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Abstract

Background Feedback is a critical component of the learning process in a clinical setting. This study aims to explore
medical residents’ perspectives on feedback delivery and identify potential barriers to feedback-seeking in clinical
training.

Methods This cross-sectional study involved 180 medical residents across seventeen specialties. We employed

the validated Residency Education Feedback Level Evaluation in Clinical Training (REFLECT) tool to assess residents’
perspectives on their attitude toward feedback, quality of feedback, perceived importance, and reaction to feedback.
Additionally, we explored barriers to feedback-seeking behavior among medical residents.

Results The majority of medical residents held positive attitudes toward feedback. They agreed that feedback
improves their clinical performance (77.7%), professional behavior (67.2%), and academic motivation (56.7%), while
also influencing them to become a better specialist in their future career (72.8%). However, the study revealed critical
deficiencies in the feedback process. Only 25.6% of residents reported receiving regular feedback and less than half
reported that feedback was consistently delivered at suitable times and locations, was sufficiently clear or included
actionable plans for improvement. A minority (32.2%) agreed that faculty had sufficient skills to deliver feedback
effectively. Moreover, peer-to-peer feedback appeared to be a primary source of feedback among residents. Negative
feedback, though necessary, often triggered feelings of stress, embarrassment, or humiliation. Notably, there were no
significant differences in feedback perceptions among different specialties. The absence of a feedback-seeking culture
emerged as a central barrier to feedback-seeking behavior in the clinical setting.

Conclusions Establishing shared expectations and promoting a culture of feedback-seeking could bridge the

gap between residents' perceptions and faculty feedback delivery. Furthermore, recognizing the role of senior and
peer residents as valuable feedback sources can contribute to more effective feedback processes in clinical training,
ultimately benefiting resident development and patient care.
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Introduction

Teaching and learning in the clinical setting are integral
components of medical education [1, 2]. Feedback deliv-
ery is critical to this learning process, enabling learners
to understand what is expected from them and how to
strive for excellence [3]. However, providing feedback in
the clinical setting can be daunting due to the wide range
of practical competencies and communication skills that
need to be addressed, on top of considering the learner’s
psychosocial needs while ensuring accuracy and honesty.
Over the years, there have been changes in how feedback
is perceived, as it is now seen as an ongoing dialogue
between professors and students [4, 5]. This process
describes the disparity between what is being performed
by the student and what is expected of them [6].

Medical residency is a program through which indi-
viduals progress from general physicians to specialists
[7]. Therefore, it represents a critical phase in which core
competencies are developed. During these programs,
the majority of learning takes place through work-based
learning, case-based learning, problem-solving, and
hands-on practical experience. As such, feedback is cru-
cial to inform residents about their accomplishments
and what needs improvement [8]. Improving the feed-
back delivery will ultimately impact the quality of patient
care since the end goal is to train physicians who directly
influence patient outcomes [9].

Before educators can address gaps and improve the
quality of feedback they provide, it’s vital to assess the
current status of feedback delivery. This is particularly
crucial in clinical settings where learners juggle mul-
tiple theoretical and practical skills. Measuring the state
of feedback delivery is an essential step towards advanc-
ing the learning process [10]. Although there are many
styles and methods of providing feedback [11], there are
also many barriers to effective feedback delivery [12, 13].
Because of the demanding and extensive hours medical
residents are required to work, many of them express
concerns that they lack adequate time to solicit feed-
back or that their instructors do not dedicate enough
time to offer feedback to them. Moreover, many residents
are apprehensive about giving and receiving feedback
and feel anxious when meeting their supervisors to dis-
cuss their progress [14]. Some studies have found that
residents prefer feedback that affirms their good perfor-
mance rather than receiving feedback that criticizes their
performance [15]. Furthermore, there have been reports
that emphasize a disparity between the perceptions of
professors and residents regarding feedback [16], reveal-
ing a lack of shared understanding of both the quantity
and quality of feedback given.

In the context of medical education in Iran, the medi-
cal residency pathway follows a structured process. After
completing an 18-month internship and graduating
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from medical school, physicians can apply for residency
positions through a nationwide entrance examination.
Successful candidates begin their specialized residency
training, with program durations ranging from 3 to 5
years based on the specialty. During this period, residents
undergo rigorous clinical training, gradually assum-
ing increasing responsibilities under the supervision of
attending physicians. Upon completing their residency,
physicians are recognized as independent practitioners.

Considering the importance of feedback in clinical
education, measuring and providing feedback can be a
fundamental step for designing interventions to improve
the delivery and receiving process. The overarching aim
of this study was to comprehensively evaluate medical
residents’ perspectives on the feedback delivery process
during their clinical training. By understanding their atti-
tudes, perceptions of feedback quality, perceived impor-
tance, and emotional responses, we sought to identify
potential gaps and barriers in the feedback process. Ulti-
mately, this understanding can inform strategies to opti-
mize feedback delivery, thereby enhancing the learning
experience and professional development of residents,
which in turn can positively impact patient care.

Methods

Study design and participants

This cross-sectional study was performed at Kerman
University of Medical Sciences (KMU), the largest medi-
cal school in southeast Iran. We included medical resi-
dents with at least six months from the beginning of
their residency program at KMU. Taking into account
the total number of registered residents at the time of
study in KMU, the minimum required sample size was
determined to be 175 based on the Morgan Table [17].
A total of 180 residents finally participated in the study.
The number of participants from each specialty was
determined using a quota sampling from each of the 17
specialty residency programs in KMU to ensure that a
minimum of individuals in each specialty participated
in the study. Participants were enrolled through direct
contact during the clinical shift breaks, lecture breaks,
departmental meetings or the conclusion of morning
reports. Data was gathered through paper surveys by
two of the research team members (medical interns at
the time of study) who were not involved in the clinical
training or supervision of the residents. This measure
was taken to minimize any potential bias or coercion that
could arise from a perceived power differential between
the researchers and the residents.

To better compare different residency programs in
terms of the feedback they receive, the specialties were
categorized into three groups based on the general
inherent characteristics of each residency program in
Iran, including the surgical and hands-on competencies,
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number of on-calls and shifts, and weekly shift hours.
According to these criteria, the first group consisted
of minor specialties (group A), including the residents
of radiation oncology, radiology, dermatology, neurol-
ogy, ophthalmology, cardiovascular disease, psychia-
try, pathology, and anesthesiology. It should be noted
that using the term “minor specialties” does not imply
any hierarchy or lesser importance but rather denotes
a specific focus within certain clinical specialties in the
Iranian context that are typically associated with lower
weekly shift hours and fewer surgical procedures. The
second group was major non-surgical specialties (group
B), including the residents of internal medicine and pedi-
atrics, and the third group constituted surgical special-
ties (group C) consisting of residents of general surgery,
orthopedics surgery, urology, obstetrics and gynecology,
otorhinolaryngology, and neurosurgery.

Tools and measures

In order to assess the aspects of feedback delivery, we
used the previously validated Residency Education Feed-
back Level Evaluation in Clinical Training (REFLECT)
tool [18]. REFLECT is a 15-item questionnaire with a
four-factor structure, including “attitude towards feed-
back” (items 1-5), “quality of feedback” (items 6-11),
“perceived importance of feedback” (items 12 and 13),
and “reaction to feedback” (items 14 and 15) that evalu-
ates what medical residents’ perspective towards vari-
ous aspects of feedback in clinical training is. Responses
could be qualitatively reported based on participants’
choices or quantitatively scored according to a 5-point
Likert scale (completely disagree=0, completely
agree=4). The original version of the scale has been
assessed in terms of content validity, test-retest reliabil-
ity (Intraclass correlation coefficient=0.949), and internal
consistency (Cronbach’s alpha=0.85). Moreover, a four-
factor structure has been demonstrated according to the
exploratory factor analysis [18]. Considering the impor-
tance of feedback-seeking behavior in clinical training,
we additionally asked the participants through an open
question if there were any barriers to feedback-seeking
according to their perspectives. Accordingly, the partici-
pants were asked to indicate if there were any particular
reasons preventing them from personally seeking feed-
back. Participants were allowed to indicate more than
one reason. Responses were thematically analyzed by
two independent researchers. Upon reaching a consen-
sus, similar responses were categorized under the same
themes, and the frequency of each barrier was reported.

Statistical analysis

Data was analyzed using the Statistical Package for the
Social Sciences (SPSS) software (version 26.0. SPSS,
Inc., Chicago, IL, USA). For quantitative analysis, the
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mean and standard deviation (SD) were used to describe
quantitative variables, and frequency and percentage
were used to describe categorical variables. An analysis
of variance (ANOVA) followed by a Tukey’s post-hoc
test was used to compare the REFLECT questionnaire
score among various field of specialty and according to
the primary source of feedback. A p-value less than 0.05
was considered statistically significant. For qualitative
analysis, the open-ended questions regarding barriers to
feedback-seeking behavior, a thematic analysis approach
was employed. Thematic analysis is a widely used quali-
tative method that allows researchers to analyze and
report patterns or themes within the data. In this study,
the responses to the open-ended question were gathered,
and similar responses were categorized under the same
themes by two independent reviewers. Subsequently,
the reviewers compared and discussed their analyses to
resolve any discrepancies and reach a consensus on the
final themes. The frequency of each identified barrier was
then reported, providing insights into the most prevalent
challenges faced by residents in seeking feedback.

Ethical considerations

This study has been conducted under the approval of the
Ethics Committee of Kerman University of Medical Sci-
ences (Ethics code: IR KMU.REC.1400.646). To ensure
voluntary participation, residents were informed that
their involvement was entirely optional and that their
decision to participate or not would have no bearing on
their academic standing or future evaluations. Addition-
ally, all participants completed the survey anonymously
and no names were recorded.

Results

A total of 180 medical residents participated in the study.
The detailed demographic characteristics of participants
are presented in Table 1. Females constituted 65.6%
of the participants. The mean (+SD) age of residents
was 31.0 (£3.3). Most participants were PGY5 (28.9%),
PGY3 (21.1%), and PGY2 (20.6%) residents. Among the
residency programs in the studied population, internal
medicine had the highest prevalence (18.3%), followed by
obstetrics and gynecology (11.1%) and radiology (10.6%).
The field of specialty was categorized as minor special-
ties (Group A), constituting 45.5% of participants; major
non-surgical specialties (Group B) with 25.6% of partici-
pants; and surgical specialties (Group C), including 28.9%
of studied medical residents (Table 1).

When asked about the frequency of feedback received
from professors or colleagues, only 25.6% of the partici-
pants indicated that they receive feedback on a regular
basis, while 73.3% indicated that they sometimes receive
feedback. Senior residents were the primary source of
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Table 1 Demographic characteristics of the study participants

Socio-demographic characteristics N Percentage %
Gender Female 118 65.6
Male 62 344
Postgraduate Year ~ PGY 1 26 144
(PGY) PGY 2 37 206
PGY 3 38 21.1
PGY 4 27 15.0
PGY 5 52 289
Specialty Group  Radiation Oncology 7 39
A Radiology 19 106
(n=82) Dermatology 8 44
Neurology 11 6.1
Ophthalmology 3 17
Cardiovascular 13 7.2
Psychiatry 13 7.2
Pathology 5 28
Anesthesiology 3 1.7
Group B Internal Medicine 33 18.3
(n=46)  pediatrics 13 72
Group C General Surgery 12 6.7
(n=52)  Orthopedics Surgery 6 33
Urology 5 28
Obstetrics & 20 11.1
Gynecology
Otorhinolaryngology 3 1.7
Neurosurgery 6 33
Mean  Standard
Deviation
Age 31.0 33

Table 2 Residents’perspectives regarding the frequency and
source of received feedback

Item N Percentage %
Frequency of received Rarely 2 1.1
feedback Sometimes 132 733
Regularly 46 256
Primary source of feedback Faculty 61 339

Senior residents 82 456
Peer colleagues 37 20.5

feedback in 45.6% of the participants, followed by faculty
(33.9%), and peer colleagues (20.5%) (Table 2).

Table 3 exhibits the distribution of participants’
responses to the REFLECT items. According to the
responses in favor of an item (cumulative percentages
of agree and completely agree responses), medical resi-
dents generally agreed that feedback improves their clini-
cal performance (77.7%), professional behavior (67.2%),
and academic motivation (56.7%), while also influencing
them to become a better specialist in their future career
(72.8%). Most residents (55%) considered their fellow or
senior residents as a reliable source of feedback deliv-
ery. In terms of the feedback quality, only 38.3% indi-
cated that feedback is provided at the appropriate time,
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and only 36.1% indicated that feedback is provided at
the appropriate place. Less than half of the participants
(48.9%) agreed that the provided feedback is completely
clear. Intriguingly, only 41.1% of residents stated that they
receive a solution along with the feedback. Overall, 31.1%
admitted that the faculty spend sufficient time to pro-
vide feedback. Furthermore, only 32.2% of residents con-
firmed that the faculty have sufficient skills in providing
feedback. Almost half of the residents (50.6%) admitted
that they personally seek feedback if they do not receive
sufficient feedback. Negative feedback was accompanied
by a feeling of stress, embarrassment, or humiliation in
58.3% of residents. On the other hand, 94.4% of residents
admitted that positive feedback results in a positive feel-
ing (Table 3).

Table 4 presents the calculated score for the total scale
and the four subscales of the REFLECT questionnaire.
No significant difference was observed in the total score
and neither of the subscales among residents of different
specialties, suggesting the relatively similar perspectives
about feedback in residents of various fields. However,
residents who most received the feedback from faculty,
had a significantly higher score in the “quality of feedback
subscale” compared to residents who most received feed-
back from peer colleagues (p=0.044), implying that fac-
ulty generally provide higher quality feedback than peer
resident fellows (Table 4).

We further asked medical residents what the major
feedback-seeking barriers are. Figure 1 provides the bar-
riers to feedback-seeking according to residents’ per-
spectives. Absence of feedback-seeking culture in the
academic environment (41.7%), lack of time devotion
from feedback providers (36.1%), and being afraid of
receiving negative feedback (33.3%) were the most cited
barriers (Fig. 1).

Discussion

Feedback is crucial for medical residents as it helps them
identify their strengths and weaknesses, improve their
skills, and accomplish the required competencies. How-
ever, there is often a gap between their expected quality
of feedback and what is provided. In this study, we strived
to address this gap by asking the residents about vari-
ous aspects of feedback and what the potential barriers
to effective feedback delivery and feedback seeking might
be.

The findings of this study showed that the majority of
medical residents believed that feedback enhances their
clinical performance, professional behavior, and aca-
demic motivation. Notably, our investigation revealed
no significant disparities in residents’ attitudes towards
feedback based on their respective specialties. This
implies that the importance of feedback remains con-
sistent across all specialties, irrespective of their unique
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Table 3 Distribution of participants' responses to REFLECT items
Item Response
N (%)
Com- Disagree Noidea Agree Com-
pletely pletely
Disagree Agree
1 Feedback improves my clinical performance. 4(2.2) 8(4.4) 8(156) 105(583) 35(194)
2 Feedbackimproves my professional behavior. 6(3.3) 20(11.1) 3(183) 96(53.3) 5(13.9)
3 Feedbackincreases my academic motivation. 12(6.7) 29 (16.1) 37(06) 74(41.0) 28(15.6)
4 Feedback is influential in making me a better specialist in the future. 6(3.3) 5(8.3) 8(15.6) 91 (50.6) 0(22.2)
5 I consider my fellow or senior residents to be a reliable source for delivering feed- 13(7.2) 32(17.8) 6(20.0) 81 (45.0) 8(10.0)
back to me
6  Feedback is provided to me at the appropriate time. 10 (5.6) 8 (26.7) 3(294) 53(294) 16 (8.9)
7 Feedback is provided to me at the appropriate place. 15(8.3) 7(26.1) 3(294) 53(294) 12 (6.7)
8  The provided feedback is completely clear. 7(3.9) 39(21.7) 46 (256) 74(41.0)  14(7.8)
9 When receiving feedback, a solution is provided to improve my performance. 14 (7.8) 9(27.2) 3(239) 59(32.8) 15(8.3)
10 The faculty spend sufficient time getting to know me, evaluating me, and provid- 33 (18.3) 3(294) 8(21.1) 41(228) 15(8.3)
ing feedback.
11 In my opinion, the faculty have sufficient skills and follow an appropriate frame- 19 (10.6) 56 (31.1) 47 (26.1) 44 (244) 14 (7.8)
work in providing feedback.
12 | consider the feedback from faculty to be necessary and important for my 3(1.7) 11 (6.1) 14 (7.8) 99 (55.0) 53(294)
progress.
13 Incase | do not find the received feedback sufficient, | personally seek feedback 8(4.4) 42(23.3) 39(21.7) 75(417) 16(89)
from professors or other residents.
14 Receiving negative feedback makes me feel stressed, embarrassed, or humiliated. 7 (3.9) 43 (23.9) 25(13.9)  71(394) 34(18.9)
15 Receiving positive feedback makes me feel good. 0(0.0) 7(39) 103(57.2) 67(37.2)

Table 4 Quantitative analysis of scores obtained in REFLECT questionnaire and its subscales

Factor Total Participants Field of Specialty Primary Source of Feedback

GroupA  GroupB  GroupC Faculty Senior Residents Peer Colleagues
Total Score 355(+9.2) 362(+£93) 345(£76) 344(x105) 373(£96) 33.8(+9.5) 35.1 (+7.5)
Attitude Towards Feedback 13.1 (+4.0) 13.7(+3.8) 128(+37) 124 (+45) 136(+38) 123(+4.5) 13.9 (+3.2)
Quality of Feedback 8 (+5.5) 122 (£56) 112(£50) 119(+57) 133*(£58) 114 (+53) 10.5% (+£5.1)
Perceived Importance of ( 1.6) 54(*17) 53(*12) 53x1.7) 54(£15) 53(*1.7) 53(x14)
Feedback
Reaction to Feedback 48(+1.2) 47 (£124) 49(+1.1) 49(13) 47 (£1.2) 48(+1.2) 50(+1.13)

Data is expressed as mean (+SD)

*Significant difference (p<0.05) between the groups according to Tukey’s post-hoc test

characteristics. These findings underscore that residents
view feedback as a constructive measure of their pro-
fessional development. The same findings have been
reported in other studies, indicating that residents have a
positive attitude towards feedback in their clinical train-
ing [19]. This has also been reinforced by a recent system-
atic review and meta-analysis highlighting the feedback’s
crucial role in improving learning outcomes and showing
that those who received feedback tend to perform better
regarding knowledge, attitude, and skills [20].

Although residents generally hold a positive view of
feedback, we further highlighted several gaps in terms
of both the frequency and quality of the feedback they
receive. Our findings demonstrated that only 25.6% of the
residents believed that they received regular feedback on
their clinical performance, highlighting a substantial defi-
ciency in the frequency of feedback. Moreover, according

to the survey results, less than 40% of the respondents
felt that feedback was given at the right time or in the
right place. Furthermore, only 30% of them agreed that
the faculty devoted sufficient time getting to know them
and providing feedback. Findings from a separate study
by Chao et al. also showed that inadequate time alloca-
tion and the absence of an appropriate setting of feedback
delivery, mostly due to multiple clinical shifts and the
busy schedules of faculty and residents, are some of the
difficulties encountered when providing feedback [21].
Experts in medical education often advise that feedback
should be given promptly after the learner’s observed
performance to maximize its impact [22], suggesting
that delaying feedback for too long after the perfor-
mance can lessen its effectiveness and make it challeng-
ing for the instructor and resident to recall the details.
Taken together, the findings of this research support the
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Fig. 1 Barriers to feedback-seeking according to residents’ perspectives

significance of professors allocating adequate time to
offer timely feedback.

Our findings also showed that only a minority of resi-
dents (=32%) admitted that the faculty had sufficient
skills to provide feedback. Moreover, several participants
indicated that the feedback is not clear or does not con-
tain a solution or practical action plan to improve their
performance. Generally, a significant challenge of feed-
back delivery in the clinical setting is the lack of mutual
understanding between the faculty and the learner
regarding the feedback. For instance, a study by Sender
Liberman and colleagues demonstrated a significant dif-
ference in the perception of feedback between the resi-
dents and professors. Accordingly, they reported that
while professors felt that they almost always gave con-
crete suggestions for improvement and felt that they
were successful at giving effective feedback, the major-
ity of residents did not agree [16]. Therefore, while our
study suggests that the quality of feedback might not be
adequate enough according to residents’ perspective, this
might not be what the faculty think about the feedback
they provide. As a result, it seems crucial to hold shared
sessions to clarify the expectations of both residents and
faculty in providing and receiving feedback, thus promot-
ing mutual and shared understanding.

Our findings also demonstrated that senior residents
were the primary source of feedback for 45.6% of the par-
ticipants, indicating that faculty should not be considered

0.0%
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| think there is still no feedback seeking culture.

I'm concerned that | will be judged or ridiculed by my
colleagues if | seek feedback from faculties.

| consider feedback seeking as a risk, since it might expose
my weaknesses and make me seem incompetent.

| am concerned that receiving feedback during the course
will negatively affect my summative assessment.

I'm afraid of receiving negative feedback.

| don't feel comfortable with my professors or colleagues.

Faculties or my colleagues do not have enogh time to
provide feedback to me.

Due to short rotations, | think my professors or colleagues
do not have enough knowledge and understanding of me
and my performance.

| do nat have sufficient time to seek feedback from
faculties or collegaues.

Receiving feedback doesn't matter to me.

the sole providers of feedback in clinical training. More-
over, more than half of the residents believed that their
fellow or senior residents were reliable sources of pro-
viding feedback to them. This finding is critical since
residents usually spend most of their clinical experiences
with their senior or peer fellows during their clinical
shifts. Therefore, peer colleagues must be recognized as
potential feedback providers. The significance of peer-
to-peer feedback has been highlighted in several previ-
ous studies. A study by de La Cruz et al. discovered that
a majority of medical residents found peer-to-peer feed-
back an essential component of their clinical training,
suggesting that senior and fellow residents are valuable
feedback sources in clinical training [23]. This finding
has gone beyond a specific profession, as van Schaik and
colleagues demonstrated that students have positive
perceptions of inter-professional peer-to-peer feedback
[24]. Furthermore, another study has suggested that peer
observation of residents during work rounds resulted in
an increased inclination of residents to give feedback to
peers while also making them more comfortable receiv-
ing feedback from their peers [25]. Overall, considering
that peer-to-peer feedback constitutes a significant por-
tion of feedback the residents receive during their daily
training, educating them on providing effective feedback
and promoting a culture of peer observation, could make
a considerable impact on the quality and quantity of feed-
back among residents.
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The emotional response of the learner is a key factor to
be considered when providing feedback [26]. Therefore,
we further assessed the reaction to feedback among med-
ical residents. Expectedly, almost all participants stated
that receiving positive feedback results in a good feeling.
On the other hand, more than half of the respondents
declared that negative feedback makes them feel stressed,
embarrassed, or humiliated. The negative emotional
response towards negative feedback might adversely
affect the feedback provided. According to a recent study
by Koch et al., trainers may avoid giving negative feed-
back to their learners due to fear of adverse reactions
[27]. Moreover, another study by Mitchell and colleagues
suggests that avoiding providing negative feedback may
stem from a desire to maintain a good working relation-
ship with the learner or a fear of negative responses [28].
Recent research by Erickson et al. also indicates that
negative emotional language used in feedback may cause
recipients to focus on their emotions instead of respond-
ing positively [29], suggesting that the feedback provider
should consider how expressions of emotion accompany-
ing feedback affect attention and further performance of
the learner. To reduce the emotional burden of negative
feedback, several feedback frameworks, including sand-
wich feedback or the Pendleton method are suggested
[30]. Furthermore, maintaining a positive teacher-learner
relationship can also lead to a more positive reception of
feedback.

We ultimately assessed the barriers to feedback-seeking
behavior among medical residents. Although our findings
indicated that feedback seems essential to the majority of
residents, only half of them admitted that they person-
ally seek feedback in case they do not receive sufficient
feedback. We showed that the absence of feedback-seek-
ing culture, lack of time devotion from feedback provid-
ers, and being afraid of receiving negative feedback are
among the most important barriers to feedback-seeking
in the clinical environment. Similarly, in a separate study,
Delva et al. suggested that feedback-seeking in medi-
cal residents is dependent on four central factors: learn-
ing/workplace culture, relationships, purpose/quality
of feedback, and emotional responses to feedback [13].
They proposed that enhancing the workplace and learn-
ing culture through longitudinal experiences, the imple-
mentation of structured feedback forms, setting explicit
expectations for residents to actively seek feedback, while
fostering a sense of safety and allowing sufficient time
for observation and feedback provision, could effectively
promote feedback-seeking behavior among residents.
Residents generally believe feedback should be a regular
part of their educational and work environments. How-
ever, because clinical work mostly takes priority over
learning, they hesitate to ask for feedback. Therefore,
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promoting a culture of feedback-seeking within the clini-
cal environment seems crucial.

This study had several strengths and limitations. Our
study benefits from a reasonable number of medical
residents representing various specialties, allowing for
a comprehensive examination of feedback delivery per-
spectives. Furthermore, the utilization of a previously
validated tool where key stakeholders (including medi-
cal education instructors and faculty) were involved in
the development and validation process enhanced the
credibility of the assessment. We additionally, identi-
fied barriers to feedback-seeking behavior, providing
valuable insights for improving the feedback process in
clinical training. However, the study’s reliance on self-
reported data may introduce response bias, and the sin-
gle-center design limits the generalizability of findings
to other institutions. Finally, in this study, our examina-
tion was limited to the assessment of residents’ perspec-
tives regarding feedback. However, it is imperative that
future investigations broaden their scope to encompass
the viewpoints of faculty members as well. This inclu-
sion is pivotal, as faculty perspectives constitute a com-
plementary and vital facet of the overall narrative and
their insights are essential in formulating strategies for
enhancing the delivery of feedback.

Conclusions

In conclusion, this study underscores the paramount
importance of feedback in medical residency train-
ing, with the majority of residents recognizing its posi-
tive impact on their clinical performance, professional
development, and academic motivation. Despite these
positive attitudes, several critical deficiencies in the fre-
quency and quality of feedback were identified, empha-
sizing the need for improvements in feedback delivery.
The significant role of senior and peer residents as
feedback providers suggests the potential for fostering
a culture of peer-to-peer feedback. Addressing the bar-
riers to feedback-seeking behavior, such as the lack of a
feedback-seeking culture and fear of negative feedback, is
crucial to further enhance the feedback process in clini-
cal training. These insights can guide interventions aimed
at optimizing feedback delivery, ultimately benefiting the
professional development of medical residents and, by
extension, the quality of patient care.

Abbreviations

KMU Kerman University of Medical Sciences

REFLECT  Residency Education Feedback Level Evaluation in Clinical
Training

SD Standard Deviation

PGY Postgraduate Year

Acknowledgements
Not applicable.



Shafian et al. BMC Medical Education (2024) 24:424

Author contributions

All authors have conceived and designed the concept and road map of the
study. M.I, AS,YS, AK, and S.A contributed to the data collection, searching
the literature, data analysis, and writing the initial draft of the manuscript. M.,
S.S, and M.O critically reviewed the manuscript for its content, originality, and
accuracy of interpreted data. All authors have made substantive contribution
and attest to approving the final manuscript.

Funding
The authors received no financial support for the current study.

Data availability
The datasets used or analyzed during the current study are available from the
corresponding author upon reasonable request.

Declarations

Ethics approval and consent to participate

All study protocols have been conducted under approval of the Ethics
Committee of Kerman University of Medical Sciences (Ethics code: IRKMU.
REC.1400.646). All methods were carried out in accordance with relevant
guidelines and regulations. The participation of medical residents was
completely voluntary and informed consent was obtained from all
participants.

Consent for publication
Not applicable.

Competing interests
The authors declare that no competing and financial interests exist.

Received: 13 November 2023 / Accepted: 5 April 2024
Published online: 19 April 2024

References

1. AlHaqgwi Al, Taha WS. Promoting excellence in teaching and learning in clini-
cal education. J Taibah Univ Med Sci. 2015;10:97-101.

2. Steelman LA, Levy PE, Snell AF. The feedback environment scale: construct

definition, measurement, and validation. Educ Psychol Meas. 2004;64:165-84.

3. Rahimi M, Ehsanpour S, Haghani F. The role of feedback in clinical education:
principles, strategies, and models. J Med Educ Dev. 2016;10:264-77.

4. Nicol DJ, Macfarlane-Dick D. Formative assessment and self-regulated learn-
ing: a model and seven principles of good feedback practice. Stud High
Educ. 2006;31:199-218.

5. TelioS, Ajjawi R, Regehr G. The educational alliance as a framework for recon-
ceptualizing feedback in medical education. Acad Med. 2015,90:609-14.

6. McGinness HT, Caldwell PHY, Gunasekera H, Scott KM. An educational
intervention to increase student engagement in feedback. Med Teach.
2020;42:1289-97.

7. Steinberg JJ. Residency as Identity Transformation: the Life stages of the
Homo medicalis. J Grad Med Educ. 2010;2:646-8.

8. Ende J. Feedback in clinical medical education. JAMA. 1983;250:777-81.

9. McQueen SA, Petrisor B, Bhandari M, Fahim C, McKinnon V, Sonnadara RR.
Examining the barriers to meaningful assessment and feedback in medical
training. Am J Surg. 2016;211:464-75.

10. Hattie J, Timperley H. The power of feedback. Rev Educ Res. 2007;77:81-112.

11. Hesketh EA, Laidlaw JM. Developing the teaching instinct, 1: feedback. Med
Teach. 2002;24:245-8.

Page 8 of 8

12. Anderson PAM. Giving feedback on clinical skills: are we starving our Young? J
Grad Med Educ. 2012;4:154-8.

13. Delva D, Sargeant J, Miller S, Holland J, Alexiadis Brown P, Leblanc C, et al.
Encouraging residents to seek feedback. Med Teach. 2013;35:¢1625-31.

14.  Albano S, Quadri SA, Farooqui M, Arangua L, Clark T, Fischberg GM et al.
Resident perspective on feedback and barriers for use as an educational tool.
Cureus. 2019;11.

15. Yarris LM, Linden JA, Gene Hern H, Lefebvre C, Nestler DM, Fu R, et al. Attend-
ing and Resident satisfaction with feedback in the Emergency Department.
Acad Emerg Med. 2009;16:576-81.

16. Sender Liberman A, Liberman M, Steinert Y, McLeod P, Meterissian S. Surgery
residents and attending surgeons have different perceptions of feedback.
Med Teach. 2005;27:470-2.

17.  Krejcie RV, Morgan DW. Determining sample size for research activities. Educ
Psychol Meas. 1970;30:607-10.

18. llaghi M, Shafian S, Soltanizadeh A, Karamoozian A, Okhovati M, Aflatoonian
S. Reconstructing feedback in graduate medical education: development of
the REFLECT scale to measure feedback delivery in medical residency train-
ing. BMC Med Educ. 2023;23:344.

19.  Bazrafkan L, Ghassemi GH, Nabeiei P. Feedback is good or bad? Medical
residents’ points of view on feedback in clinical education. J Adv Med Educ
Prof. 2013;1:51-4.

20. de Almeida RLM, Lucchetti ALG, Tibiricd SHC, da Silva Ezequiel O, Lucchetti
G.The Use of Feedback in improving the knowledge, attitudes and skills of
Medical students: a systematic review and Meta-analysis of Randomized
controlled trials. Med Sci Educ. 2021;31:2093-104.

21. Chaou C-H, Monrouxe LV, Chang L-C, Yu S-R, Ng C-J, Lee C-H, et al. Challenges
of feedback provision in the workplace: a qualitative study of emergency
medicine residents and teachers. Med Teach. 2017;39:1145-53.

22, Lee GB, Chiu AM. Assessment and feedback methods in competency-based
medical education. Ann Allergy Asthma Immunol. 2022;128:256-62.

23. dela Cruz MSD, Kopec MT, Wimsatt LA. Resident perceptions of giving and
receiving peer-to-peer feedback. J Grad Med Educ. 2015;7:208-13.

24. van Schaik SM, Regehr G, Eva KW, Irby DM, O'Sullivan PS. Perceptions of peer-
to-peer interprofessional feedback among students in the health professions.
Acad Med. 2016,91:807-12.

25. Snydman L, Chandler D, Rencic J, Sung Y-C. Peer observation and feedback of
resident teaching. Clin Teach. 2013;10:9-14.

26. RyanT, Henderson M. Feeling feedback: students’emotional responses to
educator feedback. Assess Eval High Educ. 2018;43:880-92.

27. Koch R, Braun J, Joos S. Feedback in family medicine clerkships: a qualitative
interview study of stakeholders in community-based teaching. Med Educ
Online. 2022;27:2077687.

28.  Mitchell JD, Holak EJ, Tran HN, Muret-Wagstaff S, Jones SB, Brzezinski M. Are
we closing the gap in faculty development needs for feedback training? J
Clin Anesth. 2013;25:560-4.

29. Erickson D, Holderness DK, Olsen KJ, Thornock TA. Feedback with feeling?
How emotional language in feedback affects individual performance. Acc
Organ Soc. 2022;99:101329.

30. Molloy E, Ajjawi R, Bearman M, Noble C, Rudland J, Ryan A. Challenging
feedback myths: values, learner involvement and promoting effects beyond
the immediate task. Med Educ. 2020;54:33-9.

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



	﻿The feedback dilemma in medical education: insights from medical residents’ perspectives
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study design and participants
	﻿Tools and measures
	﻿Statistical analysis
	﻿Ethical considerations

	﻿Results
	﻿Discussion
	﻿Conclusions
	﻿References


