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Objective. To report the findings of how Canadian preceptors perceive and subsequently evaluate
diverse levels of trainees during pharmacy clerkships.
Methods. Using modified Delphi technique, 17 Doctor of Pharmacy (PharmD) preceptors from across
Canada categorized 16 student narrative descriptions pertaining to their perception of described student
performance: exceeds, meets, or falls below their expectations.
Results. Twelve (75%) student narratives profiles were categorized unanimously in the final round, six
of which were below expectations. Out of 117 ratings of below expectations by responding preceptors,
the majority (115, 98%) of post-baccalaureate PharmD students described would fail. Conversely, if
the same narrative instead profiled a resident or an entry-to-practice PharmD student, rotation failure
decreased to 95 (81%) and 89 (76%), respectively.
Conclusion. Pharmacy preceptors do not uniformly judge the same described student performance
and inconsistently apply failing rotation grades when they do agree that performance falls below
expectations.
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INTRODUCTION
Experiential training is an integral component of Ca-

nadian pharmacy education.1Conducted in outpatient and
inpatient practice settings under the mentorship of expe-
rienced pharmacists throughout the country, students
have the opportunity to reinforce and shape development
of existing knowledge and skills while engaged in direct
patient care.2 While campus-based instruction may em-
ploy simulation strategies (eg, exercises using dispensing
software and role plays with standardized patients) useful
for students to apply knowledge and rehearse provision of
care without risk to real patients, these cannot completely
replicate the conditions and interactions in authentic prac-
tice environments. 3-6

Supervised pharmacy practice experiences are simi-
larly invaluable for the public. Some provincial and terri-
torial regulatory bodies mandate minimum internship
training periods following completion of the pharmacy de-
gree and prior to licensure to further ensure candidates’

abilities to provide competent care.7 In the face of ongoing
contributions of preventablemedical error to themorbidity
and mortality within health care systems, patient safety
principles are being increasingly emphasized and incorpo-
rated earlier in pharmacy and other health professional
curricula.8 However, demonstrated mastery of theoretical
content does not guarantee translation into professional
competencies in Canada’s diverse care settings. It is not
uncommon for health professional students with high aca-
demic standing to perform poorly during clerkships.9-11

Supervising pharmacists model professional behaviours
and guide novice learners toward independent and respon-
sible patient care.12 Pharmacy preceptors then not only
serve vital functions as student teachers and mentors, but
also as guardians for patient safety.

Pharmacy programs rely heavily on practice-based
partners to provide experiential training opportunities and
guide students under conditions of real professional work
in their care settings. Demand for student placements will
assuredly rise given both the expansion of class sizes and
increasing early-program and overall experiential hour
requirements outlined by the Canadian Council for Ac-
creditation of Pharmacy Programs (CCAPP).13 Most
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provinces’ conversion of the Baccalaureate (BSc, BSP) to
theDoctor of Pharmacy (PharmD) as the entry-to-practice
degree will be coupled with the necessary reconfiguration
of community- and hospital-practice pharmacy residen-
cies and post-baccalaureate PharmD programs. As such,
challenges associated with the inherent dual expectations
placed on pharmacist preceptors to serve as both a teacher
and an evaluator may be further exacerbated.

The assessment of health professional students in
workplace-based settings may be considered excessively
variable and subjective.14,15 While one might surmise var-
iations in evaluation are accounted by differences in trainee
performance in changing settings or contexts over their
clerkship experience, research shows it may be largely at-
tributed instead to the preceptors.16 Study of medical stu-
dent and residency training find sources of rater subjectivity
include a preceptor’s body of supervisory experience as
increased exposure to students achieving varying perfor-
mance levels over time shapes assessment practices.17 Per-
ceptions of competence or clinical ability likely also differ
among preceptors resulting in variable student clinical in-
ternship scores.18 We are familiar with voiced student ex-
periences with a “tough” preceptor. While efforts are made
to increase the objective rigor of workplace-based assess-
ment (performance dimension and frame-of-reference
training, as examples) the context of a clinical clerkship
still requires the assessor to judge and subsequently evalu-
ate the student.19,20 It is unclear if preceptors form judg-
ments of student performance and behavior according to
their prior teaching experiences and/or personal perceptions
of competence, how this might account for the assessment
of diverse levels of trainees in this new landscape of Cana-
dian pharmacy student education. We therefore sought to
explore how pharmacist preceptors perceive and subse-
quently evaluate students during experiential training.

METHODS
In a prior study, 20 preceptors in post-baccalaureate

PharmD programs in Canada and the Middle East gave
personal accounts of students (nameless) they have super-
vised during the experiential training component of their
program.21 Following constructivist grounded theory
principles, 16 narrativeswere devised to describe students
who fell below, met or exceeded expectations according
to the 14 total categories of performance and behavior
outlined in these interviews (Table 1). Each narrative en-
compasses a range of 8-12 of these elements in the overall
story. Ten narratives described features related to capa-
bilities to deliver safe patient care in either outpatient or
inpatient settings (Appendix 1). The descriptions were
further framed as students who were two-thirds through
their respective training programs.

Using a modified Delphi technique, 17 pharmacists
from across Canada who precept post-baccalaureate
PharmD students categorized these narratives according
to their perceptions of the outlined performances or be-
haviors: exceeds, meets, or falls below their expectations.

In Delphi methodology, data is gathered from re-
spondentswithin their domain of expertise.22While panel
numbersmay varywidely (from 10 tomore than 1,000), it
has been demonstrated that heterogeneous groups allow
consideration of different perspectives and high quality
consensus.22,23 We drew from a convenience sample of
pharmacists from six provinces who had been precepts
from 3 to 20 years. Participants accessed the narratives
electronically which were presented in random sequence
to minimize responder bias. In the subsequent round of
review, aggregate results were shared with participants
who could then alter their own initial choices. Preceptors
were additionally asked to indicate if they would fail the
student described in the narratives they had rated below
expectations and if this judgment would change if the
described PharmD student was instead a pharmacy resi-
dent (post-baccalaureate) or an entry-to-practice PharmD
(EPPD) student. In Canada, the entry-to-practice degree
currently remains the Bachelor of Science in Pharmacy
(BScPharm) or (BSP). Pharmacy residency programs typ-
ically enroll pharmacists with a baccalaureate degree and
are not usually pursued by pharmacistswho have obtained
the PharmDdegree.APharmDstudent inCanada then has
historically been a learner pursuing subsequent addi-
tional post-baccalaureate training (which may have been
preceded by a pharmacy residency). The trajectory of
pharmacy practice education would be baccalaureate, op-
tionally followed by residency and/or PharmD. However,
a national shift is underway to transform pharmacist train-
ing to the PharmD degree as the entry-to-practice creden-
tial, as it is in the United States. Baccalaureate programs
will be discontinued and the educational path for new
pharmacy students will soon become EPPD, optionally
followed by the pharmacy residency.

The proportion of ratings was calculated for the three
levels of expectation categories for each description. Con-
sensus of student narrative categorization was considered
achieved if the level of agreement among participants was
greater than 80% (14/17582%).23Overall rotation failures
assigned toPharmDstudents, residents, andEPPDstudents
by the participants were calculated. The study was ap-
provedby theQatarUniversity InstitutionalReviewBoard.

RESULTS
Pharmacist preceptors from six provinces (10, 59%

female) participated. Consensus judgments were ob-
tained for only 8 (50%) described student narratives
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following the first round and increased to 12 (75%) in the
final consultation round to establish agreement (Table 2).
Six of these were unanimous categorization of described
students who fell below expectations. Out of the 117 rat-
ings of below expectations among student narratives for
which consensus judgments were achieved (profiles 2, 4, 7,
8, 13, 14, 16), themajority (115, 98%)of post-baccalaureate
PharmD students would fail the rotation. When the same de-
scribed studentwas instead considered as a post-baccalaureate

pharmacy resident, this failure rate decreased (95, 81%), as it
did for an EPPD student (89, 76%).

Preceptors assigned discrepant rotation failure judg-
ments when considering different learner levels for four
students profiles: 8, 10, 13, 16 (Table 2). In only one in-
stance (student profile 13), did preceptors more often offer
a fail for anEPPDstudent than the pharmacy resident (58%
vs 50%). Unfavorable features described in these specific
narratives included the inability to apply knowledge, to

Table 1. Major Categories Arising From Interviews With PharmD Preceptors Discussing Graduate Student Expected Performance
and Behavior 20

Major Category Definition

Knowledge
Knowledge base Demonstrates ability to recall disease processes and therapeutic knowledge (including but not

limited to, treatment alternatives, doses, mechanisms of action, anticipated side effects)
Knowledge translation Applies information and knowledge to specific patient-cases; retains learned information from

earlier in the rotation for future use in care.

Team interaction
Integration Swiftly adapts to the care setting and work environment; exhibits good judgment in timing

recommendations and is accepted by the team.
Contribution Contributes to direct patient care, including evidence-based patient decision-making

discussions at bedside rounds; decisions are based on good judgment; does not avoid
responsibility for care.

Motivation
Independence Proactively approaches work (patient care, assignments) with minimal prompting;

demonstrates advance and on-going self-study/preparation; anticipates tasks and often
provides extra efforts in assigned tasks.

Disposition Exhibits enthusiasm, and curiosity in patient care and the learning process; preceptor and team
members enjoy working with and teaching them.

Skills
Critical thinking Demonstrates systematic process in patient-care and decision-making; can adapt accordingly

when new information is provided; judgments are appropriate and safe.
Information management Efficiently retrieves and accurately appraises literature associated with drug therapy and

patient management for their own learning and others’ learning and decision-making
purposes.

Organization Handles and prioritizes multiple tasks; punctual with assignments
Patient care Interacts comfortably with patients; caring attitude; seeks to inform and advocates improved

patient management.

Communication
Presentation/Written Creative and informative means to share information (presentation); clearly and succinctly

summarizes information (presentation/chart note/written assignments).
Health care members Can comfortably and appropriately engage in polite disagreements related to patient-care and

decision-making; shares information with preceptor and other health professionals in clear
and succinct fashion.

Professionalism
Conduct Respects preceptor expertise and time; demonstrates commitment to the rotation (arrives early

and leaves late); appreciates learning opportunities.
Insight Reflects and responds to constructive feedback; never over-confident; recognizes limitations.
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work independently, or to meaningfully contribute to team
decision-making.Narratives describingperformanceorbe-
havior having potentially negative impact on patient safety
were characterized belowexpectations by all preceptors for
PharmD students, residents, and EPPD students; however,
9% and 8% of preceptor ratings for residents and EPPD
students, respectively, were still assigned a pass for the
rotation.

DISCUSSION
This study assessed how a sample of Canadian precep-

tors classify and determine pass-fail decisions for students
according to written narratives describing experiential be-
haviors. Participants heldEPPDstudents to a lower standard
versus post-baccalaureate PharmD students, as demon-
strated by higher failure rates for those PharmD students
classified as “below expectations.” The same cannot be said
for comparisons between residents and EPPD students,
where similar failure rates were observed for “below expec-
tations.” When failure decisions were examined further it
appeared that deficiencies in motivation, independence,
responding to feedback, time management, and superficial
patient care seemed to be consistent among narratives
designated as “failures.” It is evident that preceptors have
differing competency expectations across these three com-
parison groups, yet the reasons are unclear. These observed
differences could be attributed to preceptors’ perceived
higher level of practice for the post-baccalaureate trainees
in that unlike entry-to-practice PharmD students, pharmacy
residents and post-baccalaureate PharmD students in

Canadahave alreadymet requirements for pharmacist licen-
sure and should exhibit advanced skills gained through prior
workplace-based experiences in undergraduate clerkships
or employment. In contrast, preceptors may bemore lenient
and assign less rotation failures to EPPD students whose
performance falls below expectations.

As in studies of medical student training, we found
pharmacy preceptors do not share perspectives when
evaluating the same student performance.16,17,24 For ex-
ample, Holmboe and colleagues have described how phy-
sician clinical faculty viewing the same videotape of
residents’ performance assigned significantly varying
scores on a 9-point Likert scale, ranging from unsatisfac-
tory to superior.25 Similarly, documented clinical evalu-
ation scores of the same observed student performance by
nursing instructors and nursing mentors exhibited poor or
no level of agreement.26 Inabilities of preceptors to form
common judgments has been attributed to various factors,
including the differences in frames of reference invoked
when these individuals assess students. Preceptors will
use other clinicians and themselves as comparative
benchmarks for evaluation, and these perspectives are
obviously not uniform.27 Differences in workplace-based
assessment may also be accounted for by different pre-
ceptor traits, including how those supervisors categorized
higher in neurotic domains on a personality inventory ac-
tually contributed more and better quality of student feed-
back than others.28 Variability in assessed performance can
be frustrating for students, and not a benign phenomenon,
because how preceptors distinguish between performance

Table 2. Preceptor Student Narrative Categorization and Rotation Failure Assignment

Exceeds
Expectations

Meets
Expectations

Below
Expectations

Raters Failing Student
when Below Expectations

Narrative N=17 (%) N=17 (%) N=17 (%) PharmD (%) Resident (%) EPPD (%)

1 11.7 82.4a 5.9 - - -
2 0 0 100a 100 100 100
3 94.1a 5.9 0 - - -
4 0 0 100a 100 100 100
5 52.9a 47.1 0 - - -
6 41.2 58.8a 0 - - -
7 0 0 100a 100 100 100
8 0 0 100a 100 88 76
9 88.3a 11.7 0 - - -
10 0 64.7a 35.3 100 41 25
11 0 82.4a 17.6 100 0 0
12 0 100a 0 - - -
13 0 0 100a 100 29 18
14 0 0 100a 100 100 100
15 76.5a 23.5 0 - - -
16 0 11.7 88.3a 87 47 33
aValues represent the categorization made by the greatest proportion of preceptor respondents
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perceived-to-be below expectations and performance that
meets expectations has implications for students’ ability to
satisfactorily complete the clerkship, and to ultimately
graduate.29-32

Another important consideration is how pharmacy
preceptors perceive the same performance, but for differ-
ent levels of students. To our knowledge, this has not
previously been investigated in health professional train-
ing, although in one study, medical student supervisors
were interviewed to elicit what teaching strategies they
employ to teach different levels of learners.33 Pharmacists
are recruited by faculties to precept students enrolled in all
years of the pharmacy program, as well as in community
and hospital residencies and other types of study tradi-
tionally considered “graduate” training. Howwill precep-
tors contextualize the performance of a student on
rotation in the final year of an “entry-to-practice PharmD”
program in the context of prior experience with senior
baccalaureate pharmacy students or “post-baccalaureate
PharmD” students? Study of assessors in medicine has
shown how the preceding supervisory experience can in-
fluence evaluation of the subsequent student, in that com-
parative performance may be rated as unduly good or
unduly poor, regardless of the clearly described criteria.34

However, our findings do illustrate that preceptors con-
sider certain student features of performance as “non-
negotiable” in terms of expected performance, regardless
of student status. These traits and abilities described in the
student narratives included those associated with a pro-
vision of safe patient care: making appropriate recom-
mendations, demonstrating responsibility for follow-up,
recognizing limitations and proactively seeking preceptor
consultation.

The public’s confidence in pharmacist abilities to
safely deliver, advise, and manage drug therapy is an
important factor in the trust notably and consistently
afforded the profession. It should be no surprise then that
trust is often expressed as an intangible element in work-
place based assessment for students and employees alike.
Supervisors will cite a “gut feeling” about an individual’s
capabilities and offer them increasing levels of responsi-
bilities. 27 Workplace-based assessment in health profes-
sional education has begun a gradual shift to alternative
means of student evaluation to harness such instincts. The
concept of entrustable professional activities (EPA) has
been proposed and adopted for postgraduate medical pro-
grams in the Netherlands and soon in the U.S.35,36 An
EPA is considered a “unit of professional practice” or a
discrete collection of tasks, that must be assessed during
training, as determined by opinion leaders in the profes-
sion.37 A preceptor would determine what level of trust
they would grant to a student in assuming specific care

responsibility once he or she has demonstrated necessary
competence. Examples of progressive assessed indepen-
dence include trust to: observe only, be observed by a
supervisor in the room, have a supervisor distantly avail-
able for double checks, act unsupervised, and supervise
others.37 The American Association of Colleges of Phar-
macy (AACP) is the first organization to pursue develop-
ment of EPAs for pharmacy students and has initiated
stakeholder consultation on a first draft of a core set of
intended activities (modeled after 6 of their 15 educa-
tional outcomes) and the level of trusted performance
expected by graduation.38 In addition to better grounding
assessment of experiential learning according to what
students actually do, evaluation is explicitly tied to the
trusted level of independence permitted for the student’s
provision of care which has positive implications on pa-
tient safety.39,40 Grounding assessment strengthens the
ability of decisions to be agreed upon by one or more
impartial observers as opposed to conclusions that would
not be supported.

Irrespective of chosen framework, experiential train-
ing assessment processes for health professional students
must be credible, fair, and defensible.41Central to this
premise is the collection of independent judgements from
many raters onmultiple occasions over time.41Developing
competencies are not static and perceived shortcomings
within a given situation is not necessarily a predictor for
application in another contetx.43 Rater discrepencies illus-
trated in our study underscores the importance for pro-
grams to ensure pharmacy students have opportunities to
demonstrate their attitudes and abilities in other clinical
settings under the supervision of different preceptors, es-
pecially when confronted with a poor evaluation. Finally,
ascribed judgements must be accompanied by formative
feedback for students to sufficiently understand how he or
she might address preceived limitations (and reinforce
strengths) to position learning as thedriver of assessment.44

Findings of this study must be interpreted in light of
several limitations. First, many participants lacked expo-
sure to the supervision of entry-to-practice PharmD stu-
dents; therefore, rater judgments made for students
described in this course of study were likely speculative
or based on preconceived expectations. Pharmacists cho-
sen to supervise students may have focused on distinct
clinical areas or patient population. Although the narra-
tives addressed competencies relevant to pharmacy prac-
tice as a whole, there may have been certain components
of a specialty practice not addressed that might have as-
sociated with preceptor expectations of our participants.
For example, no pharmacist currently acting as a precep-
tor in a community pharmacy practicewas included in our
sample. However, we believe the general nature of the
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narratives were applicable to most clinical practice set-
tings and anecdotal feedback from participants indicated
how the descriptions resonated with them. Lastly, this
study did not explore assessor cognition to determine
why choices were made and what student factors were
highly valued for pass-fail decision-making. Future stud-
ies should address this point to better understand how
competency expectations are processed and eventually
scored according to assessor judgments.

CONCLUSION
Pharmacy preceptors do not uniformly judge the same

described student performanceand inconsistently apply fail-
ing rotation grades when they do agree that performance
falls below expectations. Given the changing landscape of
Canadian degree and residency programs, strategies to ad-
dress anticipated assessment challenges for pharmacist pre-
ceptors involved in all parts of the pharmacy student’s
continuum of education must be considered.
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Appendix 1. Sample Narrative Student Profile

M is a student who initially appears to have good potential. Throughout the rotation, M is enthusiastic about learning the “ins &
outs” of care in the practice setting and is always seeking preceptor feedback for improvement.M is quickly accepted by the pharmacy
staff and allied health members and they see how kind and conscientious M is with patients. M spends significant time listening to
patient concerns and preparing educational resources and takes the initiate to locate other health information on the patient’s behalf.
When making recommendations, M is an advocate for expressed patient needs, but sometimes the urgency of these medication
problems are not perceived by the prescriber as important as more life-threatening issues. M does not always effectively justify the
recommendations to be understood by the prescriber.

M has some difficulty making progress early in the rotation. Despite spending time with the preceptor discussing specific topics
with relevant case examples, M continues to overlook these issues among drug-related problems identified for the patients. The
preceptor must correctM several times beforeM “catches on.”M is very diligent in accomplishing assignments, but has often started
in the wrong direction. M will make a detailed, well-written, well-resourced report on something that was the opposite of what the
preceptor actually assigned. With direction, M will eventually finish the task, but M will have wasted time focusing elsewhere. M
understands the preceptor’s perspective in all feedback interactions and makes corrective effort. The preceptor spends time working
on these retention and prioritization issues and M eventually “gets up to speed” by the end of the rotation.
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