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Preface 

“Without feedback, mistakes go uncorrected, good performance is not reinforced, and clinical 

competence is achieved empirically or not at all.”     -J Ende, 1983 

As Medical Educators, you recognize the value of formative feedback provided to medical students and 

residents at enhancing their clinical competence. Without proper training of educators in the delivery of 

formative constructive feedback, learners fail to understand their deficiencies and lack direction for 

improvement. Ultimately, if the feedback delivered to learners remains vague and even hostile, the 

educational climate is compromised. In fact, second only to clinical competence, the teacher’s ability to 

provide effective formative feedback to the learner is the most vital skill of the medical educator.  

Over the past 25 years, since Dr. Ende’s classic manuscript on the topic, many authors have further 

described guidelines for delivering feedback and investigators have conducted studies to determine the 

impact of feedback on learners. Unfortunately, many of these resources have been developed and 

delivered at regional and national meetings with little opportunity to take those tools back to the home 

institution for further training. The following toolbox has been designed to meet this need.   

The 18 tools within this toolbox represent educational activities and resources for use when training 

faculty, house staff and medical students how to deliver, receive and encourage feedback in the medical 

education environment. These tools have been developed with the adult learner in mind following sound 

andragogical practices and have been pulled together in this single flexible resource to afford others easy-

to-implement tools for training. The tools may be used in isolation as training aids or in a variety of 

combinations to design a unique curriculum to suit a variety of learners. 

We envision the toolbox to be a living resource, one that will be improved over time as practices evolve, 

research evidence is gathered, and educational theory advances. Thank you for your interest in this 

resource and, in advance, for your contribution to its enhancement. 

Sincerely, 

Lisa D Howley, MEd, PhD 

Assistant Vice President of Medical Education 

Director of Curriculum & Evaluation 

Carolinas Healthcare System 

PO Box 32861 

Charlotte NC 28232 

http://www.zoomerang.com/Survey/WEB22BXV5RSYV7/


Howley, LD 2011 |  3 

 

Authors  

Lisa D Howley, MEd, PhD 

Dr. Howley is an educational psychologist and director of curriculum and evaluation for medical 
education at Carolinas HealthCare System. She has been active in the development and 
evaluation of medical education curricula since the mid-1990s. She obtained her graduate 
degrees in educational psychology from the University of Virginia’s College of Education. In 
1996 she joined the faculty of the Department of Medical Education at UVA’s School of 
Medicine where she founded the clinical skills teaching and assessment program. From 2002-
2005, Dr. Howley was an assistant professor of educational research at the University of North 
Carolina at Charlotte’s College of Education. She continues to teach and advise students from a 
variety of disciplines on educational research methodologies. As CMC’s director of curriculum 
and evaluation, she provides educational development, support, and leadership for programs 
within the Division of Education and Research. In collaboration with the residency program 
directors, she directs the development of learning objectives, course materials, and 
assessments. She is associate editor of Medical Education Online and an active reviewer for 
numerous medical education publications and national grant programs. Her primary expertise 
and research efforts are focused on adult curriculum development, program evaluation, 
standardized patients, and performance assessment. Her publications, local, national, and 
international presentations reflect these interests. 
 

Vanessa McPherson, MD 

Dr. McPherson attended medical school at the University of North Carolina, and completed her 
family medicine residency training at the University of South Carolina/Richland Memorial 
Hospital. She was in private practice in North Carolina for several years where she precepted 
medical students and residents before joining the faculty of the Department of Family Medicine 
at Carolinas Medical Center in 2000. She completed her faculty development fellowship with 
the University of North Carolina in 2002, and the National Institute for Program Director 
Development with the Association for Family Medicine Residency Directors in 2004. She has 
served as residency director since 2003, and her educational interests include procedural skills 
teaching, feedback, clinical simulation, and resident impairment. She is the program co-chair of 
the Carolinas Healthcare System Senior Resident Leadership Skills Seminar. 



Howley, LD 2011 |  4 

 

Table of Contents 

Pg Content 

2 PREFACE 

3 AUTHORS 

5 TOOLKIT OBJECTIVES 

 TOOLS 

 
6 
7 
8 
11 
13 
15 
20 
 
 
21 
29 
34 
37 
 
 
42 
43 
45 
 
 
47 
52 
 
 
54 
55 
 

Foundational Tools 
Tool 1: Understanding Your Learners 
Tool 2: Characteristics of Constructive Feedback: Reflective Exercise 
Tool 3: Barriers to Formative Feedback:  Brainstorm Exercise 
Tool 4: Types of Feedback in Medical Education 
Tool 5: Feedback Script: DESC 
Tool 6: Feedback Analysis, Part I 
Tool 7: Feedback Analysis, Part II 
 
Models for Delivering Constructive Formative Feedback 
Tool 8: Delivering Brief Feedback Model, OMP 
Tool 9: Delivering Formal/Major Feedback Model, SOAP 
Tool 10: Delivering Major Feedback, Semi-Annual Formative Feedback Guide 
Tool 11: Delivering Major Feedback, Case Study 
 
Advanced Topic Tools 
Tool 12: Ende on Feedback 
Tool 13: To Err is Human: Understanding Common Errors in Delivering Feedback 
Tool 14: Feedback Critique: A Checklist for Delivering Constructive Feedback 
 
Measurement Tools 
Tool 15: Feedback Skills Pre and/or Post Test 
Tool 16: Feedback Skills Self Assessment Scale 
 
Supplemental Tools 
Tool 17: Sample Workshop Outline 
Tool 18: Power Point Slides w/ Speaker Notes, “Delivering Effective Feedback: An 
Introduction”  

62 ADDITIONAL TRAINING RESOURCES 
 

 



Howley, LD 2011 |  5 

 

Toolkit Objectives  

Tool Objective 

1 To assess the needs of your participants  

2 To describe the characteristics of formative constructive feedback 

3 To analyze the barriers to providing formative constructive feedback 

4 To differentiate three types of feedback delivered in medical education: brief, formal, major 

5 To demonstrate one method for delivering constructive brief feedback statements to a learner 

6-7 To distinguish between constructive feedback and other messages (evaluation, praise, and 
criticism) 

8 To demonstrate one method (one minute preceptor or OMP) for delivering constructive brief 
feedback regarding a learner’s clinical reasoning of a single patient encounter 

9 To demonstrate one method for conducting formal or major feedback sessions with a learner 

10 To demonstrate one method for delivering constructive major feedback to a learner.  

11 To demonstrate one method for delivering constructive major feedback regarding a learner 
struggling with clinical knowledge and performance  

12 To review and reflect on Ende’s classic manuscript, “Feedback in Clinical Medical Education” 

13 To identify several common errors made when delivering formative feedback to learners 

14 To critique the quality of formative feedback 

15 To assess your learners’ feedback knowledge before and/or after participation  

16 To allow your learners’ to self-assess their feedback knowledge before and/or after participation 

17 To provide a sample outline for an introductory feedback skills workshop 

18 To provide medical educators with a standard slide presentation + notes for training on basic 
feedback skills. Learning objectives include:  

1) Differentiate feedback from evaluation,  
2) Review elements of effective formative feedback,  
3) Be introduced to the SOAP model for delivering feedback to learners 
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Tool 1: Understanding Your Learners 

Objective: To assess the needs of your participants  
Supplies: Prior or Current Feedback Data, LSI (optional) 
 
Instructions: 
As an educator, you understand the importance of planning your training sessions. Key to 
proper planning and instructional design is understanding your participants and their needs. 
The following list of questions is provided to assist you in planning your feedback training 
session.  
 
An additional method for advanced learner inquiry would include gathering information about 
your learners’ preferences. One method for collecting this information, based on experiential 
learning theory, is the Learning Styles Inventory or LSI by David A. Kolb and is available via 
Amazon.com. An additional method for gathering real time feedback from your participants is 
through the use of an audience response system (ARS). The use of ARS allows you to gather 
real-time information about your learners/audience and adapt the instruction to their needs. 
For example, at the beginning of a session, you may poll your learners about their levels of 
comfort with delivering brief formative feedback. Tools #15-16 can be delivered this way.  
We have found the web-based system, Poll Everywhere to be quite user-friendly and free for groups of 30 or less. 
See the following site for details: http://www.polleverywhere.com/ 

 
Planning Questions: 

1. What are your expectations for the session? Why is the session being offered? 
2. Who is the audience?  
3. How many participants? What is their agenda? 
4. What content has been delivered in past regarding feedback? 
5. What do you perceive as your barriers to feedback? What are the challenges? 

It is critical to consider the current state of feedback being delivered by your educators and 
received by your learners. Consider the following: 

6. What type of feedback is being delivered (oral, written, numerical; brief, formal, major) 
7. What is the quality of feedback that is being delivered? Assessment of current or 

baseline state of feedback delivery. What data is used to inform the feedback that is 
delivered (direct observation, hearsay)?  If possible, review samples of written feedback 
comments and observe oral feedback that is delivered for quality. 

8. What is the quantity of feedback that is being delivered? What are the perceptions of 
your learners and educators?  

Answers to the above questions should be used to inform and prioritize your training. 
Additionally, analysis of your current state of feedback, or your baseline, will allow you to 
monitor improvements and adjust your training interventions as needed.  

9. What tools will be necessary to address the participants’ needs? 
10. Where will the training take place?  How much time will be needed to achieve the 

objectives?  

http://www.polleverywhere.com/
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Tool 2: Characteristics of Constructive Feedback, Reflective Exercise 

Objective: To describe the characteristics of formative constructive feedback 
Delivery Option: Small Group, Large Group 
Supplies: White/Smart Board, Flip Chart, Overhead Projector 
 
Instructions/Prompt: 

1. Define formative feedback for the group prior to exercise 
“Information communicated to the learner that is intended to  

modify the learner’s thinking or behavior for the purpose of improved learning.”1 
 
2.  Reflect on a time when you have either given or received constructive feedback. 

Complete the following statement, “A time when I received/delivered constructive 
feedback that was particularly helpful, was…..”  Why was that communication helpful? 

 
3. Reflect on a time when you have either given or received unhelpful feedback. Complete 

the following statement, “A time when I received/delivered unhelpful feedback that was 
particularly challenging, was…” Why was that communication unhelpful? 

 
4. Based on the above discussions, consider characteristics of constructive feedback. 

Ideally, the participants will be able to generate their own list of characteristics and the 
facilitator can relate them to those described in the literature. The list below is based on 
the works of Ende2 and is meant to serve as a sample. If time does not allow, use as a 
proxy for the generated discussion list. 

 

 Undertaken with the teacher and trainee working as allies, with common goals  

 Well timed and expected  

 Based on first-hand data  

 Regulated in quantity and limited to behaviors that are remediable  

 Phrased in descriptive non-evaluative language 

 Regard specific performance, not generalizations  

 Feedback which is subjective, should be labeled as such  

 Deal with decisions and actions, rather than assumed intentions or interpretations  

 Explore the learner’s assumptions and thought processes 

 Be improvement oriented or forward focused 

 Engage the learner and provide opportunity for self reflection 

 Be aligned to level of task difficulty and individualized to the learner 
 

                                                 
1
 Valerie J. Shute. Focus on Formative Feedback. Review of Educational Research 2008; (78)1: 153-189  

2
 Ende, J. Feedback in Clinical Medical Education: 25 Years Later. University of Pittsburgh Grand Rounds 2008; 

Accessed 1/11/2011 at: http://www.megr.pitt.edu/archived-presentations/  

http://www.megr.pitt.edu/archived-presentations/
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Tool #3: Barriers to Formative Feedback, Brainstorming Exercise 

Objective: To analyze the barriers to providing formative constructive feedback 
Delivery Option: Small Group, Large Group 
Supplies: White/Smart Board, Flip Chart, Overhead Projector, 1 copy of handout per participant 
 
Instructions/Prompt: 

1. Participants list as many barriers they can think of for why constructive formative 

feedback in medical education is challenging 

2. Facilitator reviews challenges with group and identifies trends – most common 

challenges include: 

a. Lack of direct observation 

b. Unclear goals and objectives 

c. Correction anxieties 

d. Time 

e. Lack of training 

3. Based on the above discussion, consider methods for addressing the challenges. What, if 

anything, can be done to address them?  

4. Finally, review with the group what the literature “says” about answers for these 

challenges. Refer to handout on following pages. 
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Select Barriers to Formative Feedback 
Barrier Expert Opinion 

Direct observation: We can’t 
provide truly constructive 
formative feedback when we 
don’t observe our learners. 
“Observations are the currency 
of feedback and without them 
the process becomes 
‘feedback’ in name only.”2 

Studies have shown that direct observation provides an authentic 
patient-centered teaching environment and improves history-taking 
and physical examination skills. Unfortunately, direct observation 
occurs infrequently. A study which assessed the frequency of direct 
observation of medical students reported that 81% of students 
reporting that they had never been observed by a faculty member 
while taking a complete history and performing a complete physical 
examination.3 Residents report similar low rates of observation.4 

Clarity of expectations: If our 
teachers are unaware of 
learner expectations, 
clerkship/rotation goals and 
objectives, feedback will be 
misguided and possibly 
developmentally inappropriate 
for the trainee. 

Feedback should be tailored to suit the level of the learner and his/her 
goals and objectives.  Failure to differentiate the feedback to the 
learner’s development level, may render that information useless and 
possibly damaging.  The RIME framework is one approach from which 
to provide feedback.5  RIME is an acronym which stands for Reporter, 
Interpreter, Manager, and Educator. Pangaro describes broad 
expectations for performance at each of the four levels, spanning the 
continuum of UME and GME.  

Fear / correction anxieties: 
Teachers may avoid providing 
corrective feedback out of fear 
of retribution in his/her own 
teaching evaluations. 

Fear and anxiety surrounding the implication of providing feedback are 
best addressed through teacher training. Research has shown that this 
fear can be allayed through minimal education on the true nature and 
value of constructive formative feedback.6 Ende refers to this as 
‘vanishing feedback’ as both learner and teacher dance around the 
issues, real messages are lost, nothing of educational value is 
communicated.2 

Time: There is a 
(mis)perception that 
constructive formative 
feedback is too time intensive 
to offer on a regular basis.  

Constructive formative feedback can be delivered very efficiently 
throughout training. According to Norcini, “it is essential to reward 
busy clinicians in a manner that recognizes their commitment to a 
culture of feedback and protect some of their time to engage in it.” 7 
Not surprisingly when faculty are asked about barriers to professional 
development, the number one response is “time.” However, with 
proper training teachers can become proficient and efficient deliverers 
of feedback which can lead to increased performance of their learners 
and ultimately better healthcare delivery.8 

                                                 
3
 Howley LD, Wilson W. Direct Observation of Students during Clerkship Rotations: A Multiyear Descriptive Study. 

Acad Med 2004;79(3):276-280  
4
 Isaacson JH, Posk LK, LItaker DG, Halperin AK. Residents percpetiops of the evaluation process. J Gen Intern Med 

1995;10 (Supp):89 
5
 Pangaro L. A new vocabulary and other innovations for improving descriptive in-training evaluations. Acad Med 

1999; 74:1203-7 
6
 Vorvick LJ, Avnon T, Emmett RS, Robins L. Improving teaching by teaching feedback. Med Educ 2008; 42:540-541 

7
 Norcini J. The power of feedback. Med Educ 2010; 44:16-17 

8
 McKee MD, Steiner-Grossman P, Burton W, Mulvihill M: Quality of student learning and preceptor productivity in 

urban community health centers. Fam Med 1998; 30(2):108-112 
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Select Barriers to Formative Feedback, Cont. 
Barrier Expert Opinion 

Inadequate  training/ 

knowledge/ skill: If faculty are 

not aware of the value, critical 

nature and their responsibility 

for providing formative 

feedback, they will fail to 

devote attention to its delivery 

and development 

Constructive formative feedback has been shown to improve satisfaction, 
charting, use of labs, interpersonal and communication skills, diagnostic skills, 
and lower OR costs.

910 111213
 Subsequently, even short training interventions to 

increase teacher awareness and skill at delivering constructive formative 
feedback have been shown to enhance outcomes.

1415
 Residents who are not 

taught how to teach and learn bad practices from ineffective faculty may 
perpetuate the cycle of vague and nonconstructive feedback. Fortunately, 
accreditation requirements in undergraduate and graduate medical education 
include the provision of formative feedback as well as teacher development in 
this area.  

 

 

                                                 
9
 Veloski J, Boex JR, Grasberger MJ, Evans A, Wolfson DB. Systematic review of the literature on assessment, 

feedback and physicians clinical performance. Med Teach 2006; 28(2):117-28 
10

Studnicki J, Bradham DD, Marshburn J, et al: A feedback system for reducing excessive lab tests. Arch Pathol Lab 
Med 1993; 117(1):35-39 
11

 Opila DA: The impact of feedback to medical house staff on chart documentation and quality of care in the 
outpatient setting. J Gen Intern Med 1997;12(6):352-256 
12

 Berman MF, Simon AE: The effect of a drug and supply cost feedback system on the use of intraoperative 
resources by an anesthesiologists. Anesth Analg 1998; 86(3):510-515 
13

 Howley LD, Martindale J. The efficacy of standardized patient feedback in clinical teaching: A mixed methods 
analysis, Med Educ Online 2004; 9:18 
14

 Furney SL, Orsini AN, Orsetti KE, Stern DT, Gruppen LD, Irby DM. Teaching the One-minute Preceptor. J of Gen 
Intern Med 2001; 16: 620–624.  
15

 Salerno SM, O'Malley PG, Pangaro LN, Wheeler GA, Moores LK, and Jackson JL. Faculty Development Seminars 
Based on the One-Minute Preceptor Improve Feedback in the Ambulatory Setting. J Gen Intern Med 2002, 17: 779–
787.  
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Tool #4: Types of Feedback in Medical Education 

Objective: To differentiate three types of feedback delivered in medical education 
Delivery Option: Individual, Small Group, Large Group 
Supplies: White/Smart Board, Flip Chart, Overhead Projector, 1 copy of handout 
Types of Feedback per participant 
 
Instructions/Prompt: 

1. Define formative feedback for the group prior to exercise 
“Information communicated to the learner that is intended to  

modify the learner’s thinking or behavior for the purpose of improved learning.”1 
2. Provide descriptions of three types of feedback: brief, formal, and major. 

 Brief (<5 minutes) 
Focused on single task or behavior; typically during an encounter or immediately 
after a task is completed  

 Formal (5-20 minutes) 
Scheduled following observations; interactive 

 Major feedback (15-30 minutes) 
Scheduled mid-point through a learning experience (rotation); interactive; includes 
plan for action, such as individual educational plan (IEP) 

3. Ask participants to consider each descriptor and determine whether it represents brief, 
formal or major feedback. Correct answers include 1=B;2=A+B;3=D;4=C;5=A;6=D;7=E; 
8=A;9=B;10=D 

4. Ask participants to discuss their experience with delivering brief, formal or major 
feedback. What type is the biggest challenge for them as educators? Why?  
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Types of Feedback In Medical Education 
 
Brief (<5 minutes) 

 Focused on single task or behavior; typically during an encounter or immediately after 
a task is completed  

Formal (5-20 minutes) 

 Scheduled following observations; interactive 
Major feedback (15-30 minutes) 

 Scheduled mid-point through a learning experience (rotation); interactive; includes 
plan for action, such as individual educational plan (IEP) 

 
Feedback Type Matching Exercise: Read each descriptor and determine whether it reflects (A) 
brief, (B) formal, (C) major, (D) all, or (E) none of the types. Each descriptor may apply to more 
than one type. 
 

Type of 
Feedback 

Descriptor 
 

A. Brief 
B. Formal 
C. Major 
D. All 
E. None  

__ 
__ 
__ 
__ 
__ 
__ 
__ 
__ 

 
 

__ 
 

__ 

1. Dedicated time, 5-20 minutes 
2. Delivered to group or individual 
3. Interactive process 
4. Must be delivered to individual in private 
5. Immediately delivered, <5 minutes 
6. Constructive 
7. Judgmental 
8. Offered during or immediately following 

performance and often precedes specific 
teaching demo 

9. Dedicated time, often midpoint of learning 
experience, 15+ minutes 

10. Requires direct observation of performance 

 

 

 

Three categories of feedback first described by: Branch WT, Paranjape A. Feedback and reflection: 

teaching methods for clinical settings. Acad Med 2002; 77(12):1185-1187 
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Tool #5: Feedback Script, DESC  

Objective: To demonstrate one method for delivering constructive brief feedback statements to 
a learner 
Delivery Option: Small Group, Large Group 
Supplies: White/Smart Board, Flip Chart, Overhead Projector; 1 copy of Feedback Review Sheet: 
DESC for each participant 
 
Instructions/Prompt: 

1. Introduce the topic to the participants and provide an example:  

One fairly simple script for framing brief feedback statements, is referred to as the “DESC” 
script or technique16.  First, you describe the behavior (D), express your feelings (E), specify the 
desired change in behavior (S), and then communicate any consequences (C).  Let’s discuss an 
example that might be more appropriate for a patient. (Project the example for the group to 
visualize) 

When you moved my gown to examine my breast before informing me of your plans, I felt 
uncomfortable and embarrassed.  I would have preferred it if you had told me what you 
were planning to do.  I would have felt more prepared and relaxed for the exam. 

  

2. Mini-Role Play:  

Let’s try another one, but this time turn to your neighbor.  One of you will role play as the 
resident and the other will portray the medical student learner.  To help us with this activity, 
refer to the handout, Feedback Statements Review Sheet: DESC. 

Those of you who are portraying the resident, think about one example of feedback that you 
have given with some regularity 

 How could you share that information with the learner?; and 

 Using the DESC technique, what would you actually say? 

Have the pairs “construct” the feedback into the DESC format: 

(D) When______________________ 

(E) I felt_______________________ 

(S) I’d prefer___________________ 

(C) Communicate Consequences 

Those of you who are portraying the medical student should consider the two questions at the 
bottom of the Feedback Review Sheet: DESC.   

  

3. Debrief: After the brief role-play, ask the pairs to discuss whether the statement passed the 
feedback “litmus test.” A review sheet that covers this technique is included on the next page.   
                                                 
16

 DESC technique originally developed by: Bower SA, Bower GH. Asserting Yourself 1976. Redding, MA: Addison & 
Wesley. 
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Feedback Statement Review Sheet: DESC 

 One mnemonic device for framing constructive feedback statements is 
referred to as the DESC script. 
   
 You begin by describing (D) the behavior, without using any 

judgmental language.   

 You then express  (E) your feelings about how the behavior 
affected you or the patient.  

 You then make a specific (S) recommendation for the way that 
you would prefer for the situation to be handled in the future.   

 And you conclude with the positive or negative consequence (C) 
that would result.   

  

An example of this kind of feedback delivered from a preceptor to a 
medical student is below: 
 

“When you began asking the patient questions immediately after you walked through the 
door (D), I noticed the patient looked startled. He told me later than he felt hurried and that 
you didn't really have the time to talk with him about his condition (E).  A preferred approach 
is for you to begin in a more relaxed manner (despite how rushed you might be).  For 
example, saying "hello," introducing yourself, calling the patient by name, and slowing down 
the pace of your questions(S). That introduction and pace may have put the patient more at 
ease (C).”  

  

When you generate feedback, check to make sure that it passes the 
Constructive Feedback "Litmus Test."   

  

Does the feedback address specific behavior?   Yes or No   

Is the feedback non-evaluative?      Yes or No 
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Tool #6: Feedback Analysis, Part I: Card Sorting 

Objective: To distinguish between constructive feedback and other messages (evaluation, 
praise, and criticism) 
Delivery Option: Small Group (works well with pairs) 
Supplies: White/Smart Board, Flip Chart, Overhead Projector; 1 copy of Feedback Analysis: 
Constructive or Unconstructive, Card Sorting per participant 
 
Instructions/Prompt: 
It is important to understand the difference between evaluation and feedback. These two 
messages are often confused. See Tool 19 slides + notes for details on differentiating these 
messages. As you conduct this card sorting activity, be sure to use the sample statements to 
differentiate evaluative comments from feedback.  
 
Feedback is descriptive and avoids judgment, tends to be less formal than evaluation (lower 
stakes), offered throughout learning experiences with the purpose of enhancing performance. 
Conversely, evaluation includes judgment, tends to be more formal (higher stakes), is offered at 
the end of an instructional period with the purpose of making decisions about performance.  
 

1. Gather anonymous feedback statements (actual are more effective) and provide to 

learners on individual cards. One feedback statement per card for 1 set of cards per pair 

of participants. A sample set has been included in this toolbox for use of you are unable 

to obtain locate anonymous feedback statements from your own educators. 

2. Ask participants to read statements and sort according to constructive versus non-

constructive. If you use the sample statements provided in this toolbox, the constructive 

comments include: F, I,O,Q,R,T,X 

3. After all statements have been classified, ask participants to discuss why they chose to 

categorize the statements the way they did. What common themes emerge from the 

statements? What differentiates the two piles?  
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Feedback Analysis: Constructive or Unconstructive, Card Sorting 

CONSTRUCTIVE  UNCONSTRUCTIVE 

SORT, THEN PLACE CARDS HERE 

 

SORT, THEN PLACE CARDS HERE 

A. Why did you categorize these 
statements as constructive?  

 

 

 

 

 

 A. Why did you categorize these 
statements as unhelpful? 

 

B. What common theme/s emerged from 
these statements?  

 

 

 

 

 

 B. What common theme/s emerged 
from these statements? 
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(A) 
You are responsible and pleasant  

to work with. 
 

(B) 
You’re progressing well. 

(C) 
Very efficient. You have good time 

management skills. 
 

(D)  
I encourage you to expand your knowledge 

base over the next few years. 
 

(E) 
You should work towards being more 

independent on the service. 
 

(F) 
Great job! You always seem willing to go the 
extra mile for your patients. For example, the 
way you sought out alternative therapies for 

Mrs. Jasmine while keeping her religious views 
in mind was impressive. 

(G) 
You are a great attending to work with! 

 

(H) 
This was a good rotation overall. 
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(I) I am concerned about your EMG skills 
and would like to give you some feedback. I 
noticed today in clinic that when you had to 
interpret the nerve conduction study of Mrs. 

Robin, you took a very long time and 
seemed unsure of your findings. How do 
you feel you’re progressing? [Resident 

admits he is struggling with the basics.] I 
realize that interpreting can be pretty 

complex, please don’t hesitate to ask for 
help. Do you have time now? We can 

spend some time reviewing… 

(J) 
You’re becoming an excellent physician, but 

you need to work on giving the junior residents 
more opportunities to learn. 

 

(K) 
You need to listen more and talk less. Your 
chief tells me that you frequently cut your 
patients off and don’t allow them to speak 

without your interruptions and closed-
ended questions. 

 

(L) 
You clearly don’t know the order of the brachial 

plexus elements. 
 

 

(M) 
What’s going on with your EMG skills? You 

should read more. 
 

(N) 
Your knowledge base seems appropriate for 

your level of training. 
 

(O) 
You facilitated the care plan very well. You 
solicited ideas from everyone then came to 

a joint decision with Mrs. Jasmine’s best 
interests in mind. 

 

(P) 
While in a crowded elevator,  

your attending states… 
 

“You must be really tired today. I noticed you 
were pretty abrupt with your patient this 

morning.”   
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(Q)  
Dr. Smith is one of the BEST attendings to 

work with. She allows the residents to 
examine first and then helps them to 

originate and guide care plans. 
 

(R)Thanks for meeting with me today. I’d like to 
discuss something with you. I’m a bit 

concerned with how you are engaging the 
junior residents on your team. For example, 

the other day I noticed that you completed all 
the H&Ps while the PGY1 resident completed 

paperwork. I realize that was just one 
observation. How do you feel about your junior 

residents’ skills and their performance 
opportunities?  

(S) 
You are so quiet during care plan meetings. 

Are you tired or just bored? 

(T) 
Asking your patient about how things were at 

home was good – it revealed potentially 
relevant information (such as his recent job 

loss). Your direct eye contact and 
attentiveness demonstrated your interest in the 

patient.  

(U)  
Doing fine. Keep up the good work. 

(V) You are smart, efficient, and always willing 
to stay late to help out. Continue to work on 
real-time efficiency with charting, so that you 
don't sacrifice your time. Your heart's in the 

right place by putting patient care first, 
however, it's a balance. Continue to work on 

this. Overall, excellent resident with bright 
future. Every group with enjoy having you on 

their staff. 

(W) You will get the hang of the ED flow 
with time. Your progress has been fine. 
Please let me know if I can help you in 

some way. 

(X) When you gave the presentation on 
inpatient pediatric asthma, your delivery skills 

were excellent – you spoke freely without 
prompts, your slides were clearly written, and 

not overloaded with too much detail. Your 
ability to respond to your peers’ questions 

showed that you were familiar with the current 
literature.  
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Tool #7: Feedback Analysis, Part II 

Objective: To distinguish between constructive feedback and other messages (evaluation, 
praise, and criticism) 
Delivery Option: Small Group (works well with pairs) or individual as homework between 
sessions 
Supplies: 1 copy of sorted cards from tool #6 
 
Instructions/Prompt: 

1. After completing Tool #6, ask learners to consider the statements and ask them to re-
phrase the messages categorized as unconstructive to more reflect constructive 
feedback messages. 

2. Discuss in large group the re-constructed statements and whether they are truly helpful, 
non-judgmental, and specific.  

3. Alternatively, take 1 or 2 examples of unconstructive comments and facilitate a large 
group discussion of how the messages can be transferred to constructive. 



Howley, LD 2011 |  21 

 

Tool #8: Brief Feedback Model 1, OMP17 

Objective: To demonstrate one method (one minute preceptor or OMP) for delivering 
constructive brief feedback regarding a learner’s clinical reasoning of a single patient encounter 
Delivery Option: Small Group, Large Group 
Supplies: White/Smart Board, Flip Chart, Overhead Projector; 1 copy of OMP Review Sheet per 
participant; 1 role play instruction sheet for per participant (share only instructions for role 
being portrayed) 
 
Instructions/Prompt: 
The One Minute Preceptor or the Five–Step Microskills of Clinical Teaching was first described in 
the literature in 1992 by Dr Neher et al.4 The model is most often used in educational settings 
where feedback is provided to a learner following a patient encounter. The feedback is most 
often related to the diagnostic reasoning abilities of the learner and provided following a single 
(often unobserved) patient encounter. There is empirical evidence which lends support for the 
model at improving clinical reasoning skills of learners.18 19 
 
The five steps in the model include: 

1. Get a Commitment  
2. Probe for Supporting Evidence  
3. Reinforce What Was Done Well  
4. Give Guidance About Errors and Omissions  
5. Teach a General Principle  

 
Although straightforward, the model does require practice prior to successful integration into 
the clinical education environment. A participant handout is included for use in your training 
session. We strongly recommend providing opportunities for your educators to role play the 
use of the model. We have included two role play scenarios for demonstration (A&B). Each role 
play includes 6 unique roles. If groups are smaller, feel free to combine roles (other than 
teacher and student). The role play scenarios have been developed by Dr Scott Furney, Chair 
of the Department of Internal Medicine at Carolinas Medical Center, and is included here with 
his permission. 
 
After the role play, ask participants to debrief by considering the following questions:  

1. Which aspects of the model worked or didn’t work for them? 
2. Were all parts of the model applied? 
3. How might you apply the model in your practice? 

                                                 
17

 Neher JO, Gordon KC, Meyer B, Stevens N. A five-step "microskills" model of clinical teaching. J Amer Board of Fam Pract 
1992; 5:419-424 
18

 Furney SL, Orsini AN, Orsetti KE, Stern DT, Gruppen LD, Irby DM. Teaching the One-minute Preceptor. J of Gen Int Med 2001; 
16: 620–624 
19

 Salerno SM, O'Malley PG, Pangaro LN, Wheeler GA, Moores LK, Jackson JL. Faculty Development Seminars Based on the One-
Minute Preceptor Improve Feedback in the Ambulatory Setting. J of Gen Int Med 2002; 17:779–787 
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One-Minute Preceptor Review Sheet 

 One model for guiding brief feedback sessions is referred to as the One-Minute 
Preceptor or the Five Microskills Teaching Model originally developed by Dr Jon  
Neher in 1992. The steps are described below along with important details and 
sample quotations for using the model. 
   
Get a 
commitment 

 Allows the teacher time to evaluate 
the learner’s level of knowledge 

 Provides basis for assessment of 
needs 

“What do you want to do?” 
“What do you think is going on? 
 

Probe for 
supporting 
evidence 

 Ask the learner for evidence to 
support his conclusion 

 Allows the teacher time to evaluate 
the learner’s level of knowledge 

 Provides basis for assessment of 
needs 

“What led you to that conclusion?” 
“What else are you considering?” 
 

Teach General 
Rule/s 

 A teaching point which is easily 
transferable and memorable 

 Be sure to target the rule at the 
learner’s level of understanding 

“When this happens, I do this……” 
 

Provide 
Constructive 
Feedback 

 Reinforce what was done well  “It was good you that you carefully 
considered ________, because of 
__________. 

Provide 
Corrective 
Feedback 

 Provide specific corrective feedback 
to enhance learning 

“I agree that we should be 
concerned about X, but you should 
have considered Y first because 
of______. 

 
For further reading, see:  

Furney SL, Orsini AN, Orsetti KE, Stern DT, Gruppen LD, Irby DM. Teaching the One-minute 
Preceptor. J of Gen Int Med 2001; 16: 620–624 
 
Neher JO, Gordon KC, Meyer B, Stevens N. A five-step "microskills" model of clinical teaching.  
J Amer Board of Fam Pract 1992; 5:419-424 
 
Salerno SM, O'Malley PG, Pangaro LN, Wheeler GA, Moores LK, Jackson JL. Faculty 
Development Seminars Based on the One-Minute Preceptor Improve Feedback in the 
Ambulatory Setting. J of Gen Int Med 2002; 17:779–787
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MICROSKILLS OF TEACHING 

Case for Discussion: 57yo with HBP w/Dyspnea 

Your Role: Medical Student  

 You are a medical student making a presentation on a patient you admitted.  The medical 

details: 

 57 year old man with a history of hypertension, one pack per day smoker, presents with 

dyspnea when climbing hills to work.  Further questioning reveals a vague tightening in the anterior 

chest with exertion that the patient rates as 6/10.  He first noted this two months ago, and the pain 

is now occurring daily.  He denies any symptoms at rest.  The patient is on nifedipine for 

hypertension, otherwise no medications.  Physical exam: Blood pressure 140/90, heart rate 90.  The 

lungs are clear. Cardiac exam is regular without murmurs or gallops.  Extremities are without edema.  

EKG shows left ventricular hypertrophy with some strain pattern. 

 Present the case to the resident and discuss it from there as prompted, staying in your role. 

 

 

MICROSKILLS OF TEACHING 

Case A for Discussion: 57yo with HBP w/Dyspnea 

Your Role: Teacher 

 You are the resident post-call and you are about to hear a case presented by your medical 

student. Listen to the student present, then use the five micro-skills to find and deliver a brief 

teaching point of your choosing. 

 

A 

A 
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MICROSKILLS OF TEACHING 

Case for Discussion: 57yo with HBP w/Dyspnea 

Your role: Facilitator 1 

The role of the facilitator is to guide discussion after the role-play.   

1) After the role-play, ask the “teacher” how the role-play worked with respect to the one-minute 
preceptor model.  Guide them to explore what went well and what didn’t go so well. 

2) Go through each of the microskills one-by-one and discuss whether the skill was used or not, 
and whether the teacher found it helpful  

3) Ask the teacher what they would do differently next time if they had a second chance at using 
the model. 
 

It is important to recognize that the teacher is “on the hot seat”.  Focus on what the teacher did and 
how it worked for them, etc.   Discourage other people at the table from commenting on how they 
would have done it until the end. 

 

 

 

MICROSKILLS OF TEACHING 

Case for Discussion: 57yo with HBP w/Dyspnea 

Your role: Facilitator 2 

The role of the facilitator is to guide discussion after the role-play.   

Your Co-facilitator will ask 3 questions, then you should ask the following… 

1. Ask the “learner” to reflect on the experience as well, focusing on which aspects of the 
model worked or didn’t work for them. 

2. Ask the group for their impressions, how they might apply the model themselves 
3. Ask the group for a few comments or suggestions to bring to the group debrief. 

 
It is important to recognize that the teacher is “on the hot seat”.  Focus on what the teacher did and 
how it worked for them, etc.   Discourage other people at the table from commenting on how they 
would have done it until the end. 
 

A 

A 
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MICROSKILLS OF TEACHING 

Case for Discussion: 57yo with HBP w/Dyspnea 

Your Role: Recorder/Reporter 

 Record the major points in the role-play that highlight what happened in the model, in case 

there is a question during the debrief.  Focus on the questions the teacher asked and the kind of 

responses received. 

 You are responsible for generating a few comments about the model from the consensus 

reached during the debrief. 

 If your group does not have a designated time keeper, you are also responsible for keeping 

the group on track.  The role-play should be two minutes (after the case presentation).  The group 

should debrief for ten minutes after the role-play.  Give them a two-minute warning before we are 

to re-convene as a large group so your group can generate some comments for the whole audience. 

 

 

 

MICROSKILLS OF TEACHING 

Case for Discussion: 57yo with HBP w/Dyspnea 

Your role: Time-Keeper 

You are responsible for keeping the group on track.  The role-play should be two minutes (after the 

case presentation).  The group should debrief for ten minutes after the role-play.  Give them a two-

minute warning before we are to re-convene as a large group so your group can generate some 

comments for the whole audience. 

 

 

 

A 

A 



Howley, LD 2011 |  26 

 

MICROSKILLS OF TEACHING 

Case for Discussion: 69yo with CAD/COPD and Dyspnea  

Your Role: Medical Student  

 You are a medical student making a post-call presentation on a patient you admitted last 

night.  The medical details: 

 69 year-old man with coronary artery disease and COPD presented with increasing dyspnea 

on exertion for a week.  He has a cough productive of yellow sputum and complains of increasing 

lower extremity edema, but no fevers, chills, orthopnea, paroxysmal nocturnal dyspnea, or chest 

pain.  Physical exam shows temp 99.2, respiratory rate 24, BP 168/85, pulse 110 and regular.  No 

JVD, lung exam has bilateral wheezing with few rhonchi at the left base.  Heart sounds are distant 

but sound normal.  Chest x-ray was clear, EKG showed sinus tachycardia without evidence of 

ischemia. 

 You are considering what might be wrong, cardiac vs pulmonary causes, but aren’t perfectly 

sure what to do.  Present the case to the resident and discuss it from there as prompted, staying in 

your role. 

 

 

MICROSKILLS OF TEACHING 

Case for Discussion: 69yo with CAD/COPD and Dyspnea  

Your Role: Teacher 

 You are the resident post-call and you are about to hear a case presented by your medical 

student. Listen to the student present, then use the five micro-skills to find and deliver a brief 

teaching point of your choosing. 

 

 

 

B 

B 
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MICROSKILLS OF TEACHING 

Case for Discussion: 69yo with CAD/COPD and Dyspnea  

Your role: Facilitator 2 

The role of the facilitator is to guide discussion after the role-play.   

Your Co-facilitator will ask 3 questions, then you should ask the following… 

4. Ask the “learner” to reflect on the experience as well, focusing on which aspects of the 
model worked or didn’t work for them. 

5. Ask the group for their impressions, how they might apply the model themselves 
6. Ask the group for a few comments or suggestions to bring to the group debrief. 

 
It is important to recognize that the teacher is “on the hot seat”.  Focus on what the teacher did and 
how it worked for them, etc.   Discourage other people at the table from commenting on how they 
would have done it until the end. 
 

 

 

MICROSKILLS OF TEACHING 

Case for Discussion: 69yo with CAD/COPD and Dyspnea  

Your role: Facilitator 1 

The role of the facilitator is to guide discussion after the role-play. 

1. After the role-play, ask the “teacher” how the role-play worked with respect to the one-
minute preceptor model.  Guide them to explore what went well and what didn’t go so well. 

2. Go through each of the microskills one-by-one and discuss whether the skill was used or 
not, and whether the teacher found it helpful  

3. Ask the teacher what they would do differently next time if they had a second chance at 
using the model. 

 
It is important to recognize that the teacher is “on the hot seat”.  Focus on what the teacher did and 
how it worked for them, etc.   Discourage other people at the table from commenting on how they 
would have done it until the end. 
 

B 

B 
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MICROSKILLS OF TEACHING 

Case for Discussion: 69yo with CAD/COPD and Dyspnea  

Your Role: Recorder/Reporter 

 Record the major points in the role-play that highlight what happened in the model, in case 

there is a question during the debrief.  Focus on the questions the teacher asked and the kind of 

responses received. 

 You are responsible for generating a few comments about the model from the consensus 

reached during the debrief. 

 You are also responsible for keeping the group on track.  The role-play should be two 

minutes (after the case presentation).  The group should debrief for ten minutes after the role-play.  

Give them a two-minute warning before we are to re-convene as a large group so your group can 

generate some comments for the whole audience. 

 

 

 

MICROSKILLS OF TEACHING 

Case for Discussion: 69yo with CAD/COPD and Dyspnea 

Your role: Time-Keeper 

You are responsible for keeping the group on track.  The role-play should be two minutes (after the 

case presentation).  The group should debrief for ten minutes after the role-play.  Give them a two-

minute warning before we are to re-convene as a large group so your group can generate some 

comments for the whole audience. 

B 

B 
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Tool #9: Formal/Major Feedback Model: SOAP 

Objective: To demonstrate one method for conducting formal or major feedback sessions with 
a learner 
Delivery Option: Small Group, Large Group 
Supplies: White/Smart Board, Flip Chart, Overhead Projector; 1 copy of SOAP Model Review 
Sheet per participant; 1 role play instruction sheet for per participant (share only instructions 
for role being portrayed) 
 
Instructions/Prompt: 
The SOAP model was developed by Dr Howley. The model is intended for use when a dedicated 
time (15-30 minutes) has been scheduled between the learner and teacher to formally discuss 
performance. The model is based on the general guidelines for delivering effective feedback to 
adult learners.  
 
The four-step SOAP model includes: 

Self reflection by learner  

Objective feedback delivered 

Ask for learner understanding 

Plan for follow-up 

 
Although straightforward, the model does require practice prior to successful integration into 
the clinical education environment. A participant handout is included for use in your training 
session. We strongly recommend providing opportunities for your educators to role play the 
use of the model. We have included one role play scenario for demonstration within this tool.  
However an additional opportunity includes the case/role play included in Tool #11.  
 
Role Play Instructions: 

1. Participants are divided into 1 of 3 roles, attending, resident, or facilitator 

2. Each participant receives instructions relevant to his unique role 

3. Participants are asked to carefully read the instructions  

4. The group is told that they have up to (10-15) minutes to conduct the mock feedback 

session which includes the attending providing feedback to the resident while the 

observer/s evaluate the quality of the feedback delivered 

5. After the mock feedback session, the group debriefs by discussing the quality of  the 

feedback that was delivered 

After the role play, ask the large group of participants to debrief by considering the following 
questions:  

1. Which aspects of the model worked or didn’t work for them? 
2. Were all parts of the model applied? 
3. How might you apply the model in your educational practice? 
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SOAP Model Review Sheet 

 One model for guiding formal feedback sessions is referred to as the SOAP model. 
The four-steps are described below along with important details and sample 
quotations for applying the model.  

 

Before beginning the session, the teacher should be prepared to deliver formative 
constructive feedback to his/her learner.  
 

“Thank you for meeting with me, I would like to take this time to provide you 
with some feedback on your performance.” 
 Self reflection   Provides opportunity for teacher 

to better understand the 
learner’s level of self awareness, 
self regulation of performance 

 Provides basis for assessment of 
needs 

“First, how do you feel about your 
performance?”  
“What were your priorities for this 
session/rotation/etc?” 
“Let’s review the objectives for the 
session/rotation/etc. Do you feel you 
are meeting those goals?” 

Objective 
feedback 
delivered 

 Deliver formative constructive 
feedback to learner (focus on 
specific behaviors using a 
nonjudgmental tone) 

 Focus on few key points for 
discussion. Don’t overwhelm the 
learner with too much feedback 

 Remember to reinforce strengths 
and correct mistakes 

“I agree, you did a nice job ___” I 
would also like to comment on a few 
areas for improvement…” 
“You are very perceptive but a little 
too hard on yourself. Given your level 
of training, you are doing quite well 
with ___. I do want to make some 
suggestions for improvement in the 
areas of ___.”  

Ask for learner 
understanding 

 Opportunity for teacher to 
determine whether learner fully 
comprehended the feedback 

 Determine learner’s ability to 
self-assess/-regulate 

“Can you summarize what we have 
discussed so I am sure I have been 
clear?” 
“Does that make sense? Can you 
rephrase the main points we 
discussed?” 

Plan for 
follow-up 

 Sets agenda for improvement 
plan 

 Holds learner and teacher 
responsible for performance 
improvement/on-going 
education 

“Let’s discuss where we will go from 
here? What are your thoughts on 
ways we can improve ___?” 
“Let’s plan to ____.” 
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PROVIDING FORMAL FEEDBACK 

Case for Discussion: Formal Feedback Following Pt Encounter 

Background Information to All Participants Regarding Patient Encounter 
The patient was a 55 year old man who presented for “follow-up of hypertension” as his chief 
complaint.  Before entering the exam room, the resident spent a few minutes on the computer 
reviewing the patient’s record, and noted that he was hospitalized recently for foot surgery.  On 
follow-up at the surgeon’s office, the patient’s blood pressure was 160/90 and the surgeon suggested 
the patient follow-up with the resident at the ambulatory clinic about his high blood pressure.  At 
the patient’s last visit with the resident prior to the surgery, they had discussed the patient’s tobacco 
abuse and the patient was considering quitting smoking. Blood pressure today is 158/92. 
 

Instructions below to be viewed only by participant portraying role of attending 
 
Your Role: Attending/Preceptor 
You are doing a structured, direct observation of a 3rd year resident in the office. This is the first 
time you have directly observed this resident during a patient encounter. You took a few notes as 
you observed your resident-patient encounter which lasted 6 minutes. 

 HX: Resident seems distracted, disengaged; Little eye contact; Failed to listen without 
interruptions; Failed to discuss tobacco use/smoking cessation 

 PX: Auscultate heart and lungs through his shirt, Funduscopic exam, Peripheral pulses, 
Lower extremities for edema 

 PLAN: Recommends patient resume his metoprolol and amlodipine, and follow up in 1 
month.  No labs or studies are ordered at this time. 

 
Before providing your feedback, you ask the resident permission to return to the room and see the 
patient yourself (in presence of resident).  On your questioning, you learn that the patient has a 40 
pack-year history of smoking, a 2-month history of progressive dyspnea (shortness of breath) on 
exertion, is still smoking and is interested in quitting, and denies orthopnea (difficulty breathing 
except in upright position), PND (sudden shortness of breath at night that awakens patient), fevers, 
night sweats, or cough. He admits to wheezing, His lung exam is notable for a barrel chest, 
prolonged expiratory phase, and extremely diminished breath sounds throughout both lungs (the 
patient is thin).  The re-visit took 10 minutes. 
 

1. Take a few moments to review your notes and consider how to proceed with the 
feedback session.  

2. Now take up to 10 minutes to role play giving the resident feedback about this direct 
observation.  

3. The group facilitator will lead the debrief session following the role play. 
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PROVIDING FORMAL FEEDBACK 

Case for Discussion: Formal Feedback Following Pt Encounter 

Background Information to All Participants Regarding Patient Encounter 
The patient was a 55 year old man who presented for “follow-up of hypertension” as his chief 
complaint.  Before entering the exam room, the resident spent a few minutes on the computer 
reviewing the patient’s record, and noted that he was hospitalized recently for foot surgery.  On 
follow-up at the surgeon’s office, the patient’s blood pressure was 160/90 and the surgeon suggested 
the patient follow-up with the resident at the ambulatory clinic about his high blood pressure.  At 
the patient’s last visit with the resident prior to the surgery, they had discussed the patient’s tobacco 
abuse and the patient was considering quitting smoking. Blood pressure today is 158/92. 
 

Instructions below to be viewed only by participant portraying role of resident 
 
Your Role: Resident 
You are a 3rd year resident completing an ambulatory care rotation. Your attending has asked to 
observe a patient encounter. You are very busy and a bit turned off by having to be observed today.  
 
Your last patient encounter was observed and the attending has asked you to come into an office to 
discuss “a few things.”  This is the first time you have been directly observed by this attending 
during one of your patient encounters. You are rarely observed by your attendings and are a bit 
unsure what to expect.  
 
During the patient encounter you took a brief history and performed a heart, lung, fundoscopic 
exam, peripheral pulses and checked for edema in lower extremities. In your opinion, the exam was 
unremarkable (the patient admitted to shortness of breath but no chest pain) and you recommended 
the patient resume his metoprolol and amlodipine, and follow up in 1 month. No labs or studies 
were ordered at this time.  
 
Initially during the feedback encounter, you will be defensive about your clinical performance and 
explain that you were really busy and label the patient as “non-compliant.”  However, if the 
feedback is delivered constructively (regards specific behaviors and lacks judgment) you will become 
more receptive to hearing what the attending has to say about improving your skills.  
 

You now have 10 minutes to discuss the encounter with your attending. 
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PROVIDING FORMAL FEEDBACK 
Case for Discussion: Formal Feedback Following Pt Encounter 

Background Information to All Participants Regarding Patient Encounter 
The patient was a 55 year old man who presented for “follow-up of hypertension” as his chief 
complaint.  Before entering the exam room, the resident spent a few minutes on the computer 
reviewing the patient’s record, and noted that he was hospitalized recently for foot surgery.  On 
follow-up at the surgeon’s office, the patient’s blood pressure was 160/90 and the surgeon suggested 
the patient follow-up with the resident at the ambulatory clinic about his high blood pressure.  At 
the patient’s last visit with the resident prior to the surgery, they had discussed the patient’s tobacco 
abuse and the patient was considering quitting smoking. Blood pressure today is 158/92. 
 

 
Instructions below to be viewed only by participant portraying role of Facilitator 

 

The role of the facilitator is to guide discussion after the role-play. 

1. Carefully observe the feedback session.  Assist your peers in staying on time by reminding them 
when approaching 10 minutes.  

2. Afterwards, you will have 10 minutes to discuss the feedback session with your peers.  
3. Ask the “attending” how the role-play worked with respect to the SOAP model.  Guide 

them to explore what went well and what didn’t go so well. 
4. Ask the attending what s/he would do differently next time if s/he had a second chance 

at using the model. 
 
It is important to recognize that the attending is “in the hot seat.”  Discourage other people at the 
table from commenting on how they would have provided feedback until the attending has 
responded. 
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Tool #10: Formal Feedback Model, Semi-Annual Formative Feedback in GME 

Objective: To demonstrate one method for delivering constructive major feedback to a learner.  
Delivery Option: Individual, Small Group, Large Group 
Supplies: 1 copy of Semi-Annual Formative Feedback Guide per participant 
 
Instructions/Prompt: 
The purpose of this tool is to guide a major formative feedback session between a learner and his/her 
advisor or program director. The tool was designed for use in our PMR program, but can be easily 
adapted to suit any residency program.  
 
The purposes of these semi-annual advisory meetings are to establish and monitor goals and priorities, 
discuss the resident’s strengths and areas of weakness in relation to the common competencies.  The 
resident should complete this form prior to meeting with the Advisor and then meet to cooperatively 
review and revise. The ACGME common competencies are incorporated within the tool to direct and 
allow for comprehensive discussion of the learner’s strengths and weakness. Section III requires a 
discussion of the learner’s ability to self-regulate his/her progress and continuous development in 
medical education. The tool should be re-visited and updated periodically to monitor progress/review 
goals. 
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SAMPLE 

 

Carolinas Medical Center 

Physical Medicine & Rehabilitation Residency Program:  Semi-Annual Formative Feedback Guide 

Resident: ____________________________________________ PGY:_____ 

Faculty Advisor:_______________________________________  Date:__________________ 

Each resident will meet with his/her faculty advisor upon starting the program and at 6 month intervals. 

The purposes of these semi-annual advisory meetings are to assess the resident’s overall clinical 

performance, monitor professionalism, establish and monitor goals and priorities.  The resident should 

complete this form prior to meeting with the Advisor and then meet to cooperatively review and revise. 

*Documents reviewed: 
__GFRS  
__EMG Evaluation 
__MOCCE 
__360-degree from healthcare providers 
__Conference Evaluations 
__Self Assessment 
__Research Project  
__Other 

 
__ROCA 
__Procedure Log 
__Duty Hour Report 
__EMG MCQ 
__PMR MCQ 
__ACE Modules 
__Conference Attendance 
__Other 

 

I. Review of progress:  

**ACGME Competency (w/abbreviated 

descriptions) 

Strengths Areas for 

Improvement 

Resident Goal/s for 

next 6 months 

Patient Care: Interviewing, physical exam, 

physiatric skills, clinical judgment, preventive 

practice, bio-psychosocial care… 

   

Medical Knowledge: General and physiatric 

knowledge, integrated within practice… 
   

PBLI: Use of EBM, Application of research and stat 

methods, Use of info tech, teaching of peers and 

students, ability to self assess and accept 

feedback… 

   

CIS: Communication with patients, families, 

colleagues; Written documentation (incl. medical 

records)… 

   

Professionalism: Reliability, punctuality, integrity, 

leadership, sensitivity to differences among 

patients and families, maintains confidentiality… 

   

Systems-Based Practice: Improves system of care 

by integration of practice within the larger system; 

Evaluates risks, benefits and limits of available 

resources… 

   

*Documents are 

unique to program. 

Update this section 

with appropriate 

evaluation tools. 

**Competencies 

are common; 

however specific 

descriptions may 

vary by program 
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SAMPLE 

Has the resident participated in extra-curricular professional activities, research, or presentations over the 

past 6 months? Has the resident received any awards or recognitions over the past 6 months? If yes, 

please describe: _______________________________________________________________________ 

II. Advisor’s overall competency assessment: 

Based on your review…. 

1. Is the resident on-track for achieving competencies ____at, ____below or ____above the level 

expected for his/her level of training?   

 

2. Has there been any evidence of ethical/moral misconduct or serious question of clinical 

competence?  ___yes ___no 

 

3. Has the resident exceeded duty hour limitations in the past 6 months? If yes, why?  

_____________________________________________________________________________ 

 

III. Resident’s self regulated learning (Cooperative): 

1. Are the goals and plans set by the resident realistic? ___yes ___no  

 

2. If no, discuss and revise. 

 

3. A strong self regulator is described below. The Resident and Advisor should discuss his/her ability 

to self-regulate and assess his/her own professional competence : 

 

 Very cognizant of professional strengths and weaknesses 

 Seeks constructive criticism 

 Welcomes divergent opinions 

 Appropriately responds to feedback 

 Attributes successes and/or failures to factors within his control 

  
IV. Signatures 

By signing this form, you are acknowledging that the semi-annual formative feedback session took place 

and the above areas were confidentially reviewed between the resident and faculty advisor.  

 

__________________ ______   ______________________   _______ 

Faculty Advisor  Date   Resident   Date 

 

THIS DOCUMENT AND THE INFORMATION IN IT ARE CONFIDENTIAL AND SHOULD NOT BE DISTRIBUTED. 
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Tool #11: Delivering Major Feedback, Case Study 

Objective: To demonstrate one method for delivering constructive major feedback regarding a 
learner struggling with clinical knowledge and performance  
Delivery Option: Small Group, Large Group  
Supplies: White/Smart Board, Flip Chart, Overhead Projector; 1 copy of SOAP Model Review 
Sheet per participant; 1 copy of case (or roles if appropriate) for each participant; (Optional) 1 
copy of semi-annual review form adapted for use with this case 
  
Instructions/Prompt: 
The SOAP model was developed by Dr Howley. The model is intended for use when a dedicated 
time (10-30 minutes) has been scheduled between the learner and teacher to formally discuss 
performance. The model is based on the general guidelines for delivering effective feedback to 
adult learners.  
 
The four-step SOAP model includes: 

Self reflection by learner  
Objective description of performance 
Ask for understanding 
Plan for follow-up 

 
A participant handout is included for use in your training session (refer to tool #9). We strongly 
recommend providing opportunities for your educators to discuss and practice the use of the 
model. We have included this case study for small group discussion. You may also find 
integrating the semi-annual review form (see tool #10) helpful for use in this case. 
 
After reading the case, ask participants to discuss by considering the following questions:  

1. If you were the advisor in the case, how would you prepare for and then begin the 
feedback session? 

2. How would you prioritize the feedback session?  
3. Discuss whether this is a struggling resident or a failing learning environment? 
4. Consider how this case resembles your own experiences. Are there lessons learned 

from this case discussion that can be applied to your educational environment? 
 
If you prefer to role play the case in lieu of, or addition to, the discussion group format, follow 
the instructions below:  

1. Participants are divided into 1 of 2 roles: advisor, resident  

 Alternatively, a large group format can be used effectively. To do so, ask for 

volunteers from group to portray two roles: Advisor, Resident  

 Each participant receives instructions relevant to his/her unique role and 

participants are asked to carefully read the instructions (read only instructions 

pertaining to individual role) 
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2. The group is told that they have up to (10 or 15) minutes to conduct the mock feedback 

session.  

 Alternatively, if large group role play consider using the time-out technique 

where the participants or facilitator can call a “time out” at which time the role 

play freezes in time while the group discusses in real-time concerns, challenges 

and questions. The role play begins again as if the break never happened.  

3. Advisor provides feedback to resident, observer/s evaluate the quality of the feedback 

delivered.  

4. After the mock feedback session, the group debriefs by discussing the quality of  the 

feedback that was delivered: 

a. What was challenging about this role play? 

b. What was the quality of the feedback delivered? 

c. Does this case resemble reality? Have you had any experiences which resemble 

the case? 
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DELIVERY OF MAJOR FEEDBACK 

Case for Discussion: PGY1 Resident at Midpoint  

[If case is used for role play, do not share this information with the individual playing the resident who is receiving the feedback] 
 

Faculty Advisor to Dr Snyder 

Dr Snyder is an intern in your program who is almost halfway through her intern year.  You 
are her faculty advisor and are planning to meet with her for an advisory session.  Your faculty meets 
quarterly for “Resident Review” sessions.  In these meetings you discuss the progress of each 
resident in the program, and faculty advisors take away and later share any relevant feedback from 
the faculty with their advisees.  At times, as is the case with Dr Snyder, the collective observations of 
the individual faculty members identify residents who are struggling or in need of a course 
correction.   
 

At the recent Resident Review meeting, numerous faculty members raised concerns about 
MS’s performance in the hospital and office.  Although many of them report having given her real-
time feedback on numerous occasions, they claim that she does not respond to it.  You are expected 
to give the intern feedback on her performance.   

 
The pages that follow contain all of the information you have gathered in preparation for 

your feedback session.  Please review the data and reflect on how you would conduct the 
major feedback session with Dr Snyder.   
 
 
Your Notes on Dr Snyder: Faculty & Staff Observations 
Faculty feel her knowledge base is “weak.”  Examples include a lack of understanding of management of 
hypertension and diabetes and unfamiliarity with standard treatment guidelines such as JNC-7 and the ADA.   
 
The medical director says that the triage nurses have complained to him that Dr Snyder has numerous 
prescribing errors noted by the triage nurses, who frequently get call-backs from local pharmacies re: her 
patients’ prescriptions.  You investigate further after the meeting and speak to the triage nurse.   

Specific Examples:   

 She wrote for insulin 500 units per ml, give 5 units three times daily before meals (it should 
have read 100 units per ml).   

 2 days later, the Pharm.D. on your faculty brings to your attention another error on one of 
your practice’s anticoagulation patients who he saw for an INR of 7.  Dr. Snyder had written 
for the patient to take Coumadin 5 mg, 4 po tid for 4 days, then 3 po tid, dispense quantity: 
200 pills. The pharmacist actually filled this prescription and the patient took it as directed. 

 
The triage nurses also complain that Dr. MS doesn’t respond to patient phone calls in a timely manner.  This 
results in patients calling numerous times and getting angry.  Practice expectation is that phone calls be 
returned within 48 hours.  She has several in her box that are up to two weeks old with no documentation 
that they have been addressed. 
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Several faculty note that she is “way behind on her charts.”  She has dictations from clinic and hospital 
discharges from over 1 week ago that haven’t been dictated (the expectation is within 24 hours of the 
encounter). 
 
One faculty member mentions that she “never updates her problem lists.”  You do a random review of 10 of 
her patient charts, and none of her new patients’ problem lists have been completed despite them having 
numerous chronic medical problems.   
 
Another faculty member says that her “medication lists are a mess.”  She has numerous duplicate medications 
and does not delete old prescriptions that the patient is no longer taking or has been discontinued.  You 
confirm this via review of her records.   
 
The faculty’s most bitter complaint is that Dr. Snyder is VERY slow in clinic, and is continually at least an 
hour behind schedule.  This results in patients getting disgruntled, complaining and sometimes leaving 
without being seen. Despite her last patient being scheduled at 4:30, she never finishes seeing her last patient 
before 6:00 or 6:30 pm.  As a result, none of the nurses want to work with her, and the faculty dread 
precepting her in the afternoons because they will be there until 6:30 or 7 finishing up paperwork. Faculty 
have tried giving her pointers on efficiency but she seems to be “time oblivious.”  When asked what is 
slowing her down, they state that she spends “way too much time” in the room with the patient, and also 
when she precepts her patients, her presentations are very disorganized, too lengthy, and unfocused.  It takes 
twice as long to staff a patient with Dr. Snyder than other interns.   
 
Evaluation Data 
Resident Dr Snyder     
National Specialty Board In-training Examination Score (completed last month): 

Raw Score 190; Overall Percentile (compared to other interns nationally):  15th 

USMLE Part 1:  Failed on 1st attempt; Passed on 2nd attempt (180, minimum passing is 178) 
USMLE Part 2:  Passed (185, minimum passing 180) 
Clinical Skills:  Passed 

 
Month  Rotation  Global Faculty Evaluations (Scale 1-5, 3=meets expectations) 
July    Medicine Wards  All 3’s, comments:  “Read to improve knowledge base” 
August  Emergency Medicine All 3’s, comments:  “Good resident” 
September General Surgery  All 3’s, comments: None Provided 
October  Pediatrics  Six 3’s and two 2’s (knowledge base, clinical judgment) 
November Medicine Wards  (not yet returned) 
December Family Medicine  (in progress) 
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DELIVERY OF MAJOR FEEDBACK 

Case for Discussion: PGY1 Resident at Midpoint  

[If case is used for role play, do not share this information with the individual playing the faculty advisor who is receiving the 
feedback] 
 

PGY1 Resident, Dr Snyder 

You are an intern who is almost halfway through your first year of residency.  So far, although 
residency has been challenging, you feel you are doing well.  All of your evaluations have been good.  
Although you have always had trouble with test taking on standardized tests, you feel your 
knowledge base is better than you are able to demonstrate on multiple choice tests. You are looking 
forward to your first formal meeting with your faculty advisor.   
 
In response to your faculty advisor concerns, here is how you would respond: 
 

 Medical Knowledge:  “I always have trouble with test-taking, but it’s not a reflection of 
my knowledge base.  I feel my knowledge base is solid.  All of my evaluations have 
been fine.” 

 Prescribing errors:   
o RE: Coumadin error – “I merely copied the prescription exactly as it was written in 

the discharge summary by another resident.” 
o RE: Insulin error (500 units per ml instead of 100 units per ml) – “I have no idea 

how that happened; I guess I selected the wrong one out of the drop-down 
menu in the electronic medical record when I was writing the prescription. 
We were slammed that day and the nursing staff was on my case to stay on 
time.” 

 Lack of timely response to patient phone calls: “I have tried to call each of those patients 
back more than once, but just haven’t gotten an answer.” If asked, you have no 
documentation of these attempts. 

 Lack of efficiency in clinic:  “I know I’m slower than others, but I like to spend time 
with my patients and think its rude to cut them off. Besides I have way more 
complex patients than the other interns.”  

 
Although initially defensive, if delivered appropriately, you will become receptive to the feedback 
and willing to do whatever is needed to improve.  You would like to have more real-time feedback 
from the faculty and staff and feel frustrated that these concerns were not brought to your attention 
sooner by those who raised them. “Why don’t they tell me these things? It’s like I am working 
in a vacuum – everyone is nice but not helpful.” 
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 Tool# 12: Ende on Feedback 

Objective: The review and reflect on Ende’s classic manuscript, “Feedback in Clinical Medical 
Education” 
Delivery Option: Individual, Small Groups, Pairs 
Supplies: White/Smart Board, Flip Chart, or Overhead Projector; 1 copy of Ende J. Feedback in 
Clinical Medical Education, JAMA August 12, 1983; 250(6):777-781 per participant 
 
Instructions/Prompt: 
A discussion of feedback in medical education must include, Dr Jack Ende, professor of Internal Medicine at the 
University of Pennsylvania Presbyterian Medical Center. Since being published in 1983, “Feedback in Clinical 
Medical Education” has become one of the most widely referenced articles in medical education. The purpose of 
article was threefold: 1) to provide an understanding of the feedback process, 2) to analyze both the barriers that 
interfere with feedback as well as the consequences for clinical training if feedback is ignored or handled poorly, 
and 3) to provide practical guidelines for offering feedback as a part of clinical medical education. 

 
First, ask participants to read the classic article before beginning a discussion session using the prompt and 
questions provided below. Then ask them to: 

 

Recall the following statement made by Dr Ende when describing the consequences of 
providing inadequate or no feedback to medical students and residents: 

“The problem is that their educational environment has failed to provide them with a mode of 
constructive, nonevaluative performance appraisal. If feedback continues to be either 
embarrassing praise or humiliating criticism, or fails to exist at all, we will continue to see the 
sorts of reactions that have been described.”(p779) 

1. Consider the current state of feedback in your educational environment.  Discuss your 

“diagnosis” of the environment as: 

A. Very Unhealthy / Diseased – high frequency of no feedback/humiliating 

criticism/embarrassing praise  

B. Unhealthy 

C. Healthy 

D. Very Healthy / Powerful – high frequency of nonjudgmental descriptive formative 

feedback 

2. If A-C, what actions can be taken to improve the environment? 

3. Review the Guidelines for Giving Feedback (pp779-780) and discuss the following: 

Reflect on a time when you received feedback that was imposed, vague, unhelpful or even 

demoralizing. Referring to the Guidelines, how might the message have been delivered in a 

constructive way?  

4. How might you use the recommendations made by Ende in your own educational practice? 

Extension Activity: For further discussion, view a grand rounds presentation by Dr Jack Ende in 2008 titled 
“Feedback in Clinical Medical Education: 25 Years Later” delivered at the Univ of Pittsburgh. As of January 2011, 
the lecture was available for viewing at the following site:  
http://www.megr.pitt.edu/archived-presentations/

http://www.megr.pitt.edu/archived-presentations/
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Tool #13: To Err is Human: Understanding Common Errors in Delivering 
Feedback 
Objective: To identify several common errors made when delivering formative feedback to 
learners 
Delivery Option: Individual, Small Group, Large Group 
Supplies: White/Smart Board, Flip Chart, or Overhead Projector; 1 copy of handout Common 
Feedback Delivery Errors to Avoid 
 
Instructions/Prompt: 
There are several common mistakes educators make when delivering feedback. Much like rater 
errors in evaluation of performance, these feedback errors should be avoided when 
communicating with learners. Inaccurate, poorly delivered, or overly generous feedback will 
not help the learner improve his/her performance. 
 

 Review the 8 errors with your participants 

 Ask participants to discuss the following questions 
1) What questions do you have about these errors? Do they make sense to you? 
2) Have you ever been a victim of one of these errors? If so, discuss with your peers. 
3) Provide participants with the following statements and ask them to identify which 

error (or errors) it represents: 
a. “You need to be nicer to your patients.” (Answer=1&3) 
b. Chief resident provides feedback to a third year medical student: Tells her 

that she needs to be more like Dr Doyle (an intern) and be more efficient at 
interviewing her patients. (Answer=4) 

c. When asked why he doesn’t provide more continuous formative feedback to 
his learners, the attending states: “They don’t need to be coddled, they’re 
not children.” (Answer=5) 

d. “Nice work!” (Answer=1&3) 
e. Create your own:___________________________________________ 

_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
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Common Feedback Delivery Errors to Avoid 
 

There are several common mistakes educators make when delivering feedback. Much like rater 
errors in evaluation of performance, these feedback errors should be avoided when 
communicating with learners. Inaccurate, poorly delivered, or overly generous ratings will not 
help the learner improve his/her performance. 
 
1. Generosity Error. This effect refers to an educator’s tendency to avoid delivering 

corrective feedback and instead provide either positive or vague comments. Although 
the reasons for this phenomenon are complex, some educators feel uncomfortable 
stating that someone is weak and therefore avoid making negative judgments. This 
effect has been found to become more prominent when delivering face-to-face feedback 
and less so in delivering written feedback.20 

2. Uninformed Error. One error to providing sufficient quality feedback relates to the 
educators lack of awareness of its importance or the extent of their responsibilities in 
delivering effective formative feedback.   

3. Generic Error. Feedback messages lack specificity, are overly vague, and fail to inform 
learning. 

4. Developmental Error. Lack of understanding of the learner’s level of training, his or her 
course or rotation objectives. This error can result in unfair expectations of, and 
frustration by, the learners 

5. Andragogical Assumption Error. The belief that adult learners don’t need reinforcement 
and feedback. Although critical when learning new skills, all learners need formative 
feedback to enhance performance. 

6. Drifting Error. Feedback delivery skills diminish without frequent reinforcement and re-
training. 

7. Abundance Error. The amount of feedback delivered is too much and overwhelms the 
learner. A feedback session should be focused on a few corrective points. Individual brief 
feedback comments should focus on 1 correction, formal feedback should focus on 1-3 
corrections and major feedback should focus on no more than 5 corrections with an 
action or educational plan. 

8. The Delivery Error. Observers often forget to check their feedback statements and make 
judgmental and/or vague statements to the students.  For example, “You should work on 
your BP technique,” “You made the patient feel exposed.”  These statements are either 
vague or judgmental and will either make the student unclear of how his/her behaviors 
affected the patient or make him/her defensive and dismissive of the feedback. 

 
 

                                                 
20

 Colletti LM. Difficulty with negative feedback: face-to-face evaluations of junior medical student clinical 

performance results in grade inflation. J Surg Res 2000; 9(1):82-87 
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Tool #14: Feedback Critique: A Checklist for Delivering Constructive Feedback 

Objective: To critique the quality of formative feedback 
Delivery Option: Individual, Small Groups, Large Group 
Supplies: 1 copy of Feedback Critique per participant 
 
Instructions/Prompt: 
The Checklist was originally designed for training standardized patients to deliver formative 
feedback immediately following a simulated encounter. It has been adopted for the Toolbox for 
use by medical educators who provide feedback immediately after directly observing a patient 
encounter. 
 
This tool may be particularly helpful for medical educators to review immediately prior to 
conducting a formal feedback session, particularly if they are novice at the skill. It can also serve 
as an aid to the workshop participant acting facilitator or observer in Tools #8, #9, #11. 
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CHECKLIST FOR DELIVERING 
CONSTRUCTIVE FEEDBACK 

  

  
 _____  Identify the time constraints of the feedback session & identify a few 

 feedback points during the observed encounter. 
   
  Ask yourself: ―Given the time frame, what key feedback points should I 

 address?” 

  
 _____  Ask the learner whether he/she would like feedback. Feedback should 

 be solicited rather than imposed. 
  
  “Would you like to discuss the session and receive some feedback?” 

   
 _____  Begin the feedback session by allowing the learner to describe how 

 he/she felt the interaction went.   
   
  “How do you feel the encounter went?”  “What do you consider your 

 biggest challenges with this encounter?” 

  
 _____  Begin with a positive statement.   
  
  Ask yourself: “What was the most outstanding behavior displayed by the 

 learner?” 

  
 _____  Check your statements to assure that they pertain to specific behaviors 

 the learner can do something about.   
  
  Ask yourself: “Is this a behavior that the learner has control over?” 

  
 _____  Check your feedback statements against the ―Feedback Litmus Test.‖ 
  

  Ask yourself: ―Does the feedback address specific behavior?  Is the feedback  
  non-evaluative?”         

  
 _____  Ask the learner to rephrase the feedback to ensure clear communication.   
  
  “Are you clear about what I am saying?” or “Can you summarize so I know 

 I have been clear?” 

  
 _____ End the session with a positive feedback statement.   
  
  Ask yourself: ―Did the learner leave the session with constructive 

 information?”  
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 Tool #15: Pre- Post-Test 

Objective: To assess your learners’ knowledge before and/or after instruction. Of course, the 
content of the test will depend on the tools delivered. Feel free to modify the test, selecting 
relevant items, to best suit your needs. 
Delivery Option: Individual live or online or via audience response system (see Tool #1 for 
details) 
Supplies: 1 copy of test per participant  
 
Instructions/Prompt (for learners): 
 
This tool is intended to assess your understanding of formative feedback in medical 
education. Please respond to each question to the best of your ability. If you do not know the 
answer to a question, leave the item blank. Thank you for our participation. 

 



Howley, LD 2011 |  48 

 

Feedback Skills Pre- and/or Post-Test  Name: ________________ 
 
This tool is intended to assess your understanding of formative feedback in medical education. 
Please respond to each question to the best of your ability. If you do not know the answer to a 
question, leave the item blank. Thank you for our participation. 
 

1. List two reasons why feedback is important in the learning process. 
 
 

2. List two characteristics of constructive feedback. 
 
 

3. Compare and contrast feedback with evaluation. 
 

 Formality Purpose Timing 
 

Feedback 
 

   

 
Evaluation 

 

   

 

 Describe two differences between brief and formal/major feedback. 
 
 

 Which type of feedback is depicted in the following scene? A senior resident observes a 
medical student performing a lumbar puncture in the simulation lab using a model and 
provides immediate feedback on her angle of needle insertion.  

A. Brief 
B. Formal 
C. Major 
D. None of Above 

 

 Which type of feedback is depicted in the following scene? It is midpoint in the rotation 
and the intern is scheduled to meet with his Program Director to review his performance 
in relation to the common competencies.  

E. Brief 
F. Formal 
G. Major 
H. None of Above 
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 Which of the following is a feedback error? 
A. Generosity 
B. Generic 
C. Drifting 
D. Central Tendency 
E. All of above 
F. A-C 

 
8 – 13. Read each feedback response listed in the table below. Indicate your assessment of 
the quality of the statement by circling your response to the following three questions: 
 
 Is the example evaluative (E) or non-evaluative (NE)? 
 Is the example descriptive (specific) (D) or non-descriptive (general) (ND)? 
 Is this feedback constructive (C)? That is, does it meet the criteria of being both non-evaluative 

and descriptive? 
 

Feedback Statement 

Evaluative 
(E) or Non-
Evaluative 

(NE) 

Descriptive 
(D) or Non-
Descriptive 

(ND) 

Constructive 
(C) or Non-

Constructive 
(NC) 

8-Nice job! You should get high honors on this 
rotation. 

E or NE D or ND C or NC 

9-That was disappointing. You spent the whole 
time looking at the chart and your notes instead 
of making eye contact with the patient. 

E or NE D or ND C or NC 

10-When you leaned forward when she started 
to tell you about her husband’s drinking 
problem, your body language showed that you 
were sincerely interested in hearing about her 
situation. 

E or NE D or ND C or NC 

11- Didn’t you learn anything in med school? You 
were standing too far from your patient while 
doing the fundoscopic exam. If you’re not close 
enough to kiss him, you’re not close enough!  

E or NE D or ND C or NC 

12-You were standing too far from your patient 
while doing the fundoscopic exam. You need to 
be an inch or so from his eye to really see the 
retina. Let me show you… 

E or NE D or ND C or NC 

13-Why wouldn’t you consider pneumonia for 
this patient? Didn’t you hear the crackling in his 
left lung or did you even bother to listen to his 
breathing? 

E or NE D or ND C or NC 
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Feedback Skills Pre- and/or Post-Test  Name: ________________ 
 
This tool is intended to assess your understanding of formative feedback in medical education. 
Please respond to each question to the best of your ability. If you do not know the answer to a 
question, leave the item blank. Thank you for our participation. 
 

1. List two reasons why feedback is important in the learning process. 
IDs & Reinforces Strengths; IDs and Corrects Errors, Performance Weaknesses 

 
2. List two characteristics of constructive feedback. 

Specific, Nonjudgmental  
 

3. Compare and contrast feedback with evaluation. 
 

 Formality Purpose Timing 
 

Feedback 
 

Variable Improve Learning Continuous 

 
Evaluation 

 

Formal Judge performance 
against criteria or 

norm group 

End of instruction 

 

 Describe two differences between brief and formal/major feedback. 
Time & Focus  
 

 Which type of feedback is depicted in the following scene? A senior resident observes a 
medical student performing a lumbar puncture in the simulation lab using a model and 
provides immediate feedback on her angle of needle insertion.  

I. Brief 
J. Formal 
K. Major 
L. None of Above 

 

 Which type of feedback is depicted in the following scene? It is midpoint in the rotation 
and the intern is scheduled to meet with his Program Director to review his performance 
in relation to the common competencies.  

M. Brief 
N. Formal 
O. Major 
P. None of Above 
 

 
 

KEY 
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 Which of the following is a feedback error? 
G. Generosity 
H. Generic 
I. Drifting 
J. Central Tendency 
K. All of above 
L. A-C 

 
8 – 13. Read each feedback response listed in the table below. Indicate your assessment of 
the quality of the statement by circling your response to the following three questions: 
 
 Is the example evaluative (E) or non-evaluative (NE)? 
 Is the example descriptive (specific) (D) or non-descriptive (general) (ND)? 
 Is this feedback constructive (C)? That is, does it meet the criteria of being both non-evaluative 

and descriptive? 
 

Feedback Statement 

Evaluative 
(E) or Non-
Evaluative 

(NE) 

Descriptive 
(D) or Non-
Descriptive 

(ND) 

Constructive 
(C) or Non-

Constructive 
(NC) 

8-Nice job! You should get high honors on this 
rotation. 

E or NE D or ND C or NC 

9-That was disappointing. You spent the whole 
time looking at the chart and your notes instead 
of making eye contact with the patient. 

E or NE D or ND C or NC 

10-When you leaned forward when she started 
to tell you about her husband’s drinking 
problem, your body language showed that you 
were sincerely interested in hearing about her 
situation. 

E or NE D or ND C or NC 

11- Didn’t you learn anything in med school? You 
were standing too far from your patient while 
doing the fundoscopic exam. If you’re not close 
enough to kiss him, you’re not close enough!  

E or NE D or ND C or NC 

12-You were standing too far from your patient 
while doing the fundoscopic exam. You need to 
be an inch or so from his eye to really see the 
retina. Let me show you… 

E or NE D or ND C or NC 

13-Why wouldn’t you consider pneumonia for 
this patient? Didn’t you hear the crackling in his 
left lung or did you even bother to listen to his 
breathing? 

E or NE D or ND C or NC 
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Tool #16: Feedback Skills Self Assessment Scale 

Objective: To allow learners’ to self-assess their feedback knowledge before and/or after 
instruction.  
Delivery Option: Individual live or online or audience response system (see Tool #1 for details) 
Supplies: 1 copy of test per participant  

Instructions/Prompt (for learners): 

This tool allows you to assess your ability to provide constructive formative feedback to your learners. 

For each statement, choose one rating which best reflects your feedback behavior. Afterwards, tally 

the responses to determine your total self assessment score (range = 0=39).   
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Feedback Skills Self Assessment Scale 

This tool allows you to assess your ability to provide constructive formative feedback to your learners. 

For each statement, choose one rating which best reflects your feedback behavior. Afterwards, tally 

the responses to determine your total self assessment score (range = 0=39).   

0=Never 1=Rarely 2=Sometimes 3=Always 

1. When delivering major feedback, I ____ consider the learning environment and avoid providing 

corrective feedback in a public forum. 

2. Before delivering formal or major feedback, I ____ prepare the learner for the feedback. 

3. Before delivering feedback, I ____ consider the developmental stage of the learner and the 

appropriate expectations of performance for that stage. 

4. When preparing for formal or major feedback sessions, I ____ make actual or mental notes about 

the learner’s strengths and weaknesses. 

5. Before delivering formal or major feedback, I ____ ask the learner to self assess his/her performance 

to better understand his/her ability to perceive strengths and weaknesses. 

6. When delivering corrective feedback, I ____ focus on a specific area/s needing improvement which 

can be changed or improved. 

7. When delivering reinforcing feedback, I ____focus on specific area/s which were done well. 

8. When delivering constructive feedback, I ____ limit my comments to non-judgmental statements. 

9. I ____ base feedback on direct observation of learners and avoid making assumptions about 

performance. 

10. When delivering major feedback, I ____ use multiple sources of evidence to provide a more 

accurate and fair assessment of the learner’s strengths and weaknesses.  

11. I ____ elicit feedback on my own performance (as a teacher/clinician/ supervisor/etc) 

12. When delivering feedback, I ____ attend to the time and nature of concerns and avoid giving too 

much information at one time.  

13. During major feedback sessions, I ____ discuss a plan for follow-up.  

TOTAL SCORE = ____ 

Interpreting Your Score: 0 - 20 = Very Poor Feedback Skills; 21 - 25 = Poor Feedback Skills; 26 - 30 = Moderate 

Feedback Skills; 31 - 35 = Strong Feedback Skills; 36 - 39 = Very Strong Feedback Skills 
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Tool #17: Sample Workshop Outline

The outline below is provided as a sample for planning a 90-minute workshop for residents who 

are being introduced to constructive formative feedback skills for the first time.  

Introduction and Overview (10m) 

 Begin by understanding your learners. You may already be familiar with the
participants and their needs with regards to feedback skills. If not refer to
Tool #1 or consider asking learners to complete Tools #15-16 in advance of
the session. (Modify Tool #15 to include only content covered in session)

 Provide overview of session. Incorporate Tool #18, Power Point slides.

Reflecting on Experience (10m) 

 Allow learners the opportunity to personalize the topic and engage them
with an interactive activity.

 Use Tool #2 as reflective exercise to describe characteristics of formative
constructive feedback.

Assimilating and Conceptualizing (20m) 

 Introduce SOAP model of delivering formative feedback, Tool #9

 Describe the difference between feedback and evaluation (slides 4-9 of
Tool #18).

Experimenting and Practicing (25m) 

 Use Tool #18 slides 16-20 for interactive drill on this important
differentiation.

 Conduct role play to allow learners the opportunity to practice the SOAP
model. Use Tool #9.

Planning for Application (10m) 

 After completing the role play, ask the large group to debrief on the activity
(see Tool #9).

Conclusion (15m) 

 Re-administer Tools #15-16

 Solicit feedback on the session for future enhancements.
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Tool #18: Presentation Materials: Power Point Slides w/Speaker Notes 

Objective: To provide medical educators with a standard slide presentation + notes for training 
on basic feedback skills. Objectives of the presentation include: 1) Differentiate feedback from 
evaluation, 2) Review elements of effective formative feedback, 3) Be introduced to the SOAP 
model for delivering feedback to learners 
Delivery Option: Individual live presentation, one-on-one, or online 
Supplies: Power Point presentation is included as a Toolbox Appendix  

This presentation was prepared by Dr Dael Waxman of Carolinas Medical Center and is included in this 
Toolbox with his permission. 

Slide 1 

Delivering Effective Feedback: 
An Introduction

As you know, feedback is critical for our 
professional development, and our 
students and residents are hungry for it.  
Too frequently our learners say that they 
get very little indication of how they’re 
performing, before the end of rotation 
evaluation comes.   Teachers, whether 
they be faculty, fellows, or residents, have 
varying degrees of skill and comfort with 
delivering feedback.  To get everyone on 
the same page, it would be helpful to 
spend some time discussing exactly what 
feedback is, and how to deliver it to our 
learners most effectively. 

Slide 2 
Delivering Effective Feedback: 

An Introduction

Session Objectives:

By participating in this brief session you will..

1. Differentiate feedback from evaluation
2. Review elements of effective formative feedback
3. Be introduced to the SOAP model for delivering 

feedback to learners

As you know, feedback is critical for our 
professional development, and our 
students and residents are hungry for it.  
Too frequently our learners say that they 
get very little indication of how they’re 
performing, before the end of rotation 
evaluation comes.   Teachers, whether 
they be faculty, fellows, or residents, have 
varying degrees of skill and comfort with 
delivering feedback.  To get everyone on 
the same page, it would be helpful to 
spend some time discussing exactly what 
feedback is, and how to deliver it to our 
learners most effectively. 
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Slide 3 
Take Home Points

Feedback is:

• observations, not judgments

• reinforcing, redirecting

• easier, the more you do it

• a lot easier when you ask the receiver to
give themselves feedback first

I always like to include some ―take-home 
points‖.  Just in case I lose your attention, 
I’m going to go ahead and mention these 
right up front.  First, it’s important to 
remember that feedback is based on 
objective observations, and devoid of any 
value-laden or judgmental statements.  It 
is given with the intent of reinforcing what 
the learner is doing well, and redirecting 
them when they are off-target.  There’s 
definitely a learning curve to giving 
feedback and it gets easier the more you 
do it.  Finally, one helpful technique to 
keep in mind is that it’s often helpful to 
start off by first asking the learner to 
reflect on their own performance.  If you 
learn nothing more from this talk than 
these 4 points, then I’ve done my job. 

Slide 4 

Feedback - Definition

Reinserting into the system 

the results of its performance.

So what is feedback?  If you look it up in 
Webster’s dictionary, this is what you’ll get 
(see def. above).  The term ―feedback‖ 
comes from the early days of rocket 
engineering and consisted of electronic 
signals (regarding position, speed, etc.) 
that were sent from the missile to the 
launcher and then fed back to the missile 
to allow it to make adjustments in its 
trajectory to ensure it stayed on target.  
And that’s what we’re trying to do for our 
learners.  So can you think of what some 
of the traits or characteristics of feedback 
are? (Elicit from audience) 

Slide 5 

Feedback is:

• objective information

• non-evaluative

• language is neutral: nouns and verbs

• what is noticed, how it is done

• image: camcorder 

(Elicit and list the characteristics of feedback 
from the audience before showing this slide).  
So feedback is Objective (not subjective) 
information.  It is different from evaluation, 
although both may be delivered at the same 
time.  It consists of mostly nouns and verbs 
and is neutral language.  We are telling the 
learner WHAT is noticed and HOW it was 
done.  One analogy that we have found to be 
very useful in planning and delivering 
feedback to our learners and ensuring that 
we’re staying objective and neutral, is that of 
the Camcorder.  For example, we might ask 
ourselves, ―if the Camcorder recorded that 
patient encounter/procedure, what would it 
see?‖   The camcorder doesn’t judge whether 
something was good or bad, it just records 
what it sees. 
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Slide 6 
Feedback - Language

• I noticed that you…

• You responded to that clue about…

• I can’t read your signature

• The workup that you did is complete

Here are some examples of phrases you 
might use in giving feedback: (read them 
and continue to more on the next slide).   

Slide 7 
Feedback - Language

• Your notes are systematically organized,

readable, and clear.

• When you examined her there, the patient 

winced.

Notice that there are no judgments made 
here, only objective statements. 

Slide 8 

Evaluation

• subjective information

• uses value judgments

• adjectives and adverbs

• how well or how poorly things are done 

• image:  ice skating judge

Now lets spend a few minutes talking 
about how EVALUATION is different from 
feedback as it’s easy to get these 
confused.  In contrast to feedback, 
evaluations are SUBJECTIVE and does 
use value statements and judgment.  
There are more adjectives and adverbs 
used to describe how well or how poorly 
things are done, in reference to 
previously-determined goals and 
objectives.  The image to keep in mind for 
evaluation is ice skating judges, who give 
the skater a score.  Different judges might 
give the same skater different scores for 
the same performance. 
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Slide 9 

Evaluation: Language

• You did a great job with that patient.

• I really enjoyed your presentation.

• You’re a moron.

• You weren’t on the ball seeing patients today.

• Your review of that article wasn’t so hot.

So here are some examples of 
statements that are evaluative in nature.  
(read them)  Notice that with these 
statements, the learner isn’t receiving any 
specific information that would be helpful 
for them to know exactly what was done 
well or poorly, or how they could do things 
differently next time. 

Slide 

10 What to Give Feedback About

• Case presentation

• Efficiency

• Clinical skill

• Acquisition of knowledge

There are so many different things you 
can give feedback on.  Here are just a 
few.  What are some other opportunities 
for giving feedback? 

Slide 

11 What to Give Feedback About

• Interaction with patients, nursing

• Performance of a skill (central line)

• Work up, write up

Slide 

12 Elements of Effective Feedback

• timing – as soon as possible

• focuses on a specific behavior

• descriptive

• constructive

• devoid of comments about attitude, 
personality

• nonjudgmental

So now that we know what feedback is 
and how it is different from evaluation, lets 
talk about what makes it most effective for 
the receiver of the feedback.  Remember 
the intent is for them to take the 
information that is fed to them, and use it 
to reinforce or improve their performance.  
(Go through each one; example of faculty 
noting that a resident had an ―attitude 
problem‖ and the pitfall of being the 
advisor who shared that information with 
the resident; how could it have been 
handled better?) 
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Slide 

13 Process of Feedback

• Timing

– Continual

– Scheduled

So when do we give feedback?  It can be 
continuous, scheduled, or ideally both.  
It’s a good idea for you to let the learner 
know up front that you will be giving them 
feedback (example: mid-rotation and end 
of rotation feedback).  Continual or real-
time feedback is useful for individual 
observations or encounters, whereas 
scheduled feedback may cover multiple 
encounters over time. 

Slide 

14 Process of Feedback

• SOAP, stands for Self Reflection, Objective 

feedback delivered, Ask for learner 

understanding, Plan for follow-up

• Step 1: Self Reflection by Learner 

– Start with feedback recipient:

• What do you think is going well?

• What do you think could be going better?

It’s a very good idea to spend a few moments 
thinking about and planning the feedback 
you’re going to give, beforehand. One method 
for delivering feedback is the 4-step SOAP 
model developed by Dr Howley. Steps include 
(review steps). It begins with inviting the 
learner to self assess. If you can start off by 
asking the recipient how things are going from 
their standpoint, both in regards to their 
performance, as well as what you could do 
differently.  This empowers and encourages 
them to give you feedback, which you might 
not otherwise get. 

Slide 

15 Process of Feedback

• Step 2: Objective feedback is delivered

– Give recipient your objective input

Feedback sandwich?
Positive

Negative

Positive

• Step 3: Ask for learner understanding

• Step 4: Plan for follow-up

Once you’ve gotten their take on things, give 
them your objective observations.  Try to limit 
it to no more than 3 things.  Anything more 
than that and it’s more than they can retain at 
once.  Some learners do well with the 
―feedback sandwich‖.  We’ve all been 
recipients of this; this is when you start with a 
positive/something that is reinforcing, follow it 
with something constructive/something they 
need to work on, then finish with a positive.  
You need to use your judgment about whether 
to use the sandwich. Everyone needs 
positive/reinforcing feedback; more sensitive 
or fragile learners may need the sandwich 
more than others to help balance the positive 
and negative.   But sometimes it can feel a bit 
contrived, and if you’ve had the sandwich 
before, you can find yourself not even 
listening to the positives and waiting for the 
―meat‖ or the constructive part.  For the rare 
learner who is a little more difficult to get 
through to, or has an inflated sense of their 
skills, you may want to skip the ―bread‖ and go 
right to the ―meat‖ if that’s what’s necessary to 
get their attention.  
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Slide 

16 Feedback or Evaluation?

You covered all of the main points of the 
disease in your presentation.

So now lets take what we’ve learned 
about feedback and evaluation and apply 
it to see what we’ve learned.  I’m going to 
show a few statements that you might 
hear in the clinical setting, and you let me 
know whether it’s feedback or evaluation.  
(read the statement above; this statement 
is feedback because it is objective and 
free of judgment) 

Slide 

17 Feedback or Evaluation?

It’s the middle of the month review…I think 
you’re doing great.

(Read the statement.  It is evaluation 
because it is subjective and judging-
‖great‖) 

Slide 

18 Feedback or Evaluation?

I didn’t like the way you handled that 
family member. 

(Read the statement; This is evaluation 
because of the judgment) 

Slide 

19 Feedback or Evaluation?

When the patient was going on and 
on, I noticed that you apologized for 
interrupting and then re-directed 
them back to your question. 

Read it—it’s feedback.  It’s objective, 
nouns and verbs, and free of judgment. 
This is what the camcorder would see.   
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Slide 

20 Feedback or Evaluation?

You did a great job on your Grand 
Rounds.  Specifically, your review of 
the differential diagnosis of the red 
eye was helpful. 

This is kind of a trick question, because 
it’s BOTH feedback and evaluation.  The 
first statement is evaluative and the 
second one gives specific feedback 
regarding the differential diagnosis. 

Slide 

21 
Summary/Take-Home Points

Feedback is:

• observations, not judgments

• reinforcing, redirecting

• easier, the more you do it

• a lot easier when you ask the receiver to
give themselves feedback first

This is a re-iteration of the 4 take-home 
points that I shared at the beginning.   
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Additional Training Resources 
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 Mountain Area Health Education Center (MAHEC). Preceptor Development Program.

Online module available from http://www.mahec.net/pdp/effective_precepting.aspx?a=9
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Patients. MedEdPORTAL; 2007. Available from:

http://services.aamc.org/30/mededportal/servlet/s/segment/mededportal/?subid=339

 Nichols D, Barker LR, Kern DE, Thomas PA, Giving Feedback. A 30-minute online faculty

development module available from:

http://www.hopkinsmedicine.org/fac_development/video/flash/index.html
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