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ABSTRACT

Massagli TL, Carline JD: Reliability of a 360-degree evaluation to assess resident
competence. Am J Phys Med Rehabil 2007;86:845–852.

Objective: To determine the feasibility and psychometric qualities of a
360-degree evaluation of physical medicine and rehabilitation (PM&R)
residents’ competence.

Design: Nurses, allied health staff, and medical students completed a
12-item questionnaire after each PM&R resident rotation from January
2002 to December 2004. The items were derived from five of the six
competencies defined by the Accreditation Council for Graduate Medical
Education (ACGME).

Results: Nine hundred thirty evaluations of 56 residents were com-
pleted. The alpha reliability coefficient for the instrument was 0.89.
Ratings did not vary significantly by resident gender. Senior residents had
higher ratings than junior residents. A reliability of �0.8 could be achieved
by ratings from just five nurses or allied health staff, compared with 23
ratings from medical students. Factor analysis revealed all items clustered
on one factor, accounting for 84% of the variance. In a subgroup of
residents with low scores, raters were able to differentiate among skills.

Conclusion: Resident assessment tools should be valid, reliable, and
feasible. This Web-based 360-degree evaluation tool is a feasible way to
obtain reliable ratings from rehabilitation staff about resident behaviors.
The assignment of higher ratings for senior residents than junior residents
is evidence for the general validity of this 360-degree evaluation tool in
the assessment of resident performance. Different rater groups may need
distinct instruments based on the exposure of rater groups to various
resident activities and behaviors.

Key Words: Physician Competence, 360-Degree Evaluation, Graduate Medical Ed-
ucation, Physical Medicine and Rehabilitation
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The Accreditation Council for Graduate Medical
Education (ACGME) initiated the Outcome Project
to increase emphasis on educational outcomes in
the accreditation of residency programs.1 In Feb-
ruary 1999, the ACGME endorsed the six general
competencies for residents: medical knowledge, pa-
tient care, professionalism, practice- based learn-
ing and improvement, systems-based practice, and
interpersonal and communication skills. These
general competencies have subcategories, result-
ing in a total of 28 skills for programs to teach and
assess. The ACGME further collaborated with the
American Board of Medical Specialties (ABMS) to
produce the Assessment Toolbox, which describes
13 assessment tools that could be used by residency
programs to assess physician competence.2 The
toolbox stratifies the assessments for each of the 28
subcompetencies at three levels: the most desirable
method, the next best method, or a potential
method to measure resident competence.

One of the assessments in the toolbox is a
360-degree evaluation. In the business world, 360-
degree evaluations involve feedback to a person,
usually a manager or executive, about how others
in the workplace see him or her.3–5 Typically, a
survey or questionnaire is used to gather informa-
tion from all coworkers (subordinates, peers, su-
pervisors) about multiple areas of performance,
such as teamwork, communication skills, decision
making, or management skills. Multiple raters are
used because supervisors are not able to evaluate
all aspects of an employee’s behaviors. It is usually
a formative process to enhance behavior change,
not one used to determine salary or promotion
decisions.4–6 Raters tend to provide more accurate
and less lenient ratings when the 360-degree tool is
used to give formative rather than summative feed-
back.4,6 Once results are compiled, the ratee is
expected to analyze results and develop an im-
provement plan. Internal consistency reliabilities
as high as 0.9 have been reported in business,
military, and education settings.5 The 360-degree
evaluation tool would seem to have some appeal to
residency programs in that according to the Assess-
ment Toolbox,2 it could help to assess physician
competence in all six general competencies or in
19 of the 28 skills.

Studies of internal medicine attending and
resident physicians have shown that peer physi-
cians, faculty, nurses, and patients can reliably rate
physicians’ humanistic behaviors.7–13 It has been
estimated that ratings from 10–11 peer physi-
cians,7,9 5–15 nurses,8,12 20–50 faculty supervi-
sors,13 or 50–147 patients13,14 are needed to get
reliable ratings of physicians’ humanistic qualities.
These studies did not use 360-degree methodology;
rather, they used different survey formats or rating

methods for different raters. The studies show that
different groups of raters have different perspec-
tives on physician behavior, and that ratings
among physicians, nurses, and patients had vari-
able interrater reliability.10,13

Musick and colleagues15 developed a 360-degree
evaluation for physical medicine and rehabilitation
(PM&R) residents. Their instrument had 26 items
rating overall competence, quality of patient care,
personal characteristics/professionalism, and com-
munication, derived from literature review and
consultation with unit managers. It was completed
at the end of each inpatient rotation by therapists,
nurses, social workers, case managers, and psy-
chologists. Four hundred twenty-one ratings were
collected on 18 residents during 4 yrs. The instru-
ment had an alpha reliability of 0.99. There were no
differences in ratings by rater profession, but some
differences were noted by resident gender (higher
for women) and by the type of inpatient rotation
(higher ratings in spinal cord injury than brain
injury).

A few researchers have developed 360-degree
evaluations in response to the ACGME requirement
to assess specific areas of resident competence.
Joshi et al.16 studied a 360-degree assessment of
obstetrics–gynecology residents’ competency in in-
terpersonal and communication skills. This survey
was administered on one occasion to small num-
bers of nurses, faculty, allied health personnel,
medical students, patients, and fellow residents.
Some raters may have had recent exposure to the
residents, and some exposures may have been more
remote. Faculty and allied health personnel had
high intercorrelations, but neither nurses’ nor pa-
tients’ ratings correlated with those of anyone else,
and medical students and peer ratings were nega-
tively correlated. The reliability of the instrument
was not reported, but the results suggest that the
different types of raters view the residents differ-
ently from each other. Wood and colleagues17 ad-
ministered a 360-degree evaluation of radiology
residents’ professionalism and interpersonal skills
to small numbers of residents, faculty, and pa-
tients. The evaluation was completed by a patient,
a resident, and a faculty member after each breast
biopsy procedure, making this somewhat of a hy-
brid of a 360-degree evaluation and a focused or
checklist observation. There was no significant cor-
relation between resident self-ratings and patient
ratings, and there was modest correlation between
faculty and patient ratings, again emphasizing that
people interpret interactions in different ways. The
majority of the seven residents involved felt that
the evaluations increased their awareness of how
they interacted with patients, but the authors note
that the methodology posed challenges regarding
distribution and collection of forms and analysis of
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results. Weigelt and colleagues18 developed a 360-
degree evaluation for surgery residents on inten-
sive care unit rotations. Ten residents evaluated
themselves and were also evaluated by chief resi-
dents, fellows, faculty, and nurses. The ratings were
not statistically different among groups of raters
(chief resident, faculty, nurses, staff, or self) for any
ACGME competency. The authors felt that the in-
strument offered no new information about resi-
dents that was different from the standard faculty
evaluation.

There are significant feasibility challenges to
using 360-degree surveys in evaluation of resident
performance. Collecting data using paper surveys
is burdensome and expensive.13 Because feedback
is recall dependent, raters should be asked to eval-
uate residents close to the time when they have
worked with the resident. This requires frequent
sampling, again adding to the burden of data col-
lection and data management. At the University of
Washington, all faculty have free access to Catalyst
Web Tools WebQ, a copyrighted, Web-based system
that allows raters to complete surveys online. Re-
sults can be downloaded into a data file and then
imported into statistical software for analysis. After
studying the ACGME requirements for assessing
competencies, we developed a 360-degree evalua-
tion tool for residents that could be completed
online. The purpose of this study was to assess the
psychometric properties of the tool, including the
internal consistency reliability and the reproduc-
ibility of the tool.

METHODS
In October 2001, the University of Washington

PM&R residency training committee (selected fac-
ulty, residents, and residency program coordinator)
designed a 360-degree evaluation tool for PM&R res-
idents. We considered who would rate the residents,
then we used the toolbox list of the 19 skills to
develop a 360-degree assessment of behaviors that
we believed these raters could assess. We then
piloted the evaluation at one institution and made
final revisions to the tool before implementing the
evaluation process at all training sites. A five-point
Likert-type scale was used to rate the resident’s
skill as 5 � outstanding, 4 � very good, 3 � good,
2 � fair, and 1 � poor. An option of not assessed
was available for each item (Appendix).

Raters included nurses, allied health profes-
sionals (social workers, psychologists, orthotists,
prosthetists, vocational rehabilitation counselors,
educators, physical therapists, occupational thera-
pists, therapeutic recreation specialists, and speech/
language therapists), and medical students. Raters
self-selected, on the basis of their exposure to the
resident, whether to complete the 360-degree tool.
We excluded attending physicians, peer residents,

and patients. Attending physicians were excluded
because they perform comprehensive end-of-rota-
tion evaluations on residents, and we did not think
attendings would necessarily directly observe all
the types of behaviors to be rated. Peer residents
were excluded because most residents had not
worked on teams with other residents. Patients
were excluded for feasibility reasons; for instance,
prior work has estimated that 25 to as many as 147
patients are needed to achieve reliabilities of 0.7 or
0.8 on the instruments tested.13,14,19 Additional
challenges include language barriers, reading level
of the instrument, patient access to technology for
Web-based surveys and interactions between pa-
tient ratings and patient age, perceived health sta-
tus, and variability in encounter setting (single
outpatient vs. longer inpatient contact).13

Of the 19 skills identified in the toolbox as as-
sessable by a 360-degree evaluation tool, we thought
that our raters would be able to observe and rate 12
skills. These were from five competencies, exclud-
ing evaluation of medical knowledge. We con-
structed questions for these 12 skills (Appendix).
For some items, we used the ACGME language for
the competency (e.g., “demonstrates sensitivity
and responsiveness to patient’s culture, age, gen-
der, and disabilities”), and for some items we mod-
ified the ACGME-suggested language to make the
competency more rehabilitation specific (e.g.,
“work with healthcare professionals, including
those from other disciplines, to provide patient-
focused care” was reinterpreted as “participates in
rehabilitation therapies, interventions, and patient
education”). Several of the competencies as defined
by ACGME are found in more than one of the six
major categories. For example, the concept of
working with other healthcare professionals is in-
corporated in patient care, interpersonal and com-
munication skills, and systems-based practice. We
created a single question for this, listed in the
Appendix under systems-based practice: “works ef-
fectively as a member or leader of the team to
provide patient-focused care; understands how his
or her actions affect others.” It could arguably be
placed in either of the other two competencies.
Each of the items to be rated was intended to
reflect a specific type of observable skill by the
resident, not a personality trait.

The 360-degree tool was piloted at one insti-
tution in December 2001. Raters were oriented to
the purpose of the evaluation and asked for feed-
back about the ease of use of the online survey and
the content of the questions. Revisions to the sur-
vey were made on the basis of this input. Clinical
administrators at each of our teaching institutions
were contacted to orient them to the process and to
obtain e-mail list servers for the rehabilitation
nurses and staff at each site. Because these e-mail
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list servers are constantly modified for staff turn-
over, we do not know the total number of person-
nel contacted.

From January 2002 through December 2004,
staff were contacted by e-mail at the end of each
resident rotation cycle and invited to complete the
online survey. The survey did not include a request
for comments, because our purpose was to deter-
mine the reliability of the instrument in measuring
specific behaviors, not global impressions. In the
360-degree tool, staff were asked to identify their
institution and their role as either RN (nurse) or
other rehab staff. They also were asked to provide
their last name, with the assurance that their iden-
tity would not be disclosed to the resident. This
identifier was used to examine the data for dupli-
cate entries, in the case that staff clicked on the
submit icon more than once. Medical students
completed the same survey on paper at the end of
their rotation, along with other paper-based eval-
uation forms. The student evaluations were anon-
ymous. Students rated one or two residents on
each rotation. Their surveys were entered into the
database via the online survey by one of the re-
searchers.

Results were downloaded into an Excel file,
and one of the researchers added data for each
resident, indicating the resident gender, year of
training (postgraduate year [PGY] 2, 3 or 4), and
whether the rotation was primarily inpatient or
other (hospital consult, outpatient clinic, or elect-
rodiagnosis studies). Statistical analyses included
demographic information: resident gender, year of
training, inpatient vs. other, and hospital site.
Mean scores for the items were calculated and
compared by type of rater (nurse, other staff, med-
ical student), resident gender, year of training, type
of rotation, and site. To deal with missing data, the
dataset was reduced to those ratings that had at
least 75% of the rating items completed. We then
calculated estimated values for missing data ac-
cording to an expected maximization algorithm.20

This method was used over a simple mean substi-
tution because it takes into account uncertainty
about missing data related to a number of plausible
solutions. Pearson product–moment correlations
were calculated to assess the strength of the asso-
ciation between items. Principal-components anal-
ysis with varimax rotation was done to determine
the factoral structure of the data. Varimax rotation
is a commonly used method to increase the inter-
pretability of factor structure if there is more than
one factor found in the data.21 Cronbach’s alpha
was calculated to determine the reliability of the
scales identified by factor analysis. Generalizability
decision study analyses were calculated to deter-
mine the number of individuals needed to obtain
reliable ratings.22 Generalizability methods provide

reliability estimates that take into account a num-
ber of sources of variability—in this case, the type
of respondent as well as the individual resident.
SPSS version 13.0 was used for statistical analyses.
The procedures in this study were approved by the
human subjects division at the University of Wash-
ington.

RESULTS
During the three-calendar-year period, 944

ratings were submitted. The total number of pos-
sible ratings is not known, because we used mail-
ing list servers that were independently maintained
by each site. Some team members do not work with
residents, and, therefore, they self-select to not
respond. Visual inspection of the data revealed 14
instances in which the same rater submitted du-
plicate ratings on the same resident, so one of each
pair was randomly deleted. Of the 930 valid ratings,
168 (18%) were from medical students, 206 (22%)
were from nurses, and 556 (60%) were from other
rehab staff. Medical students could have rated one
or two residents, so the absolute number of stu-
dents who contributed these ratings cannot be
determined. The 762 ratings from nurses and other
rehab staff were provided by 100 individuals.

There are a total of 28 residents in PGYs 2, 3,
and 4 in the PM&R residency program at the Uni-
versity of Washington. This study, from January
2002 through December 2004, crossed four aca-
demic years. A total of 56 residents were evaluated,
24 women and 32 men. The distribution of ratings
by training year was 466 (50.1%) in PGY 2, 278
(29.9%) in PGY 3, and 186 (20%) in PGY 4. Indi-
vidual residents received between 1 and 38 ratings,
with an average of 16.7 ratings per resident.

Ratings for residents on inpatient rotations
accounted for 665 (71.5%) evaluations compared
with 265 (28.5%) for noninpatient rotations. Resi-
dents only spend 12 of 36 mos of their training on
inpatient rotations, so the larger number of inpa-
tient ratings is likely attributable to the larger
number of staff that residents work with on inpa-
tient vs. other types of rotations. The number of
evaluations from each hospital was not correlated
with the number of residents at the site. The larg-
est number of evaluations came from the pediatric
site (331; 35.6%), likely because one of the re-
searchers was based at that site. There were 226
(24.3%) evaluations from the university hospital,
177 (19%) from the trauma hospital, 165 (17.7%)
from the Veterans Affairs hospital, and 31 (3.3%)
from a private hospital.

Ratings for each of the 12 questions ranged
from 1 (poor) to 5 (outstanding), and mean values
ranged from 3.8 to 4.3 (Table 1). The lowest-scor-
ing item was works to improve the system of care,
and the highest was demonstrates ethical behav-
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ior. Some skills were rated much less frequently
than others. Missing data for each item ranged
from 1 to 335 of 930 responses. Four items had
25% or higher missing values. The item teaches
students and professionals effectively was rated by
99% of medical students but only by 56% of nurses
and other rehab staff. This item was dropped from
the remainder of the analyses because we could not
compare these results across type of rater.

The dataset was further reduced to include
only the 845 cases for which at least 9 of the 11
items were rated. The missing values were replaced
with estimated values as described in the methods
section. Item intercorrelations were quite high,
ranging from 0.77 to 0.90. Factors were extracted
using principal-component analysis, with varimax
rotation based on mean item rating across cases.
One factor obtained an eigenvalue of 9.98 and ac-
counted for 84% of the total variance in the data.
No other factor received an eigenvalue of 1 or
greater. Factor loadings ranged from a low of 0.88
to a high of 0.93 for this single factor. Cronbach’s
alpha scale reliability for the 11-item instrument
was 0.89.

Given the single factor, we further examined
the data to see whether ratings were uniform for
each resident across each item. For the 12 items in
the 360-degree tool, the 56 residents received a
total of 10,908 ratings. We defined low ratings as

1 � poor or 2 � fair. There were a total of 958
(8.8%) low ratings. We defined an outlier group as
those residents who received ratings of 1 or 2 for
5–25% of their ratings. Those with fewer than 5%
low ratings were viewed as random events. Those
with more than 25% low ratings were viewed as
poor performers. Twenty-three residents had low
ratings in this outlier range. Of these, 12 residents
received low ratings in relatively similar frequen-
cies across all items. The other 11 had variability in
the frequency of low ratings. For example, for one
resident, 20% of ratings were low, but 50% of the
low ratings were from only two items. So, 11/56
(20%) of residents had low ratings that clustered in
certain items, suggesting that raters were able to
differentiate among behaviors. Further evidence of
the ability of raters to discriminate among items is
that the frequency of low ratings varied from a low
of 2.4% for demonstrates ethical behaviors to a
high of 13.2% for works effectively as a member/
leader of the team (Table 1).

Generalizability analyses determined that the
number of ratings to achieve a reliability of 0.7 at the
resident level was 3 from RNs, 2 from other rehab
staff, but 13 from medical students. To achieve a
reliability of 0.8, 5 ratings from RNs, 4 from other
staff and 23 from medical students were needed.

The PGY 4 residents had higher ratings on all
items than the more junior residents, and the dif-

TABLE 1 Descriptive statistics for each item

Item
Number of

Responses (n) % Missing
Mean

Rating
Standard
Deviation

Distribution of
958 Low

Ratings (%)

Demonstrates caring and respectful
behaviors with patients and families

918 1.3 4.2 1.0 6.3

Elicits information using effective
questioning and listening skills

917 1.4 4.0 1.0 8.6

Effectively counsels patients, families,
and/or caregivers

875 5.9 4.0 1.0 8.7

Demonstrates ethical behavior 659 29.1 4.3 0.9 2.4
Advocates for quality patient care;

assists patient in dealing with
system complexities

865 7.0 4.0 1.1 8.6

Sensitive to age, culture, gender, and/
or disability

895 3.8 4.1 1.0 5.9

Communicates well with staff 929 0.1 3.9 1.2 12.2
Works effectively as member/leader of

team; understands how own actions
affect others

920 1.1 3.9 1.2 13.2

Works to improve system of care 698 25.0 3.8 1.1 9.4
Participates in rehabilitation

therapies, interventions, and patient
education

761 18.2 3.9 1.1 10.1

Committed to self-assessment; uses
feedback for self-improvement

648 30.3 4.0 1.1 7.4

Teaches students and professionals
effectively

595 36.0 4.0 1.1 7.1

Highest possible n � 930. Ratings ranged from 1 to 5. Low ratings � 1 or 2.
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ferences were statistically significant for five items:
caring and respectful behaviors, effective counsel-
ing skills, advocating for quality patient care and
assisting patients in dealing with system complexi-
ties, communication with staff, and working effec-
tively with the team as a member or leader. Ratings
on outpatient/consult rotations were usually higher
than on inpatient rotations and were statistically sig-
nificant for three items: communication with staff,
committed to self-assessment and using feedback,
and teaching (Table 2). Residents primarily do inpa-
tient rotations during PGY 2 and outpatient/consult/
electrodiagnosis rotations during PGY 3 or PGY 4.
The ratings at one site (trauma center) were con-
sistently lower by 0.4–0.5 than at the other sites.
Medical students were much more lenient and
much less discriminating than other raters. Their
average ratings were 0.5–0.8 points higher, and
their standard deviations were lower than for other
staff. They tended to rate the residents as excellent
or very good in most areas. Ratings did not vary
significantly by gender of the resident.

DISCUSSION
Ideally, assessment instruments should be re-

liable, valid, feasible, and provide valuable informa-
tion about whatever is being measured. Reliability
of the assessment process is enhanced by using
multiple observations over time and by using mul-
tiple observers. Although a 360-degree evaluation
may not be able to evaluate all aspects of compe-
tence, it does use multiple observers and can be
done repeatedly to assess change in skills. The
alpha scale reliability of our instrument was quite
high at 0.89, indicating a high degree of internal
consistency. We believe that the increase in rating
scores with more advanced levels of training (year
of training or outpatient vs. inpatient rotation) is
evidence for the general validity of the tool in
assessing resident competence.

We designed our 12-item, 360-degree evalua-
tion instrument to assess five of the competencies
(all except medical knowledge) endorsed by the
ACGME. Although it is believed that physician
competence is multidimensional and that no single
tool will be able to assess all aspects of competence,
ratings from multiple observers in this study re-
sulted in ratings of a single unified factor, even
though the instrument had been carefully designed
to address several competencies. We were initially
disappointed to see that factor analysis identified
only one factor. It could be that we did not ask
enough or the right questions to define each area
of competence. It could also be that our raters were
not adequately trained to distinguish among the
items and that they tended to rate the residents
according to a single gestalt sense of their skills.
However, our outlier analysis, looking at low rat-
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ings of poor or fair, showed that raters did not
assign these low ratings uniformly across items,
and we feel that such outlier low ratings may
indicate specific behaviors of concern.

As stated in the Methods section, the 28 skills
included by ACGME in the six competencies show
considerable overlap, and no research has been
done to demonstrate that they are indeed distinct
factors. A review of the literature on ratings of
physician performance, whether by peers, nurses,
patients, or program directors, reveals that gener-
ally two factors account for 78–90% of the variance
in ratings.7,9,23,24 These two dimensions are knowl-
edge/clinical judgment and interpersonal skills. We
specifically designed our 360-degree tool to exclude
questions related to medical knowledge or clinical
judgment, so in retrospect it is not so surprising
that we were able to identify only one factor. But,
the dimensions of cognitive skills and interper-
sonal skills are composed of many different behav-
iors in many different situations. A physician could
be substandard in some areas, proficient in others,
and viewed overall as competent. Our analysis
shows that raters were able to discriminate among
specific behaviors and that, when interpreting
scores for residents, both the individual items and
the overall performance should be considered.

The administration of the 360-degree evalua-
tion to staff and students was feasible, using a
Web-based survey and data-management tool. We
only needed evaluations from as few as four or five
nurses/allied health staff to have a resident evalu-
ation with a reliability coefficient of 0.8. Unfortu-
nately, medical students were less discriminating,
and the number of student evaluations needed for
a reliable rating of a resident is impossibly high for
our program. We chose not to include patients in
this assessment for the feasibility issues previously
described.

This study only addressed the psychometric
properties of our tool. The next step will be to
incorporate it into resident evaluation as a 360-
degree evaluation process. The tool itself repre-
sents only multirater feedback. At least one resi-
dency program felt that the multirater feedback
data provided by the 360-degree evaluation format
did not add any new information that the program
director did not already know from attending eval-
uations.18 However, a benefit of the process is to
help the resident understand how other members
of the team view his or her skills. An effective
360-degree evaluation process must also include a
formative process whereby the residents can review
the data received and develop a plan for improve-
ment if needed. To achieve a change in behavior,
the data must be of high quality, and the resident
must be willing to accept it as formative feedback
from colleagues who have his or her best interests

at heart. We have found that our data are reliable
and valid. The next step is to get the resident to use
it. Reflection, development of an action plan, and
reassessment at a later date make the resident a
more active participant in the evaluation process
and may indeed contribute something new and
valuable to resident education and evaluation. Peer
and patient input and self-evaluation are currently
required by some boards for maintenance of certi-
fication, so beginning this process in residency
may also help prepare physicians for these types of
evaluation procedures.

As we conducted the study, we did note some
differences using a 360-degree evaluation in resi-
dency training as compared with in a business
environment. Residents are not managers working
in a stable environment. They change rotations
frequently, and their roles change depending on
assignments. It may be difficult for a resident to
identify behaviors to change when his or her role
changes, and it may be difficult to measure change
because there are new raters at the new sites. It
may be difficult to include peers if residents are on
individual assignments. A single set of questions
for all raters who interact with residents may not
be sufficient. We found that medical students were
more likely to rate the teaching skills of residents
than any other rater. Nurses and other rehab staff
likely have fewer opportunities to observe the res-
idents’ teaching skills. Forms may need to be de-
veloped that recognize the availability of behaviors
or incidents for raters to observe. In the corporate
world, the 360-degree tool is most often used for
formative purposes, not summative ones, but in
residency, many evaluation tools have some sum-
mative focus. The data from a 360-degree tool may
be difficult to use for important summative deci-
sions such as nonreappointment, because the feed-
back to the resident is anonymous. However, the
resident’s success at developing an action plan and
improving behavior could be judged as part of
summative decision making.

CONCLUSION
We found that our 360-degree evaluation tool is

reliable, valid, and feasible to administer to hospital-
based staff. The alpha reliability coefficient was 0.89.
Senior residents received higher ratings than junior
residents, as would be expected with progressive skill
development during training. The Web-based format
was efficient and easy to use. The 360-degree eval-
uation seems ideally suited to the field of PM&R,
given the team -oriented nature of our discipline
and the fact that residents work side by side with
many other health professionals. The 360-degree
evaluation tool did not measure five distinct di-
mensions of competence, but it is one tool in the
evaluation toolbox that can be used to assess per-
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formance, from which we can infer competence. A
single 360-degree evaluation form may not work
for all types of raters if they do not share similar
opportunities to observe resident skills.

APPENDIX
The following competencies were evaluated by

raters on a five-point scale in which 5 � outstand-
ing, 4 � very good, 3 � good, 2 � fair, and 1 �
poor; or, they were designated as not assessed.

Patient Care
Demonstrates caring and respectful behaviors

(verbal and nonverbal) with patients and families
Effectively counsels patients, families, and

caregivers
Participates in rehabilitation therapies, inter-

ventions, and patient education

Interpersonal and Communication Skills
Elicits information using effective questioning

and listening skills
Communicates well with staff

Professionalism
Demonstrates ethical behavior pertaining to

provision or withholding of care, informed con-
sent, and confidentiality

Demonstrates sensitivity and responsiveness
to patient age, culture, gender, and disability

Practice-Based Learning
and Improvement

Committed to self-assessment; uses feedback
for self-improvement

Teaches students and professionals effectively

Systems-Based Practice
Advocates for quality patient care; assists pa-

tients in dealing with system complexities
Works to improve the system of care
Works effectively as a member or leader of the

team to provide patient-focused care; understands
how his or her actions affect others
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