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Feedback: The Need for Meaningful Conversations

Christopher J. Harrison, MB ChB, MSc, FRCGP

veryone seems to be grappling with feedback

these days. When it works well, it can be

extremely powerful, 1 of our most powerful
tools for changing future performance. Yet it often
fails to reach its potential.

Why is that?

Supervisors find feedback to be a complex process.
On the one hand, they want to improve learners’
future performance. On the other, they want to build
learners’ confidence and fear being perceived as
unkind. These aims frequently are in conflict. Too
often, we have thought of feedback as a unidirectional
monologue. However, the importance of creating a
dialogue between supervisor and learner is increas-
ingly recognized.”

In an interesting article in this issue of the Journal
of Graduate Medical Education, Sargeant and col-
leagues® build on the emerging evidence regarding
effective feedback. They have evaluated their theory-
informed R2C2 feedback model in a real-world
setting. R2C2 stands for rapport and Relationship
building, exploring Reactions to feedback, exploring
feedback Content, and Coaching for change. They
found that supervisors used all 4 phases of the model
and valued the structured format. Supervisors also
made good use of open questions to explore residents’
perspectives, which promoted reflection, and thus,
residents felt engaged in the feedback discussions.
Both supervisors and residents found the coaching
phase the most useful part, as it encouraged collab-
oration in order to develop specific plans for change.

This study made me reflect on the comparisons
between feedback and other communication skills,
such as breaking bad news. Numerous frameworks
exist to guide clinicians and students who are learning
to communicate well. The R2C2 model has a number
of similarities with the SPIKES model for breaking
bad news, which has been shown to be helpful for
improving clinicians’ confidence in this area.* As with
breaking bad news, a feedback discussion needs to be
handled carefully. Both models emphasize the benefits
of careful preparation beforehand, the need to build
rapport and empathize, and then to explore reactions
to the information that has been shared. Finally,
participants collectively agree to an action plan.
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When a breaking bad news interaction goes well, it
is because it’s a meaningful conversation rather than a
hastily delivered monologue from a clinician who is
afraid to be drawn into difficult areas. Sargeant et al®
describe how supervisors found the R2C2 framework
helpful as it led to richer, deeper conversations while
discouraging brief discussions just to check off the
feedback box. Supervisors’ busy schedules make it
challenging to carve out enough minutes in the day
for feedback, but, as with breaking bad news, it is
time well spent.

Therefore, it is very likely that using this model will
help supervisors to be more confident in having
feedback conversations with their residents. In
particular, it will be helpful if supervisors stop
thinking of themselves as deliverers of feedback and,
instead, view themselves as participants in a conver-
sation. Of course, problems with feedback do not
always lie with the supervisor. Learners are not
necessarily always receptive to the feedback, as
feedback that is not aligned with their own self-
assessment risks being ignored.’ Residents also need
to be encouraged to take an active part in the
feedback conversation. This is an area that has not
received sufficient scrutiny until recently and is a
fruitful topic for future research.

It would, however, be very naive to assume that a
single meaningful feedback conversation is all that is
needed to send a resident off on the right track. Primary
care physicians have long recognized the importance of
a long-term, therapeutic relationship between a doctor
and a patient.® Continuity of this relationship over
many years helps in numerous ways. Trust takes time to
develop between a clinician and a patient. As a result of
this trust, physicians can safely challenge inappropriate
patient expectations without harming the doctor-
patient relationship. Similarly, the importance of long-
term mentoring in feedback is receiving increasing
attention. A recent study’ demonstrated that long-term
mentors could help medical learners to be more
receptive to feedback as mentors were able to safely
challenge learners’ flawed self-assessments.

Sargeant and colleagues® rightly highlight the
importance of the coaching stage in order to bring
about meaningful change. For coaching to work, we
need to recognize the importance of developing a
culture and climate that is receptive to feedback.®
Medicine as a field struggles with this concept.
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Typically, the supervisor is both assessor and feedback
coach. The relationship between these 2 roles is often
an uneasy one.” Although this is how medicine’s
culture has evolved, it does not necessarily always
have to be this way.

Music and sports, for example, have very different
coaching cultures. Typically, music teachers and
sports coaches work with their trainees over many
years. The continuity and mutual trust that develops
helps push the trainee to ever-higher levels of
performance. Moreover, the trainee seems more
receptive to critically constructive feedback than is
often the case in medicine.!” However, this analogy
can only be stretched so far. Music teachers and sports
coaches are only accountable to their students,
whereas medical supervisors are also accountable to
patients. Excellent clinical care still needs to take
place at the same time as meaningful feedback, and
the urgency and importance of the former can easily
overwhelm our attempts to attend properly to the
latter. As Sargeant et al® point out, supervisors’ busy
clinical schedules was a limiting factor for recruit-
ment into the study.

Just as relationship continuity is challenging to
achieve in clinical practice,® achieving it in a residency
setting is equally fraught with difficulty, as Sargeant
and colleagues® highlight. However, personal experi-
ence in a clinical setting tells us that it is 1 of the most
rewarding aspects of clinical care. Rearranging
residency programs to improve supervisor-resident
continuity will require a paradigm shift in thinking.
However, the benefits are likely to be worth it. Both
supervisors and residents will be likely to find the
learning and feedback process much more meaning-
ful. More importantly, this change should benefit
patients as they ultimately stand to gain the most
from supervisors and residents engaging more effec-
tively with feedback.
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