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Getting from “I’m giving you some feedback” to “Can I have some feedback?” 
 
Bowen L.  Marshall M, Murdoch-Eaton D.  Medical Student Perceptions of Feedback and Feedback 
Behaviors Within the Context of the “Educational Alliance” 
Academic Medicine: September 2017 - Volume 92 - Issue 9 - p 1303–1312 
 
Review by Amy Creel 

 

What was the study question? 
What do medical students believe about feedback and how do these beliefs influence their behaviors? 
  
How was the study done? 
The authors conducted five focus groups at a single British medical school.  Each group consisted of  4-6 
students, one group for each of the five training years at the school.    Prior to the focus groups, students 
were shown a previously developed “Feedback Map” that identified key instances of  feedback across 
the curriculum; this map was used to prompt discussion in addition to spontaneous 
conversation.  Analysis of discussion transcrips identified key themes from the discussions. 
  
What were the results? 
Three learner feedback behaviors emerged: recognizing, using, and seeking feedback.  Learner beliefs, 
attitudes and perceptions; relationships; teacher attributes; mode of feedback; and learning culture 
were found to be the major themes influencing these  learner feedback behaviors, with each influencing 
the learner behaviors in distinctive ways.    
  
Learners across all years had difficulty recognizing feedback.  Positive relationships with supervisors, and 
perceived positive educator attributes improved feedback recognition, as did written mode of feedback 
in more junior students.  Students across all years rarely revisited the feedback they received.  Learning 
culture, however, emerged as a key influence on learner feedback recognition, use, and seeking 
behaviors. 
  
What were the implications of these findings? 
Learner feedback behaviors are not influenced solely by the specific encounter, but by the overall 
learning culture.  Feedback utility may be inhibited if resources are focused only on educators’ skills in 
delivering feedback, and may be optimized by considering learner feedback behaviors.  Learners need 
not only to understand the importance of feedback, but also be given skills for recognizing, using, and 
seeking feedback. 
 
Editor’s Note:  Given the varied nature and timing of student-faculty interactions, putting the impetus on 
students to seek feedback certainly makes sense both pedagogically and from a practical standpoint.  
The challenge will be to make sure that they seek meaningful feedback rather than reassurance that they 
are doing well. (JG) 

 

 
 
 
 

http://journals.lww.com/academicmedicine/toc/2017/09000


 
Up Periscope 
 
Feedback for Learners in Medical Education: What Is Known? A Scoping Review. 
Bing-You, R. Hayes, V. Varaklis, K. Trowbridge, R. Kemp, H. McKelvy, D. Academic Medicine 2017; 
92(9):1346-54. DOI: 10.1097/ACM.0000000000001578  
 
Reviewed by Melanie Rudnick 
 
What was the study question? 
What has been broadly published in the literature about feedback to help learners in medical 
education?  The authors sought to identify key concepts related to feedback in the literature, as well as 
gaps and sources of evidence, with a goal to inform practice and additional research in medical 
education.   
 
How was the study done? 
Using methodology for conducting a scoping review, the authors followed five steps: (1) developing a 
research question (2) identifying relevant articles (3) selecting articles, (4) charting data and (5) 
collating, summarizing and reporting results.  The authors searched 6 databases and 7 medical 
education journals using previously agreed upon search terms, including articles from 1980-2015. 
Articles not in English as well as commentaries, letters to the editors and editorials were excluded. 
7,263 articles were initially identified and screened, 836 articles were cited for full review, after which 
final total of 650 articles were included. Data was extracted from each article by at least two authors. 
Discrepancies were reconciled by author consensus.  
 
What were the results? 
The feedback literature is recent, with more than half (52%) were published in the most recent 5 years 
of the search (2010-2015) involving predominantly medical students (50.5%) or residents (35%). Most of 
the articles included a new curricular change involving learner feedback (50%). Only a small minority of 
these studies (7.5%) examined randomization of learners. The method used for giving feedback was 
described in 97% of the articles. About half (49.8%) of the articles described the type of feedback given, 
commonly global performance and multiple competencies. Hands-on procedure based feedback was 
more commonly reported, whereas feedback regarding professionalism or team-based performance 
were rarely cited.  46.2% of articles reported impact of feedback, most mostly as assessment of 
learners’ reaction. Very few reported higher level outcomes, specifically very few reported evaluation in 
terms of impact regarding patient care.  
 
What were the implications of these findings? 
There are abundant articles regarding feedback in medical education, however, most are focused on 
preconceived notions of “good” feedback, and use the lowest level of assessment (reaction) as an 
outcome measure. Very few look at the impact on the affective domain of how learners incorporate this 
feedback into their value system, or how it affects patient care. There are also very few articles using 
randomization of feedback methods to compare outcomes. This is really a call to action for further, 
more structured research methodology to inform best practices for feedback in medical education.  
 
Editor’s comments: 
As a scoping review, the intent was not to examine the quality of the literature. However, we might infer 
that the quality of the medical education literature on feedback is obviously lacking, given there are limited 
studies that look at higher level outcomes in terms of learner behavior after feedback, and even more 
importantly, the impact of feedback on patient outcomes. (KFo) 
 

 



 

Another take on old(er) dogs and new tricks 

Avoiding premature closure and reaching diagnostic accuracy: 
some key predictive factors.   Krupat E, Wormwood J, Schwartzstein RM, Richards JB.  
Med Educ 2017 Nov. 51(11):1127–37. http://doi.wiley.com/10.1111/medu.13382 
  
Reviewed by Eric Zwemer 
  
What was the study question?  
This study sought to identify factors associated with the ability to overcome premature closure 
and create accurate diagnoses across three different levels of practitioners. 
 
How was the study done? 
75 participants (25 MS3s, 25 2nd year internal medicine residents, and 25 internal medicine 
faculty) completed four complex clinical vignettes, each consisting of up to 10 rounds of 
information.  After each round, subjects responded with their differential diagnosis, most likely 
diagnosis, certainty in that diagnosis, and whether they were confident enough to stop without 
further information.  For each vignette, initial rounds allowed participants to narrow their 
diagnoses, but the 5th round introduced conflicting information suggesting another 
diagnosis.  Major outcomes included diagnostic accuracy, breadth and length of differentials, 
persistence on original diagnoses, and openness to switching diagnoses with additional 
information. 
  
What were the results? 
Diagnostic accuracy did not significantly vary between groups, with 8 students, 12 residents, 
and 7 faculty achieving all four correct diagnoses.  Across learners, however, accuracy was 
associated with higher mean number of items in the differential, larger number of systems 
included in the differential, lower persistence on original diagnosis, and increased openness to 
switching diagnoses with additional information.  
  
What are the implications of these findings? 
Increased knowledge alone may not be enough to prevent premature closure or confirmation 
bias.  Strategies to address persistence and openness to switching are needed to educate 
clinicians on how to avoid diagnostic error.  Much as we harp on medical students to begin 
patient interviews with open-ended questions, residents and faculty may benefit from this 
reminder as well. 
 
Editor’s Note: This study points out the potential flaw in illness scripts used by experienced 
clinicians—they often don’t work in complex cases!  As an old(er) dog, I ate a slice of humble pie 
when I read that students did as well as attending physicians in these vignettes, , but it was a 
good reminder that, regardless of experience, we all need to keep a broad differential and an 
open mind. (JG) 
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Clinical reasoning errors in five easy pieces 
 
Clinical reasoning difficulties: a taxonomy for clinical teachers. M C  Audetat, S. Laurin, G. 
Sanche, C. Beique, N C Fon, J G Blais, B. Charlin. Medical teacher.  2013; 35: e984-e989. 
http://dx.doi.org/10.3109/0142159X.2012.733041 
 
Reviewed by: Mumtaz Virji 
 
What was the study question?  
What kinds of mistakes do residents commonly make in the clinical reasoning process? 
 
How was the study done? 
Four experienced clinician-educator faculty members in a family residency participated in this 
qualitative study using participatory action research methodology.  Each participant collected 
and analyzed data on resident learning difficulties in his or her own clinical settings.  Findings 
were tested in an iterative fashion both in the individual clinical settings and in group 
discussions among the participants, until saturation was reached.    The findings were further 
tested in a faculty development workshop involving 17 other faculty from various specialties.. 
 
What were the results? 
The authors divided clinical reasoning into 3 discrete steps to facilitate recognition of 
difficulties. 1. Hypothesis generation and direction of data gathering. 2. Refinement of 
hypotheses and hypotheses testing. 3. Final diagnosis or characterization of problem and 
development of a management plan. Based on these steps they identified 5 main categories 
clinical reasoning difficulties. 1. Difficulty in generating hypotheses, identifying cues and 
directing data gathering. 2. Premature closure. 3. Difficulties in prioritizing. 4. Difficulties in 
painting an overall picture of the clinical situation. 5. Difficulties elaborating management plan.   
Finally, the authors created a clinical teachers’ guide from these results. 
 
What are the implications?   
This study breaks down the causes of a learner having difficulty in clinical reasoning into small 
steps. Being able to diagnose the exact cause for clinical reasoning difficulty in a learner can 
help educators prepare a remediation program for the learner that is directed towards that 
deficiency.  
 
Editor’s Note:  The errors listed in the study certainly have a lot of face validity.  This study has 
the added benefit that it was developed with busy clinical teachers in mind, and the resulting 
guide should be helpful in that setting.  Of note, the authors recently published a companion 
article that gives suggestions for remediations for each of the categories above (Audetat et al, 
Medical Teacher.  2017; 39 (8): 797-801).  It can be found at 
https://doi.org/10.1080/0142159X.2017.1331034 

 (JG) 
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