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Abstract
Background: Cultural differences might challenge the acceptance of the implementation of assessment formats
that are developed in other countries. Acceptance of assessment formats is essential for its effectiveness; therefore,
we explored the views of students and specialists on the practicality and impact on learning of these formats. This
study was conducted to explore Indonesian students’ and specialists’ appreciation of the implementation of the
Mini-Clinical Evaluation Exercise (Mini-CEX) in Indonesian clerkships.
Methods: This study was conducted at the Universitas Gadjah Mada, Indonesia. Participants were 52 students and
21 specialists in neurology and 78 students and 50 specialists in internal medicine. They were asked to complete a
19-item questionnaire that covered the characteristics of the mini-CEX such as its practicality, and the impact on
learning and professional development. We used a Mann-Whitney U test to analyse the data.
Results: In total, 124 students (46 from neurology and 78 from internal medicine) and 38 specialists (13 from
neurology and 25 from internal medicine) participated in this study.
Students and specialists were positive about the practicality of the mini-CEX and the impact of this assessment
format on learning and on professional development. The Mann-Whitney U test showed that there were no
significant differences between students’ and specialists’ opinions on the mini-CEX, except for 2 items: specialists’
appreciation of direct observation (mean rank = 93.16) was statistically significantly higher than students’
appreciation of it (mean rank = 77.93; z = 2.065; p < 0.05), but students’ appreciation of the item that students’ past
mini-CEX results affected their recent mini-CEX outcomes (mean rank = 85.29) was significantly higher than
specialists’ appreciation of it (mean rank = 69.12; z = 2140; p < 0.05).
Conclusion: Students and specialists were positive about the mini-CEX in Indonesian clerkships, although it was
developed and validated in another culture. We found only small differences between their appreciations, which
could be explained by the patterns of specialist-student interaction in Indonesian culture as large power distance
and low individualism country.
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Background
The World Federation for Medical Education (WFME)
aims to promote high quality in medical education and
formulated – based on expert consensus – international
quality standards for medical education [1]. For medical
schools, meeting these quality standards often means
implementing teaching and/or assessments formats that
have been developed and validated thoroughly and published and recommended in international peer-reviewed
high-quality journals. An example of such an assessment
format is the Mini Clinical Evaluation Exercise (miniCEX), which was originally developed in the USA and is
now being implemented around the world [2, 3]. The
implementation of assessment formats from other countries is a challenge because of the differences in culture
[4, 5]. Cultural differences may inhibit the acceptance of
new assessment formats by important stakeholder groups
like teachers or students. Acceptance of assessment formats is essential for its effectiveness [6] so cultural differences in this context should be recognized [4, 7]. To gain
insight into the acceptance of new assessment formats, it
is important to explore the views of stakeholders – for instance, students and specialists who function as teachers
in the clinical setting – on the practicality and impact on
learning of these formats [8, 9]. Therefore, in this study,
we explored students’ and specialists’ appreciation of the
implementation of the mini-CEX in clerkships in a culture
that differs strongly from the culture in which the miniCEX was developed.
The mini-CEX is widely used as a valid and reliable assessment method to assess clinical skills [10–14]. It was
designed to evaluate the trainee’s performance with a real
patient using a structured form [10]. Direct observation
and structured feedback based on this observation are
needed to facilitate learning during training [10–12, 15,
16]. When used regularly in the real clinical setting, the
mini-CEX may stimulate students’ development of clinical
skills [3, 4]. Any desirable and undesirable behaviour that
may occur during student-patient interactions can be detected early through observing students. The provision of
feedback shortly after the interaction enables immediate
reinforcement and correction [17, 18].
The mini-CEX has been acknowledged as a practical assessment instrument [19–24]. Furthermore, it is regarded
as a valuable tool to document direct supervision of clinical skills [11, 22–26], improve specialist-student relationships [22, 24], facilitate effective feedback [11, 19, 21–24,
27], and improve learning [11, 19, 22, 24, 27, 28]. The
mini-CEX has also been acknowledged as a valuable tool
for improving professional development [11, 20, 24].
The mini-CEX has been positively evaluated with high
acceptance in countries with a culture similar to that in
which the mini-CEX was developed [11, 19–24, 26–28].
These countries are classified high on individualism and
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low on power distance [29]. The individualism-collectivism
dimension pertains to the degree to which individuals are
integrated into groups and their perceived obligation to and
dependence on groups, the power distance dimension pertains to how a society deals with levels of status or social
power and to the degree to which less powerful members
of a society accept and expect that power is distributed unequally. Since the views and values of teachers and students
about teaching, learning and assessment processes have
been found to differ between cultures [7, 30, 31], the implementation of educational concepts developed in one culture
in a distinct culture bears the risk that the concept is not
compatible with that culture, despite efforts to take culture
into account. Therefore, we aimed to investigate whether
an educational concept developed in the Western world
can be implemented into a different culture in such a way
that it is acceptable. This study focused on the acceptance
of the mini-CEX in a culture, which is – in contrast to the
countries from which the mini-CEX originated – classified
as low on individualism and high on power distance [29].
We know that differences between countries on the cultural dimensions of individualism and power distance can
be related to differences in student-teacher interactions
[32, 33]. A study in Indonesia, a country characterized as
low on individualism and high on power distance, showed
that the implementation of the mini-CEX was a challenge
[4]. Firstly, the mini-CEX focuses on individual feedback
instead of on group feedback, which is more common in
countries classified low on individualism [4]. Secondly, the
mini-CEX format prescribes that specialists give this individual feedback, whereas in countries classified high on
power distance - traditionally - residents provide most
feedback in the clinical learning environment since residents are closer to students in terms of power distance
than specialists are [34]. If the set-up of a new assessment
format like the mini-CEX is not compatible with the culture, the risk of non-acceptance will be high, which may
negatively affect the use and effectiveness of the mini-CEX
[6, 7, 35]. Therefore, we decided to examine the acceptance of the mini-CEX in a substantially different culture:
after a careful implementation process, we investigated
the appreciation of this new assessment format by students and specialists in an Indonesian context.

Methods
Context

This study was performed in a culture characterized by
low individualism and high power distance, which implies
a strong contrast with the culture in which the mini-CEX
was developed (high on individualism and low on power
distance). This study was conducted at the Faculty of
Medicine, Universitas Gadjah Mada, Indonesia. The duration of the medical curriculum is 5.5 years. The clinical
phase consists of 2 years of department-based clerkships.
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The clerkship program takes place in two main teaching
hospitals and several affiliated hospitals. Starting in 2009,
we carefully developed and implemented the mini-CEX
involving all stakeholders in the process, see Suhoyo et al.
2014 for an extensive description of the decision-making
and implementation process [4]. The data collection took
place between 2010 and 2012.
The implementation of the mini-CEX

During the 11-week clerkships such as Internal Medicine,
students were required to schedule at least 4 mini-CEX
encounters, and during 4-week clerkships such as Neurology at least 2 mini-CEX encounters. Based on consensus
between the Clinical Rotation Team (Clerkships Committee), the Education Coordinator and the Assessment
Committee, students were assessed on eight clinical competencies: history taking, physical examination, diagnosis,
patient management, communication/counselling, professionalism, organization/efficiency, and overall clinical care.
A 4-point scale was used for scoring (1 = below expectations, 2 = meeting expectations, 3 = above expectations,
and 4 = outstanding) [4]. Each student received a logbook
with guidelines about the assessment process and assessment forms. All students had to bring their logbooks
along during clerkships in all departments. The guidelines
for the assessment process prescribe that the student asks
a specialist to conduct a mini-CEX and to provide individual feedback immediately after observation. Furthermore,
the guidelines for the assessment process prescribe that
the specialist selects the patient for the mini-CEX. The
specialists were introduced to and trained in the basic
concepts of the mini-CEX (criteria and assessment procedure) and trained in providing constructive feedback.
Performances on the mini-CEX were part of the final
clerkship grade.
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internal consistency (Cronbach’s Alpha = 0.84). Subscale
analysis showed good internal consistency of the subscales
practicality, impact on learning, and professional development (Cronbach’s Alpha 0.82, 0.88 and 0.81, respectively).
Participants and procedure

We distributed the questionnaires to 130 students (52
students in Neurology and 78 in Internal Medicine) and
71 specialists (21 specialists working at the Neurology
department and 50 working at the Internal Medicine department) to measure their experiences with the miniCEX. The students received the questionnaire directly at
the end of their clerkships in the Neurology and Internal
Medicine department, respectively. After explaining the
study objectives, the students completed the questionnaires and put them upside-down on a table in front of
the room. Specialists received the questionnaires from
supporting staff in each department with accompanying
letters explaining the objectives of the study. After completion, they returned the questionnaire to the supporting
staff, who passed the questionnaires on to us. Students
and teachers completed the questionnaires voluntary and
anonymously and did not receive any reward for their participation. We obtained ethical approval for the study
from the Medical and Health Research Ethics Committee
(MHREC) at Gadjah Mada University.
Data analysis

Questionnaire

We compared the numbers of students and specialists between both departments of Neurology and Internal Medicine using the Chi Square. To explore whether differences
in responses existed between students and specialists, we
compared students’ and specialists’ perceptions using the
Mann-Whitney U-test. We used the Mann-Whitney U
test, since the distribution of the data was not normal.
The data was analysed using the Statistical Package for the
Social Sciences (SPSS).

We developed a questionnaire based on existing studies
that investigated trainees and specialists’ views of the
mini-CEX [19, 20, 27]. This resulted in a 19-item questionnaire that covered the characteristics of the mini-CEX
such as its practicality, the impact on learning, and professional development. The items had to be answered on a 5point Likert scale (1 = strongly disagree, 5 = strongly
agree). The questionnaire was written in Indonesian and
has been applied in a pilot study among students (n = 32)
and specialists (n = 15). From pilot study among students,
reliability analyses indicated good internal consistency
(Cronbach’s Alpha = 0.87). Subscale analysis showed relatively good internal consistency of the subscale practicality
(Cronbach’s Alpha 0.69), and good internal consistencies
of the subscales impact on learning and professional development (Cronbach’s Alpha 0.82 and 0.79). A pilot
study among teachers, reliability analyses indicated good

Results
Response rates were 95% among the students (N = 124;
46 students from Neurology, 61% female and 39% male,
and 78 from Internal Medicine, 59% female and 41%
male) and 54% among the specialists (N = 38; 13 specialists from Neurology and 25 from Internal Medicine).
We did not find significant differences between departments (p = 0.746).
In general, students and specialists were positive to
very positive about the practicality of the mini-CEX and
about the impact of this assessment format on learning
and on professional development. The Mann-Whitney U
test showed that there were no significant differences between students’ and specialists’ opinions on the miniCEX, except for 2 items. Specialists considered direct
observation slightly more important for judging students’
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skills than students did themselves (p = 0.039). On the
other hand, students were slightly stronger of the opinion that outcomes from previous mini-CEXs influenced
their current results than teachers were (Table 1).

Discussion
The aim of our study was to investigate how students and
specialists as clinical teachers appreciate the mini-CEX in
Indonesian clerkships, and whether there are differences
between them. In general, students and specialists appreciated the practicality and were positive about the general
impact of the mini-CEX on learning and about its impact
on professional development. We found no significant
differences between students’ and specialists’ appreciation,
except that specialists were significantly more positive
about the topic ‘direct observation’ and students were
more convinced that ‘past Mini-CEX results affected recent mini-CEX outcomes’.
The positive evaluation of the mini-CEX showed that
students and specialists accepted the mini-CEX even
though we implemented the educational concept of the
mini-CEX in a culture substantially different from the
one in which it was developed. This finding strengthened the result of our previous study that managing the
implementation process carefully and taking culture and
local context into account can facilitate the acceptance
of the mini-CEX [4]. It showed that we can overcome
the challenge raised by cultural differences. We can provide more individual feedback from specialists where
traditionally students receive most individual feedback
from residents instead of specialists [34]. The careful implementation of the mini-CEX in an existing program
may have positively influenced the appreciation of its
practicality. The positive appreciation of the mini-CEX
may also have been influenced by the fact that in the Internal Medicine Department, the students who were
assessed with the mini-CEX showed significantly more
improvement between the first end subsequent assessments than the students who completed the clerkships
before the implementation of the mini-CEX [4].
We found a significant, though small difference between
students and specialists with respect to their appreciation of
‘observation’ with specialists being somewhat more convinced of its importance than students were. This outcome
may be related to the fact that Indonesia is a country classified low on the dimension of individualism [29, 32]. In
collectivist cultures, specialists, as clinical teachers, need frequent observation to identify students’ deviations from the
group standards to maintain harmony and integration in
the group. However, because in this culture specialists will
deal with students as a group, observing students is usually
done in front of other students, and the result of observation is used as based to provide feedback to the group [36].
So, for students, being observed may be a straining
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experience because they are afraid of failing and losing face.
Although in the mini-CEX students were observed individually, they might still feel insecure and need time to get
used to being observed individually by specialists. It might
be the reason why students– compared to specialists – appreciate observation as less important for assessing clinical
skills. Another explanation for the finding that specialists
rated the importance of observation higher than students
may be that the mini-CEX format helped specialists to
focus their attention on specific aspect, thus facilitating
observation.
We also found that students rated the effect of past
Mini-CEX experiences on their subsequent mini-CEX
outcomes higher than teachers did. This finding might
be explained from the fact that the Indonesian culture is
characterized by large power distance and low individualism [29, 32]. In a large-power-distance country, students need to follow the directions of the teacher, in this
case the specialist. Furthermore, in a country low in individualism, meeting the expectations of teachers is an
important motivating factor in student learning [37].
With the implementation of the mini-CEX, specialists
have to provide both oral and written feedback on the
student’s performance immediately after direct observation [4]. Students might use the individual feedback
from the specialist in their past mini-CEX to set objectives for their subsequent mini-CEX. So, for students,
the experience that they had in past mini-CEX may
really have affected their subsequent Mini-CEX outcomes. Specialists, who are superior in large power distance cultures [29, 32], do not know the results of their
students on former tests since each mini-CEX was
assessed by another specialist and, hence, judge the performance of students in the mini-CEX independently.
Consequently, specialists may not have been aware of
the degree to which students’ previous performance may
have affected their subsequent mini-CEX performance
and, therefore, they may have underestimated the degree
to which students’ past mini-CEX results affected their
subsequent mini-CEX outcomes.
This study has some limitations. First, our study was limited to only one medical school in Indonesia, since this was
the first medical school at which the mini-CEX was implemented. We did perform our study at two departments,
namely Internal Medicine and Neurology, but were not able
to include more departments, because these two were the
only two departments at which the mini-CEX was implemented [4]. Since we were bound to limit our study to one
medical school, we were not able to identify differences
attributable to cultural climate within organisations and
differences between regions within a country [38]. However, cultural differences between countries are in general
larger than those between subcultures within countries
[39]. Therefore, our findings may be generalizable to other
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Table 1 Students’ and specialists’ perceptions of the implementation of the mini-CE
No

What is your opinion on
the Mini-CEX?

-------Students
(n = 124)---------

Students – Specialists’ comparison

------Specialists
(n = 38)---------

Median of
Students (IR)

SD
(%)

D
(%)

N
(%)

A
(%)

SA
(%)

SD
(%)

D
(%)

N
(%)

A
(%)

SA
(%)

Median of
Specialists (IR)

Mann-Whitney
U Test
Z

Sig.

A

Practicality

1

The Mini-CEX is a practical
assessment tool

0

5

11

69

15

3

0

11

74

13

4.00 (4.00–4.00)

4.00 (4.00–4.00)

−0.172

0.863

2

The Mini-CEX is easy to
use for examiners to
observe my performance

0

2

14

65

20

3

8

8

68

13

4.00 (4.00–4.00)

4.00 (4.00–4.00)

−1.078

0.281

3

When assessing clinical
skills, the direct
observations are useful for
assessing my clinical skills

0

2

5

66

27

3

0

0

53

45

4.00 (4.00–5.00)

4.00 (4.00–5.00)

−2.065

0.039*

4

The Mini-CEX forms are
clear

2

3

18

65

12

0

3

24

58

16

4.00 (4.00–4.00)

4.00 (3.00–4.00)

−0.032

0.974

5

The Mini-CEX forms offer
sufficient space for
feedback

0

4

19

65

13

0

3

16

71

11

4.00 (4.00–4.00)

4.00 (4.00–4.00)

−0.214

0.830

B

Impact on learning

1

The Mini-CEX stimulates
clinical teachers to observe
students’ interactions with
patients

1

0

5

80

15

3

0

8

58

32

4.00 (4.00–4.00)

4.00 (4.00–5.00)

−1.455

0.146

2

Direct observation is a
strength of the Mini-CEX

1

0

6

68

26

3

3

3

58

34

4.00 (4.00–5.00)

4.00 (4.00–5.00)

−0.728

0.466

3

The Mini-CEX has a positive
effect on the studentteacher relationship

1

1

14

68

17

3

3

21

55

18

4.00 (4.00–4.00)

4.00 (3.00–4.00)

−0.907

0.365

4

The Mini-CEX has impact
on students’ learning
processes

1

1

8

67

23

3

3

13

68

13

4.00 (4.00–4.00)

4.00 (4.00–4.00)

−1.817

0.069

5

The Mini-CEX helps
students prepare for the
assessment in the final
week of a clerkship

1

0

8

65

26

5

5

8

53

29

4.00 (4.00–5.00)

4.00 (4.00–5.00)

−0.538

0.590

6

The assessor’s feedback
helps students to improve
their weaknesses

1

1

7

62

29

0

5

11

63

21

4.00 (4.00–5.00)

4.00 (4.00–4.00)

−1.340

0.180

7

The assessor’s feedback is
helpful in daily clinical
practice

2

1

10

60

27

0

5

16

61

18

4.00 (4.00–5.00)

4.00 (4.00–4.00)

−1.408

0.159

8

Feedback is a strength of
the mini-CEX

1

0

10

54

35

0

5

16

53

26

4.00 (4.00–5.00)

4.00 (4.00–5.00)

−1.593

0.111

9

The Mini-CEX impacts on
students’ self-directed
learning

1

1

11

65

22

3

8

11

58

21

4.00 (4.00–4.00)

4.00 (4.00–4.00)

−0.869

0.385

10

Students’ past Mini-CEX
results affected their recent
Mini-CEX outcomes

1

2

13

65

19

3

5

26

53

13

4.00 (4.00–4.00)

4.00 (3.00–4.00)

−2.140

0.032*

11

Experiences students
gained from Mini-CEX
assessments are applicable
to daily clinical practice

1

1

8

68

23

0

5

8

63

24

4.00 (4.00–4.00)

4.00 (4.00–4.25)

−0.219

0.827

C

Professional development

1

The Mini-CEX has
influenced students’

1

0

7

73

19

3

3

11

66

18

4.00 (4.00–4.00)

4.00 (4.00–4.00)

−0.861

0.389
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Table 1 Students’ and specialists’ perceptions of the implementation of the mini-CE (Continued)
No

What is your opinion on
the Mini-CEX?

-------Students
(n = 124)---------

Students – Specialists’ comparison

------Specialists
(n = 38)---------

Median of
Students (IR)

SD
(%)

D
(%)

N
(%)

A
(%)

SA
(%)

SD
(%)

D
(%)

N
(%)

A
(%)

SA
(%)

Median of
Specialists (IR)

Mann-Whitney
U Test
Z

Sig.

professional development
as a doctor
2

The Mini-CEX has
influenced students’
perspective on patient care

1

0

11

69

19

3

3

13

63

18

4.00 (4.00–4.00)

4.00 (4.00–4.00)

−0.718

0.473

3

The Mini-CEX has
influenced students’
interactions with patients
and their families

1

2

15

64

18

3

3

18

55

21

4.00 (4.00–4.00)

4.00 (3.75–4.00)

−0.191

0.848

Note: SD Strongly Disagree, D Disagree, N Neither agree or disagree, A Agree, SA Strongly Agree, IR Interquartile Range; *p < .05

Indonesian medical schools. We suggest that upon implementation of the mini-CEX in other institutions and departments, replication studies are needed to corroborate
our findings. Second, although we carefully designed our
questionnaire and piloted it, we did not search for a factor
structure in our questionnaire. However, we did not intend
to develop an extensively validated instrument with scales
to measure different concepts, but we rather tried to
include all relevant aspects that should be evaluated, since
– as Schuwirth (2009) [40] indicates – the value of our
evaluation questionnaire is not in the internal structure of
the instrument or in its construct validity, but in the relevance of the individual items. Stated differently, each aspect
included in the evaluation is intended to be taken as meaningful in itself. In line with this view, we tried to include all aspects in our evaluation questionnaire that
seemed relevant for our purpose and to systematically
focus our questions on and cover all relevant characteristics of the mini-CEX.
Our study indicates that it is feasible to implement educational concepts originating from a different culture in an
acceptable way in another culture if the implementation
process is performed in a conscientious way, taking into
account cultural differences. Further research is needed to
evaluate students’ and specialists’ appreciation of educational concepts such as the mini-CEX that were developed
in a different culture in different cultural contexts. To be
able to investigate this appreciation or acceptability, also
replication of our previous study is needed, in which we implemented the mini-CEX in a very conscientious way in
our context, taking into account our specific culture. Future
replication studies might not only focus on contexts comparable to ours in terms of educational concept and culture,
but also on contexts that differ with respect to educational
concept and/or culture. A comparable context and implementation approach might be applied to validate our specific findings in our specific culture and with this particular
educational concept; distinct types of contexts, in terms of

culture and educational concept originally developed in
Western countries to be applied in that specific culture, are
needed to validate our implementation approach.

Conclusion
In conclusion, students and specialists highly appreciated
the mini-CEX in Indonesian clerkships even though the
concept was developed and validated in another culture.
These outcomes indicate that it is feasible to implement
educational formats in an acceptable way in different
cultures if culture is taken into account during the implementation process. We found only small differences
between students and specialists, which could be explained by Indonesian culture. We invite medical schools
from other cultures to evaluate their students’ and specialists’ appreciation of educational concepts such as the
mini-CEX that were developed in a different culture, to
get a better understanding of the influence of culture on
globally implemented educational concepts.
Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12909-020-02062-z.
Additional file 1. Questionnaire.
Abbreviations
Mini-CEX: Mini Clinical Evaluation Exercise
Acknowledgements
We would like to thank the students who participated in this study and
Wouter Kerdijk for his constructive comments on drafts of the manuscript.
Authors’ contributions
YS was responsible for the concept and design of the study, data collection
and analysis and the first draft of the paper and further manuscript. JSA was
responsible for concept and design of the study, the data analysis and
interpretation, and writing of the paper. OE was responsible for the concept
and design of the study, the data collection and analysis and contributing to
the writing of the paper. JBMK was responsible for overseeing the design of
the study, the data analysis and interpretation, and writing of the paper. JCS
was responsible for overseeing the concept and design of the study, the

Suhoyo et al. BMC Medical Education

(2020) 20:144

Page 7 of 8

data analysis and interpretation, and writing the paper. All authors read and
approved the final manuscript for publication.

9.

Funding
There is no funding to report.

10.
11.

Availability of data and materials
Data used in this study are available from the corresponding author on
reasonable request.
Ethics approval and consent to participate
The students received the questionnaire directly at the end of their
clerkships in the Neurology and Internal Medicine department, respectively.
Informed consent, written and verbal, was obtained from students. After
explaining the study objectives and informed consent form, the students
signed the informed consent form and completed the questionnaires and
put them upside-down on a table in front of the room. Specialists received
the questionnaires from supporting staff in each department with
accompanying letters explaining the objectives of the study. Written
informed consent was obtained from specialists. After completion, they
returned the questionnaire to the supporting staff, who passed the
questionnaires on to us. Students and teachers completed the
questionnaires voluntary and anonymously and did not receive any reward
for their participation. We obtained ethical approval for the study from the
Medical and Health Research Ethics Committee (MHREC) at Gadjah Mada
University.

12.
13.

14.

15.
16.
17.
18.
19.

20.

Consent for publication
Not Applicable.

21.

Competing interests
The authors declare that they have no competing interests.

22.

Author details
1
Department of Medical Education, Faculty of Medicine, Public Health and
Nursing, Universitas Gadjah Mada, Gd. Prof. Drs. Med. R. Radiopoetro, Lt. 6
Sayap Barat, Jl. Farmako, Sekip Utara, Yogyakarta 55281, Indonesia. 2Center
for Education Development and Research in Health Professions, University of
Groningen and University Medical Center Groningen, Groningen, The
Netherlands. 3Department of Obstetrics and Gynaecology, Faculty of
Medicine, Universitas Gadjah Mada, Yogyakarta, Indonesia. 4Institute for
Medical Education, University of Groningen and University Medical Center
Groningen, Groningen, The Netherlands. 5Department of Neurology,
University Medical Center Groningen, Groningen, The Netherlands.

23.

24.
25.

26.
Received: 16 October 2019 Accepted: 1 May 2020
27.
References
1. World Federation of Medical Education (WFME). Basic medical education.
WFME global standards for quality improvement. 2015 revision; 2015.
Available from: https://wfme.org/standards/bme/. Accessed 23 Jan 2020.
2. Norcini JJ, Blank LL, Arnold GK, Kimball HR. The mini-CEX (clinical evaluation
exercise): a preliminary investigation. Ann Intern Med. 1995;123:795–9.
3. Norcini JJ, Blank LL, Duffy D, Fortna GS. The mini CEX: a method for
assessing clinical skills. Ann Intern Med. 2003;138:476–81.
4. Suhoyo Y, Schönrock-Adema J, Rahayu GR, Kuks JBM, Cohen-Schotanus J.
Meeting international standards: a cultural approach in implementing the
mini-CEX effectively in Indonesian clerkships. Med Teach. 2014;36:894–902.
5. Wilbur K, Driessen EW, Scheele F, Teunissen PW. Workplace-based
assessment in cross-border health professional education. Teach Learn Med.
2020;32:91–103.
6. Van der Vleuten CPM. The assessment of professional competence:
developments, research and practical implications. Adv Health Sci Educ
Theory Pract. 1996;1:41–67.
7. Sternberg RJ. Culture, instruction, and assessment. Comp Educ. 2007;
43:5–22.
8. Shumway JM, Harden RM. AMEE guide no. 25: the assessment of learning
outcomes for the competent and reflective physician. Med Teach. 2003;25:
569–84.

28.

29.

30.
31.

32.
33.
34.

35.

Norcini J, Anderson B, Bollela V, Burch V, Costa MJ, Duvivier R, et al. Criteria
for good assessment: consensus statement and recommendations from the
Ottawa 2010 conference. Med Teach. 2011;33:206–14.
Norcini JJ. The mini clinical evaluation exercise (mini-CEX). Clin Teach. 2005;
2:25–30.
Hill F, Kendall K. Adopting and adapting the mini-CEX as an undergraduate
assessment and learning tool. Clin Teach. 2007;4:244–8.
Norcini JJ, Burch V. Workplace-based assessment as an educational tool:
AMEE guide no. 31. Med Teach. 2007;29:855–71.
Kogan JR, Holmboe ES, Hauer KE. Tools for direct observation and
assessment of clinical skills of medical trainees: a systematic review. JAMA.
2009;302:1316–26.
Boursicot K, Etheridge L, Setna Z, Sturrock A, Ker J, Smee S, et al.
Performance in assessment: consensus statement and recommendations
from the Ottawa conference. Med Teach. 2011;33:370–83.
Holmboe ES. Faculty and the observation of trainees’ clinical skill: problems
and opportunities. Acad Med. 2004;79:16–22.
Ramani S, Leinster S. AMEE guide no. 34: teaching in the clinical
environment. Med Teach. 2008;30:347–64.
Wragg A, Wade W, Fuller G, Cowan G, Mills P. Assessing the performance of
specialist registrars. Clin Med. 2003;3(2):131–4.
Cantillon P, Sargeant J. Giving feedback in clinical settings. BMJ. 2008;337:1.
Nair BR, Alexander HG, McGrath BP, Parvathy MS, Kilsby EC, Wenzel J, et al.
The mini clinical evaluation exercise (mini-CEX) for assessing clinical
performance of international medical graduates. Med J Aust. 2008;4(189):
159–61.
Wilkinson J, Crossley J, Wragg A, Mills P, Cowan G, Wade W. Implementing
workplace-based assessment across the medical specialties in the United
Kingdom. Med Educ. 2008;42:364–73.
Weller JM, Jolly B, Misur MP, Merry AF, Jones A, Crossley JM, et al. Miniclinical evaluation exercise in anaesthesia training. Br J Anaesth. 2009;1(102):
633–41.
Weller JM, Jones A, Merry AF, Jolly B, Saunders D. Investigation of
trainee and specialist reactions to the mini-clinical evaluation exercise
in anaesthesia: implications for implementation. Br J Anaesth. 2009;
1(103):524–30.
Alves de Lima AE, Conde D, Aldunate L, van der Vleuten CPM. Teachers'
experiences of the role and function of the mini clinical evaluation exercise
in post-graduate training. Int J Med Educ. 2010;1:68–73.
Tokode OM, Dennick R. A qualitative study of foundation doctors’
experiences with mini-CEX in the UK. Int J Med Educ. 2013;4:83–92.
Torre DM, Simpson DE, Elnicki DM, Sebastian JL, Holmboe ES.
Feasibility, reliability and user satisfaction with a PDA-based mini-CEX to
evaluate the clinical skills of third-year medical students. Teach Learn
Med. 2007;19:271–7.
Hill F, Kendall K, Galbraith K, Crossley J. Implementing the undergraduate
mini-CEX: a tailored approach at Southampton University. Med Educ. 2009;
43:326–34.
Malhotra S, Hatala R, Courneya CA. Internal medicine residents’ perceptions
of the mini-clinical evaluation exercise. Med Teach. 2008;30:414–9.
Alves de Lima A, Henquin R, Thierer J, Paulin J, Lamari S, Belcastro F, et al. A
qualitative study of the impact on learning of the mini clinical evaluation
exercise in postgraduate training. Med Teach. 2005;27:46–52.
Hofstede G. Culture’s consequences, comparing values, behaviors,
institutions, and organizations across nations. Newbury Park: Sage
Publications; 2001.
McCargar DF. Teacher and student role expectations: cross-cultural
differences and implications. Mod Lang J. 1993;77:192–207.
Niehoff BP, Turnley WH, Yen HJR, Sheu C. Exploring cultural differences in
classroom expectations of students from the United States and Taiwan. J
Educ Bus. 2001;76:289–93.
Hofstede G. Cultural difference in teaching and learning. Int J Intercult Relat.
1986;10:301–32.
Chang V, Chin KL. Cultural issues in teaching and learning. J Aust New
Zealand Stud Serv Assoc. 1999;14:3–16.
Suhoyo Y, van Hell EA, Prihatiningsih TS, Kuks JBM, Cohen-Schotanus J.
Exploring cultural differences in feedback processes and perceived
instructiveness during clerkships: replicating a Dutch study in Indonesia.
Med Teach. 2014;36:223–9.
Norman GR, Vleuten CPM, Graaff E. Pitfalls in the pursuit of objectivity:
issues of validity, efficiency and acceptability. Med Educ. 1991;25:119–26.

Suhoyo et al. BMC Medical Education

(2020) 20:144

36. Suhoyo Y, Schönrock-Adema J, Emilia O, Kuks JBM, Cohen-Schotanus J.
Clinical workplace learning: perceived learning value of individual and
group feedback in a collectivistic culture. BMC Med Educ. 2018;18:79.
https://doi.org/10.1186/s12909-018-1188-0.
37. Markus HR, Kitayama S. Culture and the self: implication for cognition,
emotion, and motivation. Psychol Rev. 1991;98:224–53.
38. Hofstede G, de Hilal AVG, Malvezzi S, Tanure B, Vinken H. Comparing
regional cultures within a country: lessons from Brazil. J Cross-Cult Psychol
(JCCP). 2010;41:336–52.
39. OPG B. The behavior of assurance professionals: a cross-cultural
perspective. [PhD thesis University of Groningen]. Delft: Eburon
Academic Publisher; 2010.
40. Schuwirth L. What costs complexity and what price simplicity? Med Teach.
2009;31:475–6.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 8 of 8

