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ABSTRACT

Background Feedback conversations between preceptors and residents usually occur in closed settings. Little is known about

how preceptors address the challenges posed by residents with different skill sets, performance levels, and personal contexts.

Objective This study explored the challenges that preceptors experienced and approaches taken in adapting feedback

conversations to individual residents.

Methods In 2015, 18 preceptors participated in feedback simulations portraying residents with variations in skill, insight,

confidence, and distress, followed by debriefing of the feedback conversation with a facilitator. These interactions were recorded,

transcribed, and analyzed using thematic and framework analysis.

Results The preceptors encountered common challenges with feedback conversations, including uncertainty in how to

individualize feedback to residents and how to navigate tensions between resident- and preceptor-identified goals. Preceptors

questioned their ability to enhance skills for highly performing residents, whether they could be directive when residents had

insight gaps, how they could reframe the perceptions of the overly confident resident, and whether they should offer support to

emotionally distressed residents or provide feedback about performance. Preceptors adapted their approach to feedback, drawing

on techniques of coaching for highly performing residents, directing for residents with insight gaps, mediation with overly confident

residents, and mentoring with emotionally distressed residents.

Conclusions Examining the feedback challenges preceptors encounter and the approaches taken to adapt feedback to individual

residents can provide insight into how preceptors meet the challenges of competency-based medical education, in which frequent,

focused feedback is essential for residents to achieve educational milestones and entrustable professional activity expectations.

Introduction

Competency-based medical education requires fre-

quent feedback over an extended period of time.1,2

Unlike the focused feedback provided by music and

sports instructors, day-to-day feedback in medicine

tends to be more global and less deliberate, as

preceptors juggle patient care and teaching commit-

ments.3 Feedback ‘‘for’’ learning, compared with ‘‘of’’

learning, requires that preceptors focus on small

changes in performance to improve resident expertise

in graduated ways to align with milestones and

entrustable professional activities (EPAs).

Helping preceptors individualize feedback has not

received much attention. Individualized feedback

favorably impacts general clinical, technical, and

communication skills, and patient care.4–7 It requires

preceptors to consider the individual resident and his

or her unique context. Preceptors report difficulties in

guiding residents at performance extremes (those who

excel or struggle), and those who lack insight about

their work, or who are not receptive to feedback.8

With feedback conversations occurring in closed

settings with little oversight, strategies that preceptors

use with different residents are largely unknown.

The purpose of this qualitative study was to explore

challenges that preceptors encounter when working

with residents and how they approach and adapt their

feedback accordingly.

Methods

This study was conducted at a large, Canadian, urban

academic teaching hospital. We recruited volunteer

physician preceptors from multiple medical and

surgical specialties who were interested in participat-

ing in a faculty development program that entailed a

short presentation on approaches to feedback, fol-

lowed by feedback simulations and debriefings with

skilled facilitators. We created 4 scenarios of resident-

patient interactions in which professional actors

portrayed residents with the following qualities:DOI: http://dx.doi.org/10.4300/JGME-D-17-00590.1
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highly performing, gaps in insight, overly confident,

and emotional distress (BOX). These scenarios were

chosen based on literature suggesting challenges

preceptors encounter in these contexts,8 with details

grounded in our experiences as medical educators.

The simulations were held in 2015 and began with a

2-minute video of a resident (a trained actor) discussing

goals of care with a patient with advanced lung cancer

who had been admitted to the hospital with an

infection. The preceptor had 8 to 10 minutes for a

feedback conversation with the resident. The facilitator

then debriefed the preceptor about the feedback for 8 to

10 minutes. Preceptor feedback conversations with

residents and facilitator debriefing conversations with

preceptors were video recorded, and the audio was

transcribed verbatim and anonymized.

Reflexivity

The research team consisted of experienced medical

educators with backgrounds in critical care medicine

(A.R., J.G., and J.D.), palliative care (A.R. and J.D.),

emergency medicine (A.C. and J.G.), pediatrics (A.C.),

and anesthesiology (A.R.), and an education researcher

(J.L.). The clinicians on the team developed the

scenarios and participated as facilitators. Strategies

used to enhance credibility included independent

analysis by 2 team members (A.R. and J.L.), with

regular meetings to discuss perceptions and potential

biases, refine the coding scheme, and consider emerg-

ing interpretations9 and detailed verbatim quotes.10

The study was approved by the University of

Calgary Conjoint Health Research Ethics Board.

Data Analysis

Two members of the research team (A.R. and J.L.)

analyzed the transcripts to explore how preceptors

approached the scenarios. We drew on framework

analysis,11 a structured and systematic form of

thematic analysis11,12 that facilitates comparison of

large qualitative data sets within and across scenarios,

involving familiarization, coding, framework develop-

ment, indexing, charting, and interpretation (FIGURE 1).

Data analysis began by viewing the videos and reading

through the transcripts in depth to become familiar

with the data. We then coded the transcripts, paying

attention to common and unique approaches taken by

BOX Simulated Scenarios and Distribution of Participants

Skill: Highly Performing Resident
The resident has good basic communication skills and seeks
to understand the patient in discussing goals of care to help
facilitate a decision consistent with the patient’s goals,
values, and medical situation. The resident is able to appraise
his or her own communication skills realistically and is
seeking to improve further. The resident is insightful in
discussions with the preceptor and interested in learning.

Feedback challenge: Reinforce good performance and coach
to optimize performance.

Preceptor-resident feedback: n¼ 15

Facilitator-preceptor debriefing: n¼ 14

Insight: Resident With Insight Gaps
The resident has an optimistic outlook, a positive attitude,
and a cheerful approach. The resident thinks the patient has
a good chance of recovering from the infection and
recommends full resuscitation for goals of care. The resident
wants to impress the preceptor and is agreeable with any
feedback offered.

Feedback challenge: Help the resident identify performance
gaps.

Preceptor-resident feedback: n¼ 13

Facilitator-preceptor debriefing: n¼ 14

Receptivity: Overly Confident Resident
The resident is confident that discussing goals of care with
patients is easy, and is focused on giving the patient realistic
information without regard for empathy. The resident is not
interested in considering corrective feedback.

Feedback challenge: Respectfully guide the resident to
consider other perspectives.

Preceptor-resident feedback: n¼ 14

Facilitator-preceptor debriefing: n¼ 14

Emotion: Emotionally Distressed Resident
The resident is struggling with family issues and has difficulty
focusing on the conversation with the patient. The resident
is upset by what he or she has perceived as a suboptimal
conversation with the patient and the personal issues
experienced outside of work. The resident is overwhelmed
and has difficulty listening to information the preceptor
discusses.

Feedback challenge: Identify and respond to the resident’s
need for support.

Preceptor-resident feedback: n¼ 13

Facilitator-preceptor debriefing: n¼ 14

What was known and gap
Feedback is important to residents’ development, yet little is
known about how preceptors address challenges posed by
residents with different skill sets, performance levels, and
personal contexts.

What is new
A qualitative study assessed how preceptors adapted their
feedback to different contexts.

Limitations
Single institution study and feedback limited to communi-
cation skills may reduce generalizability.

Bottom line
Preceptors adapted their feedback to the different contexts,
using coaching, directing, mediating, and mentoring strat-
egies. This could inform faculty development to improve
feedback provision.
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preceptors. We also noted how residents responded to

preceptors and how preceptors responded to facilita-

tors. The coding team met after reviewing every 2 to 5

transcripts to discuss emerging codes and interpreta-

tions; discrepancies were resolved through discussion.

From the codes, we developed 8 framework categories:

setting the agenda, building the relationship, reactions,

description, performance analysis, teaching, summa-

rizing, and strategizing. Data from each transcript

were indexed to the framework categories, and data

within each category were charted.

In the interpretation phase, we examined charted

data within and across simulated scenarios, looking

for similarities and differences in the challenges

encountered and how preceptors approached the

residents in the different scenarios. We focused on

preceptor-resident data to identify patterns of com-

munication in the feedback conversations, and on

facilitator-preceptor data to gain a deeper under-

standing of preceptor experiences and challenges in

interacting with the residents.

Results

The study included 18 preceptors, from medical (15)

and surgical (3) specialties. Preceptors had been in

clinical practice for a mean of 15 6 12 years. Data

analyzed encompassed 55 video transcripts of

preceptor-resident feedback and 56 video transcripts

of facilitator-preceptor interactions (the numbers of

videos by scenario are shown in the BOX).

For each scenario, we identified the challenges

encountered and the approaches taken by the

preceptor, as well as unique challenges and effective

approaches that were specific to the context portrayed

(as described in the TABLE).

Preceptor Challenges

We identified common challenges across all 4

scenarios. Preceptors recognized the need to integrate

resident learning with their own goals and develop a

shared agenda for feedback.

Preceptor to facilitator: ‘‘You kind of go in with an

agenda, what you want to cover, and you have this

idea of how things would go and then it’s sort of

like, side-railed.’’ (Video 31.2)

Nonetheless, preceptors had difficulty finding an

appropriate balance between reinforcing what was

done well and discussing areas for improvement.

Preceptor to facilitator: ‘‘I’m very uncomfortable at

giving negative feedback, do you know what I

mean? Like I avoid confrontation.’’ (Video 49.2)

Preceptors struggled to balance the resident perspec-

tive with sharing their own perceptions. They wanted to

encourage reflection and uncover the rationale behind

observed behaviors, while at the same time considering

strengths and gaps. Some participants felt the preceptors

were overly directive, while others spent the majority of

the time asking reflective questions of the resident

without adding their own observations.

There were also specific challenges unique to each

scenario. For the highly performing residents, precep-

tors voiced challenges around identifying what to

discuss and wanting to help the residents improve,

while not necessarily feeling confident that the

residents were ‘‘experts.’’

Preceptor: ‘‘I didn’t want to just praise her. Obviously

she’s a good communicator, but I had difficulty trying

to figure out what else I could evaluate.’’

Facilitator: ‘‘So you’re very right . . . You want to

provide meaningful feedback to try and help them

improve and it’s often a struggle to do that when

someone is already performing at this kind of level.

Yeah, it’s tough.’’ (Video 5.2)

There was additional uncertainty in how to offer

ideas for improvement for a highly performing

FIGURE 1
Framework Analysis
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resident, without that resident thinking he or she had

performed poorly.

For the resident with insight gaps, preceptors had

difficulty facilitating greater insight or willingness to

engage in self-assessment.

Preceptor to facilitator: ‘‘It was awkward. It

seemed like there wasn’t a lot of ability to self-

reflect, or look at what they’ve done through a

critical lens. So then it was difficult for me to try

and get anything.’’ (Video 56.2)

There was particular tension around the appropri-

ateness of directive feedback, with hesitance in being

direct. Preceptors hoped that reflective questions would

elicit resident insight that could then be discussed.

Preceptor to facilitator: ‘‘I was trying to find out if

there was anything that he saw in there that would

TABLE

Preceptor Challenges and Effective Approaches to Different Residents

Resident Variations Preceptor Challenges Effective Approaches

Residents in general Individualizing feedback: Developing

shared agenda

Tensions:

Balancing reinforcing with corrective

feedback

Balancing between eliciting resident

perspective and sharing own

perspective

Navigating time constraints

Developing rapport with resident

Exploring resident perspectives

Adapting feedback to resident

Teaching by sharing own

experiences

Skill: highly performing resident Individualizing feedback: Identifying

what feedback can be helpful to

resident who is already

performing well

Tension:

Offering ideas for improvement

while maintaining resident self-

confidence

Framing feedback as a conversation

with the goal of coaching to

excellence

Reinforcing good performance:

calibrating self-awareness and self-

assessment by encouraging

resident to identify strengths and

challenges or describing specific

behaviors and their effects to

facilitate future intentionality

Insight: resident with insight gaps Individualizing feedback: Structuring

feedback with resident who does

not demonstrate insight

Tension:

Grappling with personal discomfort

in offering directive feedback and

desire for resident insight

Recognizing that repeatedly

reframing self-assessment

questions is ineffective in eliciting

gaps or achieving insight

Adopting a directive approach to

feedback

Receptivity: overly confident resident Individualizing feedback: Helping

resident consider other

perspectives

Tension:

Approaching disagreement without

escalating conflict

Maintaining resident self-concept

through normalizing the situation

as challenging or validating

elements of good performance

Identifying points of agreement and

building on with own perspective

Encouraging reflection on patient

experience

Eliciting resident ideas for

implementing teaching points

Context: emotionally distressed resident Individualizing feedback: Exploring

distress and supporting resident

Tensions:

Pursuing learning objectives versus

changing focus to support

Overlooking versus conveying need

for improvement to resident in

distress

Negotiating boundaries in exploring

distress and personal life issues

Following intuition that resident is

distressed

Exploring source of distress

Normalizing without minimizing

resident experience

Asking permission to defer feedback

Sensitively supporting resident

through identifying supports and

sharing own strategies
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kind of open a door or give us a starting point.’’

(Video 45.2)

When a resident was overly confident preceptors

tried to shift the resident from being defensive to

considering other perspectives. This was associated

with the tension of approaching disagreement with-

out argument and potential escalation of conflict.

Preceptor: ‘‘This was not acceptable, in no

uncertain terms. There are things that you have

to include.’’

Resident: ‘‘I disagree.’’

Preceptor: ‘‘You need to . . .’’

Resident: ‘‘I mean I know you weren’t there, so

maybe you didn’t get the same feeling I got from

him, but I felt like I delivered the facts, he made the

decision. It was good.’’

Preceptor: ‘‘It’s hard for me to provide feedback if

you seem so closed to receiving it. What’s going

on?’’ (Video 18.1)

Last, for the emotionally distressed resident,

preceptors negotiated how to explore distress and

offer support without prying or intruding on personal

space.

Preceptor to facilitator: ‘‘This is a fairly emotion-

ally charged situation. I don’t know what permis-

sion I’ve got at this point, if any, to get into this,

and if I give you feedback, if that’s going to be

accepted or if it may seem inappropriate.’’ (Video

30.2)

Preceptors also expressed feeling torn between

addressing what they observed and supporting the

resident experiencing distress. They felt conflicted

about discussing gaps in performance, while not

wanting to add to the resident’s distress.

Preceptor Approaches

Preceptors adopted several similar strategies in each

scenario, including establishing rapport with the

resident through introductions, a caring attitude,

and empathy, along with ‘‘the basic assumption that

residents are here to do their best, and everyone is

smart and intelligent’’ (Video 19.2). Facilitators and

preceptors noted the importance of exploring the

resident’s perspective to understand observed behav-

iors and identify gaps for discussion.

Across scenarios, some preceptors maintained

flexibility through adapting the content and structure

of the feedback conversation to resident needs. Others

shared challenges they had encountered in their own

clinical experiences as an approach to teaching. There

were also specific approaches that preceptors adopted

to facilitate effective feedback with the residents in

the 4 different contexts.

For the highly performing resident, preceptors

began by reinforcing what was done well to reassure

the resident.

Facilitator to preceptor: ‘‘‘Kudos to you, you did

a fantastic job.’ That’s how I would say, right?

Because then the person knows right away, okay,

whew, I did a great job. Now I can be open with

you and share with you my insecurities, really

share with you what’s on my mind, because I

know that you think I’m legit, I did a good job,

and be much more receptive to that.’’ (Video

5.2)

This approach enabled feedback to be framed as a

conversation, aimed at coaching the resident from a

good performance to excellence.

Facilitator to preceptor: ‘‘You’re coaching the fine,

minute aspects of performance now, not the basics.

This person has already mastered the basics. So it’s

about taking it from the basics for that someone

who’s already achieving at a high level and making

them a superstar.’’ (Video 4.2)

Preceptors encouraged residents to reflect on their

own strengths and challenges. They offered specific

observations to link behaviors to patient responses,

guiding them in calibrating their self-awareness and

self-assessment skills. The intention was to help

residents more consciously apply effective techniques

in future situations.

Preceptor to resident: ‘‘When I watched your

approach, I saw you ask some really good open-

ended questions, like, ‘Have you had discussions

previously, and what was that about goals of care?

What’s your understanding of your disease and

where you are now?’ And I thought the answers the

patient gave you, from those open-ended ques-

tions, were really rich with information. How did

you find it?’’ (Video 14.1)

For residents with insight gaps and eagerness to

please the preceptor, a more direct approach was

beneficial.
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Facilitator to preceptor: ‘‘You actually went right

into that directive feedback. ‘I think you did this

well. I think this is the way you should do it. And

here’s my technique, this is what I do.’ That’s great,

because you had somebody who you could see

wasn’t going to suddenly come up with a fountain

of information.’’ (Video 53.2)

Preceptors who asked questions to encourage the

residents to identify gaps on their own did not appear

to be as effective. This often led to circular

conversations, where the preceptor repeatedly re-

framed the question with the hope of obtaining the

desired response.

Preceptor to facilitator: ‘‘Immediately I felt like

there was maybe not a lot of insight into how this

had gone or how else it might have gone. And I was

throwing out that ‘What do you think, what do

you think, is there anything else you think you

could have done differently?’ Kind of trying those

open-ended questions, but I didn’t feel that I was

very successful. I wasn’t getting a lot back. He just

wanted to hear what I thought.’’ (Video 53.2)

For the resident who was overly confident, precep-

tors normalized the challenges of the situation and

validated what was done well, maintaining resident

self-esteem.

Preceptor to resident: ‘‘I find that goals of care

discussions can be really emotional for me; I like to

talk about them afterward to explore how they

went. How did you feel that conversation went?’’

(Video 21.1)

In asking open-ended questions to understand the

resident’s perspective, preceptors identified points

they could agree with and then added their own

observations, perspectives, and rationale.

Preceptor to facilitator: ‘‘She was very focused on

the facts, that she had gotten the facts, and needed

to follow the facts and right information. I wanted

to reinforce that part to get us on a parallel path; if

I said that it is important to have the facts and give

the right information, then maybe we could add

some other aspects of communication and building

rapport.’’ (Video 24.2)

Preceptors asked questions to help this group of

residents reflect on how they would feel as the patient

so that the resident might consider a more empathic

approach. Finally, eliciting resident ideas about

strategies to implement some of the teaching points

offered by the preceptor avoided disagreement around

the teaching point itself.

For the resident who was emotionally distressed,

participants followed their intuition that something

was amiss and invited them to share their story.

Preceptor to facilitator: ‘‘I kind of had . . . I had a

feeling that something was up, just didn’t really

quite . . . the first 10 seconds I’m like, ‘Uh,

something’s not right.’’’ (Video 39.2)

Maintaining an open mind while exploring the

source of distress was important, as distress could be

related to poor performance or underlying personal

issues. Normalizing the situation without minimizing

the resident’s experience helped create a safe environ-

ment for dialogue.

Preceptor to resident: ‘‘There are situations that we

prepare for and we get into the situation and

something happens and our minds go blank or we

feel we didn’t approach it in a way we would’ve

liked to. What we get out of these sessions

afterward is to look back on the scenario and see

what we could’ve done differently. Is there

something that you feel affected your performance

today? Could you tell me about that?’’ (Video

40.1)

Preceptors sought permission from the resident to

defer feedback to a later time, focusing instead on

supporting the person sensitively. Compassionate

responses included helping the resident identify a

support system, and sharing approaches of how the

preceptor or colleagues had previously addressed their

own distress in clinical work.

Preceptor to resident: ‘‘I’d like to spend a few

minutes helping out with this situation, because it

seems to me very, very important. Maybe we can

leave how to manage the kind of discussion you

had with the patient for later. Is that alright?’’

(Video 38.1)

Discussion

Preceptors in this study identified some common

feedback challenges across all scenarios as well as

challenges unique to different contexts, ones that

required adaptation of their approach. Common

challenges included developing a shared agenda,

navigating degrees of directedness, and balancing

discussion around reinforcing and corrective feedback

within a short period of time. In addressing these

common challenges, preceptors recognized that a
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supportive relationship was foundational. They es-

tablished rapport, explored residents’ reactions and

thoughts, adapted feedback, and shared their own

clinical experiences. These approaches are congruent

with general recommendations for effective feed-

back13 and consistent with the concept of creating

an educational alliance where the resident and

preceptor feel safe to share perspectives and experi-

ences.14

We also found that preceptors and facilitators

incorporated techniques specific to different residents

(FIGURE 2). For the highly performing resident,

preceptors adopted a coaching role to help the

individual recognize his or her strengths and further

refine his or her skills. This involved encouraging

reflection on how strengths could be further devel-

oped. For the resident with insight gaps, preceptors

took a more directive approach to ensure that major

performance gaps were addressed and strategies

identified to mitigate gaps. In these cases, preceptors

had to explicitly describe the gap for the resident to

recognize his or her deficits and move the conversa-

tion forward to identify ways to address the gaps. For

the overly confident resident, preceptors used medi-

ation strategies to encourage residents to transition

from defending their actions to reflecting on the

patient’s experience. This involved listening to the

resident’s rationale for his or her actions and finding

common ground on which to negotiate an alternative

approach. Finally, for the emotionally distressed

resident, where emotion limited the ability to process

performance feedback, a mentorship approach helped

the resident identify resources to manage life events.

This approach often required abandoning a discus-

sion about performance in order to support the

distressed resident. These approaches of coaching,15

directing,16 mediating,17,18 and mentoring19 have

demonstrated effectiveness in other contexts.

Our research has implications for faculty devel-

opment. While general feedback skills remain

foundational, we believe that presenting preceptors

with common feedback challenges creates an oppor-

tunity to consider how to approach and adapt

feedback under variable conditions. Further, this

type of interactive learning may help preceptors

enhance their effectiveness in competency-based

education, where more frequent feedback to enhance

resident skills is needed to facilitate progression

along milestones and entrustable professional activ-

ities. Future research might evaluate the utility of

this approach in faculty development and the extent

to which skills are transferred to the workplace. We

plan to follow preceptors who have engaged in

simulations to identify how they have integrated

these experiences into their work with residents in

the clinical setting.

Our findings are limited by situating the study in 1

Canadian center with volunteer preceptors who

focused on feedback around communication skills,

and the data may not generalize to all feedback

contexts and challenges. There were a limited number

of resident scenarios, although the scenarios chosen

were common and reflect those encountered in

clinical medicine.8 Our findings were shaped by the

relatively short period of time allocated for feedback;

however, this is similar to the timing available for

feedback in simulated and clinical settings. Finally, in

some qualitative studies, data collection continues to

saturation. Our data set was finite, and saturation

may not have been achieved.

Conclusion

In this study, preceptors expressed similar challenges

in feedback conversations, including developing a

shared agenda, navigating the degree of directedness,

and balancing reinforcing and corrective feedback

within a short period of time. Preceptors applied

coaching, directing, mediating, and mentoring strat-

egies to adapt their feedback to the specific needs of

individual residents.
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