is not a

legal requirement. ACAOM may also provide that institutional accreditation.

In Australia, the practice of CM is statutory controlled by the Australian Health
Practitioner Regulation Agency (AHPRA) and title is limited to state-registered
practitioners. Practitioners must be registered with the Chinese Medicine Board
of Australia (CMBA) and the CMBA Accreditation Committee, which carries out
accreditation of programmes, was established by the Health Practitioner
Regulation National Law. Institutions teaching Chinese Medicine are also
governed by requirements of the Tertiary Education Quality and Standards
Agency (TEQSA). It is the institution that gains accreditation and students gain

entry to the profession if they pass their programme.

In the UK, there is no statutory regulation for CM and practitioners operate
under ‘Common Law’. Most non-medical practitioners belong to a voluntary,
self-regulated professional body such as the British Acupuncture Council
(BAcC). The British Acupuncture Accreditation Board (BAAB) is a not-for-profit
company carrying out accreditation of acupuncture programmes or institutions
affiliated to the BAcC. Accreditation is a voluntary process for institutions in the
UK. In 2010, while not legally required, the BAAB brought its Standards of
Education and Training for Acupuncture Programmes (SETAPS) in line with
requirements of the Health and Care Professions Council (HCPC) to provide a

level of ratification of its own processes. Academic validation with a University is
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also a route that can be taken by an institution but is not an accreditation, legal
or educational requirement unless the institution wishes to award a degree. If so
they will need to meet the standards of the Higher Education Funding Council of
England (HEFCE). In the UK it is the programme or institution that gains
accreditation and students gain entry to the professional body if they pass their

programme.

Table 3 Accreditation Documents Used in the Study

USA Australia UK

ACAOM Standards CMBA Chinese Medicine BAAB Accreditation
and Criteria Manual Accreditation Standards Handbook (2010)

2016 (2019) (2013) revised Dec 2016 | revised 2016
(ACAOM, 2016) (CMBA, 2016; CMBA, (BAAB, 2016)
(ACAOM, 2019) 2019)

Table 4 Institutional documents Used in the Study

Institutions USA Australia UK

Possible numerous 3 2

institutions

(after criteria

applied)

Number 1 1 1

researched

Institution Course and Clinic Course and Clinic Course and Clinic

documents Handbook Handbook Handbook

Assessments Clinical assessment Clinical assessment Clinical assessment
instrument instrument instrument

Interviews with Managers and Supervisors took place during 2016-17. At each

institution | made myself available over a 4-7 day period.

Management. | interviewed 3 staff members in each institution differently
responsible for the development, design or management of the course
documents, clinical teaching or the assessment arrangements.
Interviews with each manager took between 40 and 50 minutes. In two
institutions the clinic director as manager was also a supervisor and their
input has been included in both data sets. In one institution a meeting

was conducted by Skype due to a lack of availability.
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Supervisors. | relied on the course leader or clinic manager to provide an
introduction to the supervisors. The only inclusion criteria for supervisors
was that they needed to be those who conducted the WBA and willing to
be interviewed on the days | was available. 14 supervisors volunteered
with each interview taking from 30-45 minutes except for one of 9
minutes, which will be discussed in the section on ethics. One meeting

was conducted by Skype due to a scheduling issue.

Location. As it was the life-world of the participants that | wanted to gain
access to, interviewing in their place of work was part of the research
design (Dall'Alba and Sandberg, 2014). Interviews were conducted in
unoccupied clinic or discussion rooms on the days the supervisors were
in clinic and took place in the times the supervisors had free before or
after or in the middle of their work. As the real world impinged on the
data gathering it provided insight into the nature of the clinic day and the
supervisors personal relationships with students and with other faculty
members. On occasions, the limited time available for the interview and
the occasional interruptions did impact on the information being received
curtailing more depth to some aspects of discussion. However, this was
balanced by the perceptions gained from being immersed in the

supervisor’'s world.

The common features and differences afforded by the three countries, three

institutions, 9 managers and 14 supervisors produced the breadth and depth

needed to meet my research aims. Below is a summary of the demographics of

the 14

supervisors interviewed (Table 5).

Table 5 Supervisors’ Demographics

No of 13 interviews (only the demographics of the 9 minute
interviews interview were included)

Timing 30 - 45 minutes

Years since 5-38 years

graduated
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Trained in own | 7 (50%)

institution

Years doing 2-22 years

clinical

supervision

Formal teacher | 2 had some formal teacher training

training 1 had some teacher training in another discipline

3.4.4 Interviewing

The approach to interviewing that | adopted was based on that described by
Brinkmann and Kvale (2015) with the aim to gain insight into the participants’
roles, experience, views, opinions and feelings. | chose a semi-structured,

focused and face-to-face interview method.

My theoretical concepts formed the basis of my interview questions (Appendix
3). The application of similar questions to each participant in each group
allowed for a level of comparison and contrast as recommended by Brinkmann
and Kvale (2015). The questions to the course managers were piloted on a
member of staff at my own university who had been involved in our curriculum
development and the supervisor questions were piloted on a member of staff

who was a clinical supervisor.

3.4.5 Interview questions

With the managers my aim was to understand the structure and system around
clinical assessments and their personal involvement in their development.

This study hopes to explore the way that Chinese medicine (CM) Higher
Education institutions in the West assess the professional practice of
their students

Table 6 Interview Topics for Managers

1. General context of the course - history and organisation of the institute

2. What do the managers understand by the stake holders (accreditation and
validation) impact on assessment choices

3. What is the relationship between the management and the supervisors -
communication and decision making

4. How do the managers understand the issues behind the application of assessment
instruments to practice-based assessments - learning outcomes, standardization

5. Using the idea of ‘failing’ how are the criteria administered
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The questions to the clinical supervisors were summarised in the information
sheet with an open statement:
| wish to understand your personal experience of clinical supervision and
also assessing students practice.

Table 7 Interview Topics for Supervisors

1. General context of the supervisor

2. How do they understand their development of their role

3. How do they understand assessment

4. What do they understand about learning outcomes

5. What is their experience of using the assessment instrument
6. What community of practice do they identify with

Appendix 3 translates these areas of interest into interview questions

e.g. Managers Topic 2: what and who were the key influences on the design of
the assessment?
e.g. Supervisors Topic 4: have you ever had to fail a student? Tell me about it.

| adopted a flexible approach open to changes of wording and sequence, to
allow for the participants to speak freely about the topic in their own terms
(Robson, 2011) and to explore themes as they emerged. Rather than a process
of ‘mining’ for information, Brinkmann and Kvale (2015) describe the interview
as one of ‘travelling’ with the interviewee, being curious and sensitive and open
to the unexpected. My interviewing method moved backwards and forwards
between these two metaphors, as time restraints impinged or unexpected
responses presented. My experience was that this was difficult and | will return

to this at the end of this chapter in my reflections.

3.4.6 Conducting the Interviews

Interviews were audio recorded and took place within the institution except for
the two on Skype. | kept research notes to describe the settings of the research,
keep track of the interview schedule, record comments made outside of the
recorded interviews and record my observations and feelings as | conducted
the research. Greene (2014a) recommends the use of a research diary in order
to maintain analytic distance. My experience suggests that diaries also have a
role in reflecting on ones’ feelings about the interviews as it is through this that

shifts in perception can be noted.
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3.4.7 The ‘partial’ insider researcher

The position and perspective of the researcher in relation to the practice | was
researching was important to deconstruct as it is acknowledged, in a qualitative
and interpretivist method, that meaning is co-constructed. My managerial
perspective as course leader and personal experience as a supervisor gave me
an ‘insider’ understanding of the issues that WBA presents to courses teaching
CM. My sharing of a common identity as a practitioner within the CM community
along with my knowledge of the teaching of CM had two advantages. On one
side it allowed me to build rapport with the participants quickly through sharing
a common language (Drake and Heath, 2008; Givati, 2012) and also attuned
me to the nuances that the participants were revealing and thus provided new
insights (Sikes and Potts, 2008). My similar world-view also had its drawbacks,
which will be discussed below. | was also an ‘outsider’, not as a passive
onlooker, but due to my different cultural, historical and political experience and
my more distant relationship to the institutions | was researching, especially in
the USA and Australia. | was also aware that | was immersed in a research
practice world (Kemmis, 2009). This outside and researcher position created
the ‘strangeness’ needed to help me acknowledge my taken-for-granted
assumptions about WBA (Kuper, Whitehead and Hodges, 2013). Greene
(2014b) describes how one can be an insider as being in the same cultural
community and at the same time an outsider from being a social stranger, what
Chavez (2008) would call a ‘partial insider’. Greene (2014b) and Kemmis (2009)
recommend that it is the closeness of the insider along with the distance of the
outsider that makes visible the various contexts of the research and the range

of discourses at work, what is excluded as well as what is included.

3.5 Data Analysis

While there was a linear process to the collection of the data, the analysis and
interpretation was iterative as the conceptual focus of the research evolved with
each aspect triangulating to the final purpose to reach my aims. After Flick
(2004) and Robson (2011) | am using triangulation here to mean combining

data drawn from different sources and people but also looking at the data from
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the different theoretical perspectives of CBME and practice theory.

My approach to data analysis comes broadly under the category of thematic
content analysis as described by Miles, Huberman and Saldana (2014), a
method that can be used for documents and also interviews. According to
Braun and Clarke (2006, p. 79) it is ‘a method for identifying, analysing and
reporting patterns (themes) within data’. Sandelowski and Leeman (2012)
define a theme as a coherent integration of the disparate pieces of data into a
meaningful and detailed account in relation to the research questions and is a
way to maintain internal validity (Yin, 2014). Values, attitudes, beliefs and
meanings were illuminated through my developing interpretation of the texts
(documents and transcribed interviews) and through an understanding of the
context in which they had emerged (Brinkmann and Kvale, 2015). While each
data source was treated independently in the descriptive phase the overall aim
of the research required an amalgamation of the data and findings (Baxter and
Jack, 2008) leading to an interpretation, my interpretation of the phenomenon of
WBA.

3.5.1 Analytical procedure

The analytical procedure | have adopted following Boyatzis (1998) was an
integration of a theory driven (a-priori or deductive) approach and a data-driven
(post-priori or inductive) approach. The initial review of the literature on WBA,
gave me the theoretical concepts and also sensitivity to guide the question
formation, collection and also analysis of the data (Wengraf, 2001). Coming to
analytic generalisations was not just about supporting or rejecting my
theoretical concepts from the literature but how the theories manifested in order
to come to a generalization at a higher level than the specific case. Creswell
(2007) proposes that an inductive approach is more conducive to understanding
the participants’ ‘life worlds’, opening up unanticipated patterns that can lead to
new hypotheses, digging beneath the surface of the participants’ experiences.
Braun and Clarke (2006) remind us however that themes do not emerge as if
they reside in the data. This was my interpretation that was emerging, a co-
construction between my developing understanding of the research topic and

how | interpreted what | was hearing/reading. As Boyatzis (1998, p. 8)
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describes, the conducting of qualitative research involves ‘emotional, value-
laden, and theoretical preconceptions, preferences and world views’ on the

researchers’ behalf that impact throughout the research process.

3.5.2 Document analysis

A descriptive analysis of the accreditation documents was undertaken by first
producing a cross-case table that captured the content of the documents that
might impinge on assessment as presented in Table 8 First Analysis Codes
below. The codes were condensed into themes that form subheadings in

chapter 4.

For the institutional documents (course and clinic handbooks and assessment
instruments) my initial analysis was also descriptive and comparative. | also
included a description of the clinics and their operation at this stage. Summaries
and examples of the codes are presented in Appendix 5. The themes, which
formed the subheadings in Chapter 5, were merged with the analysis of the

interviews with managers.

Table 8 Accreditation documents codes (examples in Appendix 4)

First Analysis Codes

Second Analysis Codes

Name of accreditation board Philosophy
Authority/ Statutory regulation Community
Membership of accrediting body Communication
Documents Public

Length of programme Accountability
Standards Management
Core curriculum / Content Resources
Clinical Hours Evaluation
Nature of clinic/resources Mapping

Competencies/learning outcomes

Hours — inputs & outputs

Theory and practice

Supervisors training

Knowledge/skills/aptitudes

Teacher qualifications

Assessment and Fairness

Variety of supervisors

Measurement

Themes

alignment with regulators

communication

inputs and outputs

teachers and teaching

atomisation and measurement

resources

assessors and fairness

the (lost) discourse of CM
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3.5.3 Comment on first phase of analysis

Some researchers regard documents as ‘fixed’ and ‘stable’ artefacts adding
credibility to qualitative research (Denscombe, 2010). However, from a socio-
interpretivist perspective, they too can be seen as reflecting the authors’ biases
(Yin, 2014) and politics (Trowler, 2001). As proposed by Gibson and Brown
(2009) documents can offer analytic possibilities that can create insights into
the practices of an organisation. After | had conducted the interviews and began
to understand the implications of the discourses within, | came back to the
documents and looked at them differently in the light of the interview analysis.
In my second qualitative content analysis | was looking for words and phrases
that expressed the socio-cultural-material discourse of the documents’ authors,
the training of teachers and the discourse of Chinese Medicine as in Table 8

above. The themes produced added to the sub-headings in chapters 4 and 5.

3.5.4 Interview analysis

My analysis of the interviews broadly followed the 6 phase structure described
by Braun and Clarke (2006): reading and re-reading, generating initial codes,
searching, reviewing and defining themes and producing the report. The need
to reduce the data but keep it in context was critical to develop closeness while
also maintaining a distance from the data. | found that using qualitative
analysis software NVivo to code the interviews led to my focusing on the
technology and forming premature coding that lost the sense of the whole what
wGilbert (2002) calls the ‘coding trap’. Using a simple system of coloured
highlighters in the text, comments and forming tables for cross-case
comparison, allowed a better movement both within and between transcribed
interviews. Comparing across interviews, especially as | was often cross

comparing multiple documents was unwieldy on the computer.

3.5.5 Interviews with Managers

In the first phase the reading and re-reading of the transcripts from the

managers of each institution produced a set of cross case descriptions against
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key issues (Appendix 6a). This alerted me to the similarities and differences
across institutions. At the same time | was developing analytic codes. The
codes developed from the interviews and my observations in the clinics along
with an example of the explanation of some of the codes and an extract from an

interview showing the coding trail appear in Appendix 6b.

3.5.6 Interviews with Supervisors

In order to compare and reduce the data | combined the supervisors’ responses
to each interview question before coding. | then wrote a case description for
each supervisor (Appendix 7a), highlighting the ideas and quotes that were
suggesting a-priori codes and also starting to illuminate post-priori. While Yin
(2014) suggests that case description is used when either deductive or
inductive analysis has not worked, Braun and Clarke (2006) recommend writing
rich individual case reports as accurately as possible as a useful method to

militate against premature interpretation.

The following Table 9 are the codes developed in relation to the supervisors.

These codes, including quotes from the interviews, form Appendix 7b

Table 9 Supervisor interviews Codes

Training

Learning to supervise

Teaching methods

Supervisors view of self

Relationship with students

Issues of supervision

Protecting patients

View of students

Unique views

Community

Time

Assessment - failure to fail
and grade inflation

Assessment — marking and grading

Assessment instrument

Didactic vs clinic learning

Formative assessment

Expectations of students
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Similarly for the interviews with the managers, the inductive stage of data
analysis started as | was conducting the interviews as the clash between what
my expectations from the literature and my own personal experience had been
and what | was hearing alerted my attention. What was disturbing was as much
about what was being revealed as what was not, what Goffman in Friedman
(2010, p. 6) calls ‘attention and disattention’ due to the selective focus on my
part and also in an attempt to understand the information coming from the
participants. By the time | came to code the interviews | already had inductive
themes developing. This is an iterative process and not sequential involving a

merger of discovery and interpretation (Stake, 2005).

3.6 Ethical Considerations

| followed the British Educational Research Association (BERA, 2018)
guidelines for ethical research including ‘ongoing’ informed consent, anonymity
and respect for participants including guidelines with storage and transcription
of interviews and minimization of anxiety through being sensitive to

interviewees.

It was important that the purpose and method of the study was made clear so
as not to mislead participants and this did lead to one institution, and perhaps
others in the USA, declining to participate. The purpose, interview procedure
including audio-taping and transcribing of interview data, confidentiality and
informed consent was included in the participant information sheets given prior
to collection of data held within the institution and prior to interviews. Signed
informed consent was gained from the course managers and the individual
supervisors. The consent form gave participants the right to withdraw from the
study up to 3 months after the date of the interview and no one asked for their

information to be withdrawn.

Accreditation documents were freely available in the public domain and so
anonymity was not required. In relation to the institutions, because of the
smallness of the CM community within each country, anonymity has been

difficult to maintain and so | have been careful, as much as possible, to not
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include any identifying features. As institutional documents are in the public
domain | have not used direct quotes that could be tracked to source but
paraphrased while maintaining meaning for the study. Anonymity of individual
managers and supervisors has been maintained by using pseudonyms.
However, the nature of a cross case analysis has needed some level of
identification of country and thus potentially the institution, in order to show the

development of patterns and possible relationships.

The key to interviewing practitioners in their professional role is that it relies on
the researchers’ integrity (Brinkmann and Kvale, 2015) including being sensitive
to any ethical issues that might arise. Integrity was apparent early in the
research as | made choices of the institutions in the UK to investigate. Integrity
has also been maintained through transparency of procedures, clear
descriptions of the evidence chain, triangulation, alternative interpretations and

care with causal explanations.

Brinkmann and Kvale (2015) present a series of issues in relation to ethics.
Within most interviews there is a power asymmetry as the interviewer has
control of the questions and ultimately the interpretation and needs to be
sensitive to the interviewee. They describe the need for the interviewer to
create the conditions where the interviewees will feel both free and safe enough
to reveal private understandings that are being recorded for later use in the
public domain. Mostly participants were open and generous in their answers.
The interview of 9 minutes was an example of a decision | made on the basis of
how informed consent might have been misunderstood. This one supervisor,
while signing the consent form, seemed extremely reluctant to be interviewed
and, | felt, wary of my intentions. It was also taking place in their lunch break
between a busy morning and afternoon shift and they did not want to schedule
at another time. | called a halt to the interview as | felt they may have
misunderstood the aim of the interview and that | did not have ‘ongoing’

informed consent.

All digital recordings were transferred onto my personal computer that was

password protected and the original recording devices wiped. A verbatim
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transcription was made of the interviews. Following the Data Protection Act
1998, all documents, recordings and transcribed data have been stored in a
secure and lockable filing cabinet in my home. Once the interviews were
transcribed the recordings were wiped. All reference to places and names that

might identify participants have been blanked on the transcripts.

3.7 Reflections on Insider-Outsider Research

For Holstein and Gubrium (2004) the interview should be seen as ‘active’ and
recommend paying as much attention to the process of the interview as to the
product as it is in the interview that meaning is actively assembled. As
background to my interviewing method | adopted what Dahlberg and Dahlberg
(2004, p. 272) call * bridling’ as opposed to ‘bracketing’, that is kept in check my
perspectives and interpretations as opposed to keeping them out (Lillrank,
2012). My experience was that this was difficult and in the initial interviews |
note my lack of ‘bridling’. As an ‘insider’ researcher, a sharing of information on
my own institution or my personal experience did allow for a development of
rapport but it is the revealing of opinions that can lead interviewees. Just as
practice theory challenged the constructs of CBME, so too is the researcher not
an isolated, objective and neutral person but comes to the interview with a

personal context and needs to be able to reflect-in-action.

My sense of being an ‘outsider’ was also marked as | had anticipated a
familiarity due to my extensive experience in education of Chinese medicine.
My choice to not study my own institution but to seek out other institutions and
those in other countries was an important decision. If the culture and context is
different then it is likely that the enactment of assessment will be different and
the information | was getting along with my reaction to the information was

helping me to see differently. My research note reads:
I do not have the questions clear in my head and so needed to keep
looking at my notes; but that is because what they [the supervisors] do

does not match what | expected and so my questions are irrelevant; this
is proving difficult. 27/05/'16.
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The initial interviews | found the most difficult as some of the questions | had
decided to ask did not seem relevant to the experiences the supervisors were
presenting. For example, my aim in asking about failing students was to open a
dialogue on the difficulties of moving from teacher to assessor and on the role
of personal judgement in assessment; but failing students was not an issue for
most of the supervisors. However, at the same time, it was the gulf between the
interviewees’ experience and mine that was revealing new knowledge. This
recognition was illuminating and | noticed my reactions going from confusion as
to what | was hearing to a beginning understanding of the very information |
was trying to find out about. Goffman’s (1986) view is that our tendency is to
project our interpretive frame into the world and only shift when some
incongruity forces a change. That frame-shift happened at numerous points
throughout the research, both during the data collection and throughout the
data analysis, as the hermeneutics of the research imposed on me. It was my
own personal and institutional mind set that was influencing my interpretation
(Orr, Cunliffe and Bennett, 2009). Brinkmann and Kvale (2015) suggest that in
the co-construction of knowledge from interviews, ambiguities and
contradictions can arise due to failure of communication. This was not failure of
communication but of interpretation on my part. One of the further challenges
Kvale (1994) poses is that interview research tends to be idealistic and ignores
that human experience and behaviour is situated in a social and a material
world. As Orr, Cunliffe and Bennett (2009) recommend, as researchers we need
to consider the constraints and opportunities that ‘insiderness’ and
‘outsiderness’ present, the dynamics of the relationship with the interviewees

and | would recommend turning that attention on documents as well.

A common critique of case study research is that there is a bias towards
verification of the researchers’ position especially as any theories have been
developed out of the context of the specific research. Flyvbjerg (2011) counter
argues that it is more likely that the bias will be towards falsification of any
preconceived ideas, which is what | became aware of. From a socio-
interpretivist perspective, however, this restraint from external imposition is
debatable as the researcher herself comes to the case with assumptions and

preconceptions and is constructing meaning through the very questions asked
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and choice of focus as well as interpretations made. Baxter and Jack (2008)
consider that a drawback of entering case based research with a conceptual
framework is that it may limit inductive insights. While not putting forward
predictive theories (Flyvbjerg, 2011) some theoretical concepts might be
needed to form the criteria on which outcomes are to be judged and Yin (2014)
proposes that even exploratory studies need statements about what is being
explored and the purpose of the exploration. My experience was that my
conceptual frameworks acted in tension with each other allowing for a
dialectical movement within my analysis and interpretation. | was left, however,
with a concern that the lens by which | viewed the practice of WBA still filtered
my perception especially in whether | was able to view the institution in the UK
with the same ‘strangeness’ that | viewed the other two, as will become

apparent in the analysis and discussion.

Summary

In this chapter | have outlined my strategy for researching WBA in three CM
institutions in the West. | have described how the study was conducted and
highlighted some of the problems that can arise in qualitative research of this
kind. My methodological aim has been to see patterns that others may not have
seen, or have not attempted to, to make them as transparent as possible, not in
an objective way but as we do in making a medical diagnosis, to justify what we
have concluded not deductively or inductively but abductively (Moir, 2014), that
is aiming towards the best logical inference and explanation for the
phenomenon concerned. By moving outside my own life-world, to butt up
against one in which | was an outsider, allowed for the ‘strangeness’ needed to

gain insight into how WBA was being enacted.

Presentation of Analysis in Discussion Chapters

In the next three chapters 4, 5 and 6, using the analytical approach outlined
above, | tell the stories of assessment from the point of view of the different
stakeholders. | present the final themes as the subheadings in Chapters 4, 5

and 6 combining an analysis of my empirical data and my interpretation
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(Brinkmann and Kvale, 2015; Robson, 2011). Chapter 4 will consider the
accreditation documents of the three countries in relation to their requirements
for institutions teaching CM. Chapter 5 will analyse and discuss the institutional
documents combined with the interviews of the course managers. Chapter 6 will
present the perspective of the clinical supervisors. My field notes also provide a
background to the later two chapters. Through the similarities and differences
between the different stakeholders and between institutions, | will explore how
each was enacting CBME and how WBA was being enabled or constrained.
Chapter 7 brings together the entwinement of the three data sets through a

practice theory perspective.

76



Chapter Four: Accreditors — standardization and accountability

Accreditation processes have a primary aim in maintaining standards in
professional education for the sake of students, members of the profession, and
patients. Accreditors also have a role as guardians of the profession and of
providing guidance and support for institutions. In this chapter | will show the
forces that shape their policies and procedures as their quality assurance role is
integrated with their guidance and as their role in maintaining status for the

profession is integrated with their duty to uphold the professional culture.

4.1 Alignment with Regulators

Each country had different regulatory processes that acted explicitly or implicitly
on the decisions accreditors were taking in relation to their standards and

requirements for institutions (see previously Section 3.4.3).

In the USA, because of the licensing requirements for practitioners, all
institutions in the USA had to meet accreditation standards. In Australia
accreditation was carried out by the Chinese Medicine Board of Australia
(CMBA). Institutions teaching Chinese Medicine were also governed by
requirements of the Tertiary Education Quality and Standards Agency (TEQSA).
In contrast in the UK, there was no statutory regulation for CM and so

accreditation was a choice for institutions.

In spite of these differences in statutory regulations, the accreditation
handbooks were very similar in the standards they set for institutions and similar
to other health care professions including those related to WBA. Either
embedded in the documents or separately were the professional

competencies/capabilities/ standards® that institutions were expected to adhere

8 The term standards is used in relation to what accreditation boards require of institutions but is
also used in some documents and in institutions synonymous with competencies. As much as
possible I will use standards in relation to accreditation requirements and competencies or
(learning) outcomes when referring to discipline specific knowledge, skills and aptitudes.
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to. CBME was the curricular model chosen. While not legally required, the
BAAB, an independent organisation, had brought its Standards of Education
and Training for Acupuncture Programmes (SETAPs) (BAAB, 2016) in line with
requirements of the Health and Care Professions Council (HCPC). In the USA
the alignment with other health professions was shown by the ACAOM (2019)
publication of their professional competencies that had moved away from the
previous structure that was constructed around a CM consultation and
treatment (ACAOM, 2016), to a structure adopting much of the language used
by the Accreditation Council for Graduate Medical Education (ACGME). The
struggle for parity with the dominant health professions as a means to enhance
professional status aligns with the history of CM in the PRC as discussed in the
introduction. Striving for status and statute through a process of
professionalization (Saks, 2015), has also been the driving force behind the CM
profession in all three Western countries for the last 30 years. While the USA
and Australia have managed to gain control of title and thus a level of
government support, in the UK the current statutory health professions continue
to block access to resources for CM practitioners through professional closure
(Saks, 2001).

The developmental and supportive role of accreditation was also presented in
the opening pages of ACAOM and BAAB. Their purpose was stated as: ‘to
encourage diversity, experimentation and innovation within the boundaries of
generally accepted standards and guidelines of academic quality’ (ACAOM,
2016, p. 1; BAAB, 2016, p. 5). That the CMBA did not define their purpose in
this way. | propose, was the result of the further level of statutory regulation

from the AHPRA, their role more focused on accountability.

4.2 Inputs and Outputs

The absorption of CBME as the primary curricular framework was displayed in
all three countries as shown by the detailed and atomized descriptions of
student ‘outputs’ in the form of competencies or learning outcomes which | will
discuss further. At the same time, however, the USA and the UK also stipulated

‘inputs’ in the form of hours of teaching and learning.
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(ACAOM, 2016, p. 34)

The minimum length of the professional acupuncture curriculum must be

at least three academic years (a minimum of 105 semester credits or

1905 hours)

« 47 semester credits (705 hours) in Oriental medical theory, diagnosis
and treatment techniques in acupuncture and related studies

« 22 semester credits (660 hours) in clinical training.

(BAAB, 2016, p. 29)
... the expectation is that programmes will be no less than three years
full time or part-time equivalent with a notional total of 3,600 hours. Two-
thirds of this is likely to be independent study but a minimum of 1,200
hours should be structured time when students will either be in direct
contact with a member of staff of the institution or working on aspects of
the curriculum in a structured and interactive way. Most importantly, no
fewer than 400 of those hours should be related to clinical practice in the
direct care of patients.
In these extracts we can see these two accreditors clearly specifying the hours
teaching institutions were to provide including clinical hours. The breakdown
into hours comes from the pre-CBME concept of education discussed in
Chapter 2.1 in which ‘inputs’ (content and hours) determined students learning.
Lucey, Thibault and ten Cate (2018) report that many medical schools are still
applying a ‘time-based, competency-variable paradigm’ (p.S1) concluding that
CBME has not been taken up in its entirety by medical schools even as it is
being promoted by accreditors. In these examples it was the accreditors who
were still holding onto a time-based curricular model along with CBME. In
contrast, in Australia, the CMBA did not stipulate hours. What they required,
which is more in line with the ethos of CBME, was that the institutions justify
their contact time. The accreditor seemed to be imposing a new model of
accreditation that derived from TEQSA requirements. For the USA and UK, the
full manifestation of CBME was less in evidence, showing external regulators,

for now, having less impact.

In the USA, the ‘input’ view of achievement was even further defined illustrating
the differentiation between didactic and workplace learning as presented earlier.

(ACAOM, 2016, p. 35)

One semester credit is granted:

* For each 15 hours of classroom contact plus appropriate outside
preparation or the equivalent;
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* For each 30 hours of supervised laboratory or clinical instruction plus
appropriate outside preparation.

This extract reinforced the time-based approach of this accreditor to calculating
if a programme was meeting required standards. However, there was a further
implication in this extract. An hour spent in a classroom context was seen to
have a higher credit worthiness (15 hours per credit) than an hour in a clinical
context (30 hours per credit). This differentiation manifested, | argue, the
acquisition concept of learning as more effective than participation (Sfard, 1998)
and implied that authentic settings were being seen as less valuable in relation
to learning. An update of the ACAOM document for 2019 no longer has this
definition and one has to consider that the ethos of CBME is being followed
more closely with outputs being the quality assurance measure. The concept of
hours as indicators of learning is a theme that will recur and was manifest in all

three institutions.

4.3 Atomization and Measurement

Outputs in the form of competencies broken down into sub-competencies were
listed in all accreditation documents with requirements for how institutions were
to measure them. The formulations in these documents presented three key
steps in the characterisation of assessment of learning in CM namely that what
institutions were required to assess was the ‘performance’ of the students, that
students must have ‘demonstrated’ through this performance that they met
each of the learning outcomes and that these would be ‘measured’. Further, the
accreditors required that institutions’ learning outcomes be mapped onto the
prescribed professional competencies to ensure all were covered. The
assessment of competence in these instructions meets the instrumental-
technical expression of CBME that is the measurement of a student’s
performance to be displayed in a standardized psychometric format. ‘Diversity,
experimentation and innovation’ was not evident in their approach to

assessment.

The deconstruction | give below demonstrates the difficulty that can be incurred

when each sub-competency needs to be measured independently rather than
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as integrated competencies. This example is similar to those found in the sub-
units of the other accreditor’'s documents. The (CMBA, 2016, p. 49) integrated
competency,

6.6 to safely, skilfully and effectively practise acupuncture according to
the relevant Chinese medicine theories and principles of treatment.

was broken down into 14 subunits of which 2 are illustrated below.
6.6.3 perform a complete and accurate problem-focused physical

examination, including tongue and pulse examinations as used in
Chinese medicine

6.6.4 interpret and analyze the information gathered during interview
and physical examination, using their knowledge, including the
application of differentiation of diseases (bianbing) and patterns
(bianzheng) in Chinese medicine, to diagnose the presenting health
issue

What these extracts illustrated was a separation of the performance of the
physical examination as distinct from the interpretation and analysis. Not a
‘dictionary’ to narrate competence (Tekian et al., 2015) these were to be
measured independently. If competence must be inferred from performance, an
‘accurate’ examination, | argue, relies on a concurrent integration of
interpretation. The original integrated competency 6.6, allowed for the more
complex level of interpretation that meets Hager’s (2017) critique of the
problems incurred with atomization. While in other sections of the
documentation, the accreditors called for an integration of theory and practice
within an authentic setting, it was CBME’s performance, psychometric and
product discourse of competence (Hodges, 2012) that was the direction being
taken by accreditors. Further, as argued already, the requirements of
atomization sets limits on the curriculum to a defined content, disregarding of
the holism required in the workplace. Givati (2012) has questioned how one can
both standardize and, | add, atomize competencies and maintain a unique

ethos true to the philosophy of Chinese medicine.

4.4 Assessment and Fairness

The quality assurance requirement through measurement was displayed in the

call for ‘fairness’, ‘objectivity’, ‘validity and reliability’ in assessment decisions.

81



(CMBA, 2016b, p. 32)
describe the quality assurance processes you use to ensure the
continued reliability and validity of your assessment methods.

(BAAB, 2016, p.45)

The measurement of student performance must be objective and ensure
fitness to practise. The criteria used for assessment at all stages of
learning contribute to the necessary objectivity for any fair marking
system.

Maintenance of standards through the validity and reliability of assessment
would be gained by the use of agreed standardized competencies, the main
purpose of CBME. However these extracts were also accompanied by a quite
different way this was to be achieved.

(BAAB, 2016, p. 45)

Another useful strategy is double marking or moderation. Assessment
practices should be clearly set down in a marking policy.

CMBA (2016b) asked institutions to:

describe your assessment processes and procedures, including
moderation procedures. (p.32)

which was there to provide:

comparability of standards of student performance across, for example,
different markers, locations, subjects, providers and/or courses of study.

(p.61)

Moderation, | have argued, rather than promoting a uniform interpretation in
order to balance assessor bias, allows for differences in interpretation to
emerge (Govaerts, van der Vleuten and Holmboe, 2019; Wilkerson and Doyle,
2011). It is the standardization of the mapping process required to provide
objectivity, that assumes a clarity of meaning that can be manifest across an
institution’s unique objectives and goals, different conceptualisations and
different communities and context. The ethos behind why accreditors thought
moderation might be necessary came from their desire for objectivity.

(BAAB, 2016, p. 45)

Achieving a measure of objectivity in assessing clinical work is

particularly challenging, and includes recognition of the possible
influence of personal values and beliefs.

Similarly to the other accreditors, this statement demonstrated the concern for

the accreditors that the assessors’ ‘personal values and beliefs’ that they
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brought to their role, their bias, might challenge the objectivity required for
establishing fairness. The BAAB seemed to be calling for a check on any local
translation of competencies to reduce assessor error as opposed to celebrating
the valid idiosyncrasy of each assessors’ decisions as discussed in the
literature review. Objectivity would be realised through calibrating the assessors

to the assessment instrument.

4.5 Communication and the Input of Supervisors

For moderation to be achieved would require communication amongst
supervisors and between managers and supervisors. The requirement for
communication, however, was limited in the documents. ACAOM (2017, p. 26)
required that staff should meet ‘several times a year to consider educational
policies and issues’ and CMBA (2016, p. 12) to demonstrate how ‘clinical
supervisors were included in the quality assurance systems’. In the BAAB there
was more detail given around the role of clinical educators.

(BAAB, 2016, p. 38)

Communication between clinical supervisors and their peers and
managers responsible for curriculum development is essential and formal
structures for this need to be in place. Clinical supervisors also need to
be involved in curriculum design, curriculum changes and evaluation of
teaching and learning as well as in the setting up and the implementation
of assessment strategies for practice experience.

This example illustrated a recognition of the need for more than participation but
that communication between supervisors themselves and also with other staff
members should be fostered. Clinical supervisors were not identified in this way
in the other accreditation documents. If sharing assessment experiences and
moderation processes were critical for developing shared mental models
around learning outcomes, two of the accreditors had little to say as to how this

was to happen.

Drawing on Kennedy et al’'s (2015, p. 5) proposal that it is the ‘talents, interests
and capacities of educators’ that will be ‘pivotal’ in determining outcomes for
students, my focus turned to what accreditation standards or guidance there
was for the training of supervisors. All accreditors required that teachers were

appropriately qualified in their discipline but there were much lighter
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recommendations on the teachers as educators.

(ACAOM, 2016, p. 25)

The general education, the professional education, the teaching
experience and the practical professional experience must be
appropriate for the subject area taught.

(CMBA, 2016b, p. 30)
have an understanding of pedagogical and/or adult learning principles
relevant to the student cohort being taught.

(BAAB, 2016, p. 19)
All teachers of acupuncture need to see themselves both as professional
acupuncturists and as professional teachers in higher education.

While these extracts illustrated that maintaining pedagogical and discipline skills
were expected, the emphasis of the documents erred more towards the
discipline. ACAOM was the least robust in its requirement for teacher training
referring instead to ‘teaching experience’ and the CMBA called for
‘understanding’ only. In the UK accreditation document there was a more equal
emphasis on training in CM and in education. What | propose, is that in these
examples it is the accreditors’ role in upholding the standards of the profession
of CM that are more the focus, not the discipline of teaching. The tension
created, however, is that a lack of pedagogical training can lead to supervisors
having a simplistic understanding of CBME. This lack of teaching qualifications
in professional schools is reported elsewhere: Tekian and Norcini (2016) in the
USA and Bussey (2019) in relation to teaching qualification for undergraduate

medical supervisors in the UK.

In the USA and UK the accreditors called for a ‘variety’ of supervisors in terms

of numbers and perspective.

(ACAOM, 2016, p. 37)

The number of clinical supervisors must be sufficient to ensure effective
instruction of and safe practice by interns. Student interns must receive
training from a variety of clinical faculty members.

(BAAB, 2016, p. 37)

Students need to learn from more than one clinical supervisor in any
given year of the programme. Offering more than one perspective on
each student’s clinical progression will enhance their range of experience
and add to the validity of assessment of practice.
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This call for variety is implicitly in the USA and explicitly in the UK, a valuing of
differences in practice that can come from supervisors and the benefits this may
confer on students’ learning. In these examples one can see, as in the need for
moderation, a move away from the measurement of students’ performance in
relation to the assessment outcomes as the determiners of competence to the
role of supervisors. In the BAAB these different perspectives were also
recognised as supporting the validity of assessment. Combined with the
statements above, the complexities of WBA were manifest, with an
accountability purpose of objectivity and inter-rater reliability in tension with the
authenticity that comes from the supervisors steeped in their professional

culture.

4.6 Resources

In relation to the authentic environment, a key construct of CBME, all three
accreditors had standards around resources for clinical training calling for ‘clinic
space with sufficient equipment and facilities’ (ACAOM p.29) and evidence of
the ‘development of a viable teaching clinic’ (BAAB p.57). Standard 2.7 of the
CMBA (2016b, p. 18),

providing the teaching and learning equipment and devices, as well as
the equipment relevant to clinical practice, necessary for Chinese
medicine students to achieve the program learning outcomes

while describing the clinical artefacts required, added in a linking of those
artefacts to learning outcomes. While this could be taken at face value for a
practice-based programme, it can be read as introducing a performativity
agenda. This link of resources to learning outcomes can also be seen in the
later iteration of the ACAOM (2019) standards.

(ACAOM, 2019, p. 5)

Program facilities must be sufficient to meet the program’s statement of

purpose, and to support its faculty, students, goals and learning
outcomes.

The earlier iteration of ACAOM 2016 (p46) linked the requirement of learning
resources and equipment to the educational programme in general rather than
tying it to learning outcomes. The change implied that the accreditation process
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would now measure resources against student outcomes as opposed to the
process of education. This example hints towards concerns that education has
shifted its focus from pedagogy to accountability (Ball, 2003; McEwen and
Trede, 2014; Orrell and Higgs, 2012).

4.7 The Lost Discourse of Chinese Medicine

Accreditation boards have to enact their standards over multiple and diverse
institutions with quite different communities and locations and the accreditation
documents called for a consideration of the wider context in which institutions

were placed.

(ACAOM, 2016, p. 5)

The statement of purpose and goals should reflect the purpose for which
the program was founded, the philosophies it represents, the community
in which it is located, the constituencies it serves, the needs -- social,
cultural and material -- of its community and clientele, and the
institution's resources -- human, physical, and financial.

(CMBA, 2016b, p. 9)
Do you think the program is well-regarded by the broader Chinese
medicine professional community and health sector?

(BAAB, 2016, p. 23) required documents to show the
... educational philosophy and the relationship of this to healthcare in the
country and the local community

These statements show in different ways a recognition of the contextual
influences on programmes and institutions, that they might have a unique
philosophical ethos and be part of a wider community. However, the documents
lacked any philosophical or cultural discourse of CM. This mirrors a concern
noted by Collini (2017) and Schwandt (2005) in relation to HE in general. They
have seen an increased precedence being given to the accountability language
of NPM. Bleakley, Brice and Bligh (2008) confirmed by the research of Ho et al.
(2011) and Ho et al. (2014), as discussed in the literature review, warn that the
very use of the language of core competencies and standardization, promotes a
particular set of values, particularly Western values. They propose that it is the

way knowledge is organized and operationalized that stifles both cultural and
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political differences - an homogenization of practice reminiscent of the situation

in the PRC as discussed in the introduction.

The competencies in the USA and Australia also lacked some of the language
specific to CM. For example, present in the ACAOM 2016 document, the word
‘qi’ was not present in the 2019, nor in the competencies of the CMBA. ‘Body-
mind-spirit’ and ‘holism® were also terms not given expression. This lack of a
CM discourse aligns with Givati’s (2015) critique showing accreditors to be
leaning more towards the expectations of outside regulators and an

accountability discourse rather than the profession of CM.

The exception to this was the professional competencies of the BAcC that did
include these expressions. The BAAB was also most constrained in its use of
an instrumental-technical language and was probably the closest to displaying
some concession to a discourse more descriptive than accountable. They listed
a set of values they wished to see in institutions that included:

(BAAB, 2016, p. 7)

practice-led: rooted in the artistry and skills of acupuncture as an
empirical and practical professional activity informed by theory and
creative of theory, and recognizing that, as acupuncture is a practice-
based profession, acupuncture teachers will normally remain engaged in
practice

Expressions such as ‘artistry’ and ‘creative of theory’ are less easily contained
by metrics. Skills that are primarily intuitive and artistic and the affective
elements of professionalism is what challenges all professions when an
outcomes framework dominates. That this language was being employed, |

propose, was probably due to the profession being most removed from any

® There is not space here to present in detail the historical arguments and problematic
of the expression ’holism’ and its entanglement with CM and | refer the reader to
Scheid (2016). Holism is a term that explains but does not define CM. Not an
expression found within the classical canons of CM, the concept of holism in CM is
only 100 years old (Scheid 2016). It emerged as a dialectical tool that helped to
differentiate CM from the reductionist scientific orthodoxy of Western medicine (Scheid
and Karchmer, 2016). The expression ‘holism’ explains a fundamental construct of CM
that maintains a unifying perspective on body-mind-spirit, and a personalized approach
to medicine that sees each individual as unique in their presentation of signs and
symptoms.
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regulatory requirements due to the legal situation of Chinese medicine in the

UK as described in section 3.4.3.

Summary

This analysis has shown that it is the instrumental-technical discourse of CBME
as shown in the drive for accountability as outputs and measurement that
predominated in the accreditation documents of the three countries. This
follows a global trend as discussed by Fishbain, Danon and Nissanholz-Gannot

(2019) in relation to medical education accreditation systems.

Hordern (2014, p. 173) considers that accreditors can either lead or be led by
change, facilitating a new conceptualization of the profession or complying with
pressures from other dominant professions. My conclusion was that the striving
for external legitimacy and social status was having a major influence on the
accreditation documents. While meeting the accountability purpose of
accreditation, standardization and codification was setting limits on the
heterogeneity and multiplicity of the practice of CM. That the BAAB in the UK
was employing more of a language allowing for ‘indeterminate, experience-
based’ and ‘artistic skills’ (Givati, 2015, p. 47) was due, | argue, to the lessening
of ties to external regulators. Boyd et al. (2018, p. 46) suggest that CBME is a

‘social construction embedded in its political and historical context'.

The socio-constructivist approach of CBME was shown in the instruction for
WBA to take place in authentic settings and all three accreditors had detailed
standards and descriptions on the resourcing of clinical teaching along with the
requirement for experienced practitioners of CM as supervisors. However, the
construct of measurement also dominated the role of the supervisors as
assessors. While the personal beliefs that can ensue within authentic settings
can be seen as valid interpretations, the accreditors were more concerned that
this would challenge the objectivity of assessment. And yet they had little to say

on the training and communication that is required in order to understand
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CBME and how shared mental models were to be developed to aid a fair

assessment process.

Hager and Gonczi (1996) suggest that how professional accrediting bodies
conceptualize competence is going to have an impact on how competence is
assessed at the institutional level. However, Edwards (2010) considers that how
institutions react to accreditation standards is unlikely to be a mechanical
reaction to pre-established conditions. In the next chapter | will consider how

institutions were managing the different constructs of CBME.
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Chapter Five: Institutions — leaning out and leaning in

This chapter will consider data from the handbooks in the institutions and the
interviews with the managers. As presented in my introduction, teaching and
assessment methods are not spontaneous but are adopted and adapted by
institutions according to particular and dominant discourses of pedagogy,
curricular policies and external stakeholders (Hodges and Lingard, 2012b). In
exploring how standardization was influencing the enactment of WBA, | also
investigated whether a place had been found for the subjective, interpretive,
inconsistent and intuitive nature of professional work (Schwandt, 2005) that is
manifest in an authentic environment. How were the institutions managing the
need to measure a student’s achievement of multiple learning outcomes and
the place of supervisors’ judgements and still maintain inter-rater reliability? Did
tensions arise from the absence of a CM discourse in the accreditation
competencies? The following analysis will link back to the previous chapter as |
consider the alignment of the institutions with the accreditation documents and

at times forward to the story yet to be told of the assessors.

5.1 Assessment Instruments and Measurement

In all three institutions, accreditation requirements were manifest in the detailed
articulations of learning outcomes embedded in assessment instruments and

described by the managers as:

all of the parts of the curriculum are supposed to connect with the course
LO’s and the course LO’s connect with the programme LO’s. We also
blueprint all of our assessment items so all faculty are required at mid
and end exams to say which questions are aligned with which LO. (Mike)

so the course learning outcomes address the whole programme and the
subject learning outcomes the individual subjects by themselves. So they
are constantly being tweaked. (Mark)

The mapping of learning outcomes from the course to the subjects and onto the
assessments was consistent with the discourse of the standardization of

competencies promoted in CBME.
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All WBA instruments were unique to each institution and contained multiple
learning outcomes. In one format 14 competencies were broken down into 97
outcomes requiring not a mark but a rating of ‘competent’ or ‘not competent’;
written feedback on each outcome was expected. Another format listed 20
outcomes in relation to the consultation and treatment to be annotated with a
numerical mark for each. In the third, 5 categories were broken down into 25
learning outcomes with a grade for each to be annotated. In two instruments the
assessor would annotate each learning outcome against 5 grades from not-
competent/fail through to excellent/70-100%’, which, while requiring a greater
level of judgement on the part of the assessor, would make it easier for the
conversion to a mark. As discussed, the literature challenges the objectivity of
assessing multiple learning outcomes (Klamen et al., 2016; ten Cate and

Scheele, 2007), however, all instruments aligned with this atomized construct.

There were further complicating issues related to the format of the instruments.
In one institution the way the outcomes were written, and with no qualifying
criteria, seemed to be asking for a yes/no answer and yet a differentiated mark

was expected.

Did student effectively elicit a thorough medical history?  Mark ___

The format of the instrument with its requirement for a numerical grade seemed
to direct any assessor to the allocation of full marks. In another a final mark was
expected of the supervisor yet each outcome only called for a competent/not
competent decision and there was no space for a mark. My analysis of most of
the assessment formats, especially when there were no differentiating criteria,
led me to question the validity and reliability of any differentiating mark given.
The quantified symbol created a level of certainty that belied the lack of
objectivity in how the mark was to be reached (Yorke, 2011a). The formats
would tend, | argue, towards the allocation of an overall ‘A’ grade, an issue that
| will follow up below. In support of my argument, in all the instruments all
learning outcomes seemed to hold equal value and there was no information on

whether there was compensation across them or whether all had to be passed.

In only one institution were there qualifying criteria for each learning outcome to
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help differentiate the grades for the assessor (and student) and further this

institution supported moderation.

So for that grading, we calibrate it amongst all the supervisors. So it's
like calibrating and double marking merged together. So we have an
assessment meeting amongst all the supervisors to make sure we don’t
have bias of any individual and we calibrate the marks between us, so if
one deserves 75, what’s the difference between another person getting
73. (May)

This description of their ‘calibration’ process (something called for by the
accreditor), and that the assessment instruments had detailed criteria showed a
more refined system for determining marks giving more credence to both the
validity and reliability of the final mark. The criteria descriptors and the
calibration meeting together helped to create a ‘shared mental model’, lessen
bias and generate inter-rater reliability. A moderation process that could tease

out supervisors’ judgements was not present in the other institutions.

5.2 Stripping the Lifeworld of Chinese Medicine

In the generic institutional documents such as Mission Statements and Course
and Clinic Handbooks, a contrasting discourse appeared to that conveyed in
the assessment briefs and learning outcomes. In the Mission Statement of one
institution it said:

To inspire, through the presentation of East Asian Medicine, a deep and
lasting respect for the integrity of body, mind and spirit.

This statement incorporated a discourse steeped in the holistic premise of CM
that has never separated body-mind-spirit. The language used in all the Clinic

handbooks infused a discourse of praxis.

The senior clinical placement .... is a time when textbook cases become
human beings with real needs, pains, and concerns. It is a time to apply
both compassion and integrity produced by the knowledge, skKills,
confidence and self-esteem developed in the classroom.

Integrity: The sense of personal wholeness, honesty, trust and
consistency are important to both the patient and the student.

When in the clinic, allow yourself times to be quiet and still inside. In the
same way that you become quiet and attentive when listening well to
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music, or when soaking up the beauty of a landscape spend some time
sensing the quality of the Qi, and attuning to the more subtle aspects of
the treatment process...

These extracts depicted a view of medicine that focused on the relationship
between the student, the patient and of praxis (right conduct) and the subjective
nature of clinical work. This was in contrast to the language employed in the
assessment instructions and instruments that supported an instrumental-
technical discourse, devoid of praxis, of any CM philosophy or of the role of
intuition. The closest descriptions of performance in relation to personal
attributes were as follows:

freats patients and others with respect, altruism, ethics and morals, and

sensitivity to cultural, age, gender, and disability issues.

implement ethical work practices.

deals effectively and sensitively with patients.

Values of ‘personal wholeness, honesty and trust’ or ‘the integrity of body, mind
and spirit’, or ‘sensing the quality of the Qi’ as quoted above, might be assumed
under these outcomes, however, as written those values were at best, taken-
for-granted. Thus, there was a contradiction appearing in the documents. In
some places the richness of the medicine, the personal and professional
development of the students and the embodiment of ‘qi’ was illustrated, but
when it came to the assessment instruments the ‘lifeworld’ had been stripped
out as the documents yielded to the standardization and measurement
discourse. The perception of Collini (2017) and Schwandt (2005) as to the

increase in an accountability language, as discussed before, was in evidence.

5.3 Authentic Assessments

Because our clinic is a very good example of work-based learning,
probably the best example in the university. (Mark)
This statement from one of the managers represented the clinical training
provision of all three institutions and their opinion of their value in relation to
meeting HE institutions’ requirements for WBL. Because of the position of CM in

relation to state health-care provision, all three institutions had set up their own
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teaching clinics. Over their 3-4 year programmes, the students took on more
and more responsibility for treating patients with the clinical environment
providing the authentic experience within which students were taught and
assessed on their performance in real time and place. Consultations and
treatments could be anything from 30 — 60 minutes, patients paid a subsidised
fee and the clinics were all busy with waiting lists. Any one supervisor worked
with groups of 4-8 students supporting the treatment of from 4-12 patients at
any one time. The out-patient clinics, with easy access off the street, operated
for most of the year even outside the academic calendar. In the two larger
institutions the clinic was quite separate from the classrooms and administrative
and academic offices and for the third smaller institution it was embedded so
supervisors and patients needed to pass classrooms to access the clinic. The
institutions had invested considerably in their clinical facilities with Mark
reporting:

We did an audit in 2016 and we found we had 7,760 patient contacts and
it brought in 0.25 million gross.

This statement introduced the importance of economic viability in relation to the
authentic setting. With 30% of student’s contact time devoted to clinic and given
the staff to student ratio (stipulated by two of the accreditors), clinical teaching
was one of the costliest aspects of the course. To meet accreditation
requirements, all institutions had student attendance proformas to be signed off
by the supervisors and students had to complete the hours (inputs) stipulated to

receive their award.

The clinic handbooks had extensive descriptions of the clinical setting and
expectations of students.
They [the student] will deliver care in a supervised environment where
learning can be accomplished without fear of treatment failure.

... in a format designed to mimic the realities of a graduate practitioner’s
clinic

The language being employed in these extracts, was emphasizing the authentic

context in which WBL, and thus assessment, would take place, a context that
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leaned inwards to the community of supervisors and students working together

to support patient care.

However, while 30% of student hours were being spent in clinic, the
assessment of the student’s clinical performance accounted for less than 30%
of the final grade for all institutions. This aligned with the USA accreditation
document that allocated fewer credits for a clinical hour of learning over a
didactic hour. In her critique of acupuncture training, Flesch (2013) considers
that canonical knowledge (including technical skills) is given more weighting
than practice knowledge. A similar observation is made by Schwandt (2005) in
relation to the movement of health professions into universities with canonical
learning outcomes that ‘intellectualizes’ the work of practitioners being seen as
more valid than those derived from practice. The juxtaposition of the time and
expense allocated to clinic, however, led me to question if the issue was not so
much the higher valuing of canonical knowledge but one of concern for the lack

of objectivity inherent in WBA. | will pursue this argument below.

5.4 Failure-to-fail and Grade Inflation

All institutions required the application of psychometrics to their WBA. Rethans
et al. (2002) remind us that the psychometric discourse is much more applicable
to simulation assessments when variance is limited, as supported in the
following statement.

| think it is one thing to be working with students and partnering them in

patient care. | don’t think that lends itself well to objective assessment.
(Mavis)

Mavis recognized that the inter-relationships in the clinical environment would
impact on the objectivity of assessment. In contrast, in the same institution,
another manager was turning to psychometricians to help improve inter-rater
reliability.
Today | have a meeting with our clinic evaluation system, our online
system, and one of the things | always wanted with our clinic evaluation
system, to aggregate trends and themes, certain shifts, students, certain

CLO'’s [course learning outcomes), supervisors. | want to look at it to see
where the gaps are. (Mike)
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For Mike, it would be through an analysis of marking trends across supervisors
that objectivity could be realised. It was important to note that Mike was more
removed from the day-to-day running of the clinic, his role leaning more towards
the outside stakeholders such as the accreditors and validators and the
development of CBME within the institution. At the same time he recognised the
problem of reaching inter-rater reliability.
And when you bring in the whole idea of reliability and validity, it is very
rare we can actually intersperse inter-rater reliability. It is very
challenging to do. (Mike)
While the subjective nature of professional work was recognised in this

institution, a technical-instrumental WBA was desired.

Concerns about applying a psychometric decision to WBA was also manifest in
the way managers described other assessments in the programmes to those in
clinic. They all described a reliance on the classroom assessments rather than

the clinic assessments to fail weak students.

.... and they fail academic before they fail clinic. Clinic is very difficult [to
fail].

But they are more likely to fail on academic subjects, and practical
techniques rather than actually in clinic. (Mark)

What vets’® them out is they can’t pass the comprehensive exam [an
MCQJ. And it is not the clinic work which is very subjective but the
didactic class. (Mary)

What Mark and Mary were voicing was that failing students would have been
picked out within earlier written or skills assessments. The assumption that
previous assessments would fail those students not competent to practise
misses, | argue, the very essence of WBA that captures the professional, ethical
and integrated work that can only apply in the workplace. However, Mary’s
quote highlighted that it was the subjectivity of WBA that inhibited the failing of a
student in clinic. A further example of the reliance on ‘evidence’ was that in all
three institutions, the detailed writing up of a case history of a patient who had

been treated in clinic formed a more substantial part of their final ‘clinical’ mark.

"% To vet is an American expression that means to ‘veto’ or rule out.
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The objective evidence of a written piece of work held more value. The difficulty
of applying competencies in an objective way to WBA was described further.

the challenge comes when a student actually challenges [their] grade
and they want evidence for how and why they got that grade and the
faculty have to recreate in their memory what they did or did not see.
(Mike)

This extract illustrated that the need for objective evidence in relation to grade

decisions was impacting on the whole assessment culture. Thus the subjectivity

of WBA was implicated in failure-to-fail.

That clinic was difficult to fail was given a quite pragmatic justification linked to
an assessment that had a long gestation. Competence was seen as a
developmental process and any ‘failing’ competencies would be highlighted
through the day-to-day feedback given by supervisors.

they’ll [the supervisor] take a student aside and they will say, you’re on
the way to failing this. They are quite firm at that point. And several
times over the past few years I've seen that make a student turn
themselves round, because they realise, I've got ten days left to nail this,
otherwise I'm going to have to do the module again. That’s money and
time and putting off your plans. (Matt)

This extract showed Matt linking a competent outcome for clinical work to
students’ motivations in terms of costs and time. Other managers linked good
performance to the majority of students being mature with no managers citing
any situations when a student was actually failed a WBA. The rationale for not
failing students, however, was complex and will be better returned to when the

supervisors’ voice can be introduced.

Along with ‘failing to fail’ the problem of ‘grade inflation’ was voiced by all

institutions.

More often than not the supervisors tend to grade very liberally in that
regard which is OK as the supervisors are in there a lot and they know if
a student is not doing, they are in there with the student watching their
needling and listening to their presentations. So | mean, | would even
say it should be pass-fail because essentially they are graded as a pass-
fail because it is a subjective component that the students get an A on
unless there is something really amiss. (Mike)
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This quote along with other expressions such as “they tend to give people too
good a mark” and that WBA marks were “skewed to the higher end”, illustrated
two features of assessment. Firstly, the managers were aware of what they
called “grade inflation” and considered this a normal factor of working closely
with students over time. Secondly, the psychometric decision expected from the
supervisors and, | add, expected from the format of the assessment
instruments, could not be substantiated; an “A” grade was indicative of
competence rather than excellence.

so the only reason you would give an A- in the clinic is because of

attendance issues which is objective or because they have not handed in

the appropriate paper-work which is objective. (Mary)
The reason for the ‘A’ award being the normative grade was linked to the issue
of the lack of objectivity in WBA and not to any problem with the construct of
CBME (Boyd et al., 2018). According to Knight (2007, p. 76) measurement
needs to be applied to stable and real or tangible objects and is difficult when
applied to ‘contested social constructs’, which is what Mary was implying. Grade
inflation and its other manifestation failure-to-fail, transcends national and
professional boundaries and is well documented in the health professions
(Cleland et al., 2008; Dudek, Marks and Regehr, 2005; Hughes, Mitchell and
Johnston, 2016; Robbins, Firth and Evans, 2018; Yepes-Rios et al., 2016). A
closer look at the possible reasons behind this will be focused on in chapter 7.
What can be concluded at this stage is that it was the impact of a lack of

psychometric objectivity in WBA that determined the mark being awarded.

McNamara (2013) recommends two alternative processes due to the lack of
objectivity of WBA. One is that supervisors are actually applying a pass/fail and
of that almost exclusively a pass and called an ‘A’, which was reported by
managers in one institution. The other was to weight the WBA low which was
similar to another institution. Any mark given, therefore, would not have a major
impact on the final grade. This research showed that the process that seemed
to create the most objectivity was found in the institution that had written criteria
and that had a ‘calibration’ meeting of all supervisors to moderate final marks,

that is, a qualitative approach to objectivity.
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Whether WBA should be allocated a pass/fail or be graded has stakeholders
conflicted (Mejicano and Bumsted, 2018; White and Fantone, 2010). Those for
pass/fail suggest it supports deeper learning through intrinsic motivation while
those in favour of grades want to maintain the discrimination of excellence. For
the managers in this study there were varied responses.
Creating an illusion that it is being graded encourages students to do
better, even if it is only an illusion it serves a purpose... and a lot of
students want good grades, a lot of students want an A. It is a motivator.
And [non] attendance at clinic can bring your grade down ... so that is
another motivator to keep the grade system intact. (Mavis)
This extract illustrated that the psychometric grades given were not just there to
produce an accurate measurement of a student’s performance but served to
encourage and motivate students. Encouragement, Yorke (2009) considers, is
quite a different aim than measurement of competence and changes the way
the awarding of a mark will be understood. Yorke (2011b) is also concerned
that not including a WBA mark in the final degree classification will lessen the
‘esteem’ of WBL.

One could argue that for these institutions the low overall percentage grade
allocated to WBA indicated a de-valuing of the WBA, however, this was in
tension with the costs incurred by the hours students spent in clinic.

we have 1,000 hours of clinic, they are being observed by the faculty
every day. (Mary)

Oh pretty well everyone does [passes clinic] because we have such
extensive training. (Mark)

That students who had put in the hours were deemed to be competent
expressed the curriculum ‘input’ view that valued hours spent in clinic with a
supervisor as still holding power, as seen in the accreditation documents. Not
withstanding the problems inherent in this approach to competence, the
importance of the time spent in a learning environment, especially in an
authentic setting, is still one of the main arguments against the full
manifestation of CBME. Park, Hodges and Tekian (2016) suggest that within
medical education the introduction of competencies has been attached to the

original ‘time and content-based’ curricular model with no major restructuring
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and the changes that CBME heralded with the implementation of outcomes,

might not be so straightforward.

5.5 Fairness in Marking

As already discussed, when it is a wide range of situations (patients or
conditions) that need to be measured then performance over time is
recommended as the best assessment method and that is what all institutions
were doing. When dealing with unwanted variations in assessments, and when
judgements are highly subjective, Crossley (2016) refers to a number of
possible assessment strategies to maintain fairness in marking. One strategy is
to gather a wide number of different marks — in one institution a student would
be summatively assessed by three different supervisors both at midpoint and at
the end of each clinic block thus generating six different marks that were
combined to form the final grade. Another process is for the same judge to
assess all students - in another institution two supervisors worked closely
together and carried out all summative assessments. A third process is
moderation which was the strategy in the third - the students worked with a
number of supervisors over the year with a final mark reached after moderation
and discussion amongst all supervisors. What could be seen was that each
institution had unique processes for maintaining fairness in their WBA, albeit
perhaps unconsciously, and not considered in the accreditation documents.
These strategies, along with the limited impact of the mark allocated to clinic on
the student’s final degree classification, the grade inflation inferred by all
managers and the hours all students spent in clinic suggested that any issues
students might have with the fairness of the mark were not a factor the
institutions had to contend with. Although not asked directly, only one manager

reported on one student challenging their WBA mark.

5.6 Political influences

As discussed, the language of the learning outcomes in all institutions could be
seen to align with the standardization requirements of the accreditors. However

there were other external factors that the institutions were choosing to, or
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having to, implement.

One institution was owned by a corporate organisation with multiple layers of
management, administration and academic roles. Being owned by a corporate
organisation was described as providing for a more “effective management
system” with decision making within a committee structure promoting
“consensus”. Mike described the owners as having “put a lot of resources” into
current educational best practice and described how they saw themselves
placed against other institutions.

we are more concerned with our outcomes’’ than some of the non-profit,
public sector, because that is what students look at. It is consumer
driven. (Mike)
This articulation was demonstrating the new expectation of the student as
‘consumer’ and illustrated the financial importance for the organisation. In this
discourse students were seen as both raw material and product. Mike explained
the situation further.
accreditors across the nation of which there are 100’s, you think about all
the different professional associations they have not caught up with

programme review, they are still input oriented rather than outcome
oriented.

No longer inputs, it was the HE requirement for outcomes as a standardising
procedure to direct programme reviews that was being embraced by the
institution proactively. This institution had also incorporated competencies from
mainstream medical education into their course.
So the revisions we have made to our clinical examinations has been
based on the merging of the ACGME guidelines, the American College
of Graduate Medical Education, they have clear competencies on what
health care providers should know and do for health care in general

which we use. And also the Institute of Medicine guidelines - a lot of
their outcomes. (Mike)

This match to the ACGME competencies would provide evidence of best
practice and align the institution with other health care providers. This is the

same impetus that | discussed in the previous chapter that could be seen in the

11 Qutcomes here do not refer to learning outcomes but more to institutional
results and statistics.

101



changes to the updated ACAOM (2019) documents. As a political and
economic strategy it would give the institution a competitive edge and enhance

their status as a progressive educational institution.

In another institution the need to meet statutory regulations was manifest in the
format adopted in their assessment instrument. The institution had two
instruments in circulation that listed an identical number of competencies except
that the shorter form did not break them down into multiple learning outcomes.
It was the longer instrument that was to be applied by the supervisor observing
a student treating just one case. In untangling the difference in the two
documents it transpired that the ‘long form’ had been written for a very different
practitioner group, the result of the “introduction of the national registration
system” and subsequent “grand-parenting” procedures for older or overseas
practitioners. Why an assessment for registering trained practitioners based on
one case which was not compatible with that for assessing students-that
needed to be based on observation over time, was being used had to be
guestioned.

In terms of using the form in clinic it is a really long form and it is quite

complex but it is consistent with those used in other health professions
looking at skill based assessment processes. (Maude)

Maude was aware of the forms’ origins and length, complexity and
inconsistencies, but its alignment with other “health professions” and the
requirements of statutory regulation seemed to be the key to its development.
The result of this, however, was that this instrument with its multiple learning
outcomes, was not being enacted or could not be enacted in the way instructed.
The supervisors’ involvement (or lack of involvement) in this new WBA will be

returned to in the next chapter.

The drive for status was also an impetus behind the move for the programme in
the UK to enter into a validation process with a university and thus open
themselves up to a more intensive academic scrutiny and greater
standardization. This further validation process was consumer driven - i.e.
students wanted the higher status of a degree qualification and it gave students

access to grants and thus conferred a competitive edge in recruiting students.
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The impact of the particular managerial and pedagogical theories emanating
from the external stakeholders of the different countries, either accreditors or
validators or corporate owners, was being dealt with in different ways by the
institutions. What was in common was that the assessment instruments and the
language incorporated had a direct link to these requirements, on the students’

experience, and on WBA.

5.7 The Marginalized Discipline

If the successful use of assessment instruments resides in the assessors (not
withstanding the critique | presented in the literature review) then how an
institution recruits and trains its supervisors will impact on that success. While
all institutions had requirements that clinical supervisors needed to have been
in practice for 5-7 years and be registered practitioners of CM, no institution
asked for specific teaching qualifications and there was very little evidence of
any training in clinical supervision or the use of assessment instruments,

especially in two of the institutions. Managers commented that:
Everyone has the [discipline] knowledge but they can’t teach. (Mary)

There is always the assumption, and this is the problem with a lot of
Universities, that if you have a qualification in something then it means
you might be efficient in teaching and learning. And it is not always the
case. And the assumption is because you are a registered Chinese
medicine practitioner that you have a minimum 5 years experience then
you can also be a supervisor. So obviously the emphasis has been on
disciplinary skills than supervision skills. (Maude)

While Mary and Maude were aware of the implications of a lack of teaching
skills, any training for supervisors was “very basic, a taxonomy”, an overview of
the systems and documents, or “shadowing” for a day. In relation to
assessment, Mark reported:

I think ... that the clinicians need much more training in what it means to
be an assessor. | think that part is very under emphasised in their own
minds. | think they see themselves more as a mentor. | want you to learn
the things that | know about how to be a good clinician.
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The linking of the role of assessor to the identity of the supervisor as a mentor
illustrated further the awareness of the difference in these roles. Mentoring can
be seen as a valid pedagogical strategy for WBL (Higgs, 2012a) as it can bring
with it the more tacit and embodied traditions and narratives and ethos of the
discipline. Eraut (2010) recommends shadowing as important for learning what
underpins systems and routines and also how intuitive decisions are made.
However, as methods to embed the new recruit into the community of practice,

they were not being used in any strategic way.

One manager, Mary, who recruited the supervisors, was not interested in the
applicant’s teaching qualifications or of their specific knowledge of CM but their
“ability to tell a story, “get information across”, to “organise” and “run the clinic
shift’. For Mary all applicants had the knowledge and skills of CM but it was
communication and organisational skills that were key for being a supervisor.
Knowledge of learning outcomes and the ability to make judgements in
assessment decisions were not proposed as important. The tension between
being CM-focused or education-focused, between being focused on the
treatment of patients as opposed to the assessment of students as well as
being motivated and dedicated is an area that will be developed in the next

chapter as the supervisors’ story unfolds.

5.8 Contracts and Communication

The impact of supervisors’ work-contracts on communications between
management and supervisors and across supervisors, introduced a further
factor impacting on WBA in all the institutions. For one institution, in line with
their accreditor, there was a conscious choice by the managers to have a range
of practitioners in clinic, the rationale being that this would provide the diversity
of approaches to practice students needed. As discussed, the employment of
multiple supervisors that this system created allowed for the input of marks from
multiple supervisors. Further, short and small contracts, it was explained,
protected the institution against the problems incurred if a supervisor left and
needed to be replaced. While faculty meetings took place three times per year

the time spent on discussion of clinical issues was said to be very brief. It was
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recognised that the limited employment contract might be impacting on the level

of thinking around pedagogy.

They are all part-time, they are not engaged, they don’t understand the
level of thinking ... and their biggest shortcoming is lack of depth and
knowledge about the college and teaching the next generation. But they
don’t have the time, have the understanding of HE and changes in East
Asian medicine and health care (Mike).

A lack of time was presented by Mike as a factor in the supervisors’ lack of
understanding of institutional processes or pedagogy. That, combined with a
lack of training in education, would limit the development of skills of
assessment. Any knowledge of assessment, therefore, came primarily from the
supervisors’ experience as students with it being considered particularly useful
if the supervisor was a graduate of the institution as then they would be “on the
same page”. Remember, 50% of the supervisors were trained in their own
institution. However, Mavis, another manager in the same institution,
contradicted the issue of lack of engagement giving another slant on the
position of the contract.

They earn a lot more money in private practice, they want to be
connected to a community and give back, they are not disgruntled. | find
that even a member who is only here for 3 hours per week, | can get
them engaged because they are motivated and dedicated to the school.
(Mavis)

The supervisors’ engagement with their role was related to the sense of
“‘community” provided by the institution and “not disgruntled” referred to the
relatively poor pay. Within all institutions the supervisors were part-time and
had busy private practices. While Mike was concerned with the supervisors’
lack of teaching experience and thus engagement, Mavis considered that the
supervisors’ role as practitioners within the community of CM was what
supported their engagement. This opinion resonates with the research of
Buchel and Edwards (2005) who report clinical competence and enthusiasm for
their educational responsibilities as the key attributes of effective clinical

teachers.

In two institutions the supervisors were on part-time tenure, however, while

tenure did seem to allow for better communication amongst supervisors it did
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not necessarily mean that there was adequate time allocated to meetings that
concerned curricular issues. With their time focused on clinical teaching the
institution that had introduced a new assessment instrument acknowledged the
problem.

They [the assessment tools] were written about 2-3 years ago and they
have kind of been phased in. This year we have tried to use them. The
difficulty is that the clinic is so busy it is hard when you have got
something as detailed as that to do justice to the form. It is a work in
progress let me say that. (Mark)

This statement emphasised how the busyness of the authentic work setting was
impacting on whether supervisors could assimilate the new assessment
instrument, and explained why there was still confusion as to its very structure.
The position taken by Mark, however, was in relation to the supervisor’s
incorporation of the instrument rather than any concern about the construct of
the instrument. As highlighted earlier, the amount of time the supervisors spent
in clinic supporting students treating patients, was seen as evidence of
students’ learning. Mark continued this theme of busyness.

The main thing is time as the clinic is so busy. Do they have the time to
sit down and do this [assessment] formally or do they do it quickly. They
do have a good idea [of their students] if you talk to them and | have
several times, how is that person going. They know, they do know as
they are in here all the time across lots and lots of clinics. (Mark)
Quality time spent with students, that is getting to know them and giving
feedback, was seen as more valuable than supervisors having time to
administer the new assessment instrument. The statement could also be
interpreted as time with students in practice allowed for a better global
assessment of students than their evaluation of them against the learning

outcomes. | will return to this argument in the next chapter.

Even if on tenure supervisors were often in on different days and Matt voiced an

awareness of needing to calculate in meeting time.
So what we came out with from that was the need for them to have some
other time that’s not geared towards particular assessment or finishing

off the year, or anything like that, but that is separate development time,
for them as a team, so that they can share best practice. (Matt)
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Time to meet and share good practice was seen by this manager as essential a
component as the discussion of the paperwork and determining students’
marks. O'Neal (2016) sums up the importance of communication.

The clarity of standards established to grade authentic assessments do
not appear to be nearly as important as the discussion of those
standards that happens when assessors interconnect (p. 66).

Summary

The answer to my question - how is CBME being enacted in the institutions
(documents and managers) and what issues does this present? - was complex.
The documentation of all institutions promoted CBME in the application of a
psychometric grade to denote achievement of students’ performances aligned
with published, standardized and atomized learning outcomes. Leaning more
towards the requirements of other health professions, especially in the USA and
Australia, the learning outcomes lacked recognition of the often subjective,
interpretive and inconsistent nature of professional work and further were
written in a language that stripped out the essence of CM. The format of the
assessment instruments with their multiple outcomes, and for two institutions a
lack of criteria to differentiate standards expected, promoted grade inflation and
failure-to-fail. This constrained the validity and reliability of the psychometric
grade even while ‘fairness’ was being enacted in different ways. A recognition
of the importance of an authentic environment to carry out performance-based
assessment (Rethans et al., 2002), was manifest in the extensive investment in
their teaching clinics both in terms of the buildings and resources and in the

supervisors.

While the institutional documents portrayed a leaning towards standardization,
the managers were aware of a more complex story of WBA. The lack of value
allocated to the WBA as shown by grade-inflation and failure-to-fail, was more
to do with the subjectivity and inconsistency of working with students and
patients than a devaluing of practice experience The educational training of the
supervisors (or lack of it), induction (or not), involvement in the development of
differentiating criteria (or not), and moderation (or not) were factors enabling or

constraining a valid and reliable implementation of CBME. However, the
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supervisors’ credentials in CM and the hours supervisors spent with students
supported the authenticity of the environment as a major factor in the
enactment of WBA. Behind the lack of objectivity of the marks being awarded
lay the nature of supervisors’ contracts and the busyness of the clinics. These
issues will be pursued further in the next chapter as | turn my attention to the
supervisors’ experience and how they understood the place of measurement, of

holism and the role of CM in their enactment of WBA.
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Chapter Six: Supervisors — personalized competencies

... it will be the talents, interests and capacities of educators who will be
pivotal in determining whether the kinds of outcomes sponsors of
educational institutions seek are achieved, the demands of external
bodies are realised and students’ needs are adequately understood and
responded to in ways that are directed to their interests ... (Kennedy et
al., 2015, p. 5)

While professional bodies articulated the competencies that they expected
graduates to meet, and managers produced learning outcomes and
psychometrically constructed assessment instruments, the role of the
supervisor was crucial for interpreting and manifesting these abstracted and de-
personalised statements in their direction and assessment of students in direct
contact with patients. In this chapter my interest turns to how the standardized
format of the assessment instruments was being understood and implemented
by the supervisors. What were the issues around the interpretation of the
learning outcomes and objectivity and judgement? How did the supervisors
blend their roles as assessors of students’ competence and practitioners of CM
in an authentic environment? In this chapter | will consider the story being told

about WBA from the perspective of the supervisors.

6.1 Personalized Competencies

The variability and inconsistency in assessors’ use of assessment instruments
in Universities has been documented in a study by Bloxham et al. (2015) who
identified five reasons that might account for this variation namely: the use of
different criteria to those published; different understandings of the criteria;
different understandings of standards; diverse sub-criteria and different weight
and value being given to the criteria. This study supported those findings and
considered further aspects beyond the criteria to the format of the instrument

and how assessors understood the assessment process.

While the supervisors articulated their expectations of students quite clearly

only two of the thirteen made a direct reference to the published learning
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outcomes. Some of the competencies supervisors described as key
expectations of students such as “safety”, “knowledge and skills”, “critical
thinking”, “diagnostic acumen”, and “good communication skills”, were
contained in the published learning outcomes. Their awareness, however, of
these competencies seemed to emerge from their personal view of the practice
of CM as opposed to any sense of the institution’s official learning outcomes.
Rather than describing this as a lack of accountability as proposed by one of
the managers, my interpretation was that they were acting on ‘personalised’
competencies. The supervisors presented a different view of what competent

practice might look like as illustrated in the following extracts.

The student being able to have insight into that beautiful wonderful
human being who is in front of them who they are trying to treat, that is
what | look for, that is what quality is ... how do you measure devotion,
how do you measure attentiveness, things like this? (Chris)

But once they get that click like they get enlightenment and then they are
good. (Frank)

As long as they are present, they are appropriately attired, they are
respectful of the patients, they have performed to the best of their ability
to the level of internship they are in. (Harry)

They need to have a loving and caring heart. Some people, students, |
know they have good skills but they do not really look after the patients
very well... and in the future | can tell they will probably focus on the
money not on the patient. But most they need to be willing to help others.
This is very important. And the other thing they need knowledge and
Skills and experience. They learn from clinic and need to help others.
These are the things | need to know whether they have this or not. (Julie)

Honesty, dedication to what you are learning. (Ned)

| like someone diligent, hardworking, hands on, willing to learn and issue
questions, inquisitive in learning. (Kate)

There are some people who become over-confident, they think because
they’ve finished the course, they know everything and rather better than
everybody, all the tutors combined... they are the most dangerous |
think. (Greg)

Nowhere in the published learning outcomes was there reference to “insight’,

“devotion”, “dedication”, “enlightenment’ or a “loving and caring heart’, not even

negatively to “over-confident’. The extracts above showed that supervisors
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were relating to a view of the student in relationship to the patient and to their
own beliefs and experience of practice, a judgement, perhaps equally as valid
as, but different from, the published outcomes. These statements imply that the
different values expressed by Ho et al, (2011, 2012, 2014), issues of integrity,
relationalism and social and personal roles, were finding expression. Research
conducted by MacLeod (2011) found that medical educators and medical
students described the need to develop two competing identities in their
training: that of competent doctor in which the approach was competence as
knowledge of biomedicine and clinical skills and the caring doctor emphasizing
social issues. MaclLeod describes knowledge as taking precedence over caring
in the WBA carried out. In this study caring was a major aspect of the
supervisors’ assessment of competence even though it was not articulated in

the learning outcomes.

The extracts above encompass some of the aims written into the institutions
mission statements and general descriptions of the clinical environment as
discussed in the previous section that had not been translated into learning
outcomes. Hodge, Mavin and Kearns (2019) concede that everything relevant
to practice cannot be captured in competency statements and that students,
within their immersion in the practice, will gain these aspects. Their concern,
however, is that those things thus omitted are de-valued. Brown'’s (2000)
findings in nurse education reported that ‘the assessment of student
performance in clinical practice is not restricted by pre-determined behavioural
learning outcomes’ (p407). Likewise, the supervisors in this study were using
the more tacit aspects of practice in the determination of grades, their value
thus acknowledged as shown in the following statement.

Assessment is supposed to assess achievement, not effort, not the

process, not making the effort, but when the student is making an effort, |
give them one or two marks anyway. (Kate)

For Chris it was the learning process that guided his view of students

... I don’t want to say anything negative, they do not do anything
egregious, they really don’t. They don’t do anything outside of the normal
process of learning to be in clinic. (Chris)
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“‘Making an effort” along with the “normal process of learning” turned the
attention of assessment to the learning process or journey not the product.
Almost all supervisors (and managers) described the students as wanting to be
in clinic and wanting to learn and their role was to guide them. Diligence and

effort, however, were also not factors in the published learning outcomes.

Personalized competencies being applied to assessment had other
manifestations. Some supervisors saw learning as not just applicable to the
time in clinic but projected forward beyond their time as students.
So if the person is keen to learn, they have already ticked my box. And if
their theory is a little bit weak, | feel it doesn’t really matter, you can

learn, over the year, after graduation. If theory is weaker, you can pick
up later. (Kate)

| do not like grade inflation but | do not see any reason not to give this
person — you passed and did fine. But is it a fine B or a fine A. It’s hard to
say as you are in the process of building skills. It’s going to be rocky and
it will continue to be rocky once they are out there. (Chris)
That students were seen as early in their development as practitioners of CM
and would continue to learn after they had graduated, impacted on what these
supervisors considered crucial to their assessment. They were giving different
weight and value to different criteria and had a view of competence as ‘good
enough’ (Yorke, 2005). That learning would extend into the future, what Eraut
(2004) describes as a time trajectory of competence, changed the supervisors’
discrimination, modifying the meaning of competence as knowledge and skills.
The lack of agreed criteria amongst supervisors would certainly limit, however,

any possible inter-rater reliability.

Two supervisors were aware of the assessment instrument as an institutional

requirement influenced by outside stakeholders.

they have academicians who find these tools in academia and pull them
over. Because they want to and it is understandable that they want to
feel part of the medical community so they are using evaluations that are
not Chinese medicine, based on Chinese medicine principles. They are
based on normal milestones in the world of clinical practice. Perfectly
understandable right? (Chris)

This is a new one [new assessment instrument]. Before we only use this
one [short form] but later on because to meet the board requirements or

112



something like that they develop this form [long form]. This is in more
detail. (Julie)

These quotes display the supervisors’ awareness, if not support, of the priority
of the institution in their dealings with external stakeholders. At the same time,
however, the supervisors had adapted their own assessment process to militate
against the difficulties that ensued from the construct imposed and one not
based on CM principles. Julie justified applying a different time construct to the
assessment process.
It [the assessment] is supposed to be at only that time they are doing the
consultation for that single patient but | think we cannot just according to
one treatment to give the marks we need to look at their general practice.
Because some students are very nervous when they are treating the

patient and are nervous and are making some mistakes so | still look at
their general behaviour in their practice to give them the marks. (Julie)

This statement ties in with the analysis in the previous chapter about the
assessment instrument produced by the managers for a different group of
practitioners. The instructions were misleading and conflicting and so the
supervisor was managing the restraints imposed by the assessment instrument
in order to be more fair on the student. While Govaerts, van der Vleuten and
Holmboe (2019) are concerned that standardization might create a ‘lack of
ownership and agency’ (p70) on the part of the assessors, this sitting between
both experiences, the acceptance of the institutions’ role and their own,
manifests what Cantillon, Dornan and De Grave (2019) describe as a ‘mutuality’
between external and internal values thus maintaining their own personal
agency. Supervisors could be seen to be using their discretion as to how they

assessed students’ competence.

While applying personalized competencies, supervisors were also assessing

students against an holistic understanding of practice.

I look at them as a whole. The knowledge and also how they interact with
the patient because it is very important because it does not matter how
wonderful how much knowledge you have how much skill you have if you
don’t communicate with the person the patient does not follow so they
don’t have a same result. (Frank)

| see them together; | do not go through each one [learning outcome].
Just overall. These students follow us for a whole semester, or a whole
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year. We know them very well. Sometimes | don’t need this one [the
assessment instrument] / know how to do that. Not in detail. It is hard to
go through each single thing. Unless they give us time the whole day |
am sitting here doing this maybe | can do in detail. (Julie)

What these extracts showed was that the supervisors were applying an holistic
judgement, generating a mark for the student’s overall clinical performance over
time, and not broken down into atomized learning outcomes. This was the
general approach to assessment for all supervisors irrespective of the
assessment instrument. They described ‘knowing’ their students, an embodied
knowledge developed over time working closely with students. Supervisors
were applying personalized competencies within an holistic assessment

process.

That supervisors applied a holistic assessment of students was not just the
result of their attitude to the atomized learning outcomes but could be seen as
the result of the construct of the assessment instrument.
And the second hardest, | think, is the balance of... some people can be
really natural, therapeutic behaviour, very sympathetic, empathetic, very
professional demeanour, but clinical, analytical process is slightly weak,
theory side a little bit weak, how to balance these few, because in our

marking criteria there is no percentage - this is 25%, that’s 25% - we
didn’t give that. (Kate)

What Kate was struggling with was how to place a numerical value on the
different criteria. The assessment instrument did not apply a percentage value
to each and, as described previously, there were no instructions around
compensation. | propose that this might relate to the view of Ginsburg et al.
(2010) who challenge the linear format in which instruments are written that
present each competency as equal. It is this ‘visual rhetoric’ that they consider
is ‘inconsistent with the way faculty actually conceptualize and express their
opinions about the performance of their residents’ (p.785). Thus the instrument
itself generated the holistic judgement in juxtaposition to its linear and atomized

format.

A study by Bloxham, Boyd and Orr (2011) concluded that there is a

contradiction between the stated policies and actual practices in HE in relation
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to criterion referenced assessment and marking. They propose that this is not a
‘cynical rejection of accountability or a determined adherence to conventional
practices’ (p667) or a dereliction of standards (Knight, 2007). It is better
understood as the tension between manifestations of accountability as shown in
the published assessment tool and professional judgement as manifest by the

supervisors.

6.2 Objectivity

The aim of a psychometric format of assessment instruments is to support
fairness of marking across multiple assessors. However it was the very
construct of the assessment instrument that drew criticism from some of the
supervisors especially in relation to the psychometric grading and atomization.
The latest one, the sophistication of the questions was really good [but]
there were far too many of them but far, far, far, too many and the actual
numerology in grading them was a complete improvisation, it was just
beyond belief... So it made it very difficult to want to take seriously these
questions that were asked. But there were just too many questions and

jJust too much detail. It would be impossible for me to truly answer them
with any sort of veracity. (Chris)

It has decimal systems that add up and divide into this number is that
grade and that number is this grade. And the final assessment - you are
just meant to give them an ‘A’. (Lily)

| think it’s a more complicated version, but for me, it’s actually too
complicated, there are too many words. (Greg)
As discussed in the previous section, some of the assessment instruments had
very complex marking systems and all had multiple atomized learning outcomes
and it was this aspect that lead to the supervisors under-valuing the instrument
in terms of recording achievement. The lack of value emerged from its
complicated construct of psychometrics and atomization rather than it being the

supervisor’s lack of skill in assessment as described by the managers.
Another approach to the instrument was voiced by Bee as:

Assessing is easy it is just the paperwork that is cumbersome but now it
is online and usually pretty quick. They have those tick-off the boxes.
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This statement presents the tick-box format of the instrument as easy to use.
However, when | asked Bee if she went through the assessment form with the
student her reply was “you do it on line now’. This supports the argument that
the tick-box format of assessment instruments, especially on-line, is what
devalues the instrument and removes it from being a source of learning for the

student.

The supervisors supported the dilemma around the subjectivity of WBA raised
by the managers. The main aspect of student performance that would lead to a
lower than ‘A’ grade was stated as lack of attendance or not filling in the
paperwork — both objective measures. The issue of objectivity was also
illustrated by the difference perceived between clinical assessments and written
assessments.
This [WBA\] is in relation to their clinical practice and their general
behaviour and their skills. This one | feel is all in my mind but that one
[written case study] is on paper. | look at the paper. The case study is
complicated and makes them to think but according to the answer. [In]
the case study there is an answer as well | have already done and | see

if they match my answer or not. But this [WBA] is more flexible more real.
(Julie)

Julie was describing the difference between the marking of a pre-written case
study and assessing a student in the moment of the clinical experience. In the
written assessment the student had committed their answer to paper and so
there was something objective to read and the supervisor could mark against
their own ‘model’ answer. The clinical situation was uncontrolled, inconsistent
and demanded more interpretation. This explanation brought into focus the lack
of objectivity possible in WBA that is in the moment, influenced by the

authenticity of the context.

6.3 Failure-to-fail

All the supervisors except one reported that they had not failed a student in
their WBA. While practising was seen as key to students’ learning it was the
subjectiveness of the WBA that supervisors described as a reason for ‘failure-

to-fail’.
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| need to fail this student, because the supervisors’ feedback is that they

are worried. He [the student] said where’s the evidence? There was

nothing... so | couldn’t fail him. (Diane)
The lack of written evidence as a means to objectivity impacting on a fail
decision voiced by Diane supported the managers’ concerns as discussed
previously. In relation to WBA, research in the health professions has shown
that it is extremely rare for students to be failed (Hughes, Mitchell and Johnston,
2016; Hunt et al., 2012) due to the possible personal or professional impact
(Yepes-Rios et al., 2016) and also fear of litigation (Gingerich, Regehr and Eva,
2011; Hawe, 2003; Yorke, 2005).

As discussed in the previous chapter, in the UK institution a moderation
meeting was used to make final decisions on grades and as a means to deal
with the subjectivity and biases that could ensue from WBA. Dudek, Trier and
Hauer’s discussion (reported by McColl (2017)) around the issue of ‘failure-to-
fail' consider the sharing of responsibilities for making decisions on student
achievements a key step in the use of data from CBME assessment
instruments. Moderation can also be seen as a critical phase in an institution’s
merging of their own philosophical and individual mission with that of the
accreditor and of a merging of ideas between assessors. In the other two
institutions the supervisors had not been involved with the writing of the learning
outcomes or the assessment instruments and their vocal critique of the tools as

“‘unworkable”, “too much hassle”, “too long” was powerful.

The following extract illustrated a similar rationale as that the managers voiced

as to why students were not failed.

The reason why it is rare is that the students spend a lot of time on the
programme, it is a lot of money, a lot of effort, so you get students who
for the most part are very serious and for the most part they have been
vetted out before their final year. Somewhere in the observation or
assistant level. (Ellie)

There are three features in this extract. Firstly, was that weak students would
have been failed before this stage of clinical training in assessments that could
be more objective. Secondly, manifesting the ‘input’ curricular model, learning

could be assumed because of the extensive “time” students spent in clinic.
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Thirdly the cost and effort students had to outlay would discourage the less
serious student. These beliefs, articulated by others as well, were impacting on
how the supervisors viewed students, assessed them, and (almost) always
passed them. As challenge to this, two supervisors did voice concerns about
weak students.
I don’t know how it works here. It seems to me that there are students
who have got to this place and in my personal opinion should never have
reached this point and shouldn’t go on from here. It seems that that is
more theoretical than practised ... And | don’t know, | have not been

here long enough, | don’t know if it is my responsibility to fail them or
another thing that happens in their academic records. (Lily)

And others that | will need to say oh my god I will need to call you a
colleague someday and you will actually do what | think is a disservice to
the field. But they have enough gumption to get the assessment points
and get through. (Mitch)

While Lily challenged whether students had reached an appropriate level of
competence before the clinical component of their programme, Mitch raised a
concern that linked to the construct of the assessment instrument and its
inability to discriminate between competencies. As described above, and
supported by Yorke’s (2011a) analysis of WBA, the assessment instruments did
not disallow compensation across competencies and so lead to students being
passed with individual competencies at fail. But the quotes also illustrated a
lack of awareness as to where the responsibility for failure lay. In two of the
institutions final WBA grades were collated by a third party and what these
supervisors displayed was a lack of awareness of the impact of their
assessment on the final results. Thus it was the bureaucratic process that also

impacted on the reliability of assessment.

Supervisors did provide quite detailed descriptions of how they assessed
students but this was not as Knight (2007) describes as assessment for
‘warranty’ but more in line with assessment-as-feedback. This is what Boud
(2007) proposes as the original idea of feedback which needs to influence the
nature of the output in-the-moment, that is, ‘feedback-for-learning’. The marks,
therefore, that supervisors in two of the institutions were giving reflected a

general competence, not a differentiation between students (except in the
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smaller institution which | will discuss further). According to Lynch (2014) many
medical schools in North America are abandoning grading with letter or number
and beginning to use pass/fail models of assessment combined with a
descriptive and dialogic format in order to meet the problems of applying
objectivity in WBA.

6.4 Assessment-for-Learning

Supervisors were immersed in the treatment of patients, watching the
performance of the students and giving immediate and appropriate feedback
verbally in relation to each patient, ensuring effective and safe practice and

maintaining a thriving teaching clinic. The supervisors described the process.

I will come in and feel the pulse and look at the tongue and will have the
students feel the pulse and explain what they feel and | will explain what
| feel and then we will come up with the diagnosis on the spot and the
treatment plan. So | am in the room for most of that. (Harry)

I mean the formative assessment kind of goes on every week they
appear in clinic. And with every patient that they see, they are getting
feedback, and you are both pushing to develop their thinking about the
case, and sometimes different aspects and so on. (Greg)

Even though we have these formal assessments, assessment is on-
going every day. (Diane)

But the student follow me for whole year and | know them very well. So |
tell my student this assessment the paper just a procedure. | assess you
every time. But | go with them, they ask me questions and | really know
how they improved or not improved. (Ann)

For the supervisors, feedback was “on-going every day” guiding the students,
helping them develop confidence, their thinking and their technical and
diagnostic ability. A measurement of the students’ learning in relation to the
assessment instrument, “the paper”, the product of learning, was not the
supervisor’'s focus. Nor was assessment to differentiate one student from
another as shown in the following extract:

their relationship with the patients is what is important, not who is doing
better so how could you possible measure that? (Harry)
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Given the difficulty of coming to valid and reliable psychometric decisions on
WBA due to contextual and relational influences, my analysis showed the
supervisors bypassing this. They saw their role as carrying out ‘assessment-for-
learning’ as a means to inform students of their strengths and weaknesses, as
opposed to ‘assessment-of-learning’. In so doing they aligned with much of the
literature that recommends that this should be the focus of WBA (Boud and
Molloy, 2013; Sambell, McDowell and Montgomery, 2012; Schuwirth and Van
der Vleuten, 2011b).

The analysis | have presented above raised further questions, however, of what
might be mediating the relationship between the supervisor and the assessment
instrument and process that was provoking such a de-valuing of it. A number of
possible factors came to light that related to the personal relationships formed

between supervisors and students, to employment, space, time and identity.

6.5 ‘Knowing’ students

As discussed in the literature review, WBA is a subjective process involving
supervisors making judgements about a student’s performance and this can
create a tension with the standardization and psychometrics of any assessment
instrument. The considerable time supervisors were spending with students
within the authentic clinic environment allowed for a high level of intimacy to

develop.

The key skills supervisors described as being essential for their role included
knowledge of Chinese medicine including technical skills, a “good grasp of the
basics” and “superlative diagnostic skills”. This latter aspect was described as
having a “practitioners eye” and involved the ability through observation of the
patient and skill at pulse taking and palpation, to very quickly see if the student
was making a sound diagnosis. Supervisors also described appropriate
pedagogical approaches such as the need to “guide” the student, to give

LT3

“positive feedback” and “not criticise or constantly correct’. “Helping students

make connections”, “awareness of cultural differences” and being “sensitive of

the students learning style” were also presented as being important. Four
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supervisors described needing “confidence” or “lack of anxiety” and three that
managing “time” was important. Behind these skills other factors were voiced
that mediated the relationship with the student, namely ‘loving’ their job and
‘knowing’ students.

There has to be a significant comfort level with your own skills as a
practitioner with your own grasp of the medicine and much more
important than that is a love of teaching and a love of patients and a love
of medicine; if you don’t have the love for all three | would find it very
easy to burn out. (Lily)

First of all knowledge, your professional level and second your love [of]
students and your love [of] teaching and you are happy to pull out your
knowledge; and knowing your students. (Ann)

You have to know your student. (lan)

To be highly skilled and confident was linked, not so much to the skills of
supervision but to a “love” of teaching and patients and the medicine and the
students; it was this love that sustained their role as a supervisor. They also
described ‘knowing’ their students. Supporting Dornan et al’s. (2005) research,
the interpersonal dynamic of the learning relationship between the supervisor
and the student was a factor that almost all supervisors drew attention to.
Broudy (1972) describes the relationship between student and teacher as
‘philetics’, a loving concern for the students’ development both intellectually and
as an individual suggesting that ‘the love relation removes the psychological
blocks to learning’ (p.253). Frank described this mediating factor in a very
Chinese philosophical way.
but the clinic is very interesting as they are the one choose you
according to their time and preference and then their energy is more
harmonised. It is very interesting that kind of dynamic because they
choose you and they have, their energy already there, because if their
energy is good then the outcome seems better because they are willing
to listen and | feel | am able to really discuss what | think. Sometimes
students are coming and their energy not good and then they don’t really
listen or do not understand what you mean; it is not that they are not
smatrt its just they don’t understand and we don’t communicate.
Firstly, this extract described the way Frank perceived the students’ choice of
him to be their supervisor as one of “willingness” that would therefore lead to a

“harmonious” rapport and so better learning. Secondly it highlighted that the
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relationship between Frank and the student had an energetic, an embodied
dynamic. This was not an imparting of knowledge and skills from supervisor to
student but a reciprocal relationship described in terms of “energy”, a concept at
the heart of the philosophy of Chinese medicine. The intimacy of the
relationship the supervisors were relaying was also captured in expressions
such as knowing about their “family life’” their “financial pressures”, knowing
about the “debt” the student would be going out with after training. This
knowledge of students was made possible by the sustained period of time
supervisors spent with each student in the authentic setting, “working as a

team’.

This intimacy of “knowing your students” had a direct impact on the
assessments made. Trede and Smith’s (2014) research into WBA with
physiotherapy supervisors also concluded that the knowledge gained from
working with students over a period of time led to ‘fairer’ assessments. While
this might be the case for the student, the intimate relationship built up

presented a dilemma for some supervisors.
If we assess our student we be a little bit embarrassed. You understand.
We love the student and more likely to give the student more higher
mark. And | wish we have other lecturer coming down and do [assess]
independent [ly]. But for the students they are with us for one year and
we have personal, we build up personal relationship, we love the student

and student love us. So we be a little bit embarrass. We tick it more here
[at high end of criteria)]. (Ann)

What Ann described so clearly was that the mark she gave was seen as a
validation of the relationship between the supervisor and the student with a low
mark construed as a betrayal of that relationship, a judgement of personal worth
(Hawe, 2003). It was not the teaching and learning that supervisors had
problems with, nor the fairness of the marking, but the turning of their
knowledge about the student’s performance into a numerical grade and the
impact of that on the relationship. Supervisors were also concerned they might
undermine students by putting what could be viewed as negative feedback in
writing.

Sometimes we just tell them, | don’t want to mark here as they [the
student] feel bad. And when they look here they feel bad so | just leave
them and not put a mark here. (Julie)
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A psychometric approach was seen to have a detrimental impact on the
teacher-student relationship and so Julie avoided any actual marks. In order to
minimize the impact on the relationship supervisors could be seen to commit
little to writing preferring to give oral feedback and for the final assessment gave
a global assessment allocated at the higher end of the grading criteria. Hodges
(2012) considers that feedback can be limited when the psychometric discourse
is dominant, and recommends a ‘narrative’ approach especially for longitudinal
assessments in the workplace. My analysis of these institutions suggested that,
while any written narrative was limited, extensive oral feedback was provided in

relation to each patient.

The reciprocal relationship between the supervisor and the student was
manifest further.

| have been fortunate that | have not ever had any very difficult students
to work with over these many years and many clinic shifts. | really feel |
have been lucky, because | have heard stories about other students. |
have had no reason to fail anyone or even give someone a poor grade
because they like clinic they want to be part of that experience. (Chris)

And my shift there is actually a wait list for my shift so | tend to get very
good students, all stars, students who want to perform and want to work
well want my shift because they know I will want them to do that. The
reward they get is carte blanche — they can do what they want to within
certain limits. (Mitch)

This expression of being “lucky” with the students they had worked with, that
they were “all stars” was mentioned by other supervisors as well further
implying something beyond a formal teacher-student relationship but one where
a mutual rapport allowed for an harmonious dynamic in the clinic. This feeling
towards the students, as illustrated by Chris, manifested on the actual grade
they might give. As Ginsburg et al’s. (2010) research shows, the social
encounter within a clinical workplace contributes to the unevenness of
assessment with the emotional reactions of supervisors and students adding to
the inherent subjectivity. In relation to something as complex as clinical practice,
it is problematic to think that competence can be viewed as a ‘stable trait’ and
that a ‘single true score’ can be established by the supervisor as a

dispassionate observer.
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The findings above support the report of Kilminster and Jolly (2000) that in
terms of the effectiveness of supervision, the relationships between the
supervisor and the student are even more important than the supervisory
method used. Each supervisor had their own approach to supervision mostly
gained from their own experience of being students themselves. Shanahan, van
der Vleuten and Schuwirth (2019) propose that it is around assessment that the
supervisor-student relationship often breaks down. Preston (2017) and Hyland
(2017) have warned that the requirement for evidence of achievement changes
the possible relationship between the supervisor and the student from the
process of learning to an objective measurement. These propositions were not
evident in this research as achievement through an objective assessment was
not a priority for the supervisors. By working intimately with students in direct
relationship with patients and providing assessment-for-learning in regular
verbal day-to-day feedback, it was the supervisors’ ‘knowing’ of their students

that was being converted to a grade, a high grade.

6.6 Employment and Time

The managers presented one of the weaknesses of assessment as being that
the supervisors were not enough aware of institutional procedures and needed
much more training in the role of assessor. What manifested through the

interviews with the supervisors was more complex.

Each institution had different employment systems and it was these differences
that helped illuminate the process of assessment. In one institution supervisors
were employed as sessional workers for anything from 1- 3 shifts in any week
with no fixed contract beyond one trimester. This was a conscious decision on
the part of the institution as described in the previous chapter. As well, part of
the institutions’ quality assurance system was for students to grade the
teachers, and one of the managers had described how being “unpopular” might
lead to a supervisor no longer teaching. This was also raised by one of the

supervisors.
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And | think part of the issue is that our jobs are at stake as we have to be

requested as supervisors, as much as we give students feedback the

students give feedback on us. (Lily)
What Lily was describing was the power students had over supervisors. If
supervisors gave low grades then students would in turn give a poor evaluation
of the supervisor and by not choosing their clinic shift, that supervisor would not
be employed. That failing students might negatively impact their own tenure
was cited by Yepes-Rios ef al. (2016) in their systematic review of health
profession education and one of the reasons behind ‘failure-to-fail’. Lynch
(2014) has described how grading is increasingly being used not just to assess
students, but academic staff as well, linking this to the neoliberal desire for
accountability through measurement impacting on the conduct of teachers, and

raising of grades.

The sessional nature of the supervisor's employment along with the busyness
of the clinic day limited the time available for meetings with management and
with each other to discuss the process of teaching and assessment. Most
supervisors reported that they did not talk to other supervisors — “there is really
no time outside of a cursory hello” (Harry) — and left the institution immediately
after their shift.

No we are running around like headless chickens, we are all very busy. It
is always a mad dash. We don’t have that sense of community in the
clinic as we had before...

But it’s busy. In the previous set up the faculty lounge was on the same
floor as the clinic so you could go to the faculty lounge and put your feet
up and there would be another person there. (Chris)

This extract described the lack of time and the busyness of the clinic, as
preventing the “sense of community” that allowed for a sharing of experiences.
It also introduced the architecture of the institution as having an impact on
relationships. It was the new location that separated the clinic from the “faculty
lounge” that inhibited communication with colleagues. This theme will be

discussed further.

The issue of time was a recurring theme and Chris further described how it

impacted directly on assessment.

125



We don’t have time at end of term to go over this. At midterm yes. We
have an hour blocked out to allow us to go over. (Chris)
While “time” had been allocated to the “mid-term” feedback, there was no time
given for the supervisor to meet with the student to discuss the final
assessment. This assessment was the one discussed earlier that was in a tick-
box on-line format. A lack of time given to a task devalues that task, and hence
encourages the tendency, | propose, to award an ‘A’. In another institution time
or the lack of it was also impacting on the value given to the instrument.
If we want to make it very formal, serious about assessment we need
time we need to have maybe one student one hour they do the
consultation with patient we go with them from the beginning to the end,
not we are busy with the other students and the patients we cannot go
from the beginning. We let them do the consultation first and in general
what we think of them to give the mark not really at that moment. We
need to have enough time to give a proper assessment. (Julie)
To follow the formal procedures of the assessment process needed dedicated
time to be allocated. Not in this case the problem of sessional work, it was the
daily clinical structure within which the supervisors operated that prevented this.
Govaerts et al. (2013) also discuss time and situational constraints as factors
impacting on assessment in the workplace and propose that it actually

contributes to raters using pre-existing (personalized) schemas.

In the smaller institution time was allocated for meetings between supervisors
and managers regularly. Further, supervisors had developed a group e-mail
communication system to discuss any issues coming up in clinic.
We also can email as a group, to highlight we have a problem, and warn
everybody, especially if this person [student] is booked on different days,

seeing different supervisors. So it’s sort of a red flag for all the
supervisors to keep an eye open for problems. (Kate)

For this group of supervisors communication was presented as a major support

for their role.

6.7 Identity

The general background of the supervisors was varied with supervisors having
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been in practice from 5-38 years, employed as supervisors for 2-22 years and
50% (7/14) of the supervisors had graduated from their own college. All worked
part-time and maintained busy private practices. In line with the previous
discussion on the lack of formal training of supervisors, only three of the
fourteen supervisors interviewed had had any teacher training, none in clinical
supervision specifically and none in the use of assessment instruments. Two
supervisors described training in previous jobs that they felt had been relevant
to their current role as supervisors especially in the skill of giving feedback to
students. Also, as discussed previously, any in-house training to be a
supervisor was mostly very brief involving a basic orientation to the clinic and
shadowing another supervisor for usually as little as a day; only one supervisor
described an extended period of shadowing an experienced supervisor. It must
be noted that 10 of the 14 interviewed had been working as supervisors for over
8 years and so were highly experienced. In line with the findings of Bloxham
and Boyd (2007) and Rust (2007), nine supervisors described modelling their

supervision style on their own experience as students.

Lacking training in the role of being a supervisor or the language of
competencies and lacking involvement in the development of assessment
instruments led, | argue, to supervisors utilising the skills they had which were
as practitioners of Chinese medicine trained in patient care. That their own
personal understanding of supervision was gained primarily from their
experience as students themselves supported this. The ‘authentic’ structure of
the teaching clinics mirroring a CM practice, | propose, perpetuated the primary
identity of the supervisors as practitioners of CM rather than teachers. A few
supervisors relayed that they discussed issues of clinical supervision with CM
colleagues outside of the institution because of lack of time and the busyness of
the day when in clinic. This would add to, | argue, the supervisors’ identifying as
practitioners as opposed to teachers working within an educational institution. In
line with the research of Boyd and Bloxham (2014) their subject discipline

identity dominated.

Supervisors had personal perspectives on what they wanted to impart to

students. One supervisor was keen to teach students how to be “busy” and “run
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multiple rooms” and “multiple patients”. The supervisor was very aware of the
debt students would graduate with and wanted to ensure they could earn a
living. Many expressed awareness that they were training students for their
future careers as CM practitioners and so wanted to “show how CM operates”.
Mitch talked about allowing students to develop their own style.

and if | am constantly dictating how | use the instrument [the practice of

CM] then they are not going to find that kind of sweet spot they need until
after they graduate and it is going to take longer.

This extract displayed a definite distancing of this supervisor from any
standardized outcomes. While pedagogical methods of supporting students’
learning were inherent in the interviews, as presented earlier, supervisors did
not present as seeing their role as teachers enmeshed in any deeper
pedagogical understanding of WBL or WBA. Their identity could be seen as
that of mentor inducting students into the practice of CM. Remember, this was
also the opinion of one of the managers as presented in the previous chapter.
Thus the dominant identity of the supervisors was in the discipline of CM not the

discipline of education.

The institution in the UK did illustrate a different approach to developing a joint

communal identity as teachers developed through their calibration meeting.

and all of us have very different styles how to maintain the curriculum, we
follow the same curriculum, so that’s quite a constant effort | think. We
are all quite successful long term experienced practitioners out there,
and we are all different characters out there, how to work under one roof,
under one curriculum, hold the same standard, and constant negotiation,
recalibrating, learn from each other, argue with each other... (laughter).
(Kate)

With “different styles” of the practice of CM, as well as their “different
characters”, Kate described how this led to difficulty in maintaining a common
curriculum with standardized learning outcomes. It was not the learning
outcomes that created the shared mental model but that time to discuss,
negotiate and argue moved the competencies being applied away from staying
personalized and thus open to bias. Further, the supervisors had articulated

differentiated criteria in their assessment instrument to describe a standard of
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performance, and so had mutually developed the language in the assessment
instrument. This resulted, they proposed, in the ability to give differentiated
grades. In the other two institutions differentiated criteria were not evident and
the supervisors had not been involved in developing the assessment
instruments. While Steinert, O’Sullivan and Irby (2019) acknowledge that there
has been a lack of research demonstrating the effectiveness of staff
development activities on teacher identity formation, they do present learning
on the job and also belonging to a community of teachers as approaches for

developing a shared identity.

Summary

The discussion above has gone some way to answer my research question:
‘How is CBME being enacted in the institutions (supervisors) and what issues
does this present?’ The supervisors were very aware of their role in educating
students, in developing students as competent practitioners who would be
effective, safe and care for their patients. Their focus, however, was not on
assessment, if that meant the production of a discriminating grade. The
supervisors were applying personalised competencies to a psychometric
assessment instrument that produced a measurement, the mainstay of CBME,

but which did not, | propose, have validity or reliability.

For the supervisors, assessment was ongoing and in the moment, assessment-
for-learning rather than the application of the learning outcomes as presented
on a psychometric assessment instrument. Assessment-of-learning, of
‘warranty’, took a secondary position. ‘Failure-to-fail’ and ‘grade inflation’ was
linked to the intimate supervisor-student relationship in which grades were
given to encourage students not differentiate their abilities. Ball (2017)
considers that supervisors’ judgements are often superceded by demands of
measurement, but in this research this was not in evidence. For the supervisors,
learning outcomes and assessment instruments did not dominate. Assessment
had been bent and changed to allow the supervisors to relate to students and

their environment in a way that made sense to them and the culture and style of
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practice they identified with. This was not an explicit rejection of the learning
outcomes but a ‘working round’, a ‘principled infidelity’ (Hoyle and Wallace,
2007) or what Gleeson and Shain (1999) call a ‘strategic compliance’. The role
that supervisors took was related to: the lack of objectivity possible in authentic
settings, the intimacy of the work-place, ‘knowing’ students and a lack of
training in the assessment instruments. It was communication between
supervisors and with managers, or lack of it, that determined the possibility of

inter-rater reliability and a shared mental model.

Conclusion of Chapters 4, 5 and 6.

In line with the views of Govaerts, van der Vleuten and Holmboe (2019), this
analysis has provided evidence of the tensions within a CBME approach to
assessment when standardization and psychometric assessment tools come up
against the authenticity of the work-place and when multiple atomized
competency statements are spun together with personal judgement and the
need to assess WBL holistically. The entangled phenomenon described above
of three stories of WBA and how they manifested the constructs of CBME,
however, were not easily explained by the different approaches of the
instrumental-technical and socio-constructivist and the different roles and
responsibilities of the stakeholders. My analysis needed to move away from the
linear nature of the end-directed instrumental action seen in WBA (Carr, 2005;
Gherardi, Nicolini and Yanow, 2003) as presented in CBME to a view of
assessment as a ‘practice’. In the next chapter, ‘practice’ will form the

framework for a different discussion about WBA.
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Chapter Seven: Viewing Workplace-Based Assessment as a Practice

My analysis so far has led me to consider that the assessments being carried
out were being enabled and constrained by discursive, material and social
factors that the tensions within CBME, as a theory, could not explain. By the
application of practice theory to my analysis | was better able to make visible
the inter-relationships and entanglement of the stakeholders and the artefacts
and spatio-temporal activities and arrangements that formed the practice of
WBA. Mahon et al. (2017) pose useful questions when researching practices
and arrangements that helped frame my analysis and identification of empirical
connections. What were the consequences of the nexus of sayings, doings and
relatings of all the stakeholders; what local arrangements were shaping
assessment as a practice in the institutions; what traditions were in operation for
example CM or CBME? These questions provided a better purchase on

understanding what was enabling or constraining the practices of assessment.

7.1 Practice as sayings - cultural and discursive

As discussed earlier, a practice is constituted by what people think and say in
words spoken and written. The language chosen in the assessment instruments
was communicating specific meanings about CM knowledge and practice and
how it was to be assessed. The competencies were written in a standardized
and atomized format that leaned towards the measurement and accountability
requirements of accreditors in response to the dominance of CBME.
Transposed into learning outcomes, some had been re-aligned to the
competencies of a different health profession with sometimes little adaptation to
a CM discourse. The discourse that spoke to the philosophy and principles of
CM, while present in the general Mission Statements and Clinic Handbooks,
had been stripped out of the learning outcomes. In the translation and
codification of competence to competency statements made by the professional
bodies to learning outcomes, important representations of the practice of CM
had been left out. Meanwhile, the supervisors, not focused on the published
learning outcomes were applying their personalized competencies to the WBA

and exercising their own discretion as to what skills and attributes held value.
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This did not seem to be the result of a misunderstanding of the outcomes or the
‘creative insubordination’ described by Schubert (2008, p. 410) but more in line
with what Freidson (2001) considers intrinsic to how a professional goes about
their work. The published discourse of CM held less meaning than the
supervisors’ own professional and personal experience, their embodied
knowing of CM. This clash of discourses, that of insight, devotion and a loving
and caring heart, that emerges from what Young (2013) calls a more ‘sacred’
tradition, and one of objectivity whose aim, he continues, was to free itself from
the constraints of the ‘sacred’, impacted on the practice of WBA. The
supervisors’ different interpretations of CM had not been translated into the
official learning outcomes, and yet it was these that produced the grade.
Tavares et al. (2019) recommend that stakeholders need to recognize their
assumptions in the assessment of clinical competence.

Assessment is optimized when its underlying philosophical position

produces congruent, aligned and coherent views on constructs,
assessment strategies, justification and their interpretations (p.1).

| have shown how the very format in which the instruments were written with
their linearity and atomization and numbers of outcomes, were also leading to a
devaluing of the instrument. Supervisors reported how they applied an holistic
approach to assessment and did not go through each atomized learning
outcome to come to a grade. The psychometric discourse of ‘warranty’ of the
instruments that assumed objectivity could not be upheld by the supervisors
who were immersed in the subjectivity of the triadic relationship between

themselves and the student and patient.

The discourse of education or of CBME was also one that most supervisors had
no training in along with little induction into the meanings and interpretations of
the assessment instruments. Their main understanding of assessment had
come from their own experience as students. Thus again, their practice of WBA
was rooted more in the discourse of CM. Blind to the epistemologies inherent in
the assessment instruments, any situations arising in the assessment process

were interpreted, understood and acted on based on their identity and
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embodied knowing as practitioners of CM. Thus, | propose, the legitimacy and

use of the instruments were being constrained by the clash of discourses.

There are issues, however, in applying personalized competencies to
assessment due to the potential for these to remain implicit or unconscious on
the part of the assessor (Orr and Bloxham, 2013), have not been made explicit
to students (Brooks, 2012; Sadler, 2009) and have not been agreed amongst all
the assessors (Jawitz, 2009; Meddings, 2017). For two institutions, the
published learning outcomes were not a result of any ‘shared mental model’
arrived at through a discussion between the writers of the instruments and
those enacting the instruments or amongst themselves. The outcomes the
supervisors were applying came from a personalized discourse that remained
tacit. In the third institution a shared discourse had come about through their
mechanisms of communication - the email group, the development of
assessment criteria and their calibration meeting at which, as Kate described,
they “learnf[ed] from each other, argue[d] with each other”. For Price et al.
(2011) ‘assessment standards reside in academic/professional communities’ (p.
484) and ‘how the assessment environment is managed impacts strongly on the

effectiveness of assessment’ (p.488).

More than ‘sayings’, | would support Gerhardi’s (2009c) position that
incorporates all the senses in developing an explanation of WBA as a practice
as it is through the body that we mediate with the world. The concept of
embodiment, | argue, resonates with my analysis of WBA. Supervisors talked
about the intimate relationship that developed between themselves and the
students, working in direct relationship with the patient. They described being in
harmony with their students, ‘knowing’ their students and thus they did not need
a cognitive understanding of the learning outcomes within the assessment
instrument to derive their judgement of the student’'s competence. Just as in the
CM diagnostic tradition meaning about patients is gained through the senses -
seeing, palpating, hearing, smelling - so | interpret that it was the supervisor’s
body with all its senses that had become the locus of the practice of WBA. Not
confined to the mind alone practice includes the whole professional as an

embodied being involved in a shared and meaningful world. What has been
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revealed as important is that this embodied and tacit understanding of students’
competence was finding its way into the marks the supervisors attributed, as

quoted by one: “I give them one or two marks anyway”.

7.2 Practice as doings - material and economic

A practice is constituted of what individuals do in a physical and material space-

time and within an economic context of resources, production and exchange.

While the value of the WBA might have been low in terms of a student’s overall
degree grade with assessments that were more objective in their structure
being given more emphasis, the importance of the workplace was evident
through the resources incurred by the material and human facilities the
institutions provided. The students were immersed in the day-to-day work of the
clinic with supervisors and the administrators such as receptionists and
technicians in support. Supervisors worked closely with the students as they
treated patients, accompanying them in their treatments, checking how patients
were positioned, checking point locations through palpation and correcting
needle depth and angle. They made sure students were dressed appropriately;
hair tied back, fingernails clean. They guided students in the immediate care of
patients carrying out assessment-for-learning. The materiality and
paraphernalia of the clinic with its patient waiting rooms and treatment couches
and white coats and needles and acupuncture charts, were, | argue, critical for
the enactment of being a practitioner of CM for students and also supervisors
and thus for the practice of WBA. What | am proposing is that WBA was
embedded in the integrity of the clinic as a place where CM was enacted, in the
routines, protocols and artefacts (Evans and Guile, 2012a) that framed the
student’s performance and in the role modelling and mentoring from
supervisors themselves members of the wider CM community. Kemmis and
Grootenboer (2008) describe how non-human objects and artefacts are not just
a backdrop of practice but a dimension of it with human actions and work
‘hanging together’ through material arrangements including human bodies. It
was the material activities and arrangements of the clinic that constituted WBA
as a practice. This is what Shulman (2005) describes in professional education

as ‘signature pedagogies’. What Shulman means by signature is a way of
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teaching (and assessing) that is ‘routinized’, ‘distinctive in that profession’ is
‘pervasive within the curriculum’ and can build ‘identity and character,
dispositions and values’ (p.9). Signature pedagogies are habitual and routine,
accountable through being visible, interdependent and collaborative, uncertain
and unpredictable, and emotional and affect-laden. Shulman proposes the
clinical rounds in hospitals in medical education as ‘signature’. In this research
the teaching clinics are the basis of the ‘signature’ pedagogy, leading to

‘signature’ assessments.

The physical location and structure of the clinics were also materialities that
enabled or constrained the possible inter-relationships between supervisors,
managers and other academics. The smaller institution displayed a more
developed relationship between supervisors and management made possible, |
propose, by the intimate nature of the building as described earlier with their
common social space leading to regular informal communications. In the two
institutions in which the clinic was more distanced (necessitated by the size of
the institutions and access needed by the public) from the administration and
teaching rooms and the managers developing the instruments, the supervisors
were manifesting more problems with the assessment instruments either in their
lack of valuing of them or in their actual use. In one institution, with limited times
to meet, supervisors could carry out their supervision duties only coming into
contact with the dedicated clinical administrators and only briefly with other
supervisors who might be in on the same clinic shift. The busyness of the clinic
was presented in another institution as a factor that inhibited the formal process
of assessment. Thus, in my analysis of these three institutions, the architecture

and physical location as materialities were impacting on the practice of WBA.

The assessment instruments were a further materiality. Managers and
supervisors saw the input of hours along with the feedback supervisors gave in
relation to each patient treatment, as the primary evidence of a student’s
competence. The assessment instruments seemed to be a very minor aspect of

E

this embodied world. If the student “turned up”, “followed the rules”, “cleaned

the rooms”, “did all the paperwork”, then they would get an ‘A’. As discussed,

the very value of the assessment instrument was being undermined by a
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multitude of factors from not just the supervisors but also the accreditors and
institutions. The linearity, numbers of learning outcomes, confusion of format
and the stakeholders’ different understandings and descriptions of competence

all constrained the value of the assessment instrument.

Gherardi (2009b) presents a view of materiality that offers another explanation
of these aspects of materiality, the clinic architecture and the assessment
instruments.
... practices are stabilized so as to restrict the space of possible
negotiation and to inscribe certainty of performance in the practice itself.
Practices form a role of uncertainty reduction when the preconditions for
their performance are anchored in a material world made of objects, tools
and technologies which direct actions and forbid undesired ones. (p.
356)
The relevance of this statement in this context was that the institutions, in their
structure and processes played a normalizing role (Hager, 2012) in the
maintenance of the practice of WBA. The space of negotiation was limited by
the architecture of the clinic, the students’ and supervisors’ clinic timetables, the
comings and goings of the patients, the routines to follow and forms to fill in.
Certainty of performance could be seen in the way supervisors worked with
students following the systems within the institution, systems that many had
worked with as students themselves. While the architecture constrained it also
enabled the practice of WBA.

At the same time as the format of the assessment instruments with their
standardized learning outcomes were being devalued they were, | argue, a
critical component of the practice of WBA. Without this artefact, the formal act of
assessment could not happen for the institution and ultimately the student no
matter how lacking in objectivity the marks placed on it might have been; a
grade had to be given and was given. As stated, the strong normative
dimension of practices could be seen in the enactment of the filling in of the
instruments. An unexamined agreement was being maintained between the
institution’s need to record a grade and the supervisor’s role to grade, even
though the competencies they each aligned with were quite different. As

presented earlier, the managers saw the value of the formal assessment as
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more to encourage than measure and the acceptance of grade inflation by
managers and supervisors was a tacit rule. Thus, even though the assessment
instrument constrained the practice of WBA, the intentional directedness of the

action of filling it in is what enabled the ‘doings’ of WBA to hang together.

Thus the practice of WBA in these institutions was constituted by its ‘doings’,

with the materiality of the clinics both enabling and constraining WBA.

7.3 Practice as relatings - social and political

A practice is constituted by its ‘relatings’ historical, current and anticipated
(Kemmis et al., 2012) formed between people - the teacher and student and
including the patient, the managers and the teachers, the institution and the

accreditor - and between people and artefacts.

People’s roles and routines and positions of legitimacy and power determined
their values and the values of the artefacts they were connected with. It was the
managers who had created the assessment instruments and thus they held
value within the institution. As relayed by two supervisors, the position that the
managers were taking in aligning the WBA with CBME, was seen as valid in
relation to the external stakeholders, the accreditors and the desire for status of
the institutions (and | add economic pressure) to be in a wider HE and medical
world. Looking to the future, the institutions saw this alignment as a way to
legitimize CM. The accreditors, institutions and the supervisors were working in
a world where accountability and standardization have now become a powerful
force. While it was the accreditors and the institutions who were experiencing
this ‘governmental’ force, the supervisors, while working locally, were tacitly

supporting this situation.

The supervisor's dominant relating to WBA came through their identity as
practitioners of CM and participation in the carrying out of CM; remember only
three supervisors had any teaching qualifications and it was not an expectation
of two of the accreditors or institutions. The spatio-temporal structures in which

WBA was embedded was the clinic with its artefacts and systems and rules, in
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which patients came and went. Very little time was given to the formal
undertaking of assessment and reflecting on the learning outcomes. It was their
relationship with the materiality of the clinic that created the sense of agency
and purposiveness for the supervisors and determined their practice of WBA.
As described, the supervisors could be seen to alter the assessment format to
better mirror the way they worked with students. Lacking training in education
and induction into the atomized knowledge contained in the learning outcomes
the tendency was for the supervisors to apply their subjective, interpretive,
inconsistent and intuitive understanding of professional work. Further, it was
through the acting out of their personalized competencies onto the assessment
instrument, and being allowed to implicitly by the managers (for example, in two
institutions there were no differentiating criteria to explain the values of the
individual outcomes and the A’ award was condoned) that agency was

maintained by the supervisors.

The practice of assessment in all the institutions as shown through ‘grade
inflation’ and ‘failure to fail’ could, | propose, be the direct result of the intimacy
of the relationships between supervisor and student. The supervisors were
involved in assessment-for-learning not warranty, not ‘mining’ for whether the
student met each of the learning outcomes but ‘travelling’ with the student as
they became part of the community of CM. As shown in the analysis the
supervisors’ awareness of the students’ personal lives and the debt they were
incurring showed that these infiltrated their dispositions and actions with the

marks allocated in the WBA seen as a validation of the relationship.

Moving beyond the local, employment law in each country also determined the
relationships possible between the institutions and the supervisors. In the two
institutions in which the supervisors had tenure (a legal employment
requirement), there was more time available for meetings and a sharing of
ideas. In one of those, however, the busyness of the clinic intruded on that
availability. In the institution with supervisors on smaller numbers of hours
(remembering that this was a desirable condition for the institution and the
accreditor), there was awareness that this inhibited communication and the

development of a shared relationship with WBA. Differences in employment, |
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propose therefore, were factors impacting on the availability of supervisors to
communicate with each other and participate in general curricular
developments and thus the development and implementation of the institutions
version of WBA. ‘Time’ and or ‘lack of time’ brought about by the employment
structure, was a pre-condition for the successful development of relationships

and subsequent enactment of WBA.

The psychometric marks annotated on the assessment instruments were the
manifestation of entwinement and inter-relationships, not just the product of the
supervisors’ own agency but the exigencies of the situation (Kemmis and
Grootenboer, 2008) and the contradictory and contesting ideas and

relationships of the different stakeholders.

7.4 Five types of Relationship

In trying to show the intimate relationships between practices and material
entities, Schatzki (2012; 2016) has described five types namely: causality,
constitution, intentionality, pre-figuration and intelligibility. Considering these
more closely has helped me to gain more analytic purchase on how practice

theory can help explain WBA.

‘Causality’ refers to activities that affect and in turn respond to arrangements
not so much as a linear relationship but in their entanglement (Fenwick, 2014).
This could be seen in the location of the clinics that distanced the supervisors
from the managers, and the employment contracts, having a causal relationship
in enabling or constraining communication. Further the busyness of the clinics
and lack of time allocated to devote to the assessment instrument, constrained

the ability of supervisors to come to a truly considered grade for students.

Another example of causality, | propose, but more tentatively, was illuminated
by how supervisors described their appreciation of their students. The extracts
cited in the previous chapter — that the supervisors interpreted the student’s
choice of them as being “lucky”, that students who chose them were “all stars”,

that this choice allowed for a “harmonization” of energy and a positive
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relationship — manifested a perception by the supervisors that they had been
personally selected by the students. This, | argued earlier, was one of the
rationales for awarding high marks. This situation could, however, be
interpreted as a combination of the booking structure of two of the institutions
that allowed students to “choose” their supervisor along with the possible
discrimination against a supervisor that could lead to their not being employed.
If a supervisor awarded low marks subsequent students might not choose them
as supervisor. Thus, the system of the clinic bookings along with the type of
employment contract, had a causal relationship to the practice of WBA as

shown in grade inflation and failure-to-fail.

By ‘constitution’ is meant activities and arrangements being essential for each
other. Without the physical structure of the clinics with their artefacts, both
objects (waiting rooms, beds, needles) and humans (patients, students,
supervisors, receptionists, managers), the practice of WBA could not happen for
the supervisors or the students. A further example was the assessment
instrument that was constitutional to the allocation of marks however they were
reached. The accreditation process itself was also constitutional, essential for
the existence of the institutions but in different ways. In Australia and the USA
there was a legal requirement while in the UK it was the desire to improve the
status of CM that directed the institutions in choosing CBME as their curricular

model.

‘Intentionality’ concerns the directedness of activities and thoughts and
imaginings of participants towards arrangements. Dunne (2005, p. 368) sums

up a definition of practice presented by Alasdair Maclntyre as:

a coherent, complex set of activities that has evolved cooperatively and
cumulatively over time, that is alive in the community who are its
practitioners, and that remains alive only so long as they remain
committed to sustaining — and creatively developing and extending — its
internal goods and its proper standards of excellence (this commitment
constituting them as a community)

My interpretation of this statement was that it was the intentionality or the
‘purposiveness’ of the practice of WBA to develop practitioners of CM, which

aligned the supervisors, accreditors and institutions. Intentionality could be seen
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in their commitment to the promotion of CM however differently that was
understood. Further, the employment of working practitioners as part-time
supervisors sustained the practice of WBA, albeit a different WBA practice to

that of the accreditors and managers.

In his quote above, Maclintyre proposes that to remain alive a practice needs to
not just sustain but creatively develop and extend its internal goods. This
statement is relevant when | further tried to understand why there seemed to be
an obstruction with the two institutions who were trying to implement a new
assessment instrument. Two factors appeared as important. Firstly, | propose,
the lack of understanding of CBME was due to the marginalising of the
discipline of education combined with the lack of induction into the assessment
instrument. This latter was added to by the lack of time given for discussion of
assessment issues due to employment conditions and the busyness of the
clinic as described earlier. Secondly, the supervisors emulated the supervision
and assessment process they had experienced as students with many also
being graduates of their own institutions. As one manager reported, the
supervisors were all ‘on the same page’ thus allowing for ways of working to be
passed on with no further training. While this supported a continuity and a
degree of cohesion amongst supervisors it could be seen to be leading to what
Kemmis and Mahon (2017) call ‘sedimentation’. Instead of remaining fluid the
structures and practices and relationships had become institutionalised, they
were no longer contested and so functioned as ‘mediating preconditions’ for
further practice limiting change. While the personalised competencies of the
supervisors and understandings of the assessment instruments remained tacit

the introduction of new WBA processes or formats would be constrained.

As described earlier, intentionality was also manifest in the assessment
instruments and the action of the supervisor in annotating it with a grade. The
instrument could be seen to form a kind of infrastructure through its directing of
the assessment activity and links us back to Gherardi's (2009b) proposal that
practices inscribe a certainty of performance. At the same time, the objectivity of
the instrument was constrained by the implicit rule of ‘grade inflation’ and

‘failure-to-fail’, a tacit intentionality.
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By ‘prefiguration’ Schatzki is describing how arrangements have bearing on
future courses of action. Practices give meaning to and affect arrangements
and arrangements facilitate and prefigure practices. As the data has shown, the
lack of implementation of the objective measurement of atomized learning
outcomes was prefigured by a number of factors. Firstly, the implicit belief in the
input view of the curriculum by accreditors, managers and supervisors was still
buried beneath the measurement manifestation of CBME and thus could be
seen to prefigure failure-to-fail. Students who completed their hours were
deemed competent. Prefiguration could also be seen in the lack of training in
education and short term or tenured contracts that did not (or did) allocate time
for meetings and communication. As a result supervisors’ identified as
practitioners of CM inducting students into CM and not as assessors annotating
the instrument for ‘warranty’. The format of the assessment instruments and the
introduction of a tick-box on-line process in one of the institutions also pre-

figured the awarding of an ‘A’.

‘Intelligibility’ refers to the meaning arrangements hold for participants. The
assessment instrument had different meanings for the different stakeholders
dependent on the regulatory demands and the aims and purposes of their roles.
For example, the discourse of standardization and atomization enacted by the
accreditation and institutional documents met their quality assurance role and
alignment with HE and other health professions. The managers also had a
quality assurance role to certify achievement for accreditors and students and
at the same time to maintain a functioning workplace. For the supervisors
promoting learning was their aim as they worked intimately with the student in
patient care. It was by immersing the student in their world of CM that they
assured them to go out into the world. The language of the competencies did
not hold intelligibility for the supervisors in relation to the performance being
observed. It was the different internal representations, their understandings of
the world of CM and of assessment including their beliefs, habits, skills and
interests and their own unique sets of rules that determined how stakeholders

understood and enacted WBA.
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7.5 Webs of Possibilities

The multiple factors described above could be seen to create what Kemmis and
Grootenboer (2008) call ‘webs of possibilities’ or Fenwick, Nerland and Jensen

(2012) ‘systemic webs’, that enabled or constrained the practice of WBA.

As | have shown, WBA was being enacted differently by the multiple
stakeholders - by accreditors, institutions, managers and supervisors (also by
students and administrators but those are beyond this thesis). Not just webs of
possibilities within the institutions, Kemmis and Grootenboer (2008) describe
how any one practice is the product of, and inter-related to, other practices,
meta-practices that regulate, constrain, enable or influence other practices.
Schatzki (2011) introduces the concept of the thickness or thinness of the
relationships between practices to explain these webs. The accreditors had a
thicker relationship with the practice of HE and CBME within their respective
countries but only a thin relationship with the practice of CM as manifest in the
content and format of assessment instruments that lacked its heterogeneity and
multiplicity. Institutions in their support of authentic clinics and the employment
of part-time supervisors who remained steeped in practice manifested a thick
relationship with CM. At the same time their documentation showed a thick
relationship with the practice of HE and the accountability role of accreditation.
Supervisors’ relationships were primarily with the practice of CM and little with
the practice of CBME. Their relationship with the assessment instruments was
fleeting, only forming when a grade was needed; measurement was not a
supervisor’s concern. The assessment instruments were aligned with the
practice of CBME while the assessment-for-learning was aligned with the

practice of CM.

The following is a developed example of the complexity that these webs can
form and explains how WBA was being enabled and constrained differently in
different institutions by discursive, material and social factors. As discussed
before, the smaller institution manifested a conscious, consistent and more
objective application of the assessment instrument. This emerged from the

purposeful calibration meetings of the supervisors and managers that allowed
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for the skills of supervision and of assessment to be learned through marking
and moderating as a team. The following factors seemed to create this
possibility. Firstly the practice of employment law in the UK required that if a
person had regular employment, even if part-time, they must have tenure. This
led to fewer supervisors being employed on more long-term contracts,
embedded meeting time and thus promoted on-going regular communication.
Secondly, the practice of accreditation and validation as a result of regulatory
structures in the UK required supervisors to give a rationale for their judgements
to an external examiner. That external examiners scrutinised assessments and
challenged a supervisor's marks, was proposed by one manager as a factor in
helping develop the role of supervisors as assessors. This too drew the
supervisors and managers together. Further, the shared professional learning
gained from the involvement of supervisors as external examiners or on
accreditation boards for other institutions was also cited as allowing for the
assimilation of the discourse of CBME. The impact of these meta-practices
came together to stretch the identity of the supervisors more towards that of
educators allowing for the enactment of a more objective WBA. The other two
institutions did not have any regulations requiring external examiners and as a
result there appeared to be little external scrutiny of assessment processes and
so little opportunity for supervisors to work with the rules both implicit and
explicit of WBA.

Summary

WBA in the three institutions | have researched ‘hangs together’, | propose,
through the common purpose of the different stakeholders to induct students
into the world of Chinese medicine. How that was to be done and how the
construct of CBME was managed, however, differed depending on the sayings,
doings and relatings that comprised each stakeholders’ particular assessment
practice. As we have seen the grades being entered by supervisors were not
the result of the linear application of observed learning outcomes to the
assessment instrument but of multiple factors and the entwinement of all the
stakeholders. The accreditors’ enactment of WBA was reaching out to the wider

HE and healthcare community focusing on measurability and accountability,
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promoting and upholding the status of CM but using a language that had lost
the discourse of CM. The institutions were leaning out towards the accreditors’
mapping competencies onto learning outcomes and providing authentic
teaching clinics in which to enact WBA but at the same time leaning into the
reality of that authenticity, condoning grade inflation and failure to fail. The
supervisors, with their personalized competencies, identity as practitioners of
CM and intimate relationships with students and patients focused on
assessment-for-learning but supported the formal WBA system through the act
of filling in the assessment instrument. For Reckwitz (2016, p. 394) ‘every social
practice has a built-in affective dimension’ and it is through motivation (what
Schatzki includes under the teleo-affective) that affect comes into play.
Participation in a practice always involves some affective incentive to
participate, as noted by the manager who proposed that the supervisors “want
to be connected to a community and give back, they are not disgruntled”
(Mavis). Reckwitz continues that it is architecture and artefacts that can act as
‘affect generators’ within practices’ (p383) creating the ‘mood’ of the practice.
Viewing WBA as a practice, with its emphasis on the relationships between the
socio-cultural-material has shown the inseparability of the assessment process
and product and those enacting the assessment, the accreditors, institutions,
managers and assessors, artefacts and material arrangements. Any changes to
the practice of WBA would need significant attention paid to these local

enactments.
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Chapter Eight: Conclusion

In this chapter | return to my original questions and summarise the evidence to
support my conclusions on how WBA was being enacted by the different
stakeholders. | will highlight the theoretical contribution of this study to WBA
and review both the methodological innovations that made this possible and
outline some of the limitations of the research by recommending further
research areas. The empirical evidence gained from these three cases is a first
attempt to map out a small part of the terrain of WBA in Chinese medicine. As
explained in my methodology, given the limited number of institutions within the
study, any generalisation from this research is best considered as a working
hypothesis rather than a conclusion. Thus it is for the readers of this work to
consider if the evidence and my explanations resonate with their own
experience and in that | believe my results have implications for the wider

health-care professions.

The accreditors’ primary manifestation of WBA was of an instrumental-technical
discourse as shown in their drive for standardization and measurability in line
with HE requirements. While they called for authentic places for learning and
assessment this was not tempered with how that contextual, situationally
determined and tacit knowledge of CM might act on WBA, the training of
supervisors, or communication needed for this realisation. | argue that, in their
striving for external legitimacy, the discourse of CM had been stripped out. To
gain status in a political situation dominated by orthodox medicine, scientific
referents have replaced those of CM (Cant and Sharma, 1996; Glatz, 2019) and
there has been a tempering of holistic knowledge claims (Givati, 2015). The
discourse of standardization and atomization was carried forward by the
institutions. Focused on mapping and measuring, there was little
acknowledgement of the discourse of CM in their published learning outcomes.
At the same time, it was the major resource of the architecture and artefacts of
the authentic environment, along with the tacit rule of ‘grade inflation’ and
‘failure-to-fail’ that promoted learning over assessment and the discourse of

CM. For the supervisors, steeped in the practice of CM, with no training in the
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constructs and values of CBME and immersed in the triadic relationship with the
student and patient, WBA was ongoing and in the moment. It was the discourse
of CM that dominated their life-world, the measurement discourse only manifest

in the filling in of the assessment instrument.

It was the misalignment between how assessment was described by
accreditors, interpreted by institutions and carried out by supervisors that
illuminated the enactment of WBA, made possible by the case study method
employed. And it was practice theory, with its emphasis on the socio-cultural-
material activities and arrangements that sensitized me as a researcher and
provided a framework to understand how different assemblances lead to those
different enactments of WBA. CBME as a construct, | conclude, is under-
theorized even when both the instrumental-technical and socio-constructive

approaches are taken into account.

The result of my using practice theory as the lens with which to view my
research has allowed me to recognize a fundamental flaw in the construct of
CBME. Drawing on Dall'Alba and Sandberg (2014) | argue that the very need to
strive for impartiality and distancing following a CBME construct assumes not
just a recognition of context as in the socio-constructivist approach, but of
entwinement. Developing this argument, a further assumption embedded in
CBME is explained by Carr’s (2005) definition of a ‘practice’ (in this research the
practice of assessment).

a practice cannot be understood as an instrumental means to some
predetermined ‘end’, because the ‘end’ of a practice is internal and
inseparable from the practice that constitutes the means of its
achievement’ (p.337)

My interpretation of Carr is that any understanding of WBA needs to move
beyond seeing the focus on the tasks the student performs as the end. The
results of my research allows me to propose that WBA in programmes of study
that lead to professional entry in Chinese Medicine (and | add in any
professional entry programme) takes place within a specific practice world
constituted of the entwinement of the cultural-discursive, material-economic and

social-political arrangements, circumstances and conditions of all the
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stakeholders, the accreditors, institutions, managers and supervisors. It is the
different discourses, spatio-temporal arrangements, activities, artefacts,
teleoeffective structures and understandings that are the enabling and

constraining factors on WBA.

| would like to expand on two aspects from the research that | consider
particularly significant for the development of the CM community. Firstly is the
role of discourse especially how the CM discourse seems to be being sidelined
by the dominant discourse of CBME in published documents. Secondly is the
role of communication and how to support the development of an educational
discourse within the community of practitioner-assessors. My focus on these
aspects comes from my professional experience as an accreditor, manager and
supervisor as described in the introduction to this thesis, that has given me an
awareness of the multiple perspectives that the profession needs to work with.
Ajjawi (2017) and Boud (2017) point out that the drive for public accountability is
here to stay and thus the adoption of competency frameworks and statements
is inescapable. Whitty (2008) accepts the position of other stakeholders in
curricula development and proposes a collaborative and democratic approach
to change normative ways of working. Leading educationalists on the BAAB
also suggest that no profession can stay still and must constantly modify its
norms to absorb current practices and accepted orthodoxies or consciously
reject them (Hopper and Parrott, 2005). At the same time is the concern that the
increased standardization and codification of CM is constraining the dialectic
between the canons and the practice, the sacred tradition and artistic
interpretive autonomy. Further, what is being enacted by the supervisors who

carry out the WBA must be acknowledged.

8.1.The power of discourse

Chinese medicine has, over the last two centuries, in its drive for scientization
and modernization, been transformed. Not just in the PRC but also in the West,
the profession has absorbed new educational standards and accountability
procedures. Professional bodies have translated the desired competence of its

members into competency statements that have been interpreted by the
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institutions into multiple learning outcomes to be enacted by the supervisors.
Outwardly as written text, a standardized and professionalized concept of
competence was in evidence in the three institutions. These disarticulated
competency statements can be seen to be what Reckwitz (2016) calls ‘inter-
discourses’ that is discourses that carry descriptive-normative representations
of subjects, acting as the reference point for the curriculum and assessment
and enabling and constraining actions and interactions. However, through
gaining the voice of the supervisors, what this research has shown was that the
written discourse of the competency statements that lacked a sensitivity to the
practice of CM, might not have the power or authority assumed and did not
constrain the supervisors’ own expertise and interpretations of the practice of
CM. For the supervisors, the discourse of CM was still holding onto its ‘sacred’
tradition and the different values that Ho et al. in their various papers have
expressed. The dialectic between the canons and the practice was operating
through the supervisors. The institutions could be seen to be practising what
Givati (2015) calls ‘pragmatic’ holism, leaning out to a standardized and
scientized interpretation of practice, but maintaining the professional integrity of
CM.

The normativity assumed by the accreditors and institutions as being
disseminated through the written texts, the discursive formation of a CBME
version of CM as held within learning outcomes, are marginalized by the non-
discursive, what Schatzki (2016) describes as the ‘material-activity’ of the
supervisors. As has been discussed, standardized learning outcomes are not
stable representations of knowledge either canonical or practical and they do
not carry agreed-upon meanings, but come out of and are enacted by people
and artefacts operating within complex environments and relationships. As the
research of Tavares et al. (2020) concluded, there are competing social and
practical factors that displace validity particularly arising from assessment
judgements that need to be made in clinical practice. Thus can be seen how
WBA is simultaneously manifesting both standardization and tradition. The
challenge for accreditors and institutions is how to write ‘meaningful statements

of learning outcomes at a suitable level of abstraction’ (Boud, 2020, p. 8),
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learning outcomes tempered by an appropriate language that ‘honour the
traditions of Chinese medicine’ (Anderson et al., 2014, p. 705), that lean
towards the personalized competencies as enacted by the supervisors allowing
for indeterminancy and artistic interpretation - and retain the status of the

profession and the need for accountability.

8.2 Communication and Community

As discussed, teacher training and induction for supervisors was lacking, thus
limiting an appreciation of the CBME discourse manifest in the assessment
instruments. Kemmis and Grootenboer (2008) highlight how practice theory
could help explain the problems this raises.
What makes a complex practice like education or medicine distinctive is
the content of sayings, doings and relatings characteristic of the practice,

and the way sayings, doings and relatings are bundled together in the
conduct of the different professions (p. 51)

This distinctiveness of practice implies, they contend, that the movement of
sayings, doings and relatings from one practice to another will be fraught with
conflict as any dispositions and actions are shaped by both the content and
activities and arrangements of each distinctive practice and interrelationships
within that practice. That movement could be between the practice of education
and the practice of medicine (ibid.) or, | add, the practice of Western medicine
and that of Chinese medicine, or practice as defined by accreditors or
institutions and supervisors, or the simultaneous occurrence of these practices.
As an example, Smith and Levett-dJones (2013) describe the distinctiveness of
the education and health professions as not just due to different philosophies
and cultures but also purposes, the former more focused on students and the
latter on patients. As shown, the assessment practice of the accreditors, which
was focused on standardized competencies, had difficulty translating to the
assessment practice of the supervisors who had to mediate between students
and patients and the environment in which they were working. The tension
between practitioner and academic roles has been researched in other
professions such as physiotherapy (Hurst, 2010) and nursing (Duffy, 2013). As

in those examples, the practitioner-teacher nexus in this study was leaning
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heavily to practitioner. It was the supervisors who held the expertise and
authority of competence in CM with their knowledge embedded in and
supported by the architecture, routines and expectations of the workplace. Both
explicit and tacit understandings and ways of working were integrated and
embodied by the supervisors whose expectations of students were manifest in
their personalized competencies. My argument is that, if supervisors are not
inducted into the discourse of education and of the CBME discourse of
assessment instruments, and if there is no opportunity to communicate and
meet as a community of assessors to develop shared mental models, the
supervisors’ expectations of assessment remain that of their primary discipline.
The relevance and value of the assessment instruments are thus disabled.
Watling, Ajjawi and Bearman (2020) propose that how an assessment
instrument is used in practice, depends on the community using the tool and

their view of the world more than the instrument itself.

In focusing on the enactors of assessment, Davey (2006) explains the
importance of the socialization and acculturation process in acquiring and
accumulating experience. It was the relationships that formed in the calibration
meeting between assessors and managers in the smaller institution that gave
access to the ideas behind the assessment instrument. Any objectivity in WBA,
| argue, emerges from the community of practice rather than the instrumentality
of the learning outcomes and it is this that legitimates the value of the
instrument (O'Neal, 2016). For Price et al. (2011) ‘assessment standards reside
in academic/professional communities’ (p. 484). It is through academic
relationships that supervisors become ‘sharpened’ (van der Vleuten et al.,
2010) to the assessment instrument and the discourse of CBME, and
accreditors, perhaps, ‘softened’ to a CM discourse. Those relationships also
allow for an alignment between the institutions’ and the accreditors’

understanding of the professional competencies.
What must be recognised in any negotiations around WBA is that there is an

inevitable ‘jostling of cultures’ (Kennedy et al., 2015) as the different aims and

purposes of the stakeholders is enacted. For Gherardi (2009c) the concept of
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practices ‘as ways of doing things together’ (p.547) promotes communication
and community. He considers that

what makes possible the competent reproduction of a practice over and
over again and its refinement while being practised (or its abandonment)
is the constant negotiation of what is thought to be a correct or incorrect
way of practising within the community of its practitioners (2009c, p. 536)

Through leveraging the lifeworld of the supervisors and their passionate
attachment to CM, by applying a language not of an instrumental and technical
logic but one in which the supervisors’ (aesthetic) judgement, their knowing-
through-the-senses, is given status, and by creating the spatio-temporal
conditions for relationships to develop, a more (qualitative) objective
assessment of students competence to practise CM might be realised. In this
way we might be able to sail more smoothly between the rocky shoals and

whirlpools as described by Eva and Hodges in the introduction to this thesis.

8.3 Limitations of the research and way forward.

In this final section | would like to draw attention to some of the limitations of this

research and areas for future consideration.

Atkinson (2017) warns that one cannot rely solely on what people report they do
but need to consider what people actually do in real-time encounters. My time in
the institutions, while limited, sensitized me to the role of the spatio-temporal
arrangements and the interactions among the staff. The next stage of this
research would be to involve more ethnographic work and to observe and
document what Atkinson describes as the ‘ceremonial order’ of the social
interaction, the activities both spoken and acted of the assessors and
managers, along with the artefacts and architectures that make their actions
possible. Paraphrasing Goldszmidt (2017) a further research question would
be: in what ways does the clinical setting assemble to shape WBA? As this
would mean participating in both patient and student encounters any ethical

issues would need to be carefully considered.

A voice lacking in this research was that of the persons conducting

accreditations. My analysis was of accreditation documents only and what |
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have not accessed was the life-world of the accreditors as they applied these
standards to institutional documents and observations. A brief analysis of
research into accreditation processes shows a tension between adopting an
evidence-based approach and diversity of practice as discussed in Innes et al.
(2019) in relation to chiropractic. A future line of inquiry would take practices
and arrangements as the focus and question the dialectic between contextual
diversity and accountability (Bates et al., 2019). A recognition of how the
purposiveness of the assessment instrument as artefact allows WBA to hang
together might be a way forward but this artefact needs to contain a familiar
‘jargon’ (Schuwirth and van der Vleuten, 2019). A shared language of
competencies can only emerge from the local level and the politics and
philosophical leaning of the institution and the community in which they are
embedded must be illuminated. Foregrounding the nature and power of the
signature pedagogy of the institutions, the workplace, could, | propose, also

give meaning to the process.

Due to the lack of research into CM education in the West, my research process
has been to seek out empirical evidence and theoretical considerations from the
realm of xiyi (Western medicine) and adapt it to zhongyi (Chinese medicine)
education. Just as | have needed to move and apply the sayings, doings and
relatings from one practice to another, | would suggest that the world of CBME
might consider the literature on practice theory as a way to illuminate some of
the problems being encountered that | discussed in the literature review. This
research has helped illuminate how educational aims might be being enabled or
constrained by different assemblances and enactments and thus a way forward
for workplace-based assessment could be to leverage the socio-cultural-

material.
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Appendix 1 Manager Information Statement

An Exploration of the Assessment of Professional Practice in Chinese Medicine
Institutions in the West

You are invited to participate in a research project being conducted by Felicity Moir as part of
her Education Doctorate at the Institute of Education, London, UK. Felicity is a Principal
lecturer and Course Leader of a BSc (Hons) Chinese Medicine: Acupuncture and MSc Chinese
Herbal Medicine professional entry courses at the University of Westminster, London, UK.

1. What s the study about?

This study hopes to explore the way that Chinese medicine (CM) Higher Education
institutions in the West assess the professional practice of their students. While the
assessment of professional practice in the biomedical health professions has been
much debated and researched, for example, Billett (2012), Higgs et al. (2012)
Schuwirth and Van der Vleuten (2010), Kemmis (2009), Boud and Falchikov (2007),
Epstein (2007), there has been no research into what form this takes within CM. The
basis for my interest in assessment of professional practice is the proposition that
assessment drives learning and teaching (van der Vleuten et al., 2010) for better or
worse, and impacts on the behaviour of both the students and the teachers. An
investigation of the range and frameworks of assessment of professional practices
(Pangaro and ten Cate, 2013) being applied in HE institutes of CM will help me to
understand their pedagogical approaches and open up a dialogue on the nature of
professional practice in CM.

| have already looked at accreditation documents in your country and now | wish to
look at:

1.Course and module handbooks, assessment documents (structure, criteria for
marking, value, etc);

2. Attend your clinic as an observer in order to understand the context of your
assessments;

3. Interview course/programme leaders and a sample of teachers who carry out
assessments.

2. What type of participant is needed?
Course or Programme Leaders of Chinese Medicine professional entry courses in
Universities in Australia, the UK and the USA who have been involved in developing
the curriculum and thus have insight into the assessment practices within the courses.

3. What does the study involve and what will participants be asked to do?
| will be asking you to:
a) give me access to relevant documents that outline and describe assessment
practice of Chinese medicine. | would like to spend time at your institution
looking at the documents either hard copy or on-line.

b) take part in a face-to-face or phone/Skype interview of 45-60 minutes at a
time and place convenient to you that will be audio recorded.
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c) Agreement and arrangement for me to attend the clinic for observation
purposes (I will not be recording or filming) for 1-2 weeks.

d) recommend (and permission to contact) teachers involved in assessments of
professional practice. Teachers will be sent an information sheet and consent
form and invited to participate in a face-to-face or phone/Skype interview of
45-60 minutes with me at a time and place convenient to them. The interview
will be audio recorded. The focus of the interview will be their experience of
assessment practice. A quiet place to interview would be desirable.

Is participation voluntary?
Your participation is completely voluntary. You will only be included if you give
your signed informed consent. Even if you do participate you can withdraw at any
point and after data collection can withdraw your data without reason up to three
months after interview. Please note that your identity will remain confidential and
neither your colleagues nor anyone else will be informed of your participation.

You written consent will be stored in a locked filing cabinet at my University,
Department of Life Sciences. Transcribed data and field notes will be kept for up to five
years following publication of results.

How will your privacy be protected?

In order to maintain confidentiality all names of individuals, universities and places will
be replaced with pseudonyms in interview transcripts and any publications arising
from the research. The exception to this is reference to accreditation bodies whose
information is already in the public domain. All information that might identify you
such as audio recordings will be stored securely on a password protected laptop and
USB and only accessed by myself. Interviews will be given a unique code retained on
an encrypted file only accessible to myself. Any hard copies of documents will be kept
in a locked case while travelling and a locked filing cabinet at my University and only
accessible to myself. | will be transcribing the interviews and will delete all audio
recordings once transcription has been completed. Participants can ask to review the
transcript of the interview and ask to edit or erase their contribution up until three
months after data collection.

What use will be made of information collected?

Findings will be disseminated through publications in scholarly books or journals,
presentations at seminars or conferences. As with any research | hope it will be used
to develop the CM curriculum in my own course and professional body as | hope it will
with yourself and others.

What happens to this information after the study period?

After the study period any information linking you to the study will be destroyed. The
transcribed anonymized materials and fieldnotes will be maintained for up to five
years in case further analysis will be needed at any point.

Are there any advantages or disadvantages to participating in the study?

The final report and any publications arising from the research will be sent to
participants. It is hoped that any evidence of trends and conclusions reached will help
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10.

11.

12.

13.

14.

to improve our understanding of assessment practices, the pedagogy behind them and
thus help development of curricula.

| do not foresee any disadvantages and would hope that your participation in the study
will be beneficial to your ongoing professional development both as a course leader
and for the teachers. Even participating in the interview can trigger new ideas in
relation to your own knowledge and understanding and | aim to carry out the
interview with the approach of ‘travelling with you’, being curious and sensitive rather
than ‘mining’ for information.

Can | tell other people about the study?
You are welcome to discuss your contribution with anyone you choose.

What if | require further information?
You can contact Felicity Moir at any time at the address below.

Will | be debriefed at the conclusion of the study about the results or pending
publications?

The final report and publications arising from the research will be made available to all
participants.

What if | have any complaints or concerns?
You can contact xxx who is my supervisor at the Institute of Education via email if you
have any concerns about the research process or any publications.

Who has reviewed this study*
This study has been reviewed by the Institute of Education Ethics Committee and my
supervisor xxx at the Institute of Education.

If you would like to participate with this research please contact me by email. | thank you in
advance for your help

Kind regards

Felicity Moir

Principal lecturer and Course Leader
Herbal and East Asian Medicine Division
Department of Life Sciences

University of Westminster
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Participant Consent Form

Please put your initials to each statement in the boxes

1. The procedures required for the project and the time involved have been
explained to me and any questions [ have about the project have been answered
to my satisfaction.

2. I have read the Participant Information Statement and have ben given the
opportunity to discuss the information and my involvement in the project with
the researcher

3. I understand that I can withdraw from the study at any time without affecting
my relationship with the researcher.

4. ] understand that my involvement is strictly confidential and no information
about me will be used in any way that reveals my identity other than to the
researcher.

5. I understand that sections of my interview will be transcribed and used to
disseminate the results of the study in seminars, conferences and peer reviewed
academic or education publications, however that my anonymity will be
preserved at all times.

6. I understand that my participation will be audio taped and I am aware of and
consent to your use of these recordings to explore salient themes and features.

7. I understand that [ can stop the audio recording of the interview at any time,
and that any aspects that I choose of the recordings will be erased and the
information provided will not be included in the study.

8. I understand that audiotapes will be treated as strictly confidential and will be
kept in accordance with Institute of Education Research Ethics guidelines. Any
raw data on which the results of the project depend will be retained in secure
storage in accordance with the Data protection Act (UK, 1998)

9. I know that my participation should not lead to any potential harm or
discomfort and I consent to the processing of the interview for the purposes of
the study.

Participant Consent

Name of Participant Signature Date

Investigator’s Statement

L , confirm that [ have explained the purpose of
the study to the participant and described any foreseeable benefits or risks
deriving from his/her participation.

Signature Date
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Appendix 2 Teacher Information Statement

An Exploration of the Assessment of Professional Practice in Chinese
Medicine Institutions in the West

You are invited to participate in a research project being conducted by Felicity Moir as
part of her Education Doctorate at the Institute of Education, London, UK. Felicity is a
Principal lecturer and Course Leader of a BSc (Hons) Chinese Medicine: Acupuncture
and MSc Chinese Herbal Medicine professional entry course at the University of
Westminster, London, UK.

5. What is the study about?

This study hopes to explore the way that Chinese medicine (CM) Higher
Education institutions in the West assess the professional practice of their
students. While the assessment of professional practice in the biomedical
health professions has been much debated and researched, for example, Billett
(2012), Higgs et al. (2012) Schuwirth and Van der Vleuten (2010), Kemmis
(2009), Boud and Falchikov (2007), Epstein (2007), there has been no research
into what form this takes within CM. The basis for my interest in assessment of
professional practice is the proposition that assessment drives learning and
teaching (van der Vleuten et al., 2010) for better or worse, and impacts on the
behaviour of both the students and the teachers. An investigation of the range
and frameworks of assessment of professional practices (Pangaro and ten Cate,
2013) being applied in HE institutes of CM will help me to understand their
pedagogical approaches and open up a dialogue on the nature of professional
practice in CM.

| have already looked at accreditation documents in your country and your
Course and module handbooks and assessment documents (structure, criteria
for marking, organisation etc).

6. What type of participant is needed?
Teachers of Chinese Medicine professional entry courses in Universities in
Australia, the UK and the USA who are involved in and have insight into the
assessment practices within their courses.

7. How much of my time will be involved?
The interview will be 45 — 60 minutes face-to-face or by phone/Skype at a time
and place convenient to you.

8. What does the study involve and what will participants be asked to do?
The focus of the interview will be your experience of assessment practice at

your institution:

9. Is participation voluntary?
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15.

16.

Your participation is completely voluntary. You will only be included if you give
your signed informed consent. Even if you do participate you can withdraw at
any point and after data collection can withdraw your data without reason up
to three months after interview.

Your written consent will be stored in a locked filing cabinet at my University,
Department of Life Sciences. Transcribed data and field notes will be kept for
up to five years following publication of results.

How will your privacy be protected?

In order to maintain confidentiality all names of individuals, universities and
places will be replaced with pseudonyms in interview transcripts and any
publications arising from the research. The exception to this is reference to
accreditation bodies whose information is already in the public domain. All
information that might identify you such as audio recordings will be stored
securely on a password protected laptop and USB and only accessed by myself.
Interviews will be given a unique code retained on an encrypted file only
accessible to myself. | will be transcribing the interviews and will delete all
audio recordings once transcription has been completed. You can ask to review
the transcript of the interview and ask to edit or erase your contribution up
until three months after data collection.

. What use will be made of information collected?

Findings will be disseminated through publications in scholarly books or
journals, presentations at seminars or conferences. As with any research | hope
it will be used to develop the CM curriculum in my own course and professional
body as | hope it will with yourself and others.

What happens to this information after the study period?

After the study period any information linking you to the study will be
destroyed. The transcribed anonymised materials and fieldnotes will be
maintained for up to five years in case further analysis will be needed at any
point.

Are there any advantages or disadvantages to participating in the study?

The final report and any publications arising from the research will be sent to
participants. It is hoped that any evidence of trends and conclusions reached
will help to improve our understanding of assessment practices, the pedagogy
behind them and thus help development or curriculum.

| do not foresee any disadvantages and would hope that your participation in
the study will be beneficial to your ongoing professional development. Even
participating in the interview can trigger new ideas in relation to your own
knowledge and understanding and | aim to carry out the interview with the
approach of ‘travelling with you’, being curious and sensitive rather than
‘mining’ for information.
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17.

18.

19.

20.

21.

Can | tell other people about the study?
You are welcome to discuss your contribution with anyone you choose.

What if | require further information?
You can contact Felicity Moir at any time at the address below.

Will | be debriefed at the conclusion of the study about the results or pending
publications?

The final report and publications arising from the research will be made
available to all participants.

What if | have any complaints or concerns?
You can contact xxx my supervisor at the Institute of Education via email if you
have any concerns about the research process or any publications.

Who has reviewed this study?
This study has been reviewed by the Institute of Education Ethics Committee
and my supervisor xxx at the Institute of Education.

If you would like to participate with this research please contact me by email.
| thank you in advance for your help

Kind regards

Felicity Moir

Principal lecturer and Course Leader
Herbal and East Asian Medicine Division
Department of Life Sciences

University of Westminster

182



Teacher Consent Form

An Exploration of the Assessment of Professional Practice in Chinese Medicine
Institutions in the West

Please put your initials to each statement in the boxes

1. The procedures required for the project and the time involved have
been explained to me and any questions [ have about the project have
been answered to my satisfaction.

2. I understand that I can withdraw from the study at any time without
reason up until 3 months after the date of the interview __/_ /____

4. 1 understand that my involvement is strictly confidential and no
information about me will be used in any way that reveals my or my
institution’s identity other than to the researcher.

5. I understand that my participation will be audio taped and I am aware
of and consent to your use of these recordings to explore salient themes
and features.

6. I understand that I can stop the audio recording of the interview at any
time, and that any aspects that [ choose of the recordings will be erased
and the information provided will not be included in the study.

7.1 understand that sections of my interview will be transcribed and used
to disseminate the results of the study in seminars, conferences and peer
reviewed academic or education publications, however that my
anonymity will be preserved at all times.

8. I understand that the audiotapes will be treated as strictly confidential
and will be kept in accordance with Institute of Education Research
Ethics guidelines.. Any raw data on which the results of the project
depend will be retained in secure storage in accordance with the Data
protection Act (UK, 1998)

9. I know that my participation should not lead to any potential harm or
discomfort and I consent to the processing of the interview for the
purposes of the study.

Participant Consent

Name of Participant Signature Date

Investigator’s Statement

L , confirm that [ have explained the purpose of
the study to the participant and described any foreseeable benefits or risks
deriving from his/her participation.

Signature Date
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Appendix 3 Interview Questions to Course Managers

Research Questions

Interview Questions

General context of
the individual

Tell me about yourself and what role have you had in the
development of the programme and specifically the

manager assessments.

What do the What and who were the key influences on the design of the
managers assessments?

understand by the

stake holders and
their impact on
assessment choices

(e.g. accreditation board, higher education in your country,
experience of the educators in the institution?)

What is the
relationship between
the management and
the supervisors

What is the structure of the teaching group?

How are teachers employed? what contracts do you/they have?
What teacher training programme do you have? expect?

How do you train clinical supervisors and clinical assessors -
are they the same?

How are clinical teachers selected? are they the same as
classroom teachers?

What are the challenges/ issues that seem to come up for those
assessing practice? How do supervisors see their role as
teacher and assessor; as formative assessor and summative -
what are the differences.

How do the managers
understand the
issues behind the
application of
assessment
instruments to
practice-based
assessments

Tell me about the thinking behind assessments generally and of
clinical practice.

You have learning outcomes in each unit of study? Do you have
criteria for each assessment in each unit? Who has developed
those?

If so how closely do unit learning outcomes / assessment
outcomes align with course learning outcomes need to align
with course LO’s? Where has this requirement come from?

Tell me about the final exams - structure, marking criteria, etc.
How are they constructed? What sorts of assessments do you
use? What have you tried and rejected?

How do you moderate clinical assessments?

How closely do students results in clinical practice assessments
align with results in other areas of knowledge and skills - do
you see a difference?

How much do you think personal judgement comes into
assessments?

Using the idea of
‘failing’ how are the
criteria administered

What criteria are required to be passed or if a student fails any
one criterion would they fail overall??
How do you deal with different levels of student ability in clinic;

how do you deal with ‘fitness to practice’
how do you deal with the marginal performer;
if a student fails what happens next

Do you have external examiners for clinical assessments?
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Interview Questions to Supervisors

Research Questions

Interview Questions

General context of
the supervisor

Tell me about where you trained?
How long have you been at xxx?
How long as a clinical supervisor?

How do they
understand their
development of their
role

Tell me about how you came to be a clinical supervisor?
Where would you say your style of supervising comes from?
What/who have been the key influences?

What do you think are the key skills of a supervisor?

How do they
understand
assessment

Tell me about the decision making process in clinic in terms of
deciding a diagnosis and treatment between you and the
student?

How do you go about giving feedback?

What are the issues of students taking on feedback and learning
from it?

How do you deal with weaker students? Any special
techniques?

How much do you find students able to critique their own
work?

It is said in education that “students learn from trial and error
and need to feel comfortable enough to have a go” - how do you
understand that statement in relation to clinical teaching?

What do the
supervisors
understand about
learning outcomes

Tell me about how you go about assessing students.

What are the key things you expect from students as
practitioners?

What is the most difficult part of assessing students in clinic?
Have you ever had to fail a student? Tell me about it?

It is sometimes said “I do not know how to define quality but I
know it when I see it”. How do you understand that statement?

What is their
experience of using
the assessment
instrument

Tell me about using the marking criteria grid.

Do you come to a grade or a pass/fail?

What sorts of assessments are you involved with other than
clinic? Do you find either easier or harder?

What community of
practice do they
identify with

As a team what sorts of discussions do you have around
assessment?

If you had a problem in clinic who would you talk to about it?
Who do you talk to generally about clinical teaching?

185




Appendix 4 Analysis of Accreditation Documents

First Analysis Codes

Second Analysis Codes

Name of accreditation board Philosophy
Authority/ Statutory regulation Community
Membership of accrediting body Communication
Documents Public

Level of award Accountability
Length of programme Management
Standards Resources

Core curriculum / Content Evaluation
Clinical Hours Mapping

Nature of clinic/resources

Hours — inputs, outputs

Competencies/learning outcomes

Supervisors training

Theory and practice

Teacher qualifications

Knowledge/skills/aptitudes

Variety of supervisors

Assessment and Fairness

Measurement

Themes

alignment with regulators

communication

inputs and outputs

teachers and teaching

atomisation and measurement

resources

assessors and fairness

the (lost) discourse of CM

Example First Analysis

ACAOM

Competencies
/ learning
outcomes

7 professional
competencies follows
what is expected
through a CM
treatment and broken
down into further
multiple
competencies:
collecting data,
formulating a
diagnosis, determining
a treatment strategy,
performing treatment,
assessing
effectiveness,
complying with codes
of ethics and practice,
aware of red flags &
integrating biomed.
{2019 document is
substantially different)

CMBA BAAB
Capabilities broken 6 themes broken
down into 6 standards down into
(professional & ethical standards:
conduct, context,
communication & diagnosis &
collaboration, reflective | treatment,

communicatio
& interaction,
safety,
professional
development,
business

practice & professional
learning, quality & risk
management, CM
practice) and further
defined as learning
outcomes (integrated)

multiple

integrated
competencies

written as

learnin
outcomes

n

management -
and further into
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Theory and didactic, practical and | integrating theoretical Integration of
practice to be | clinical appropriately knowledge and clinical theory and
integrated integrated practice of Chinese practice must be
medicine throughout central to the
the program curriculum
clinical practice
designing an integrated, | must be central
structured clinical to and integral
education and with the entire
placement program that | programme
provides each student
with experiences
(including simulated
learning and
opportunities for inter-
professional learning)
across the scope of
practice expected of
entry level Chinese
medicine practitioners
Measurement | Criterion 7.02 ... A The assessment team SETAP 6.4:
variety of assessment | will want to see Assessment
measures must be evidence that the methods must
systematically and Chinese medicine be employed
sequentially applied program learning that measure the
throughout the outcomes and learning

professional program
in acupuncture/
Oriental medicine.
Assessment
processes must
measure student

performance in the
professional

competency areas in
accord with the
outcome expectations
as outlined in
STANDARD 8 and the
achievement of
program educational
objectives

assessment cover each
standard and that
students demonstrate
all of the standards
during the program.

To meet each standard
in Field 6, the education
provider must provide
evidence that shows
where each of the
standards are covered
in the program and how
each of the standards
are assessed.

To do this you will need
to identify the learning

outcomes and
Skills required to
practise safely
and efficiently.
SETAP 4.1:
...you will be
asked to show
how your
learning
outcomes meet
the BAcC'’s
Guidelines for
Education by
Cross-
referencing your
learning

outcomes of the
program and map those
learning outcomes to
the standards

outcomes to that
document
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Example Second Analysis

Phil- 1 use 1 use 13 uses
osophy
The statement of What is your educational
purpose and goals philosophical stance philosophy and the
should reflect the towards the relationship of this to
purpose for which the | development of clinical | healthcare in the
program was skills and how is this country and the local
founded, the reflected in the sort of | community p23
philosophies it clinical studies’ includes the Board
represents, the workbooks/portfolios philosophy towards
community in which it | you have created to the process of
is located, the give structure to your | accreditation
constituencies it clinical education
serves, the needs -- program? p21 practice-led: rooted in
social, cultural and the artistry and skills of
material -- of its acupuncture as an
community and empirical and practical
clientele, and the professional activity
institution's resources informed by theory
-- human, physical, and creative of theory,
and financial. P5 and recognizing that,
as acupuncture is a
practice-based
profession,
acupuncture teachers
will normally remain
engaged in practice p7
Comm- 8 uses 5 uses 4 uses
unity

A.The program shall
encourage the
academic discourse
between faculty and
students which
results in the
development of an
academic community
that will enrich and
advance the
profession, and
contribute to the
development of future
generations of
practitioners, faculty,
researchers, clinical
supervisors, and
leaders of the
profession.

Others in relation to
patients

How do you engage
with the broader
Chinese medicine
professional
community and the
health sector?

Do you think the
program is well-
regarded by the
broader Chinese
medicine professional
community and health
sector? If so, what
makes you think it is?
If not, what could be
done to address this
issue? P9

Others in relation to
patients

It is essential for
students to know and
fo understand the
importance of working
with and as part of the
wider health and
social care
community, p32
Collaborative: creating
opportunities for
shared learning with
other healthcare
professions,
recognizing a common
purpose in the wider

community p7
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Commun-
ication

‘Provision must be
made for regular and
open communication
among members of
the faculty and
between the faculty
and administrative
officers of the
institution’ p26

No use of the word
communication other
than what students will
learn to do in relation
to patients

Want staff evaluations
but no
recommendations on
quality of
communication

‘The Board will also
investigate how
communication is
maintained with
clinical supervisors
and seek evidence of
the way that these
members of staff are
appointed and
appraised, as well as
how they are
supported and
encouraged to take
part in developing and
changing the
programme in order to
ensure that clinical
learning outcomes,
levels and progression
are consistent with the
rest of the programme’
p35
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Appendix 5 Analysis of Institutional Documents

Authenticity

Own in-house outpatient clinics (some students also did placements in hospitals and in
China)

Busy clinics with waiting lists

All off- the- street for easy access for public

Receptionists and clinic staff and supervisors and students worked together in relation to
patient care

Students responsible for patients with close supervision (more removed as progress)
Supervisors went into treatment rooms with students giving immediate feedback
Similar set ups with discussion rooms and either single treatment rooms or beds divided
by curtains

Discussion room - with groups of students or sometimes singly with a student

Similar paraphernalia of beds, white coats, needles and moxa, charts on walls

Learning outcomes and measurement

All clinic modules had multiple assessments including case histories or reflective journals
as well as the WBA

Assessment instruments contained learning outcomes written in behavioural language
Some same as accreditors and some different

If drill down learning outcomes similar

Multiple outcomes anything from 20-25-97

Numerical mark expected at end but instruments differed re space for a numerical mark
Some ask for number, some competent/not competent, or fail — excellent (5 grades)
Instruments for formative and summative assessment at different times of student year
All had attendance logs and stipulated hours to complete; some had competency logs to be
filled in daily

Each institute different values for the WBA - some very little and others more - some led
to full marks; only one had differentiating criteria

Language devoid of any philosophy of CM

Language in documents

Mission statements contain language of CM;

Descriptions of role of clinic in course handbooks (language relates to CM philosophy, and
discourse of praxis and relationships)

Clinic documents talk praxis and values and community; UK doc seems more to emphasise
CM

Link the role of clinic to professional learning

Comparison of descriptions of clinic in handbooks - example

Module describes the is extensive with is quite discursive and
descriptor or | expectations of overall subject presents the clinic as a
clinic students in the clinic objectives that cover | place where practice is
handbook emphasising the role didactic classes as happening and so
of the student in their | well as the clinic emphasises authenticity.
social relationship to placement. Thereisa | It describes the role of
the clinic and the description of the the supervisor and their
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supervisor. The role of
the supervisor is also
described with the
language emphasis
being on the legal
relationship of the
student to the
supervisor and that
the final responsibility
for patient care rests
with the supervisor.
The student must gain
signed approval for all
treatment plans.

clinic as an authentic
setting that will mimic
the graduates
practice, and
describes the
relationship of the
student with the
supervisor. The
language could apply
to any health care
setting and is not
using any specific
language that could
be identified as CM.

relationship with the
students and describes
the clinic environment
in the language of CM.

Comparisons of Learning Outcomes across institutions - examples

N.B. It is difficult to make comparisons in relation to general headings but when broken
down to sub-competencies most of them can be mapped across all courses.

Competencies USA - written as LO’s Australia - written as UK - written as
following different competency descriptors | performance areas
structure from & broken down into through the linear
accreditation performance criteria aspects of a
documents Works through the consultation. The
(formative (but a mark | linear aspects of a clinic log lists
given) written consultation other areas and is
differently from written as LO’s
summative

Communication | Counsels and educates | Patient Communication Contact with

Skills patients and families and Rapport: to ensure a | patients
Demonstrates ability to | professional attitude, Looking and
effectively collect, education of the patient | listening skills
evaluate, present and as to the benefits of Developing

explain clinical data,
OM diagnoses,
treatment principles,
and treatment plans to
supervisors and peers.
Demonstrates the
ability to communicate
effectively and
collaborate with
patients, supervisors,
staff, and other
healthcare
professionals

Models good
communication skills
for observers,

Chinese medicine.
Includes directives to the
patient regarding the
frequency of treatment
Communicates with
Clinical Supervisor: to
ensure safe and
appropriate treatment is
administered

Liaison with Fellow

Student Practitioners: so

as to promote peer
responsibility and the
smooth running of the
clinic

rapport, sensitivity
to patient issues
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assistants and
associate interns.
Exhibits skills in
handling challenging
patients and
interactions

Description of assessment instrument - example

The ethos of the assessment form was a psychometric grading of performance as
determined by the supervisor against a set of questions or criteria that were written as
outcomes. Knowledge, skills and aptitudes were to be demonstrated.

This document did not specify but it looked as if all competencies must be passed. In this
assessment there was a differentiation of criteria into subjective and objective with the
subjective (still graded) including the manner by which the student managed the
consultation; one assumes the subjective implies an awareness that this is a judgement
being made by the supervisor. What does this imply, however, for the other criteria being
objective?

Students completed case notes (which I am interpreting as product) were also graded
against a set of outcomes.
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Appendix 6a Cross Case Management Interviews

Issues

History and Development and Developed as Started as a private

Organisation evolution of college acupuncture only college by a group of
from a small programme as a practitioners as a PT
organisation founded | private school and course that has moved
by practitioners, to a moved into to fulltime. It is
bigger corporate University. registered as a charity.
owned entity.

Accreditation ACAOM is professional | Course already set up | The degree is

and Validation

programme accreditor
and also has a
different institutional
accreditor

before Statutory
Regulation so not
modelled around
Accreditation
document

validated with a
University and course
and institution
accredited by the
BAAB.

Communication
and Decision
Making

Has a curriculum
committee within the
faculty governance
and a staff and faculty
advisory committee
(academic directors,
department directors,
FT faculty, adjunct
faculty, sometimes
students). Meeting
with supervisors once
per trimester.

Meetings are held a
few times per year
formally but a lot of
informal meetings
between clinic
supervisors and
course directors and
clinic managers who
also work in the
clinic.

Board of Studies will
sign off changes to
modules and to
assessment briefs. The
clinic team meet up a
few times a year to
discuss student final
grades and also
review assessment
processes.

Criteria and

Mapping of LO’s is an

University currently

Content maps to

Mapping important area and looking at consistency | Learning outcomes
something being done | in Course and Subject | and maps to
by faculty and course Learning Outcomes. assessments within
leaders. Programme Assessments map modules and also from
LO’s map onto Course | onto learning course learning
LO and Course LO’s outcomes. outcomes into module
map onto assessments | Assessments had learning outcomes.
and have % marking criteria grids | Clinical assessments
requirements but not clinical had well developed
assessments. marking criteria grids.
Employment Clinical supervisors do | No new teachers for a | Clinical supervisors
not have contracts - long time. All clinical | are on contracts and
they are employed on | teachers were teach one day per
a sessional basis per tenured. week on average in
trimester clinic - part of the
contract is to attend
meetings.
Teacher There is no teacher No formal teacher No teacher training
Training training programme training programme. | programme for clinical

for new staff and no
on-going CPD for
teaching. They prefer
new teachers to come

supervisors; have had
various one day
events in the past
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in with teaching
experience but that is
rare

Student Choice | Students can decide All students will be Students chose when
with Clinic whom they want as seen and assessed by | they come to clinic;
Supervisors supervisors. Students | all supervisors. modules are evaluated
and evaluate the courses Modules are not teachers
Evaluations and the clinical shifts. | evaluated not

teachers.
Assessment In clinic there is a Two forms in 5 marking categories

(summative) mid-
term feedback against
an assessment
instrument and
supervisors are
allocated time to do
this. There is an on-
line written
assessment at the end
of each shift against an
instrument - not
allocated time for this.

operation. New form
was written to meet a
different target group
and as part of
National registration.

from Excellent - Needs
Development came
from discussion across
all courses.

Some decisions for
assessments come
from external
examiners.

Structure of the
Clinics

The clinic was on the
ground floor directly
open to the public and
included a reception
area and waiting
room, a number of
individual clinic
rooms, a herbal
medicine dispensary
and discussion rooms.
Separate from
academic offices and
classrooms

The clinic was on the
ground floor directly
open to the public and
included a reception
area and waiting
room, a number of
individual clinic
rooms, a herbal
medicine dispensary
and discussion rooms.
Separate from
academic offices and
classrooms

The clinic along with
all other facilities was
housed in one building
that opened onto the
street. Patients and
students and staff
entered through the
same door. Patients
would walk past
classrooms to get to
the clinic area.
Reception area,
discussion room, a
number of treatment
rooms, herbal
medicine dispensary.
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Appendix 6b Codes and Interview with Manager

CODES

Clinic as resource - costs

Psychometrics and learning outcomes - some seem pro, others aware of issues
Grades or pass/fail - grades expected

Mapping across LO’s and assessments - standardized process

Criteria - only in one institution

Grade inflation and failing-to-fail - all (most) students get an A.

Didactic classes determine failure - issue of objectivity?

Objective - subjective to do with evidence

Nature of competence - given more time in order to meet requirements

Know the students - justification?

[nputs and outputs - both operating

Stake-holders and assessment tools - institutional choices

Numbers of supervisors - varied

Recruitment/Training/induction of supervisors - where is education?
Contracts - tenure or short contracts

Communication with supervisors - meetings, but how many and how long
Community - what time given to this?

Time - with students, for meetings, to carry out assessments, casual encounters
Accountability - supervisors not aware of final marks in 2 institutions

Litigation and subjectivity

Observations

In-house

Location of clinics

Busyness of clinics

Places of work

Staff/student ratio (link to accreditation requirement)

Hands-on - supervisors work closely with students and patients

Codes - examples

Codes Quote Interpretation

Failing Tell me about how many Input-output - all institutions talked
students students pass/fail clinic? about number of hours as significant in
And Oh pretty well everyone does [passes] | relation to learning.
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Inputs

because we have such extensive
training. 325-326.

.... they fail academic before they fail
clinic. Clinic is very difficult [to fail]
357.

Contradicted by another manager who
considers hours not indicative of
competence.

Another institution says similarly
Knowledge informs practice but not
necessarily seen other way around.

Stake-holders
and
assessment
instrument

Because I was programme director |
had to demonstrate evidence that our
students met these outcomes and
because our accreditation depended
on it so I jumped in with this
document.461-463

Standardisation comes from
accreditors as stakeholders who hold
the power - not supervisors.
Contradicted by another manager who
thought statutory changes had not
impacted on course.

Another institution also pursuing
standardised LO’s but not as an
accreditation requirement.

Numbers of
supervisors

So we've a great strength in the
diversity that we’'ve got, with our five
different... six days of the week, five
supervisors, that's really great
strength, so the students get to see a
lot of different skills, but within that
diversity, that’s also, the need to get
everyone to conform to certain
basic... to achieve that they have
meetings, but the problem we’ve had
in the past, it’s the old thing, it’s such
a busy environment, that those
meetings tend to be a lot of nuts and
bolts. They have to discuss every
student. 375-381

Variety of supervisors as a strength in
tension with training and equality on
interpretation of learning outcomes.

In another institution no’s of
supervisors relates to employment

The busyness of clinic environment
limits communication.

This institution does discuss each
students result as a team - good
communication leading to
commonality of interpretations.

Interview with Manager - example of coding

It’s in the clinic manual. It is a loose grading criteria compared to the classroom, is
like part of it is based on attendance, no brainer there, and part is based on paper

work they do, activity reports, that is somewhere about 15% or 20% depending on
level of students and a lot is kind of subjective component that the supervisor
grades on, more often than not the supervisors tend to grade very liberally in that
regard which is OK as the supervisors are in there a lot and they know if a student
is not doing, they are in there with the student watching their needling and
listening to their presentations, so I mean, I would even say it should be pass-fail
because essentially they are graded as a pass-fail because if it is either a subjective
component that the students get an A on unless there is something really amiss, so
just that part, so the only reason you would give an A minus in the clinic is because
of attendance issues which is objective or because they have not handed in the
appropriate paper work which is objective. So the objective part is where they will
lose grades but they will still pass. You know a C is a pass
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so what you are saying is for a student to fail they would have to be not
present or not handing in the paper work
The only time people have failed in the past has been because of lack of attendance
for my knowledge; someone really failing.
What about therapeutic relationship, patient relationship, would a student
fail? Lack of rapport with patients?
Where patients don’t come back? That's very unusual first of all. That is rarity. It
makes sense it is rare. The reason why it is rare is that the students spend a lot of
time on the programme, it is a lot of money, a lot of effort, so you get students who
for the most part are very serious and for the most part they have been vetted out
before they become a clinic intern. Somewhere in the observation or assistant
level. What vets them out is they can’t pass the comprehensive or the
comprehensive exam. And it is not the clinic work, which is very subjective, but the
didactic class.
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Appendix 7a Supervisors Individual Stories

Supervisor 1 has been supervising for many years. She is a Chinese national and
talks about the difference in approach from her experience in China that she needs
to take with students, a more step-by-step approach. This seems to imply students
come to clinic with less knowledge of how to elicit information and put a diagnosis
together. Similarly to Chinese students, students here she says want to learn, they
want to ask questions but some are high achieving and some are poor in their
studies. She works out their level by the questions they ask and then uses language
at that level.

She thinks you need to have knowledge and a high professional level and she is the
only supervisor who talked about including a Western diagnosis as well as

Chinese. Primarily however her emphasis was on loving students and teaching and
being happy ‘pulling out your knowledge and knowing your students’. She says the
students work hard and they ‘really feel I love teaching them’. She describes
working as a team and describes knowing the students very well because she
spends so much time with them.

She goes into the treatment room with the students to ask more deep and broad
questions of the patient and with the student makes the diagnosis. It is important
to see the patient as well, as you do not want the student repeating mistakes.

While she is aware of the assessment forms and when they should be done, she
talks about assessing the student every time that translates as regular feedback. If
they are poor in an aspect she gives them work to do and checks the following
session especially diseases that are not common and so may not have been
covered in class. Because she gets to know the students so well she does ‘not want
to fail any student’ and would feel ‘embarrassed’ to do so.
We build up a personal relationship, we love the student and student love us.
225-226
Only students with very bad behaviour would she be giving a low mark to and
could only describe one student she ever failed, who did not ‘have time to study’
because of family commitments. She had an interesting view on what clinical
training is about
for education as we don’t want to give the student like penalty but education.
So let the student realise he is not doing good and he need to do better 236-
238.
She works with students until they improve. Even students who do something
dangerous such as leaving a patient with needles in, she sees as learning. The
student never did it again. In all her time working in the clinic they have never had
an accident.

Supervisor 2 always wanted to be a teacher to ‘share’ what he had to give. He
sees the students as ‘very happy, willing and responsible in the clinic’, ‘relaxed and
enthusiastic’, and so does not have to play ‘police officer’. He tries to see the
students perspective of learning to be in practice and a key role is to teach the
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students how to ‘interact closely with people’, to teach the ‘patient practitioner
relationship’ as ‘from that spills courtesy, respect, sympathy, empathy’. He expects
students to listen to him as he has something to share and likes to create a pleasant
atmosphere. What he wants to ‘cultivate’ is the student’s ‘intuitive ability’, to ‘draw
it out’ of them. He wants them to develop their relationship with patients:

to have insight into that beautiful wonderful human being who is in front of

them who they are trying to treat 274-275
Students sign up for his shift he suggests, because he has a different perspective
from others, he is ‘going to get a good diagnosis and interesting treatment for them
to do’. They are not in a hurry and have time to reason and discuss the diagnosis
together. He wants the experience to be positive for the student and will work with
the student at the level he finds them trying to give equal attention to all. He wants
to ‘build them up’ not ‘chop them down’, something he thinks other supervisors do.
He considers however that this approach may be constructive and maybe both
approaches are needed. He feels he does not really get to know the students until a
good way into the shift as they take time to find their style and so the mid session
feedback is too soon. Some students he feels have ‘conceptual limitations’.

His key expectations of the students are to turn up on time, to do the paperwork,
follow the rules, to be ‘courteous to their patients and treat them as the most
important thing’. He feels he is 'lucky’ as he has never had any difficult students. He
has never failed anyone clinic as ‘they like clinic they want to be part of that
experience.’ He does not say negative things. He is aware of grade inflation but
says:

I can’t see why other than personal disagreement with someone why I would
not give them a solid good grade 361-362
Where students get to at the end of the course is only a beginning he explains.
Some students are slower and need more time but it is going to be ‘rocky’ out
there. They do not have the same amount of training as MD'’s so no need to be hard
on them.
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Appendix 7b Codes and quotes Supervisor Interviews

Codes

Key words and phrases

Training

Graduate of own course x 7
Graduate from Chinax 5
Years since graduating 5-38
Years as supervisor 2-22

How learned
to supervise

From own supervisors x9
Previous training x5
Shadowing x5

Teaching
methods

help students make connections with theory, set stages for students,
breaking it down, helping students to focus on key issues, wanting them
to think and be independent, sensitive of the students learning style,
giving them free rein with control, guide, empowering students to make
best choices while making sure patients getting best treatment, a
balancing game, aware of need to support dynamic with patient

Supervisors
view of self:

ability to tell a story, being supportive, to facilitate, advising, giving
confidence, loving students, being patient, to ‘cheer lead’ and keep them
[students] on the right track, trusting students, not condescending or
pushy, being honest, not criticise or constantly correct, cultivate insight,
belief in intelligence of students, being sensitive to the students situation
(including financial), aware of cultural differences; run multiple rooms;
personal perspective; passion; liked by students; style of supervision was
different in some cases or similar from other supervisors; feedback to
students important; don’t follow rules; conduit

Relationship
with students

love of teaching, patients, medicine; love students and love teaching and

happy to pull out your knowledge and knowing for the student; knowing
the students x2 (debt, family life, finances) the students really feel I love

teaching them. I have this feeling - so we work as a team; a collaborative

relationship when in a clinical environment, rapport

Issues of
supervision

knowledge and skills & experience, superlative diagnostic skills, having a
practitioners eye; good grasp of the basics; confidence, lack of anxiety;
time management; to be good at explaining; to give information; to give
guidance; to have ability to explain more than knowledge; to question &
discuss students thinking; to show equality; to show to have leadership;
patience; to check patients to verify students; to check techniques; to
expect/not expect research; to work with time pressure; to work with
student & patient; to know level of student as teaching changes with level
of student; to work with student as a team; to be fair

Supervisor
role to
protect
patient

The supervisor is the leader and has to go with the student and the
patient; you cannot let them make a mistake again and again.

If mistakes are made then that is why the supervisors are there and their
peers are there to double check against mistakes.

A supervisor plays a shadow, a protective shadow in there; not
overpowering, not take their motivation but be there to protect the
patient

A collaborative relationship when in a clinical environment

[ will support them in any way (as long as) patients are safe.

View of

wants critical thinking; training students for future work/practice;
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students

positive view of students; supportive; they want to learn; knows the
students; understands students situation - feelings, personal and
financial, try harder; all want something different (and not always what
is in assessment instrument): knowledge, good interaction with patient,
clean needle, reasonable diagnosis; proactive, timekeeping, to best
ability, boundaries, insight; negative aspects (rare) - arrogance,
challenging re personalities; students responsible and get things done;
students happy, relaxed, enthusiastic; students open and receptive;
students open as here to learn; I give students full latitude

Unique views

Honesty and dedication

They need to have a loving and caring heart; (sensitivity, empathy,
sympathy)

Looking for intuition and insight of their patients as wonderful human
beings

Once they get the click they get enlightenment

Community:

Differences across institutions: practitioner, educator, academic - all see
themselves primarily as practitioners; meetings rare in one and more in
others; communication with other supervisors in 2; too little time;
attitude to other supervisors positive; talk to practitioners outside
institute, close community talk to each other, or regular meetings &
discussions with all teachers and managers

Time

Students: to organise, managerial, run the clinic shift, time management
x2, to be able to treat more quickly, staying on schedule,

Assessments: Does mid term evaluation with students as has the time;
sits with students to do mid-term evaluation re strengths and
weaknesses; need enough time to give proper assessment; problems
with using forms is not enough time; long form not working - too much
hassle, takes too much time and too busy in clinic

With others: no time to talk; not much social (time) with other teachers;
sometimes meet at lunchtime; not much discussion with other
supervisors since moved

In one institution little formal meeting time - related to comments about
lack of time

Assessment -
failure to fail

difficult to fail clinic; never failed anyone (only 1 example given); would
fail before coming to clinic; major incident does not lead to failing; failing
would need to be something (‘egregious’) or not doing paperwork or not
turning up i.e. objective measures; cannot fail as will do again until meets
competence; do not like to fail students; no external scrutiny of clinical
assessments in 2 institutions; give students extra time if think will fail in
2 institution; would stop them at mid term evaluation if so bad

and grade Students expect A grade; students grade themselves A
inflation no poor grades - students like clinic
On the form there are marks for different elements at mid-term but for
the final you are just meant to give an A.
[ think they all get A’s. I don’t know how it is meant to work
Students think an A- is a low grade.
Generally mark at good or excellent;
Assessment - | someone else compiles final marks so supervisors do not know outcomes
marking and | 2 institutions; in other they discuss final marks as a team; have marking
grading schemes but do not follow process or seen as irrelevant or thinks process

201




cannot work or do not understand process; grading criteria written
specifically but used loosely; students challenge grades 1 institution;
school will uphold poor marks; critical of system 2 institutions;
relationship with students impacts on assessment; aware of stakeholders
influence on assessment process (x2); too busy to use system as
intended; grade inflation in one institution and range of marks in other

Assessment Accepts that rubric must be as is because of stakeholders but does not
instrument see them as related to CM, principles of CM
Does not like the numerology in new rubric; could not take criteria
seriously; could not answer with veracity
Would prefer grading based on meeting milestones with Y/N rather than
a mark
School try to make form objective but still difficult
Form very hard (to use). Long form too big for a one off case but OK if
over a semester. Short form supposed to be on one patient but it is of
general practice as student nervous with the one case so bases marks on
whole performance. Long form not working - too much hassle, takes too
much time and too busy in clinic
Sees the performance criteria as a whole; we follow the students a whole
year, we know them well, do not go through each single thing; fills in
according to assessment over year.
Marking as having a subjective component
Different from marking a didactic class - clinic is about actual practice,
the doing
What you see on paper isn’t always what you get.
Doesn’t know about the assessment instrument but aware of a list for the
assistants and observers which she checks weekly
So I think the way it’s done is probably the fairest.
Does not use rubric in as too complicated, too many words
Formal rubric and clinic log don’t match up well
Formal rubric is not used; uses clinic log; writes detailed commentary on
clinic log;
Didactic - hours in clinic; skills & knowledge developed before coming to clinic;
clinic differences between supervisors; keep working with students learning
learning until pass; don’t do assessment until sure to pass - feedback and more
time given; clinic assessment different from written assessment (all in
the mind)
Formative Feedback is done in the moment rather than on paper
assessment Gives feedback directly to student not on paper.
Giving feedback all the time in the clinic
The supervisor is the leader and have to go with the student and the
patient
Assessment is on going every day
Assessment not always formal
Formative assessment goes on every week, and with every patient;
Positive feedback
Expectations | Likes to assess on what the student knows not what they don’t know;
of students rewards for strengths

How do you measure devotion, attentiveness

Grades on process of learning, process of building skills

Will not grade on personality

Interns must be present, attired correctly, respectful, performed to best
of ability
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Look at them as a whole.

Knowledge and how they interact with the patient

Interaction with patient is hard to grade

Relationship, very hard to (grade) impression

energy is good you are motivated and what you do exceeds expectations
and some don’t get motivated and energy not good so don’t perform
Hardest bit is to be detached from personal, individual preference, less
subjective; constantly need to be fair;

How to merge reality and marking criteria because students show
strengths and diversities all over the place; criteria cant cover
everything;

Difficult bit is personalities and interaction with patients

Assessment is supposed to assess achievement not effort but gives extra
marks for effort
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