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ABSTRACT
Background: Many clinical educators feel unprepared and/or unwilling to report unsatisfactory trainee performance. This
systematic review consolidates knowledge from medical, nursing, and dental literature on the experiences and perceptions
of evaluators or assessors with this failure to fail phenomenon.
Methods: We searched the English language literature in CINAHL, EMBASE, and MEDLINE from January 2005 to January
2015. Qualitative and quantitative studies were included. Following our review protocol, registered with BEME, reviewers
worked in pairs to identify relevant articles. The investigators participated in thematic analysis of the qualitative data
reported in these studies. Through several cycles of analysis, discussion and reflection, the team identified the barriers and
enablers to failing a trainee.
Results: From 5330 articles, we included 28 publications in the review. The barriers identified were (1) assessor’s professional
considerations, (2) assessor’s personal considerations, (3) trainee related considerations, (4) unsatisfactory evaluator develop-
ment and evaluation tools, (5) institutional culture and (6) consideration of available remediation for the trainee. The ena-
blers identified were: (1) duty to patients, to society, and to the profession, (2) institutional support such as backing a failing
evaluation, support from colleagues, evaluator development, and strong assessment systems, and (3) opportunities for stu-
dents after failing.
Discussion/conclusions: The inhibiting and enabling factors to failing an underperforming trainee were common across the
professions included in this study, across the 10 years of data, and across the educational continuum. We suggest that these
results can inform efforts aimed at addressing the failure to fail problem.

Background

A cornerstone of successful medical education is the honest
and accurate assessment of trainee performances. Medical
educators and researchers have long been developing and
improving their assessment strategies (e.g. objective struc-
tured clinical examinations, multiple choice question exams,
etc.) and conceptual frameworks for performance expecta-
tions (e.g. competency based medical education, entrusta-
ble professional activities, etc.) to ensure that graduates are
highly skilled medical professionals. Despite these efforts,
the assessment of trainees remains fraught with challenges.
One notable challenge is the assessment and reporting of
trainees who are failing. A growing body of evidence indi-
cates that clinical teachers who evaluate or assess trainees
(hereby referred to as assessors) feel unprepared and/or
unwilling to report a trainee’s failing performance (Tonesk
& Buchanan 1987; Cohen et al. 1990, 1993; Speer et al.
1996; Hatala & Norman 1999; Fitzgerald et al. 2010;
Guerrasio et al. 2014; Luhanga et al. 2010; Brown et al.
2012; Cleland et al. 2013; Guerrasio et al. 2014). Dudek
et al. (2005) described faculty members’ perspectives on
failing to fail underperforming trainees and identified four
major barriers to reporting poor performance to include: (1)
lack of documentation, (2) lack of knowledge of what to
document, (3) anticipation of an appeal process, and (4)
lack of remediation options (Dudek et al. 2005). Over the
past decade scattered reports from the medical

(Horvath 2010), nursing (Larocque & Luhanga 2013) and
dental (Bush et al. 2013) literature have raised similar con-
cerns about failing to fail underperforming trainees. Some
researchers have proposed solutions to aspects of this com-
plex issue (Duffy 2006; Carr et al. 2010; Luhanga et al. 2010;
Jervis & Tilki 2011; Earle-Foley et al. 2012; Bush et al. 2013;
Fazio et al. 2013; Larocque & Luhanga 2013; Pratt et al.
2013), but the improvements demonstrated are often small
in scale [see Box 1].

Practice points
� We identified six barriers to failing underperform-

ing trainees: (1) evaluator’s professional considera-
tions, (2) evaluator’s personal considerations, (3)
trainee related considerations, (4) unsatisfactory
evaluator development and evaluation tools, (5)
institutional culture and (6) consideration of avail-
able remediation for the trainee.

� We identified three enablers supporting assessors’
willingness to fail a failing trainee: (1) duty to
patients, to society, and to the profession, (2)
institutional support such as backing a failing
evaluation, support from colleagues, evaluator
development, and strong assessment systems, and
(3) opportunities for students after failing.
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To date, no comprehensive literature review has consoli-
dated the knowledge on assessor experiences and percep-
tions of the failure to fail phenomenon. This review aims to
systematically consolidate and analyze a decade of know-
ledge from medical, dental and nursing literature relating
to assessor’s ability and willingness to report poor clinical
academic and professional performance, and thereby help
advance effective interventions. We hope it assists health
professions educators to develop effective solutions to this
multifaceted and important issue.

Methods

This study’s methodology was reviewed and approved by
the Best Evidence in Medical Education (BEME)
Collaboration, (http://www.bemecollaboration.org), and
approved by the lead institution’s ethics board. We report
the methodology and results in accordance with PRISMA
guidelines (Moher et al. 2009).

A systematic review of the literature was conducted, relat-
ing to the failure to fail phenomenon across three healthcare
disciplines (i.e. medicine, nursing, and dentistry), to capture
the experiences and perceptions of assessors when pre-
sented with underperforming or failing trainees at any level
of the health professions education continuum (e.g. medical
students and residents). Search strategies and terms, listed in
Appendix 1 (available online on the Journal website as
Supplemental Material) and online at BEME Reviews (http://
www.bemecollaboration.org), were applied to the English
language literature in CINAHL, EMBASE, and MEDLINE via
Ovid (In-Process & Other Non-Indexed Citations and MEDLINE
1946 to Present) from January 2005 to January 2015.

In May 2014, running the search strategies generated a
library of 4625 publications. In January 2015, an update
brought the total to 5330 publications. The team devel-
oped a set of inclusion and exclusion criteria (described in
Appendix 1, available online on the Journal website as
Supplemental Material). To ensure a broad scope of inclu-
sion, we included all articles related to evaluator experien-
ces of and/or perceptions of the failure to fail phenomenon
in relation to trainee education in a clinical setting. We
excluded studies related to the development or vetting of
assessment tools, and to the development or assessment of
curriculum content, of educational interventions, of peer
mentoring, and of tools for assessing specific trainee skills,
competencies, and/or knowledge.

The research team examined the titles of a random
sample of 150 citations to test the inclusion and

exclusion criteria. Satisfied that these criteria captured the
literature related to the failure to fail phenomenon, the
library was divided in two, with two or three reviewers
assigned to each half of the library (reviewer team
1¼ND, JC; reviewer team 2¼ LV, RD, MY). Each team
reviewed the titles of the articles, applying the inclusion
and exclusion criteria to half the library (2665 titles). If
one team could not reach consensus, the other team of
reviewers examined the citation and came to a consen-
sus decision. Through this process, the library was
reduced to 266 titles. Each team reviewed 133 abstracts
to determine if inclusion and exclusion criteria applied.
Any abstract deemed relevant by one reviewer moved
on to full article review, yielding a library of 134 articles
for full review. Finally, each article was analyzed against
the inclusion and exclusion criteria (half by each reviewer
team) yielding a library of 24 articles. We hand-searched
the reference lists of the 24 articles to identify any omit-
ted articles. This search added 4 citations for a final
library of 28 articles. (Figure 1 outlines the selection pro-
cess and Table 1 presents the selected articles – these
are available online on the Journal website as
Supplemental Material). DistillerSRVR Systematic Review
Software was used to support analysis across all steps of
the literature review process.

Data were abstracted and synthesized for demographics
(i.e. publication year, country, trainee group (i.e. medical,
dental, or nursing)), evaluator demographics, setting (i.e.
academic institution or other clinical site), type of study
methodology (i.e. qualitative, quantitative, mixed, review),
type of data analysis method (descriptive, constant com-
parison) and theory used to inform the research. Study
quality was assessed with the Critical Appraisal Skills
Program – UK tool checklist (CASP UK 2013). Since the
focus of this review is to capture the assessors’ personal
insights and perceptions of failure to fail, it is not surprising
that the review yielded mostly qualitative studies of focus
groups or individual interviews (N¼ 15) and review papers
(N¼ 7). The three quantitative studies reported frequencies
of responses to specific survey questions on failure to fail.
For the qualitative and review papers, the authors’ engaged
in a thematic analysis and developed a descriptive, theme-
based classification system through several cycles of ana-
lysis, discussion and reflection by the whole research team.
The survey questions in the quantitative studies were
aligned with the theme-based classifications and
therefore, their results were incorporated into the thematic
analysis.

Box 1. Proposed interventions to address failure to fail.

Proposed intervention Reference

Base interventions on education theory Cleland et al. 2008
Faculty development for assessors to be aware of passing underperformance Monrouxe et al. 2011

Faculty development and support
Culture shift to affect change
Transparency in reporting grade distribution

Fazio et al. 2013

Faculty development, increase skill and comfort with failing Vezeau & McAllister 2009
Mentorship preparation, coaching, early support Black et al. 2014
Deliberate reflective practices Debrew & Lewallen 2014

Faculty development for assessors to articulate their concerns
Consistent assessments

Dudek 2005

Evaluation of grading process systems and outcomes Heaslip & Scammell 2012
Examine students’ experience
Policies and procedures to support assessors

Larocque & Luhanga 2013

Education preparation for ethical competence Gopee 2008
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Results

Demographic

A descriptive summary of the demographics, setting, and
type of study methodology of the searched papers is pre-
sented in Table 1 (available online on the Journal website
as Supplemental Material). The majority of the failure to fail
literature comes from Nursing (19/28) and Medicine (6/28).
Very little demographic information describing the asses-
sors is included in the publications. All qualitative studies
were rated of very good quality since they met 8 or 9 of
the 10 quality criteria of the CASP-UK checklist.

Thematic

We constructed six themes relating to the barriers assessors
face when failing a poorly performing trainee. These were:
(1) assessor’s professional considerations, (2) assessor’s per-
sonal considerations, (3) trainee related considerations, (4)
unsatisfactory assessor development and assessment tools,
(5) institutional culture and (6) consideration of available
remediation for the trainee.

We constructed three themes relating to the factors ena-
bling assessors to take on the challenge of failing under-
performing students. These facilitators were: (1) duty to
patients, to society, and to the profession, (2) institutional
support such as backing a failing evaluation, support from
colleagues, assessor development, and strong assessment
systems, and (3) opportunities for students after failing.

We found that there were no differences in the themes
reported across the medical, nursing, and dentistry
literatures.

Barrier 1: assessor’s professional considerations

One barrier commonly described across the reviewed
papers involved assessors being mindful of the impact that
failing a student had on them professionally. These profes-
sional considerations were so significant for the assessors
that it was simply easier to pass underperforming trainees
than to fail them. Failing a student involved extraordinary
amounts of extra work and time, amounting to a significant
deterrent to failing underperforming trainees (Dudek et al.
2005; Rutkowski 2007; Cleland et al. 2008; Luhanga
et al. 2008; Carr et al. 2010; Luhanga et al. 2010; Watling
et al. 2010; Earle-Foley et al. 2012; Fazio et al. 2013;
Larocque & Luhanga 2013; Guerrasio et al. 2014). The time-
consuming processes of documentation, discussion, and
planned intervention moved assessors away from other
important responsibilities:

Registered nurses are required to prioritize clinical tasks to
deliver care, comfort relatives and provide information for other
professionals. As a consequence, a student’s assessment may be
deemed low priority. (Rutkowski 2007)

Assessors reflected that limited exposure to individual
students combined with the low priority given to assess-
ment work, translated into having insufficient information
to properly assess the trainee’s competence (Rutkowski
2007; Cleland et al. 2008; Gopee 2008; Luhanga et al. 2008,
2010; Deegan et al. 2012):

The lack of (staff) continuity . . .resulted in a poorly performing
student being graded as “satisfactory” for her first attempt at a

procedure, and because she was evaluated by different
members of staff, she continued to be graded as such. Thus her
inability was not picked up. (Bush et al. 2013)

Further compounding this professional consideration
was a fear of litigation (Williams et al. 2005; Cleland et al.
2008; Watling et al. 2010; Earle-Foley et al. 2012; Guerrasio
et al. 2012; Bush et al. 2013) and unease with the appeal
process (Dudek et al. 2005; Williams et al. 2005; Cleland
et al. 2008; Jervis & Tilki 2011; Earle-Foley et al. 2012;
Guerrasio et al. 2014; Larocque & Luhanga 2013). One
paper suggested that fear of litigation was so great that
assessors intentionally opted to delay assigning a failing
grade for fear of repercussions (Duffy 2006). Indeed, the
fear of legal consequences was a significant contributor to
the failure to fail phenomenon:

We feel that the “burden of proof” rests squarely with
the program. . . .[We] are very hesitant to consider dismissal
for fear that we will be dragged into court. (Guerrasio et al.
2014)

Assessors also reported concerns that failing a student
would harm their professional standing. Assessors worried
that they would be blamed for creating an uncomfortable
learning environment, or would be labeled as a poor
teacher (Rutkowski 2007). Furthermore, assessors were
mindful that failing trainees could result in lower evalua-
tions of their own performance (Rutkowski 2007; Jervis &
Tilki 2011; Larocque & Luhanga 2013; Pratt et al. 2013),
which could negatively impact their reappointment or ten-
ure aspirations (Pratt et al. 2013):

Before you know it, instead of the resident being judged, you
are being judged. (Watling et al. 2010)

Lastly, assessors’ professional considerations were not
only self-oriented; they shared concerns that failing a stu-
dent negatively affected the overall work environment
(Duffy & Hardicre 2007; Rutkowski 2007).

Barrier 2: assessor’s personal considerations

The reviewed articles reported that assessors felt a sense of
personal failure and guilt when failing a trainee (Duffy
2006; Rutkowski 2007; Cleland et al. 2008; Luhanga et al.
2008; Earle-Foley et al. 2012; Larocque & Luhanga 2013;
Pratt et al. 2013; Black et al. 2014). This self-blame was a
barrier that was most apparent in less experienced asses-
sors (Cleland et al. 2008):

I think part of it is looking at yourself too because you are
supposed to be getting this young nurse ready to step out into
the professional world, and if she fails, maybe it's something
you didn't do right. (Luhanga et al. 2008)

Assessors also struggled with the personal strain of con-
flicting responsibilities—that is, the responsibilities of sup-
porting trainees, but also accurately assessing them
(Cleland et al. 2008; Vezeau & McAllister 2009). As members
of a profession dedicated to caring for others, assessors
were reluctant to assign failing grades because that act
could be viewed as uncaring behavior. (Earle-Foley et al.
2012; Pratt et al. 2013):

Reporting underperformance was not seen as part of the
broad, supportive culture, referred to as being “caring” by
clinical tutors and “educating” by non-clinical tutors. (Carr et al.
2010)
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Another aspect of assessors’ personal considerations
involved the close relationship that often develops
between the trainee and the assessor (Cleland et al. 2008;
Luhanga et al. 2008, 2010; Jervis & Tilki 2011; Bush et al.
2013; Guerrasio et al. 2014). Assessors genuinely liked the
underperforming trainee (Guerrasio et al. 2014), wanted to
be liked by trainees and colleagues (Cleland et al. 2008;
Luhanga et al. 2008; Bush et al. 2013), or feared having to
socialize with failed trainees in future situations (New South
Wales Nurses Association 2010). Assessors also worried
about being unfair in their assessments if they disliked an
underperforming trainee (Cleland et al. 2008).

An additional barrier was the emotional toll involved in
failing a trainee. Failing a trainee was described as an
unpleasant, emotionally fraught experience (Duffy 2006;
Duffy & Hardicre 2007; Gopee 2008; Cleland et al.
2008; Carr et al. 2010; Watling et al. 2010; Jervis & Tilki
2011; Bush et al. 2013; Larocque & Luhanga 2013; DeBrew
& Lewallen 2014):

You go home and go over it time and time again. Is this the
right decision? Have I missed something? Is it a personality
clash? It gives you sleepless nights! I’m not exaggerating! (Jervis
& Tilki 2011)

Assessors were reluctant to engage in a conflict with the
failing trainee (Cleland et al. 2008; Luhanga et al. 2008;
Brown et al. 2012; Larocque & Luhanga 2013), or be chal-
lenged by the trainee (Cleland et al. 2008). They preferred
to avoid dealing with the unhappy, angry trainees they
would be failing (Fazio et al. 2013):

The students cry, are upset and telling you X, Y, Z. It is like
emotional blackmail. They put pressure on mentors to bend, not
to refer, turn a blind eye and stuff like that. (Luhanga et al. 2008)

Barrier 3: trainee related considerations

The articles reviewed also reported assessor considera-
tions related to the underperforming trainees themselves.
Assessors weighed the decision to fail the trainee against
the effect the failure would have on the trainee
(Luhanga et al. 2008; Carr et al. 2010; Earle-Foley et al.
2012; Larocque & Luhanga 2013; Pratt et al. 2013; Black
et al. 2014; Guerrasio et al. 2014). For example, they con-
sidered the impact of a failing grade on the trainee’s car-
eer goals (Earle-Foley et al. 2012), and financial security
(Cleland et al. 2008; Luhanga et al. 2008; Carr et al.
2010; Larocque & Luhanga 2013; Pratt et al. 2013;
Guerrasio et al. 2014):

For a student, failing a placement can be a significant loss
experience: loss of self-esteem, time, education money,
certification, and career. “I don’t think any of us want to see
somebody throw four years of their life out the window.”
(Larocque & Luhanga 2013)

The timing of the failure in relation to the trainee’s car-
eer progression was another consideration. One paper
described assessors wanting to allow the trainee to “exit
medicine with dignity” (Carr et al. 2010). Assessors were
reluctant to fail trainees early in their training believing
that the trainee had time to improve; but they were equally
reluctant to fail those whose training was advanced:

There is reluctance because it is a third year and they have
come that far. (Jervis & Tilki 2011)

Other trainee related considerations included concerns
about trainees’ emotional reaction and distress, (Gopee
2008; Brown et al. 2012; Bush et al. 2013; Larocque &
Luhanga 2013; Pratt et al. 2013; Black et al. 2014; Guerrasio
et al. 2014; Larocque & Luhanga 2013; Pratt et al. 2013),
personal well-being and confidence (Bush et al. 2013), and
self-esteem (Fazio et al. 2013; Larocque & Luhanga 2013).
Assessors noted a desire to protect trainees (Bush et al.
2013), feeling that failure could be “very destructive”
(Watling et al. 2010) and “stigmatizing” (Carr et al. 2010):

She clearly so desperately wanted it . . . her life depended on
her passing this placement and she would do anything she
could to pass it . . . you can’t help but be affected by those
issues! (Black et al. 2014)

Assessors were less likely to report underperformance
when the trainee was perceived as being aware of their dif-
ficulties, committed to the health profession, and/or
actively trying to improve (Carr et al. 2010; Larocque &
Luhanga 2013).

Barrier 4: – unsatisfactory assessor development and/
or evaluation tools

Assessors reported feeling unprepared, lacking experience
and lacking confidence in their evaluation role (Cleland
et al. 2008; Luhanga et al. 2008; Carr et al. 2010; Luhanga
et al. 2010; Brown et al. 2012; Deegan et al. 2012; Heaslip &
Scammell 2012; Earle-Foley et al. 2012; Bush et al. 2013;
Fazio et al. 2013; Pratt et al. 2013). This resulted in giving
“the benefit of the doubt to students who were less than
competent” (Luhanga et al. 2010). Assessors doubted their
own judgment or ability, often questioning if they had the
skills to evaluate appropriately (Cleland et al. 2008), or to
manage angry or upset trainees (Dudek et al. 2005; Earle-
Foley et al. 2012; Bush et al. 2013):

The dread that skills would not be good enough to manage a
situation where a student was angry, upset or disagreed with
their assessment were evident. The temptation not to fail under
these circumstances is acknowledged. (Carr et al. 2010)

Assessors reported having little formal training in evaluat-
ing trainees (Rutkowski 2007; Bush et al. 2013; Fazio et al.
2013). Staff who had not received adequate training “might
not appreciate the consequences of passing underperform-
ing students who could be helped by remediation or by
being failed” (Bush et al. 2013). Over half the assessor partici-
pants in Heaslip’s study wished for more education on man-
aging failing students (Heaslip & Scammell 2012). Assessors
expressed difficulty with the inherent inconsistencies in sub-
jective clinical evaluations, (Vezeau & McAllister 2009; Jervis
& Tilki 2011; Brown et al. 2012; Deegan et al. 2012; Earle-
Foley et al. 2012; Bush et al. 2013; Guerrasio et al. 2014;) and
discomfort with the skill of identifying the specific behaviors
that warranted a failing grade, such as non-cognitive skills,
attitudes, (Luhanga et al. 2008; Jervis & Tilki 2011) or profes-
sionalism (Bush et al. 2013; Guerrasio et al. 2014):

Professional behavior occurs along a spectrum and the point at
which a student is no longer competent is not clearly defined.
(Guerrasio et al. 2014)

Assessors struggled with uncertainty about the expected
standards for trainees at different levels of the educational
continuum (Bush et al. 2013), and expressed concern over
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the lack of appropriate, objective or explicit evaluation
tools (Williams et al. 2005; Duffy 2006; Rutkowski 2007;
Luhanga et al. 2008; Luhanga et al. 2010; Jervis & Tilki
2011; Brown et al. 2012; Bush et al. 2013). There was a
sense that the grading system could be unfair, and asses-
sors did not want to draw undeserved negative attention
to struggling trainees (Bush et al. 2013; Fazio et al. 2013;
Larocque & Luhanga 2013). Furthermore, being unaware of
the processes for reporting and failing a trainee played a
role in failing to fail:

We weren't aware of the procedures. . . that if we had a weak
student that we had to contact the university early enough. . .
when we did contact them it was too late to fail the student.
(Duffy & Hardicre 2007)

There was also a recognition that failure to fail could
stem from a lack of supporting documentation (Dudek
et al. 2005; Williams et al. 2005; Cleland et al. 2008; Bush
et al. 2013; Guerrasio et al. 2014):

Often we don’t do a good enough job of recording
performance. Then if the student challenges you, you do not
have a leg to stand on because you cannot recall specific
incidents. (Dudek et al. 2005)

Barrier 5: institutional culture

In addition to considerations at the individual level, asses-
sors described barriers at the institutional culture level. In
making decisions about reporting underperforming trainees,
assessors considered the current shortages of health profes-
sionals (Rutkowski 2007; Luhanga et al. 2008; Earle-Foley
et al. 2012), and the institution’s potential loss of financial
support (Cleland et al. 2008; Larocque & Luhanga 2013).
Pressure from the institution concerned with its reputation
was also mentioned (Cleland et al. 2008; Fazio et al. 2013):

There was also perceived pressure from the university to pass
students at one of the schools; this was associated with issues
of finance and reputation, accompanied by the belief that
faculty with high failure rates would deter potential students.
(Cleland et al. 2008)

Lack of support from the institution was reflected in its
endorsement, be it implicit or explicit, of allowing failing
trainees to progress or of grade inflation (Gopee 2008;
Brown et al. 2012; Earle-Foley et al. 2012; Bush et al. 2013;
Guerrasio et al. 2014):

They [participants] were particularly concerned about the current
lack of discussion that, according to one senior academic, meant
there was no coherent approach so that some failing students
continued to progress. (Duffy 2006; Bush et al. 2013)

Assessors commonly expressed feelings of anger and
disappointment directed towards previous mentors for not
failing the trainee or for failing to act upon concerns:

I feel that it’s kind of all been dumped on me and I’m picking
up the pieces!. . .because previous mentors had failed to do so
[to fail the trainee]. (Black et al. 2014)

This failure to act may be present if assessors are not
aware of where the responsibility for failure lies (Vezeau &
McAllister 2009), or if they feel the decision to fail is not
theirs to make (Rutkowski 2007; Gopee 2008; Vezeau &
McAllister 2009; Fazio et al. 2013)

Assessors suggested that part of the justification for
passing a less-than-competent trainee was pressure from

the academic institution to pass or the institution’s history
of overturning decisions to fail (Duffy 2006; Rutkowski
2007; Brown et al. 2012; Jervis & Tilki 2011; Larocque &
Luhanga 2013; Pratt et al. 2013; Black et al. 2014; DeBrew &
Lewallen 2014; Guerrasio et al. 2014). The latter generated
a sense of betrayal and loss of trust in the university:

It’s frustrating. You think “I’m not taking another student. . . You
know my opinion is not valued. I’m telling you this person is
unsafe to be out there.” And it’s just not listened to. (Larocque
& Luhanga 2013)

Barrier 6: consideration of available remediation for
the trainee

Assessors’ reluctance to fail a trainee reflected concern
about the availability of remediation options available to
the trainee (Dudek et al. 2005; Duffy & Hardicre 2007; Bush
et al. 2013; Fazio et al. 2013; Guerrasio et al. 2014):

Many participants felt that they could not fail a trainee if
remediation was not available to them. They felt it was their
responsibility to provide remediation and, if unable to do so,
they might not fail that person. (Dudek et al. 2005)

Assessors reported dissatisfaction with the available
remediation options, lamenting that “the remedial interview
with a senior academic and being told to “pull their socks
up” is not a sufficient response” (Bush et al. 2013), and that
timing of remediation was important since assessors
wanted to ensure that there would be sufficient time for
remediation or that “a student could exit medicine with
dignity” (Cleland et al. 2008).

Enabler 1: duty to patients, to society, and to the
profession

Responsibility towards patient safety, duty to the public,
and moral integrity were leading themes in supporting
assessors in failing an underperforming trainee (Dudek
et al. 2005; Scholes & Albarran 2005; Cleland et al. 2008;
Bush et al. 2013; Carr et al. 2010; Luhanga et al. 2010;
Watling et al. 2010; Jervis & Tilki 2011; Earle-Foley et al.
2012; Pratt et al. 2013; Black et al. 2014).

Participants identified a sense of responsibility as the main
motive to fail a trainee: to the public to ensure safety, to the
profession to protect its reputation, and to the trainee to allow
them the opportunity for remediation. (Dudek et al. 2005)

Assessors who failed underperforming trainees felt duty
bound to the profession to uphold standards (Rutkowski
2007; Luhanga et al. 2008; Carr et al. 2010; Fitzgerald et al.
2010; Pratt et al. 2013). Assessors are gatekeepers to the
profession (Fitzgerald et al. 2010; Black et al. 2014), and so
must demonstrate professional accountability (Rutkowski
2007). As such, not acting ethically on encountering or
detecting underachieving students is not condonable
(Duffy & Hardicre 2007):

Apart from protecting the student and patients, there was an
overpowering sense of obligation to protect the nursing
profession from incompetent and unsafe practitioners. Failing to
fail an incompetent student was seen as putting the profession
into disrepute, a belief that united the experience: You’ve got to
uphold the profession . . . I’m proud to be a registered nurse . . .

to belong to a profession that I’m very proud of, and I want that
profession to have standards. (Black et al. 2014)
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Moral integrity emerged as a powerful force driving
assessors to fail a failing trainee (Scholes & Albarran 2005;
Gopee 2008; Pratt et al. 2013; Black et al. 2014):

The strength to fail was characterized by having the emotional
and psychological integrity to manage their moral stress and
demonstrate moral integrity: “I think sometimes it takes
somebody quite tough to actually fail somebody and I
appreciate that. (Black et al. 2014)

Enabler 2: support from the institution, from
colleagues, and assessor development

Institutional endorsement for failing a trainee was an
important contributor for enabling assessors to fail an
underperforming trainee (Scholes & Albarran 2005; Brown
et al. 2012; DeBrew & Lewallen 2014). Assessors felt sup-
ported if they could consult with other colleagues who
may have made similar judgments and could confirm or
support their observations, particularly if the trainee exhib-
ited a pattern of behavior, rather than an isolated incident
(Carr et al. 2010; Luhanga et al. 2010):

If you see a trail of destruction, you have confidence because
someone else had a problem. It is not just me. I can handle
this. (Jervis & Tilki 2011)

The institution was described as a valuable source of
support for assessors when the institution provided asses-
sor development to recognize poor performance and to be
able to describe what was observed (Scholes & Albarran
2005):

Mentors need adequate preparation during mentorship training
for dealing with the potentially failing student. . . we need to
acknowledge our responsibility. We are not clear enough about
their [evaluator] role, the processes involved, basically what to
do if you have a problem student, how to deal with it. . . I think
we need to address it in our mentorship programmes. (Duffy
2006)

A strong assessment system with established criteria fur-
ther clarified and supported assessors’ decision to fail, and
helped to build confidence in judgment decisions (Duffy
2006; Carr et al. 2010; Brown et al. 2012; Bush et al. 2013).
Clear institutional policies and procedures, administrative
support and recommendations on how to manage a failure
(Carr et al. 2010) supported assessors and may further min-
imize the potential distress from failing a trainee (Pratt
et al. 2013):

The student made legal threats. . .this lecturer was aware of the
tremendous pressure placed on the mentor and asserted that if
it had not been for the support. . . this mentor may well have
“buckled under the pressure” and given a satisfactory
assessment. (Duffy 2006)

Enabler 3: opportunities for trainees after failing

Assessors indicated that offering support and guidance to
the failing trainee, offering them time to reflect on their
performance and to grow from the failure experience,
enabled the assessors to come to terms with the difficult
task of failing a student (Dudek et al. 2005; Gopee 2008;
Carr et al. 2010; Larocque & Luhanga 2013; Pratt et al.
2013):

Despite the negative association with failing it was
agreed that maximizing the positive elements that facilitated

the student succeeding in future is essential. (Carr et al.
2010)

Discussion

This systematic review consolidates our understanding of
the barriers that contribute to the failure to fail phenom-
enon, and the enablers that support overcoming this
challenge. It highlights the personal and professional tur-
moil faculty members face when failing an underperform-
ing trainee, and the important role the institution plays
in setting a climate that supports faculty members who
anticipate, are in the process of, or in the aftermath of
failing a trainee. Assessors feel unprepared or unsure of
what to document, how to document it, how to articu-
late subjective impressions of a failing performance.
Assessors are also unsure of how their assessment fits
into their institution’s process for addressing a failing
trainee. The literature clearly suggests that an assessor’s
sense of duty and moral integrity along with institutional
support and opportunities for trainee remediation can
help overcome the barriers reported. Though our obser-
vations are based on relatively few reports, the decisive
factor of duty to patients and the profession merits fur-
ther exploration. We found that these barriers and ena-
blers are universally reported across health professions
and trainee levels, and have been consistently reported
over the past decade.

With this understanding of the “failure to fail” phenom-
ena, we can now move forward to find interventions and
solutions to these barriers. Some of this work has begun. For
example, Dudek et al. designed faculty development inter-
ventions to teach assessors how to articulate their concerns
on end of rotation assessment forms (Dudek et al. 2013;
Dudek & Dojeiji 2014;). Others have called for more explicit
assessor training in delivering difficult messages to under-
performing trainees, (Jervis & Tilki 2011) and for investing
support systems to address the mental fatigue experienced
when failing a trainee (Carr et al. 2010; Pratt et al. 2013).
Others have called for more explicit training of educators in
ethical competence to uphold the standards and ethics of
their profession, as a significant enabler of failing a trainee is
a deeply rooted sense of duty (Earle-Foley et al. 2012; Gopee
2008; Luhanga et al. 2010; Black et al. 2014). In the UK, the
nursing profession has implemented formalized training and
education of mentors (Duffy 2006; Nursing and Midwifery
Council (UK) 2008)

It may be beneficial for institutions to acknowledge that
not all students will or should graduate from their health
professions training. Since no admissions system is perfect,
it stands to reason that there will be trainees who will fail
to meet expectations or standards of competency.
Institutions can support assessors by offering faculty devel-
opment aimed at preparing assessors for the inevitability of
failing a student.

On a larger scale, governing bodies in both undergradu-
ate and graduate medical education have embraced pro-
grams that create more explicit statements of trainee
expectations such as the milestones (Swing et al. 2013) and
entrustable professional activities (Association of American
Medical Colleges 2014). Initiatives such as these have the
potential to create a shared mental model across assessors
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of what a trainee should be able to do. With clearer expect-
ations of performance, it may be easier for supervisors to
report clinical performance that is not meeting standards.

Conclusion

To our knowledge, this is the first systematic review of the
medical, nursing, and dentistry education literature that
consolidates the available knowledge on the failure to fail
phenomenon. The challenge our community now faces is
determining how to best tackle the identified barriers and
to harness the power of enablers to resolve the failure to
fail problem.
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Glossary
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