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It is important in academic medical centers for resident
physicians and medical students to be able to evaluate
faculty teaching performance. The Residency Review
Committee for Internal Medicine (RRC-IM), an orga-
nization responsible for the accreditation of training
programs, requires all program directors to provide
opportunities for residents to evaluate their attending
physicians. These evaluations provide a basis for fac-
ulty feedback, identification of areas for faculty devel-
opment, prioritizing resource allocation, and assisting
in the promotion and tenure process.1-3 Indeed, with the
emergence of clinician-educator tracks, teaching per-
formance is becoming an increasingly important cri-
terion for faculty advancement.2,4 Although many evalu-
ation systems exist,5-7 the current evaluation system at

most institutions uses an open rather than an anony-
mous process for trainees (residents and medical stu-
dents) to evaluate faculty.

In an open evaluation, the evaluator’s identity is
known to the faculty member. Despite the widespread
use of the open evaluation format, we have a percep-
tion that it may tend to inflate faculty performance
grades, but there are no studies to support this view.
We therefore decided to compare our faculty teaching
performance using both open and anonymous evalua-
tion formats. In addition, we analyzed results of two
groups of evaluators (medical students and residents)
using both systems. Barriers to optimal evaluation with
the open process were also examined.

Methods
Study Design

This was a prospective single institution study. It
compared the open and the anonymous evaluation of
faculty teaching performance by residents and medical
students.
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Study Population
This study was conducted in the Department of In-

ternal Medicine at a Midwestern medical school. At-
tending physicians on general internal medicine wards
and the coronary care unit were evaluated over a period
of 3 months by residents and medical students.

Evaluation Instrument
Our evaluation instrument (Appendix 1) was based

on a format that rates the major components of good
clinical teaching.1 It includes a total of 18 items rated
on a 5-point Likert scale that address teaching skills,
humanistic qualities, medical knowledge, clinical judg-
ment, quality of supervision provided, and the overall
effectiveness of the faculty member as a clinical edu-
cator.

In addition, we conducted a focus group to identify
a list of perceived barriers to optimum evaluation. The
focus group was formed from the 10 residents and six
students who were on inpatient service the month prior
to the study. The trainees were also asked to rate a list
of barriers on a 5-point Likert scale and encouraged to
add other barriers not listed.

Study Methodology
Residents and medical students evaluated the fac-

ulty using the open evaluation instrument. Following
this, they were invited to complete an identical anony-
mous evaluation on the same faculty member. The chief
medical resident distributed the evaluations, and, once
completed, the trainees placed the anonymous evalua-
tions in a sealed box. This study was not designed to
assess differences in individual faculty teaching per-
formance. The intent was rather to compare aggregate
outcomes using the two evaluation systems. We also
used the data to analyze outcomes by group of evalua-
tors (residents and students).

Statistical Analysis
The data obtained were coded, entered into a data

file, and analyzed using SPSS for Windows® software,
Release 7.0 (SPSS Inc, 1995). Statistical methods used
included reliability testing using Cronbach’s standard
coefficient alpha, Pearson’s correlation, ANOVA, and
Student’s two sample t test. Results are presented as
mean ± standard deviation (SD). Statistical significance
for all tests was established at a nominal P level of .05.
The two groups were compared, using the Student’s
t test. Faculty were not compared on an individual ba-
sis. For each of the 18 items on the evaluation, a com-
parison was made between the composite scores of the
open evaluation and the anonymous faculty teaching
evaluation system.

Reliability Analysis
To allow for a meaningful conclusion, the evalua-

tion instrument was analyzed for internal consistency

and inter-rater reliability. As described in Table 1, reli-
ability coefficients (Cronbach’s alpha) were used to
determine the internal consistency for each of the five
teaching performance categories.

Based on factor analysis, statements were grouped
as shown in Table 1. An analysis of the most frequently
perceived barriers (Table 2) to the current evaluation
system was also performed. Inter-rater reliability was
evaluated using a method described by Love et al.8 This
method makes the assumption that either reverence or
hostility toward some of the faculty may distort train-
ees’ evaluation.

Results
A total of 30 faculty members were evaluated by the

residents and students, who completed 199 evaluations.
Of these, 88 were anonymous and 111 open. There were
73 open and 43 anonymous evaluations filled out by
residents, while students completed 36 open and 21
anonymous evaluations. The source (student or resi-
dent) of 26 anonymous evaluations could not be iden-
tified, and these were excluded. A total of 83 trainees
provided responses about barriers to open evaluation.

Reliability Analysis
The mean reliability coefficient (Cronbach’s alpha)

for determining the internal consistency for the five
teaching performance categories was 0.9657, indicat-
ing a high degree of internal consistency (Table 1). After
trainee responses were eliminated two at a time and
the data recalculated to evaluate inter-rater reliability,
recalculated data for each of the five domains demon-
strated a high degree of inter-rater reliability
(Cronbach’s alpha values ranged from 0.88–0.95 for
resident and 0.89–0.95 for student evaluators).

Differences Between Open
and Anonymous Evaluations

An initial analysis was performed using all the evalu-
ations from students and residents. A statistically sig-
nificant difference (P<.05) between the open and the
anonymous evaluations was noted across all 18 items,
with the faculty receiving lower scores on the anony-
mous evaluations. The mean score for all the items on
the open evaluations was 4.45 ± 0.65, compared to mean
score of 4.07 ± 0.80 on the anonymous evaluations, a
highly significant difference (P=.001). When the five
domains of clinical teaching were evaluated as sepa-
rate groups (supervision, medical knowledge, human-
istic skills, teaching skills, and overall effectiveness as
a clinical teacher), there were also statistically signifi-
cant differences between the open and anonymous
evaluation in all five domains (Table 3). Differences in
the evaluation of faculty by the residents as compared
to students for the five teaching categories also demon-
strated a statistically significant difference between
open and anonymous evaluations by residents in all five



45Vol. 37, No. 1

areas (Table 4). In all but one category, students’ anony-
mous scores were higher, though not significantly.

Barriers
The three barriers to optimal evaluation most often

cited by residents were an apprehension of possible
encounters with the same attending physician in the
future, destruction of working relationships with the
attending, and a feeling of frustration that the evalua-
tion process would not improve the teaching perfor-
mance.

Students listed a lack of formal training about evalu-
ating as their primary barrier to effective evaluation.  A

feeling of frustration with the evaluation process and
the fear of possible encounters with the same attending
physician in the future were also listed as barriers.

Discussion
There have been no prior studies that compared open

and anonymous evaluation processes using the same
evaluation instrument. The only related research was a
study of radiology residents by Pelsang and Smith,9

which found that anonymous ballots produced a higher
rating when compared to in-person debriefing.

We undertook this study, therefore, to test the hy-
pothesis that there are differences in faculty evaluation
outcomes between open and anonymous formats. Our
instrument was based on the assessment of accepted
criteria that contribute to good teaching outcomes,1 and
we were able to show that our evaluation instrument
has a high degree of internal consistency.

In addition, inter-rater reliability of the raters in this
study was high. This supports previous studies that have
shown that ratings by residents and students are not
only valid and reliable but also consistent over time.10,11

There is also evidence that learners discriminate accu-
rately between the different aspects of teaching12,13 and
that a small number of raters are enough to adequately
evaluate teaching performance.14,15

There was a statistically significant difference be-
tween the two evaluation processes at the resident level,
with the open evaluation process producing significantly
higher ratings when compared to the anonymous for-
mat and with residents rating faculty higher than stu-
dents. This is in keeping with prior studies showing
that residents consistently rated faculty members higher
than students.14,16-18 A similar phenomenon has also been
noted in two studies in the classroom environment,
where upper-division graduate students rated teachers
more favorably than lower-division students. The lower
ranking by the students might reflect a more honest
approach on the part of students when evaluating at-

Table 1

Reliability Coefficients for the Evaluation
Scale and Its Components

                             Cronbach’s Alpha
Scale Component Scale Items*     Students  Residents   All
Supervision provided 3a, 3d, 3f, 6 0.89         0.89          0.89

Medical knowledge
and clinical judgment 3b, 3c, 3e, 8a, 8b, 8c 0.96         0.94          0.94

Humanistic qualities 8d, 8e 0.96         0.89          0.90

Teaching skills 1, 2, 4, 5 0.93         0.89          0.90

Overall effectiveness
as a clinical educator 7, 9 0.98         0.95          0.96

* Faculty characteristics, see Appendix 1

Table 2

Barriers to the Current Open Evaluation
System That Were Rated by Trainees

• Lack of formal training on how to evaluate
• Possible encounters with the same attending physician
• Evaluation instrument needs to be redone
• Current form does not evaluate teaching adequately
• Evaluation forms need to be anonymous
• Lack of space on current form to write comments
• Frustration with the system—no changes are made as a result of poor

evaluations
• Cultural barriers
• Fear of retaliation from the attending
• Poor evaluations destroy relationships with attending

Table 3

Comparison of Open Versus Anonymous Evaluations
in Five Domains of Clinical Teaching (All Trainees)

                                           All Trainees (n=173)
Open Anonymous

Category Mean ± SD Mean ± SD P Value
Supervision provided 4.4 ± 0.7 3.9 ± 0.9 .001

Medical knowledge
and clinical judgment 4.4 ± 0.7 4.1 ± 0.8 .003

Humanistic qualities 4.6 ± 0.7 4.2 ± 0.8 .001

Teaching skills 4.4 ± 0.7 3.9 ± 0.9 .001

Overall effectiveness 4.5 ± 0.8 4.1 ± 0.9 .002

Score 1= poor teaching, 5=excellent teaching

SD—standard deviation
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tending faculty. Unlike the residents, who felt that poor
evaluations could damage their relationship with the
attending and affect future encounters with these at-
tending physicians, such factors may not be a domi-
nant concern for students.17,18

There has recently been a move toward using the
Internet to make the evaluation system more user
friendly and easier to comply with. In a study by
Rosenberg et al,19 their Web-based evaluation system
had a compliance rate between 81%–92% during the
first year of implementation. Their system was also
described as easy to use and had the ability to identify
resident performance problems based on a large num-
ber of faculty evaluations. DiTomasso et al20 described
another Web-based evaluation format, “Precept-Assist,”
capable of providing quantitative data, summative re-
ports, and qualitative comments regarding specific com-
petencies. Recently, Kochar et al21 also described a Web-
based system that focused on “resident core competen-
cies” as evaluated by faculty; it included faculty evalua-
tion by residents and resident evaluation by co-workers
and patients. The latter added significantly to the evalu-
ation content, especially in the core competency area
of professionalism. Web-based evaluation systems ap-

pear easy to use, can preserve anonymity, and are ca-
pable of producing high compliance rates.

Regardless of the evaluation format used, construc-
tive feedback is necessary, though this is often defi-
cient.23 We suggest that a method of periodic feedback
given to residents by the program director and to the
faculty by division chiefs (based on a summation of a
number of evaluations over time) would preserve con-
fidentiality while contributing to better outcomes for
both the teacher and the learner. It is also important to
note that students felt that they were not adequately
trained on how to evaluate teaching performance. Un-
fortunately, education on how to evaluate is not part of
the curriculum in most institutions. There is a clear need
for this type of training at all levels.

Limitations
While we have made a case for the anonymous evalu-

ation system, it is also important to consider the limita-
tions of this study. First, not all the trainees who rated
faculty volunteered to complete the anonymous evalu-
ation. Consequently, the extent to which the ratings
would have differed if all the residents and students
had been required to complete the anonymous evalua-
tion form cannot be ascertained. It is important that
future studies in this area should consider additional
methods to preserve anonymity.

In addition, this study was conducted at an academic
center in a major teaching hospital and may not be ap-
plicable to other teaching settings. Moreover, other vari-
ables that may influence evaluation, such as academic
rank of the attending physician or the level of involve-
ment of the attending with the trainee, were not ana-
lyzed. Finally, the limited sample size, while appropri-
ate for our setting, precludes generalization of these
results.

Conclusions
The evaluation of faculty teaching performance is a

complex process. This study showed statistically sig-
nificant differences between open and anonymous
evaluations. The results support use of the anonymous
evaluation method as a more accurate representation
of teaching performance.

We have highlighted recent evaluation innovations
that are Web based and capable of preserving the ano-
nymity of the evaluator. It is clear, however, that fur-
ther research is necessary. This must include instruc-
tion on how to evaluate and rater education to reduce
bias and error, as well as the development of other in-
novative formats for rating faculty teaching that may
help overcome some of the barriers to evaluation. Fi-
nally, constructive efforts toward faculty development
to enhance teaching performance are also improtant.

Table 4

Resident and Student Evaluations: Comparison
of Open Versus Anonymous in Five Domains

of Clinical Teaching

     Open Anonymous
Category Mean ± SD Mean ± SD P Value
Residents
Supervision provided 4.5 ± 0.6 4.0 ± 0.9 .001

Medical knowledge
and clinical judgment 4.5 ± 0.5 4.1 ± 0.9 .011

Humanistic qualities 4.6 ± 0.5 4.2 ± 0.7 .005

Teaching skills 4.3 ± 0.6 3.9 ± 0.9 .012

Overall effectiveness 4.5 ± 0.7 4.1 ± 0.9 .026

Students
Supervision provided 4.2 ± 0.9 4.3 ± 0.4 .890

Medical knowledge
and clinical judgment 4.3 ± 0.9 4.4 ± 0.5 .707

Humanistic qualities 4.5 ± 0.9 4.5 ± 0.6 .949

Teaching skills 4.3 ± 0.9 4.4 ± 0.8 .744

Overall effectiveness 4.4 ± 0.9 4.4 ± 0.7 .976

Score 1=poor teaching, 5=excellent teaching
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Appendix 1

Characteristics of Faculty Attending Physician That Were Rated by Trainees

1. Maintains scheduled teaching time

2. Enthusiasm for teaching

3. Rate the clinical supervision provided by the physician for:
a. Reviewing histories and physicals
b. Analyzing clinical data and developing diagnostic hypothesis
c. Suggesting diagnostic studies and procedures
d. Encouraging you to assume responsibility for patient care
e. Discussion of information from recent medical literature
f. Reviewing order writing and record keeping

4. Rate the supervising physician’s bedside teaching skills

5. Rate the helpfulness of feedback that the supervising physician gave you on your performance

6. Rate the supervising physician’s availabilty for helping you solve day-to-day problems

7. Rate the overall effectiveness of your supervising physician as an educator/supervisor

8. Rate the attending on the basis of clinical excellence:
a. Are diagnostic treatment plans well thought out?
b. Is the attending up to date?
c. Is his/her use of highly technical, invasive, costly tests and procedures appropriate?
d. Is the attending sympathetic with and considerate toward patients?
e. Is the attending communicative?

9. What is your assessment of his/her overall degree of clinical excellence?
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