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ABSTRACT

Background Literature examining the feedback supervisors give to residents during case discussions in the realms of

communication, collaboration, and professional roles (intrinsic roles) focuses on analyses of written feedback and self-reporting.

Objectives We quantified how much of the supervisors’ verbal feedback time targeted residents’ intrinsic roles and how well

feedback time was aligned with the role targeted by each case. We analyzed the educational goals of this feedback. We assessed

whether feedback content differed depending on whether the residents implied or explicitly expressed a need for particular

feedback.

Methods This was a mixed-methods study conducted from 2017 to 2019. We created scripted cases for radiology and internal

medicine residents to present to supervisors, then analyzed the feedback given both qualitatively and quantitatively. The cases

were designed to highlight the CanMEDS intrinsic roles of communicator, collaborator, and professional.

Results Radiologists (n ¼ 15) spent 22% of case discussions providing feedback on intrinsic roles (48% aligned): 28% when the

case targeted the communicator role, 14% for collaborator, and 27% for professional. Internists (n¼ 15) spent 70% of discussions

on intrinsic roles (56% aligned): 66% for communicator, 73% for collaborator, and 72% for professional. Radiologists’ goals were to

offer advice (66%), reflections (21%), and agreements (7%). Internists offered advice (41%), reflections (40%), and clarifying

questions (10%). We saw no consistent effects when residents explicitly requested feedback on an intrinsic role.

Conclusions Case discussions represent frequent opportunities for substantial feedback on intrinsic roles, largely aligned with the

clinical case. Supervisors predominantly offered monologues of advice and agreements.

Introduction

In medical training, every clinical case seen by a

resident is discussed, at least briefly, with a supervisor

(clinical teacher or preceptor).1 Although it is a

recurrent teaching opportunity, supervisors acknowl-

edge the challenge to offer verbal feedback during

case discussions on residents’ roles as communicator,

collaborator, and professional.2,3 Renamed ‘‘intrinsic

roles’’ in the CanMEDS framework, the roles of

communicator, collaborator, professional, manager,

scholar, and health advocate are intertwined with the

central role of medical expert.4,5

Supervisors who offer feedback on intrinsic roles

help residents embody those roles in the workplace.6,7

However, the proportion of verbal feedback on

intrinsic roles (not limited to medical expertise)

remains unknown.2,8–11 Observations from clinical

settings in internal medicine revealed that the

CanMEDS roles were rarely explicitly named or used

to structure daily interactions between residents and

supervisors.8,11 Discourse analysis of the written

feedback given in the workplace further suggested

that supervisors often misinterpreted the meaning of

intrinsic roles.9 When interviewed, residents and

supervisors agreed that only a limited number of

intrinsic roles can be addressed during most clinical

supervisions.8

To analyze and improve the feedback supervisors

give to residents about their roles of communicator,

collaborator, and professional, the literature relies

only on analyses of written feedback or what

residents and supervisors self-report about what was

said during the discussions.9,12 However, self-reports

may be incomplete or biased, and analyses of written

feedback may not apply to the verbal feedback given

to residents throughout their training. In a review

published in 2017, only 11 studies used content

analysis of audiotapes or videotapes of feedback

interactions. None of them focused on intrinsic

roles.12–14

This study provides the first detailed analysis of the

verbal feedback supervisors give to residents about
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Editor’s Note: The online version of this article contains content
analysis of case discussions, the questionnaire used in the study,
and the educational goals of feedback about intrinsic roles in
radiology and internal medicine.
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intrinsic roles when discussing in-hospital clinical

cases. The objectives of this study were to determine

the importance of case discussions to trigger feedback

on intrinsic roles and identify areas for improvement.

Scripted clinical cases challenged resident roles of

communicator, collaborator, and professional. Each

case represented a particular intrinsic role. Ubiquitous

in all competency frameworks, these roles overlap

with the core competencies of interpersonal and

communication skills and professionalism from the

Accreditation Council for Graduate Medical Educa-

tion (ACGME).15 We sought to:

1. quantify how much verbal feedback from

supervisors, as a percentage of total feedback

time, targeted intrinsic roles (ie, not strictly

limited to medical expertise), and how well

feedback was aligned with the specific intrinsic

role targeted by the case (specific role time as a

proportion of total intrinsic role time);

2. determine the educational goals of the feedback

on intrinsic roles; and

3. determine, in the embedded randomized exper-

iment, if feedback on an intrinsic role differed in

terms of length, alignment, and educational

goals when residents explicitly asked for it.

Methods
Setting and Participants

From 2017 to 2019, we recruited French-speaking

university-affiliated clinical supervisors in 2 large

medical residency programs in the Faculty of Medi-

cine at Université Laval (Canada): general internal

medicine (n ¼ 15) and diagnostic radiology (n ¼ 15).

This sample size was calculated to be sufficient to

detect a moderate effect of explicitly asking for

feedback in a within-subjects experiment based on

previous studies by Côté and colleagues.16

Because our goal was to analyze supervisors’

natural behaviors, the study did not include pretrain-

ing, reminders, or feedback tools. Supervisors were

unaware of the study’s focus. Optional professional

development on providing feedback had been offered

for many years. Supervisors in both programs have

used the CanMEDS framework since 2007. Transi-

tion to a competency-based approach took effect after

the study in both specialities.

We chose diagnostic radiology and internal medi-

cine because they largely differ in their work. In

internal medicine, the aging population, among other

factors, mandates a biopsychosocial approach and

longer encounters with patients (and their families),

often targeting many intrinsic roles.17 In contrast,

patient interactions in radiology are usually brief and

diagnostic oriented.18

Intervention

As shown in TABLE 1, we designed each clinical case to

target an intrinsic role, either communicator (case A),

collaborator (case B), or professional (case C). Both in

internal medicine and radiology, supervisors consid-

ered role modeling to be relevant and necessary to

learn these 3 competencies but felt uneasy providing

feedback due to a lack of confidence.18,19 This

opinion was shared by our program directors and

department heads.

We trained 3 residents in their second or third year.

They recruited a convenience sample of supervisors

throughout the year in hospital services where they

were doing rotations, without involvement of re-

searchers. Residents did not recruit supervisors with

whom they had longitudinal supervision. All supervi-

sors who were approached agreed to participate and

to be audio recorded by the resident. Case discussions

occurred in the workplace. Supervisors were told to

meet their usual time constraints and decided when to

conclude each case discussion.

A resident discussed each of the 3 clinical cases (A,

B, and C) with a supervisor (TABLE 1). We designed

cases based on Milestones specific to each CanMEDS

role.5,20 In terms of medical expertise, residents

performed as expected for their level. We validated

and standardized the cases in a pilot study with senior

residents in both specialities. All aspects of the case

were scripted, including descriptions of residents’

uncertainties and patients’ reactions. Residents men-

tioned all clinical details necessary for diagnostic and

management (eg, lab values, diameter of the ovary,

social context). We provided mock images, laboratory

Objectives
By recording clinical case discussions in radiology and
internal medicine, we quantified how much of the supervi-
sors’ feedback time targeted residents’ intrinsic roles of
communicator, collaborator, and professional.

Findings
Supervisors’ verbal feedback to residents on intrinsic roles
was substantial and largely aligned with the role targeted by
the clinical case.

Limitations
We scripted cases that represented a challenge for 3 intrinsic
roles; therefore, our results cannot be extrapolated to all
roles or all clinical encounters.

Bottom Line
Knowing the opportunities that case discussions represent,
supervisors could improve by aligning their feedback on
intrinsic roles with residents’ needs, and by using more
questions to establish a dialogue with residents on how to
embody those roles.
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results, consultation reports, and summary charts. For

example, radiologists and residents were looking at

anonymized ultrasound images on their workstations

when discussing the case. Residents were not strictly

bound to their script and engaged in a discussion with

the supervisor. The supervisor could, at any time, take

the lead in the discussion.

The study included 90 case discussions conducted

between 15 radiologist-resident pairs and 15 internist-

resident pairs. As displayed in FIGURE 1, the order of

the cases and inclusion of explicit statements were

randomized to minimize order effects such as

carryover. The only difference between implicit and

explicit cases was one segment mentioned near the

end of the discussion by the resident (presented in

TABLE 1). For example, in case A targeting the

communicator role, if so randomized, the resident

would make explicit their need for feedback aligned

with the communicator role by saying, ‘‘I didn’t know

what to tell the patient. [Brief pertinent details.] What

do you think?’’

Qualitative Analysis Framework

We transcribed all supervisor sentences that contained

at least a subject and a verb, noting time stamps in

seconds to quantify time length of feedback. A

research assistant had previously erased sentences

that would compromise authors’ blinding (eg, explicit

TABLE 1
Clinical Cases Presented by Residents in Radiology and Internal Medicine for Discussion

Clinical Cases
Intrinsic Roles and Specific

Milestones Targeted by Case

Sentences Spoken by Residents if

Randomized to Explicitly Convey

Their Need for Feedback (this is the

only difference from implicit cases)

Radiology

Case A: diagnostic ultrasound of an

ovarian cancer

Challenge: communicate a diagnosis of

cancer

Communicator

Milestone from CanMEDS 201520: Use

strategies to verify and validate

patient understanding of the

diagnosis, prognosis, and

management plan.

‘‘I didn’t know what to tell the patient.

I didn’t want to tell her too much.

But she should be aware to cancel

her trip. What do you think?’’a

Case B: CT scan of a metastatic cancer

to plan a biopsy

Challenge: modify the investigation plan

of a colleague

Collaborator

Milestone: Consistently scan for patient

safety concerns relating to team

function, anticipate issues that could

degrade situational awareness, and

respond to mitigate potential harm to

patients.

‘‘I wonder if I should call the internist.

He should be informed of the

findings. A lymph node biopsy would

be less risky than a pleural drainage.

What do you think?’’

Case C: diagnostic ultrasound of a

pancreatic cancer

Challenge: missed diagnosis

Professional

Milestone: Describe how to respond to a

college complaint or legal action.

Demonstrate accountability to

patients, the profession, and society

with regard to the impact of decisions

that are made.

‘‘The patient wants to see me because

he is angry and asking if the cancer

was previously missed. I don’t know

what my role is. What do you think?’’

Internal Medicine

Case A: toxic megacolon

Challenge: discussions on the intensity of

care

Communicator

Milestone: Communicate clearly with

patients and others in the setting of

ethical dilemmas.

‘‘Should I discuss surgery even if it is

futile? She is asking if she’ll die if we

don’t operate. How should I answer

this? What do you think?’’

Case B: diverticulitis

Challenge: transmission of information

to the primary care team

Collaborator

Milestone: Summarize ongoing clinical

concerns in the transfer summary,

including plans to deal with ongoing

issues.

‘‘I am not sure if all the information will

be clear for the referring physician. I

wonder if there is a better way to

ensure proper follow-up. What do

you think?’’

Case C: pneumonia

Challenge: disagreement between patient

and wife on care goals

Professional

Milestone: Recognize and manage

specialty-specific ethical issues

encountered in the clinical setting and

during academic activities.

‘‘The patient provided informed

consent, but his wife disagrees. I

don’t know if I should meet her in

private. What do you think?’’

a Translated from French.
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statements) or participants’ anonymity (eg, name of

supervisor). Three coders (A.L., L.C., C.S. for

radiology; A.L., L.C., P.L. for internal medicine)

conducted the content analysis of the transcripts.

Each coder independently analyzed all 90 supervisor-

resident discussions, provided to each in a distinct

random order. Two authors (A.L. and L.C.) are

clinical supervisors with experience in content anal-

ysis.

We analyzed the feedback on intrinsic roles using a

deductive approach, coding in NVivo 12 (QSR

International [Americas] Inc, Burlington, MA). Our

framework for analysis of supervisors’ verbal feed-

back was based on 3 dimensions: proportion of

supervisors’ verbal feedback time targeting intrinsic

roles, alignment with the role targeted by the case,

and educational goals of feedback (provided as online

supplementary data).

Rationale for Analyzing Alignment

The focus of feedback is often selected by supervisors

based on their own expertise or interest and may

therefore only partially be aligned with the case itself

or resident needs.2,19,21,22 Renting and colleagues9

observed that patient-centered and teamwork ap-

proaches were rarely discussed with students. Rather,

feedback on efficiency, resource management, and

directive leadership predominated.9 Even when using

techniques to structure feedback on many roles,

feedback was mostly limited to the medical expert

and communicator roles.23–25

Rationale for Analyzing Educational Goals of

Feedback

Analyzing recordings of physicians’ verbal feedback

on medical expertise during case discussions, Ken-

nedy and Lingard,26 followed by Côté and col-

leagues,16,27 observed the following educational

goals: asking clarifying questions about the case or

the resident’s educational needs, asking probing or

challenging questions, giving advice, and reflecting

about the resident or oneself as a supervisor. We

added one more category: expressions of agreement

or disagreement with a resident’s opinion. We

confirmed in our pilot study that this new classifica-

tion was exhaustive and mutually exclusive.

Rationale for Explicit Statements by Residents

Residents’ active engagement in identifying and

explicitly expressing their learning needs is a key

factor for eliciting supervisor feedback during clinical

supervision.8,28,29 Students who explicitly expressed

educational needs regarding medical expertise are

more likely to have their specific needs met.30 With

respect to intrinsic roles, qualitative evidence suggest-

ed that if students were to explicitly state their

educational needs, supervisors would deploy a wide

range of responses aligned with those needs.16,27

However, these studies were based on what supervi-

sors imagined they would do when discussing

vignettes with a researcher. Results can therefore be

overestimated due to the tendency for study partici-

pants to change their behavior simply as a result of

being observed.

Quantitative Analysis

We calculated the proportion of supervisors’ verbal

feedback spent on each CanMEDS role by dividing

the time spent on that role by the total feedback time

(intrinsic roles þ medical expertise). We calculated

alignment as the time spent on the specific role

targeted by each case divided by the feedback time

spent on all intrinsic roles. Supervisors’ verbal

feedback time spent on each educational goal of

feedback was also divided by the feedback time on all

intrinsic roles.

We used SPSS Statistics 21 (IBM Corp, Armonk,

NY) for statistical analysis. Interrater agreement was

FIGURE 1
Visual Study Process
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calculated with intraclass correlation coefficients (2-

way mixed; absolute agreement). We used Student’s t

tests to determine if feedback differed in terms of

duration, alignment, and goals when residents explic-

itly asked. Because each participant did all 3 cases

consecutively, in order to avoid multiplication of type I

errors, the P values were compared with thresholds of

.0083 (Bonferroni correction; 0.05 divided by 6).

Questionnaires on Supervisor Characteristics and

Insights

After the 3 case discussions, each supervisor completed

a written questionnaire (provided as online supple-

mentary data). We collected participants’ characteris-

tics and their perceptions of the study setting (TABLE 2),

while avoiding questions endangering anonymity. Five

questions were answered on a Likert scale from 0 to 10

(0, totally disagree, to 10, totally agree). Three

multiple-choice questions probed supervisors’ insights

on each case. They sought the following information:

1. For each case, the supervisor had to identify

which role was targeted by the case. We

compared their answer with TABLE 1.

2. We asked the supervisor on which role feedback

was given. We verified in our data set if feedback

time was mainly spent on this role.

3. We asked the supervisor if, and on which role,

the resident explicitly asked for feedback. We

verified if this discussion was assigned by

randomization as explicit.

After reviewing our protocol, the Research Ethics

Committee of Laval University, applying rule 2.5 for

quality improvement of educational projects, waived

ethical approval.

Results

Supervisors’ characteristics and perception of the

study setting are presented in TABLE 2. On average,

radiologists (n¼15) dedicated 22% of case discussion

time to providing feedback on intrinsic roles (mean 61

seconds, SD 52), as detailed in TABLE 3 and FIGURE 2.

The feedback on intrinsic roles was aligned at 48%

with the role targeted by the case (mean 29 seconds,

SD 29). As detailed in TABLE 3 and FIGURE 3, internists

(n ¼ 15) dedicated, on average, 70% of case

discussion time to providing feedback on intrinsic

roles (mean 116 seconds, SD 80), 56% of which was

aligned with the role targeted by the case (mean 65

seconds, SD 62).

With respect to educational goals of feedback,

radiologists offered 66% advice (mean 40 seconds,

SD 40), 21% reflections (13 seconds, SD 18), and 7%

agreements (4 seconds, SD 9). Internists offered 41%

advice (47 seconds, SD 46), 40% reflections (46

seconds, SD 59), and 10% clarifying questions (12

seconds, SD 16). Detailed results are presented in

FIGURES 2 and 3, and as online supplementary data.

Interrater agreements of the coders on the duration

and alignment of feedback for each intrinsic role were

0.93 for radiology cases and 0.92 for internal

medicine cases. Interrater agreements on the goals

of feedback were 0.91 and 0.92, respectively.

When residents explicitly requested feedback on an

intrinsic role, we saw no consistent effects in both

specialities on the length, alignment, or educational

goals of feedback (see footnotes to TABLE 3 and online

supplementary data).

Radiologists identified the intrinsic role targeted by

the case in 15 of the 45 case discussions (33%). For

example, they correctly identified that case A was

targeting the communicator role. Radiologists rightly

identified on which role they provided the most

feedback in 49% (22 of 45) of the cases. In 100% (26

of 26) of the cases in which residents explicitly asked

for feedback about an intrinsic role, radiologists

heard an explicit need, and in 58% (15 of 26) of

cases identified correctly for which role the resident

had explicitly asked. Internists identified the intrinsic

role targeted by 36% (16 of 45) of the cases, and for

TABLE 2
Supervisors’ Characteristics and Perception of the Study Setting

Characteristics

Supervisors in

Radiology (n ¼ 15),

Mean (SD)

Supervisors in

Internal Medicine

(n ¼ 15), Mean (SD)

Years of experience as a supervisor 5.5 (3.4) 16.1 (9.3)

Comfort in giving feedback on intrinsic roles during clinical supervisiona 6.9/10 (1.9) 7.9/10 (1.4)

Training in giving feedback on intrinsic roles during clinical supervisiona 4.1/10 (2.2) 5.9/10 (3.0)

Comfort in giving feedback to the resident in this studya 8.6/10 (1.8) 8.9/10 (0.9)

Format and content of the clinical cases in this study seemed authentica 9.5/10 (1.2) 8.9/10 (1.6)

Sufficient time to give feedback in all three cases in this studya 9.9/10 (0.4) 9.0/10 (1.2)
a Five questions were answered on a Likert scale from 0–10 (0, totally disagree, to 10, totally agree).

250 Journal of Graduate Medical Education, April 2021

ORIGINAL RESEARCH

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-28 via free access



T
A

B
L

E
3

V
e

rb
al

Fe
e

d
b

ac
k

o
n

In
tr

in
si

c
R

o
le

s
fo

r
C

as
e

s
T

ar
g

e
ti

n
g

th
e

C
o

m
m

u
n

ic
at

o
r,

C
o

lla
b

o
ra

to
r,

o
r

P
ro

fe
ss

io
n

al
R

o
le

s
in

R
ad

io
lo

g
y

an
d

In
te

rn
al

M
e

d
ic

in
e

In
tr

in
si

c
R

o
le

T
a

rg
e

te
d

b
y

C
a

se

F
e

e
d

b
a

ck
o

n
In

tr
in

si
c

R
o

le
s

in

R
a

d
io

lo
g

y
C

a
se

D
is

cu
ss

io
n

s

F
e

e
d

b
a

ck
o

n
In

tr
in

si
c

R
o

le
s

in

In
te

rn
a

l
M

e
d

ic
in

e
C

a
se

D
is

cu
ss

io
n

s

R
e

si
d

e
n

t
E

x
p

li
ci

tl
y

A
sk

s
fo

r
F

e
e

d
b

a
ck

(n
¼

2
6

)

Im
p

li
ci

t
N

e
e

d

fo
r

F
e

e
d

b
a

ck

(n
¼

1
9

)

T
o

ta
l

(n
¼

4
5

)

R
e

si
d

e
n

t
E

x
p

li
ci

tl
y

A
sk

s
fo

r
F

e
e

d
b

a
ck

(n
¼

2
4

)

Im
p

li
ci

t
N

e
e

d

fo
r

F
e

e
d

b
a

ck

(n
¼

2
1

)

T
o

ta
l

(n
¼

4
5

)

M
(S

D
)

M
(S

D
)

M
(S

D
)

%
M

(S
D

)
M

(S
D

)
M

(S
D

)
%

C
o

m
m

u
n

ic
a

to
r

(C
a

se
A

),
n
¼

3
0

D
u

ra
ti

o
n

o
f

fe
e

d
b

ac
k

o
n

in
tr

in
si

c
ro

le
s

9
0

(4
1

)
5

2
(4

2
)

7
3

(4
5

)
2

8
1

0
8

(5
5

)
1

5
8

(6
0

)
1

2
2

(6
0

)
6

6

A
lig

n
m

e
n

t
w

it
h

th
e

ca
se

3
0

(2
4

)
1

5
(2

4
)

2
3

(2
5

)
3

1
3

5
(3

8
)

5
8

(5
0

)
4

2
(4

2
)

3
4

C
o

ll
a

b
o

ra
to

r

(C
a

se
B

),
n
¼

3
0

D
u

ra
ti

o
n

o
f

fe
e

d
b

ac
k

o
n

in
tr

in
si

c
ro

le
s

4
3

(3
8

)
5

7
(3

1
)

4
9

(3
8

)
1

4
1

0
2

(9
4

)
8

7
(6

6
)

9
5

(8
1

)
7

3

A
lig

n
m

e
n

t
w

it
h

th
e

ca
se

4
1

(3
5

)
5

0
(2

3
)

4
7

(2
9

)
9

5
7

8
(5

4
)

5
8

(4
5

)
6

8
(5

0
)

7
2

P
ro

fe
ss

io
n

a
l

(C
a

se
C

),
n
¼

3
0

D
u

ra
ti

o
n

o
f

fe
e

d
b

ac
k

o
n

in
tr

in
si

c
ro

le
s

8
4

(9
3

)
4

1
(2

0
)

6
1

(6
6

)
2

7
1

2
4

(5
0

)
1

3
4

(1
1

4
)

1
3

0
(9

3
)

7
2

A
lig

n
m

e
n

t
w

it
h

th
e

ca
se

3
0

(2
7

)
9

(7
)

1
9

(2
4

)
3

1
7

6
(5

7
)

9
1

(9
1

)
8

5
(7

9
)

6
6

A
ll

C
a

se
sa

(n
¼

9
0

)
D

u
ra

ti
o

n
o

f
fe

e
d

b
ac

k
o

n
in

tr
in

si
c

ro
le

s
7

2
(6

2
)

5
0

(3
1

)
6

1
(5

2
)

2
2

1
1

1
(6

7
)

1
2

3
(9

3
)

1
1

6
(8

0
)

7
0

A
lig

n
m

e
n

t
w

it
h

th
e

ca
se

3
3

(2
8

)
2

4
(2

6
)

2
9

(2
9

)
4

8
5

8
(5

2
)

7
3

(7
2

)
6

5
(6

2
)

5
6

A
b

b
re

vi
at

io
n

s:
M

,
m

e
an

le
n

g
th

o
f

fe
e

d
b

ac
k

in
se

co
n

d
s;

SD
,

st
an

d
ar

d
d

e
vi

at
io

n
.

a
Fo

r
al

l
ca

se
s

in
ra

d
io

lo
g

y
an

d
in

te
rn

al
m

e
d

ic
in

e
,

d
if

fe
re

n
ce

s
in

d
u

ra
ti

o
n

an
d

al
ig

n
m

e
n

t
b

e
tw

e
e

n
im

p
lic

it
an

d
e

xp
lic

it
in

st
an

ce
s

w
e

re
n

o
t

st
at

is
ti

ca
lly

si
g

n
if

ic
an

t
w

h
e

n
m

e
as

u
re

d
w

it
h

t
te

st
s

fo
r

P
,

.0
0

8
3

.

Journal of Graduate Medical Education, April 2021 251

ORIGINAL RESEARCH

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-28 via free access



which role they provided the most feedback in 42%

(19 of 45) of cases. In 95% (23 of 24) of the cases,

internists heard the explicit need and in 42% (10 of

24) of cases identified for which role.

Discussion

In case discussions across 2 different specialties,

supervisors’ verbal feedback to residents on

communicator, collaborator, and professional roles

was substantial and largely aligned with the role

targeted by the clinical case. A possible misconception

is that this feedback time was not spent discussing

medicine.9 As shown in FIGURES 2 and 3, all feedback

statements on intrinsic roles were tied to the context

of the case and to the medical expert role. Supervisors

were still discussing how to manage the case

FIGURE 2
Content Analysis of Feedback on Intrinsic Roles for Case Discussions Targeting Communicator, Collaborator, and
Professional Roles in Radiology
a Quotations were translated from French.
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medically while reinforcing important aspects of

interdisciplinary and patient-centered care.31

Confirming previous studies,8,11 in our data the

intrinsic roles were never explicitly named by

supervisors to structure their feedback or make

explicit their role modeling efforts. Nonetheless,

although the CanMEDS framework did not appear

to guide supervisors at the metacognitive level

(difficulty to identify implicit or explicit needs, partial

insight on the feedback given), at the cognitive level,

intrinsic roles occupied a substantial part of case

discussions. Our data provide a rare opportunity for

researchers to analyze verbal discussions on intrinsic

roles in the workplace. New research angles include

the use of verbal/written reminders for intrinsic roles,

the perspective of the learner, or the comparison of

the discussions on medical expertise versus intrinsic

roles.

FIGURE 3
Content Analysis of Feedback on Intrinsic Roles for Case Discussions Targeting Communicator, Collaborator, and
Professional Roles in Internal Medicine
a Quotations were translated from French.
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In terms of alignment, similar patterns emerged in

both specialities. The cases targeting the communica-

tor and professional roles triggered a meaningful

combination of feedback on communication, collab-

oration, and professionalism. In contrast, cases

targeting the collaborator role triggered feedback

almost exclusively on this role. This is partly

explained by the CanMEDS definition of the collab-

orator role, which includes professional communica-

tions with colleagues (provided as online

supplementary data).20 Corroborating the findings

of Renting and colleagues,11 if not targeted by the

clinical case, supervisors barely discussed the roles of

leader, health advocate, and scholar. These findings

emphasize the need for teaching resources targeting

those roles specifically.31

Our measures of verbal feedback time and previous

studies on occurrence (eg, number of sentences)

concur that feedback is predominantly a monologue

of advice, reflections, and agreements or disagree-

ments.13,14,32 Blatt and colleagues33 found that

through interaction analysis only 13% of feedback

was formulated as questions. Using content analysis,

Holmboe and colleagues13 showed that in 34% of

direct observation sessions, faculty asked interns for

self-assessment. In our samples of internists and

radiologists, questions represented 14% and 6% of

the feedback on intrinsic roles, respectively. Surveyed

by Olmos-Vega and colleagues,34 senior residents

preferred to be questioned and to engage in mean-

ingful dialogues. Further content or interaction

analysis of verbal feedback could help understand

supervisors’ difficulty in establishing trusting dia-

logues with learners, especially on intrinsic roles.13,33

In our experiment, residents’ explicit need for

feedback on intrinsic roles did not result in similar

responses to those described in studies based on

written feedback systems or interviews with supervi-

sors.10,16,27 In previous studies, supervisors could

more easily deduce that intrinsic roles were the focus

of the researchers and adapt their behavior accord-

ingly. Another explanation for the absence of effect is

that supervisors were already providing lengthy

feedback without the explicit statements and there-

fore had relatively little room for improvement. This

hypothesis would benefit from further research using

individual interviews with supervisors with think-

aloud protocols. We designed this study to detect a

moderate to large effect. Studies with more partici-

pants are needed, but in the meantime our results set

realistic expectations with respect to the added value

of explicitly asking for feedback on intrinsic roles.

As also reported by Saucier and colleagues,8

supervisors have limited insights on their performance

regarding feedback on intrinsic roles. Most

supervisors could not identify the role targeted by

the case and on which role they mainly gave feedback.

Therefore, studies relying only on self-reports present

a risk of misjudging the feedback on intrinsic roles.

Our findings should persuade supervisors and resi-

dents of the opportunity that case discussions

represent. Having a better insight of the feedback

they give on intrinsic roles could motivate supervisors

to improve their teaching skills. Our data represent

individualized performance evaluations of 30 super-

visors. Based on our observations, supervisors could

improve by aligning feedback with residents’ explicit

needs, and using more clarifying and probing-

challenging questions to establish a meaningful

dialogue especially with senior residents.26,34 Further

research is needed to confirm if sharing these

observations with supervisors would improve their

teaching and self-assessment abilities.2,19,22,35

There are limitations to this study. The absolute

length of time spent on targeted feedback and, to a

lesser extent its proportions, can be overestimated if

supervisors change their behavior as a result of being

observed. We minimized this effect by not disclosing

the focus of the study, involving residents of the

program, and using realistic clinical cases with the

typical time constraints of in-hospital supervision. We

based our analysis on the amount of time rather than

occurrence. Duration of feedback is not a guarantee

of quality and presents drawbacks, especially when

looking at the goal of feedback. Probing or clarifying

questions may be inherently short; they may be

undervalued if we use units of time as a measure of

their educational impact.13,14,32

We designed cases that represented a challenge for

3 intrinsic roles; therefore, our results cannot be

extrapolated to all roles or all clinical encounters,

especially ‘‘simpler’’ ones. We did not provide

feedback support tools (eg, encounter cards), which

are known to increase the proportion of feedback on

intrinsic roles, but difficult to adopt in every case

discussion.24,25 As for the generalizability of our

observations, many factors influence supervisors’

feedback-giving behavior: the clinical organization,

the department’s feedback culture, the educational

program, as well as supervisors’ training, educational

goals, communication skills, or well-being.36 In

particular, our sample size did not allow an analysis

of the impact of supervisors’ experience and train-

ing.27

Conclusions

Case discussions represent frequent opportunities for

substantial feedback on intrinsic roles, largely aligned

with the clinical case.
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