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ABSTRACT
Feedback as a teaching-learning strategy has been present in medical 
education for a few decades. Nonetheless, its application across the 
globe is considered suboptimal at best. Characteristics, conventions and 
recommendations for its delivery have been emphasized over the years 
in the literature available, but new approaches highlight the need to 
evaluate feedback with a greater focus on the social interaction involved 
and the actual impact it has on the learning process of students. 
Modern competency-based medical programs, with its stakeholders, staff 
members and educators, require a serious commitment towards its proper 
implementation, through robust frameworks and monitoring systems, 
designed according to every institution’s particular needs. Preceptors 
and students need to be properly trained and empowered in this skill, 
for most effective and successful results in improving learning and 
performance. This effort is fundamental for trainees to acquire clinical 
competence according to defined standards, guarantee preparedness to 
work in unsupervised practice and ensure patient welfare.
Keywords
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RESUMEN
La retroalimentación como estrategia de enseñanza-aprendizaje, ha 
estado presente en la educación médica desde hace unas décadas. Sin 
embargo, se considera insuficiente su utilización en programas a nivel 
mundial. En la literatura disponible se han descrito características, 
recomendaciones e indicaciones de cómo debe ser proporcionada esta 
retroalimentación. Nuevos abordajes por parte de expertos hacen 
hincapié en la necesidad de analizar la retroalimentación desde una 
nueva conceptualización, con énfasis en la interacción social que implica 
el proceso y en el impacto real y demostrable que tiene sobre el 
aprendizaje de los estudiantes. Los nuevos modelos curriculares basados 
en competencias, sus gestores, directivas y los miembros educadores 
de dichos programas deben demostrar un gran compromiso con la 
implementación de sistemas de retroalimentación robustos, con un
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adecuado monitoreo, y diseñados según las necesidades y
características particulares de cada institución. Docentes
y estudiantes requieren un adecuado entrenamiento y
empoderamiento en esta habilidad, con el fin de obtener
resultados exitosos, en relación con el mejoramiento
del aprendizaje. Este esfuerzo es fundamental, a efectos
de que los futuros profesionales médicos adquieran las
competencias necesarias, según los estándares de calidad
estipulados, para su ejercicio profesional sin supervisión y
el aseguramiento de calidad y seguridad a los pacientes.
Palabras clave
retroalimentación efectiva; retroalimentación formativa; educación
médica.

Introduction

Among the contemporary recommendations
given by the Carnegie Foundation for the
advancement of teaching are the need to
foster collaborative learning environments and
deliberate opportunities for learners to engage
in reflective practice. Both of these elements
should be embedded in a longitudinal mentoring
context, in which feedback is a fundamental
element (1).

In the early 80’s, Ende defined feedback
as a formative teaching strategy to present
information, not judgement, with the purpose
of guiding learners’ future performance, thus
allowing students to remain on course in reaching
their goals (2). Furthermore, he stated that
without feedback, “mistakes go uncorrected,
good performance is not reinforced and clinical
competence is achieved empirically, or not at
all” (p. 778) (2). In higher-education institutions,
feedback is often conceived as a one-way
provision of information from teacher to student,
in which no mechanism is deemed necessary to
ensure the information received is actually used
to improve learning (3). Students’ participation is
limited to listening and acting on the information
given, without making their own judgments,
assuming that they will interpret it the same way
the teacher intends (3).

Modern competency-based education
programs require students to demonstrate their
skills by means of measurable approaches,
accomplishing an acceptable degree of
consistency as proof of their competence, to
practice in their future professional field and to

meet the needs of the population and health
care systems (4,5). Trainees require access to
clinical experiences and deliberate support while
receiving training in the workplace, including
feedback as a key element, to help them achieve
their goals and the learning objectives of the
program (6,7,8).

Definitions and Aim

In 2002, Hesketh and Laidlaw presented
feedback as a dynamic process serving the
purpose of confirming positive behavior by
encouraging repetition and correcting negative
behavior by encouraging change (9). A decade
later, Murdoch-Eaton and Sargeant elaborated
more on the concept considering it a formative
teaching-learning mechanism to inform and
guide development, learning and improvement
(10).

The purpose of feedback is to offer not only
motivation for the learning process, but equally
important, direction for learning in a specific
content area or task, whilst serving as a guide
to shape the way trainees make sense of the
experiences they encounter at the workplace,
in order to design a path forward (11,12). It
is meant to support the development of the
student’s capacity to assess and change the
learning behavior, according to personal his/her
learning needs (13).

Praising a learner may lead to reinforcement
of a set of behaviors, but it does not
provide details as to which of the actions
should be repeated and which ones could
be improved or should be avoided (14).
In contrast, feedback provides trainees with
relevant information on past performance and
reassurance regarding competencies achieved
(14). Furthermore, feedback serves to guide
learning, reinforce desirable actions, identify
areas for improvement and promote reflection, in
order to direct future actions and behaviors more
effectively (14,15).

When feedback brings to light the gap between
current performance and the intended goal and
standards towards competency, students can plan
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for further learning and improve understanding,
knowledge and skill acquisition to overcome
the discrepancies (8,12,16,17,18). It is important
to keep in mind that the strategies applied by
teachers and students to reduce the gap may
be more or less effective in enhancing learning
(17). Among the variables that interact with the
feedback process and how effectively it is used,
are engagement with the educational process,
student achievement level, complexity of the task
and prior knowledge (12).

Decades of scholarly literature on this theme
have repeatedly evidenced the importance of
feedback mechanisms in the development and
enhancement of learning (2,19). In Hattie and
Timperley’s meta-analysis, feedback is included
among the top five factors influencing learners’
achievements (17). In more recent literature,
Harden and Laidlaw considered feedback to be
one of the four key principles leading to effective
learning (20). Holmboe et al. claim that lack
of feedback provision is one of the most serious
deficiencies in medical education, and Weinstein
advocates that the more pervasive problem of
insufficient feedback is that it impedes efforts
to support learners in reaching their maximum
potential (21,22).

When students do not receive effective
feedback, they need to rely solely on self-
assessment to evaluate the adequacy and
quality of their performance and of the clinical
skills they are learning (11). This poses
a serious problem, since the literature has
repeatedly demonstrated the natural human
tendency toward inaccuracy in self-assessment.
High performers tend to underestimate
themselves, while more inexperienced or
overconfident learners overestimate their
performance (23,24,25). Furthermore, studies
have demonstrated inexperienced learners as
being inconsistent in identifying their own
strengths and weaknesses (14). Therefore,
self-assessment as judgement of performance
effectiveness and maintenance of professional
competence cannot be the only or even the main
means to define learning needs (11,24,26,27).

Providing trainees with feedback lends them
the opportunity to benchmark their own

assessment against external appraisal, and
cultivates a reflective practice on behavior,
attitude and performance (28). It is important
for learners to recognize the importance of
external input on their learning process, in
order to be able to apply the feedback
received to the development of self-assessment
skills through reflective practice. The skills
of reflective practice and self-assessment
are essential characteristics of professional
competence and require practice and persistence
through deliberate opportunities (24,29,30).
Learning to judge themselves and the work
of others and determine how their self-analysis
on their performance compares to external
appraisal, raises an awareness that drives the
planning of further learning towards quality
performance (3).

Failure to provide feedback may bring upon
an additional unwanted outcome. It can be
misinterpreted as an implicit approval of the
learner’s performance and/or knowledge (8,14).
Medical education characterizes itself by a system
of gradual decrease in supervision. Therefore,
leaving mistakes uncorrected may lead to the
trainee perpetuating these errors and even
teaching them to less experienced students or
future learners (14).

It is for these reasons that since 2006, the body
responsible for accrediting US medical schools
highlights the importance of incorporating
formal feedback in courses and clerkships,
in order for students to acknowledge and
understand their deficiencies and work towards
overcoming them, with the aim of improving
performance and attain competence (31).

Types of feedback (see Table 1)

Branch and Paranjape classify feedback as (32):
Brief feedback: Is usually provided daily, on an

ongoing basis, related to an observed action or
behavior that has just occurred.

Formal and major feedback: Involves setting
aside a specific, scheduled time to discuss the
learning process in a more formal encounter,
usually at mid and end of rotation.
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In education, feedback can also be described
as being of two main types (33):

Formative feedback: Is often offered in real
time, serving the purpose of guiding learning and
improvement and is non-evaluative in nature.

Summative feedback: Serves the purpose
of capturing the overall competency, usually
provided at the end of a clerkship and is
evaluative in nature, frequently associated with
scores.

Table 1.
Types of Feedback

Levels of feedback focus (see Table 2)

Hattie and Timperley maintain that the level
at which feedback is aimed determines the
effectiveness of the strategy (17).

Feedback about a task or product: It is
corrective in nature and the most common level
at which feedback is aimed. Frequently, the
feedback received is not transferable to other
tasks, and if used in excess, may detract from
performance. This focus leads to more trial and
error strategies and less cognitive effort.

Feedback about the process needed to create
a product or complete a task: Aimed primarily at
information processing and is more effective than
the previous level for enhancing deeper learning.

Feedback focused at the self-regulation level:
Addresses aspects regarding the way learners
monitor, direct and regulate their actions towards
the achievement of learning goals. This level of
focus implies learners’ autonomy, self-regulation,
self-direction and self-discipline, and along with
the previous level, are more directed at attaining
mastery of a task. Through feedback aimed at
the self-regulation level, effective learners create
internal feedback that drives their learning even

further. On the contrary, less effective learners,
who elicit minimal self-regulatory strategies,
depend more on external sources for input and
appraisal. At this level, commitment to goals
is a major mediator of the effectiveness of
both positive and corrective (sometimes called
negative) feedback.

Feedback directed to the self: Refers to
information that tends to be more judgmental
in nature and proves to be ineffective in
driving learning. This type of feedback should be
avoided.

Table 2.
Level of Feedback Focus

Kluger and DeNisi evidenced that the
favorable effects of feedback on learning depend
more on the level at which it is aimed and
processed than on whether the feedback is
positive or corrective in nature (34).

Characteristics of the feedback delivered

Feedback to be provided to a trainee must
be focused on directly observed behavior or
performance of a task, that is amenable
to change and that can be constructively
corrected by offering strategies for behavior
modification (8,18). In other words, insight
provided by educators should be focused on
learner’s decisions and actions, not on intentions
and/or interpretations (24). Being the direct
observer of the student, the preceptor can
provide real and specific examples of the actual
performance and compare it to the desirable
behavior according to standards, demonstrating
the gap mentioned previously (24). This renders
specificity to the information provided, and
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teachers can thus ensure honesty and accuracy of
the feedback process (35,36).

For greater effectiveness, the comments must
be clear, descriptive rather than evaluative,
meaningful, purposeful, compatible with the
student’s prior knowledge, provide logical
connections when required and linked to clear
and specific learning needs and goals (8,17,36).
Tutors require a clear understanding of the
learning goals for each stage of the curriculum, in
order to link performance to competency-based
learning objectives, hereby increasing feedback
specificity (18). Explicit suggestions must be
included to either further build on strengths or
overcome weaknesses (24,37).

Recommendations are in place indicating that
direct observation of a trainee by the same
preceptor, in a number of different settings, over a
reasonable time span, is desirable for the feedback
process to be accurate as well as constructive
(25,38). In the event of serious time constrains
due to, for example, short rotations, that do
not allow for repeated observations, constructive
input can still be provided. When multiple data of
this sort are gathered from several tutors, across
different rotations over time, the information
obtained can create a comprehensive picture of
the educational development of the learner (33).

Another important aspect to bear in mind
refers to the amount of information conveyed
during the encounter. When confronted with a
long list of issues, students may feel overwhelmed
and become disengaged from the feedback
process. Therefore, it is best to prioritize the
most important aspects to be covered during each
session (24,33,39).

Studies exploring the perceptions and
expectations of feedback receivers have
evidenced that the most effective feedback
for sustained improvement is the one offered
by content experts (39,40,41). Some authors
recommend that as the trainee progresses
in the educational process, more experienced
physicians should observe the performance and
provide the corresponding input (15).

Feedback delivery process

Every feedback session to be held requires a
previous and careful planning before the actual
delivery of the information.

Planning phase

Students must be informed in advance that
their performance and behavior are going to be
observed during the length of the clerkship, and
feedback is going to be provided by the observers,
in encounters carefully planned beforehand and
at a mutually convenient time (15,33). The
goals, agenda and expected outcomes of the
session should be agreed upon between both
parties; in this sense, students feel included and
engage more favorably with the strategy (15).
Expectations about the learner’s engagement
in self-reflection must be explicitly informed in
advance (8,29,33).

Choosing a quiet, private setting, in which
students feel comfortable, is important to ensure
an uninterrupted dialogue (12,15,18). Timing
of feedback is of utmost importance, and may
independently influence its effectiveness (12).
Timely feedback ensures that both learner and
preceptor still remember the context of the
observed encounter, and provides the trainee
with further opportunities to practice and
demonstrate improvement in subsequent patient
encounters, before end of rotation (14).

Immediate feedback has been demonstrated
to be more effective in supporting development
of procedural and motor skills (12,36). Shute
also postulates that early feedback has shown
to have positive effects on motivation and
facilitates persistence (12). Nevertheless, adverse
events with patients can render immediate
feedback counterproductive, since the reflective
capacity of the student might be compromised.
In these more sensitive cases, postponing the
feedback is desirable (33). On the other
hand, transfer of knowledge or tasks involving
conceptual formation are enhanced by more
delayed feedback (10,12).
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Delivery phase

Initiate by encouraging the student to self-
assess his/her own performance and suggest
remedial measures (8,14,15,33). This approach
serves several purposes. It may decrease the
perceived harshness of the process itself, and
results in corrective feedback on more acceptable
sensitive aspects (8,14,32,42). Additionally, the
learner’s degree of insight can be explored, and
a shared view of the underlying issues requiring
improvement can be achieved (14,33).

Probing the trainee’s self-appraisal might bring
up aspects that the tutor was going to address as
well or different issues with which the student
is not satisfied, turning the feedback session into
an interactive encounter (8,14). This approach
helps to feed forward future meetings, directing
the instructor’s focus of observation towards
student’s self-identified areas for growth (29).

A balance between positive and corrective
feedback is indicated. Reinforcing correct
performance through positive feedback,
utilizing specific examples observed, has been
demonstrated to increase confidence in students
regarding their skills, prompts them to seek
more feedback and fosters a more productive
learning environment (42,43). When corrective
feedback is indicated, specific examples of
the substandard behavior, skill or task and
suggestions for improvement are to be provided
(42,43). Negative comments require support to
generate positive outcomes (36).

Adopting the frequently used trend of placing
challenging aspects between two compliments
(also called the “feedback sandwich”) is not
recommended. Even tough trainees prefer
this approach, studies demonstrate that it is
not effective in changing learning behavior,
since it allows for students to avoid focusing
their attention on the greater challenges
for development (44). Providing insight to
learners about tutor’s professional opinion
on performance must be tailored to the
learning objectives being addressed and the
developmental stage of each student (14,32,45).

During the encounter, positive
communication strategies are needed. Body
language and maintaining respectful language,
supportive tone and descriptive wording are
important aspects to keep in mind (8,42).

In cases when information within the feedback
delivered is complex, scaffolding proves useful to
reduce the risk of the feedback being ignored
by the student (36). Provision of cues, hints
and even direct instruction may be needed to
guide learners to the desired track. Scaffolding
also includes aspects such as motivating trainees,
breaking down the task into more achievable
parts, offering direction and defining goals.
Helping learners realize the progress already
achieved towards the identified goals and the gap
still requiring work, decreases uncertainty about
how well they are doing in the process, and acts as
a strong motivator to increase the level of effort
(12).

The sessions require that tutors confirm with
the students that the message being conveyed is
clear and has been understood (39). Clarity of the
feedback content and the link to the observed
performance are essential (42,43). Gaining
insight in regard to student’s perspectives and
reactions to the feedback received has been
shown to facilitate acceptance (39,46).

Every feedback encounter must lead to an
action plan for improvement, devised between
tutor and trainee (43). Learners should offer their
own ideas, and the teacher either endorses or
modifies them as needed. The aim is to agree
on further appropriately challenging goals, as
previous ones are attained, thus fostering ongoing
learning (17).

Towards the end of the session, the next
appointment should be agreed upon, allowing
time between encounters for students to rehearse
their performance or behavior and practice the
necessary changes in skills (8). Learners should
also be encouraged to offer feedback on tutor’s
skills in delivering feedback, and teaching staff
should demonstrate receptiveness for the insight
and input received (15,33).

Monitoring student performance on an
ongoing basis is essential to determine if the
information discussed during feedback meetings
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has an impact on learning, thus serving as a
feed forward mechanism to adjust actions of
teachers and learners (47). The most effective
feedback processes involve looping back into
assessment with further feedback, to determine
if the insight and input given and the strategies
agreed upon for advancement have led to the
expected improvement in clinical performance
(37).

Effects of feedback

Engaging students in dialogue with the aim of
raising awareness of what is considered quality
performance and aligning learning objectives,
tasks and strategies for behavior modification
and enhancement constitute the substrate for
a collaborative learning effort (3,18). Effective
feedback improves learners’ capacity in regard to
lifelong learning, by developing skills for setting
goals, monitoring own learning processes and
assimilating the input towards enhancement of
performance, both in the educational and future
professional scenarios (13).

Veloski et al. state that feedback can
change clinical performance when systematically
delivered from credible sources, and practiced
within a robust framework embedded in
literature (48). Trainees in the medical field
have characterized their learning experience
as effective when a clear link exists to the
provision of feedback from the teaching staff
(49). Nonetheless, the application and good use
of the information received through feedback
demonstrates a considerable variance among
students. This is possibly due to differences in
the degree of acceptance and engagement with
the strategy and personal outcomes of previous
feedback experiences (49). Another factor that
could contribute to this variability is the impact
feedback has on the learner, since it is dependent
on the individual desire to improve and the self-
confidence in the ability to do so (50).

Evidence has shown feedback to be a
strong motivational driving force and hence,
an influential factor on learning approach (51).
Academic achievement and performance are

directly influenced by the student’s adopted
learning approach. In turn, a positive relationship
has been demonstrated between deep learning
approach and high academic achievement
(51,52). Engaging effectively with feedback
allows learners to incorporate longer-term
changes in learning approach, to transfer
knowledge to other tasks and/or performance, to
apply higher-order learning skills to build on pass
experiences in order to improve and to generate
their own internal feedback (6,53).

With an effective feedback culture in place,
students learn to accept the reality that mistakes
are inherent to any learning process and should
be considered learning opportunities rather than
failures. The role of supervisors is to support
trainees in understanding these mistakes, work to
improve and avoid repeating them in the future
(54).

Factors that promote feedback

Several studies have explored the perception
of trainees and students as to characteristics,
behaviors and actions that serve as positive
influential factors for feedback processes. For the
purpose of this paper, they will be classified in
three groups as pertaining to the teacher, the
program or the learner.

Pertaining to the teachers

Demonstrate proficiency in developing an
appropriate educational climate (11,17).

Commitment to the professional growth of
trainees, demonstrating engagement with their
role as educators (55).

Acknowledgement of learning variations
among students (56,57).

Master deep understanding of subject matter
(11,17).

Demonstrate respect towards students,
especially about their shortcomings, making it
safe to ask for feedback (58,59).

Establish an adequate context for effective
feedback dynamics (55).
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Adequate timing to provide feedback,
preventing student frustration to set in (17).

Willingness to encourage self-assessment and
self-regulation in learners (11,17,57).

Provide feedback that elicits appropriate
cognitive processes and emotional responses in
students, assuring credibility of the source (50).

Pertaining to the program Pertaining to the program

Feedback culture must be implicitly and
explicitly embedded in the curriculum (36).

Design clinical rotations that allow for
longer-term relationships between preceptor and
student (57,60).

Offer more consistent opportunities for
direct and deliberate observation of trainee
performance (35,57,60).

Have a solid feedback framework in place,
stating objective milestones for feedback
encounters, thus increasing staff’s confidence,
comfort and accuracy in their appraisal (25).

Establish a system to monitor the adoption,
provision and quality of the feedback process
during clerkships and learners’ good use of the
information received (15,20).

Pertaining to the learners

Adopt a feedback seeking behavior as an
integral and essential educational mechanism
to improve learning and behavior towards
achievement of personal goals (37,59).

Play an active role in the feedback dialogue
and not merely as a passive receiver of
information handed down by the preceptor
(11,55,61).

High degrees of motivation and engagement
lead to positive and open disposition for feedback
(11).

More senior learners take on constructively
critical feedback, rather than positive, reassuring
and general comments, as the most effective and
useful form (10).

Factors that hamper feedback

More recent literature in this field has
emphasized the need to explore the issues that
might present as barriers for effective feedback
encounters, since one of the major shortcomings
in medical education has been to provide high
quality feedback, conductive to improvement in
learners’ performance (56). These factors will
also be classified in three groups, as pertaining the
teaching staff, the curriculum or the trainees.

Pertaining to the teaching staff

Preceptors are often not included in the
curricular development and implementation
processes and can therefore feel uneasy as to
defining expectations for students (14).

Lack of formal training in education may
result in adopting inaccurate concepts of what
constitutes effective feedback or inability to
translate the observed behavior into feedback
that is specific, constructive and non-judgmental
(14,15).

Current feedback exchange is frequently
affected by leniency bias, since it is easier
to express positive encouragement rather than
constructive feedback (14,60).

Inability to recognize many teaching
opportunities where feedback would be indicated
(49).

Lack of conflict resolution skills and proper
feedback language hinders a constructive
dialogue, preventing student’s awareness of the
potential contribution that feedback has to offer
and teachers gaining insight as to how or even if
the feedback is being used (57,60,62).

Unawareness that a gap usually exists between
the feedback delivered and the information
received by the learner (63).

Placing a greater focus on assessment rather
than on feedback, offering the latter at the
end of a rotation, when high-stakes assessments
are being taken, renders the environment
inappropriate for learning, which is precisely the
main purpose of feedback (24).
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Pertaining to the program

Having inconsistent standards and lacking a
stable set of benchmarks (59).

Differences between the explicit feedback
received through the stated curriculum and
the implicit feedback received through the
curriculum in action (59).

Lacking a clear and structured feedback
system embedded in the curriculum, with
its corresponding system to monitor its
implementation (64,65).

Designing short clerkships that inhibit
the possibility of establishing longitudinal
educational relationships over time, with
multiple teachers whose busy attending
schedules offer limited encounters for direct
observation (13,14,65,66,67).

Utilizing various feedback tools, often lacking
an educational theoretical basis, acts as
confounding elements for teachers (59,65,66).

Most appointments in clinical settings are
based on professional qualification and research
experience, and rarely are teachers formally
trained as medical educators, thus evidenced-
based findings obtained through research are not
translated into practice (17,24,28).

Educators are usually placed in conflicting
positions of dual roles, as feedback provider as
well as assessor (11).

Lack of learner and teacher empowerment
with skills required to understand, accept, value
and act on feedback (56,68).

Pertaining to the trainees

Student performance is influenced by learning
cues; when students receive feedback from
several different sources, they must often sort
through these different cues to determine the
ones they deem credible to act upon and
discard the ones they consider, lack the necessary
credibility (6).

When feedback received is incongruent and
conflicting with self-appraisal, if trainees are not
prepared to handle this contradiction, they tend

to ignore or reject it or act on it in a superficial
manner (56,59).

Learners concerned with damaging the
relationship with tutors because of the feedback,
tend to avoid or ignore it (59).

Students fear asking for feedback, since this
might make them seem insecure, incompetent or
not autonomous enough (59).

Trainees can avoid seeking feedback in
circumstances when it is most needed (for
example after an unfavorable patient outcome)
and would benefit most from the input, that
is, when their performance has not reached the
baseline of minimum required standards (37).

Learners interested mainly in summative
assessment and grades (69).

Students not recognizing that feedback is
being provided (69).

Reasons to improve and new approaches to
feedback

Medical education used to be focused on the
acquisition of knowledge and the length of the
training program (15). Clinicians trained learners
through supervision, and it was assumed that
the former were competent as both practitioners
and educators (18). Authority used to come
along with clinical seniority. Orders were carried
out without questioning their credibility, due
to the hierarchy and power that traditionally
has accompanied the medical education culture,
with a typical unidirectional flow of information
from preceptor to trainee (58,68).

New curricular competency-based models
have led stakeholders to reexamine standards
for competent educators, requiring high-quality
teachers and not solely expert clinicians (70).
Authors have described the ability to provide
feedback as a characteristic that defines master
teachers (71,72).

Despite abundant and robust literature
advocating feedback as one of the most critical
influences of student learning and an essential
component of medical education, feedback
practice in the field is still considered as
suboptimal (17,36,43,61,68). Reiteratively, the



Angelika Kuhlmann Lüdeke, Javier Fabricio Guillén Olaya.

| Universitas Medica | V. 61 | No. 3 | Julio-Septiembre | 2020 |10

quality and quantity of direct observation
in clinical training has been identified as
insufficient, and students claim that they do
not receive the desired and expected feedback
during their clerkships (10,39,73). In the UK and
Australia, reports consistently identify learners as
being less satisfied with assessment and feedback
than with any other aspect of their study
programs (3).

Even though modern medical education
has taken a significant shift towards student-
centered learning, the training of teachers in
the acquisition of effective formative feedback
provision skills has not been emphasized
enough (39). In many institutions, feedback
is considered a method in which educators
inform students whether they are right
or wrong, without implementing a two-
way communication opportunity regarding
the learning process, their shortcomings and
strengths (39).

Holmboe (73) states that as direct observation
and feedback continue to be suboptimal,
the quality of the educational experiences is
undermined, leading to graduates not being
optimally prepared to work in unsupervised
practice. Without proper observation and
tutoring of trainee’s performance, errors will go
uncorrected, clinical competence is at high risk of
not being achieved and most importantly, patient
welfare may be compromised (28).

Patients who are cared for in teaching hospitals
and outpatient clinics by physicians-in-training
are entitled to high-quality care and safety in the
learning environment, ensured by establishing a
system of proper trainee supervision and feedback
(73). Training institutions have an ethical and
moral responsibility to ensure patients they are
receiving safe and high-quality care and ensure
learners they are receiving high-quality training
(74).

As stated by Norton et al., as evidence
on quality teaching accumulates, poor teaching
practices are highlighted; there is little evidence
to suggest that teaching experience alone makes
a high-quality teacher (75). Even if clinicians
are not formerly trained in medical education,
several studies in diverse fields demonstrate that

providing feedback is a skill that can be learned
and practiced by means of faculty development
programs (76,77,78).

Since efforts placed on determining
recommendations for effective feedback delivery
have proven to be insufficient for feedback
practice to be embraced as it should be,
new approaches and frameworks are of utmost
importance (61). Several authors, in the most
recent literature, have emphasized different
views to give feedback the place it deserves in
medical education curricula.

Adcroft (69) advocates for the focus of
feedback to be placed, not on the technical
process centered on the activities of teachers and
learners, but rather on the social process centered
on the human relationships involved, rendering
it more interactive, inclusive and effective. Along
this same line of thought, Boud and Molloy
(3) consider feedback must be judged primarily
in regard to the identifiable impact it has on
learning rather than on characteristics, rituals
and conventions accompanying the process. In
this sense, the aim of feedback lies on the
information used by the students to enhance
their learning, rather than on the information
transmitted by the preceptor. This signals the
need for a significant shift to highlight the action
of learners in relation to feedback (student-
centered) more so than the action of instructors
(teacher-centered). The implementation process
must shift from being the responsibility of a
few to that of most educators encompassing the
program, and instead of conceiving feedback as
a collection of isolated facts, as a designed and
deliberate sequence of educational development
over time (3).

Telio et al. (61), in 2015, introduced a novel
approach of conceptualizing feedback within the
framework of an educational alliance. It was
constructed upon the knowledge obtained from
scholarly literature, seeking to conceive and
incorporate feedback as a negotiation between
the actors involved. It consists of a social
relationship in which through dialogue, mutual
understanding of the standards and goals exists,
mutual trust is perceived, and an agreement is
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established regarding the actions needed to reach
the learning outcomes (55,61).

Considering other findings in the literature,
previously pointed out as barriers in this paper,
expert authors in the field recommend a feasible
approach of having among the teaching staff
a reasonable number of tutors trained in the
provision of feedback in contrast to a more
unrealistic expectation of having the whole
faculty trained uniformly and consistently (60).
Other authors argue that for feedback tools,
to be more effective, they should be explicit
to educators and trainees, include a reasonable
but limited number of competencies to be
assessed, and be designed as situation-specific
tools (15,33,42,43,79).

Summary and conclusion

Lefroy et al. (37) offered a new, more
comprehensive definition of feedback that should
be embraced in all institutions with modern
medical education curricula. This definition
states: “Helpful feedback is a supportive
conversation that clarifies the trainees’ awareness
of their developing competencies, enhances their
self-efficacy for making progress, challenges them
to set objectives for improvement and facilitates
their development of strategies to enable that
improvement to occur” (p. 297).

Feedback, within these more novel
approaches, should be considered as a method
of formative assessment for learning, instead
of assessment of learning. It should be
established in all medical education curricula
as an indispensable strategy, based on the best
available evidence and within a setting of
mutual respect and trust, providing assurance
that preceptors and learners are working as
a team towards common goals. Implementing
this valuable educational mechanism with
consistency, promotes a culture of continuous
life-long learning, improvement and growth
in achieving curricular milestones, high-quality
standards for medical care, patient safety and
professional satisfaction.

Adopting feedback properly enables medical
educators and learners to utilize assessment
experiences beyond their inherent judgmental
purpose and rather, turn them into opportunities
to foster learner development. Placing greater
value on formative assessment and feedback
is mandatory in modern medical education, in
order to provide graduates with the required
competencies that were not emphasized enough
in traditional curricula.
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