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Introduction
Constructive feedback is crucial to promot-
ing learning and improvement.1-6 Unfor-
tunately, constructive feedback in medical 
training is rare, estimated in some studies to 
occur in less than 3% of feedback sessions 
in general.4,7,8 Barriers to faculty giving 
constructive feedback have been examined 
in various specialties and include a fear of 
damaging the relationship with the trainee, 
lack of adequate skill in giving feedback, 
and lack of time.4,9-11 The reluctance to give 
what may be seen as bad news—termed the 
mum effect—has been described in social 
psychology for decades12 and in clinical 
medicine for nearly as long.13

Residents feel frustrated that they receive 
very little constructive feedback.14 Com-
pounding the problem is a mismatch be-
tween what residents and faculty perceive 
as feedback.15 However, no formal study, 
to our knowledge, has examined the deliv-
ery of feedback in anesthesiology residents 
specifically, or gauged whether faculty think 
that trainees want more constructive feed-
back. Furthermore, the barriers that faculty 
experience to giving constructive feedback, 
specifically in anesthesiology, have not 
been assessed.

In this multicenter project performed in 
two large academic anesthesiology training 
programs, we explored faculty and resi-
dent impressions of feedback and barriers, 
in addition to differences between groups. 
We hypothesized that residents would want 
more constructive feedback than they cur-
rently receive and that faculty would believe 

that residents do not want constructive 
feedback or would retaliate against faculty 
who give it.

Methods
Participants and Setting

Between January and March 2019, we per-
formed a cross-sectional survey study of 
anesthesiology residents (postgraduate 
years 2 through 4) at anesthesiology teach-
ing faculties at two large academic medical 
centers. All residents and teaching faculty 
were eligible to participate. Participation 
was voluntary and no remuneration was 
provided. An exempt status was obtained 
from the institutional review boards at 
both participating institutions (Hopkins 
IRB00200157). The study was conducted 
according to its original design.

Design

Initial faculty and resident surveys were de-
veloped based on a review of related litera-
ture14,16,17 according to survey development 
guidelines.18 The construct of interest in 
this study was constructive feedback. The 
surveys included four examples of written 
constructive feedback to increase the like-
lihood that participants understood what 
constructive feedback meant in this study. 
These examples were written by the lead 
author (JTW) based on experience, discus-
sions with faculty and residents, and review 
of feedback literature. To ensure that these 
examples included all pertinent character-
istics of high-quality feedback (eg, detailed, 
specific, behavior-focused), we used a rat-
ing system developed by Mitchell et al16 to 

measure feedback quality. Cognitive inter-
views were used to verify that the questions 
were clear and understandable and to in-
crease item validity. The surveys were ad-
ministered online using Qualtrics (http://
www.qualtrics.com; Qualtrics, Provo, UT), 
and responses were anonymous.

The complete surveys are available in Sup-
plemental Online Material, Appendix A. 
Resident surveys collected basic demo-
graphic information, two items regard-
ing perceived frequency of feedback, two 
items regarding satisfaction with feedback, 
and four items regarding residents’ predic-
tions of how they would respond. Retal-
iation was defined as a resident lowering 
their evaluation of a faculty member and 
was not specified to be in response to one 
particular form of feedback. Faculty sur-
veys collected basic demographic data, two 
items regarding provision of feedback, one 
item on willingness to provide constructive 
feedback, and one item on their predictions 
of resident responses to the same feed-
back examples. Additionally, one free-text 
response box was available to faculty for 
describing barriers to giving feedback. In 
both surveys, non-demographic data were 
measured on 5-point Likert-type scales 
with anchors from extremely likely [or sat-
isfied] to extremely unlikely [or unsatisfied]. 
Exceptions to this were resident-perceived 
frequency of receiving written feedback 
during a month-long operating room (OR) 
rotation (measured on a 5-point scale: 0, 
1-3, 4-6, 7-10, >10) and in-person feed-
back (measured on a 4-point scale: less than 
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once a week, about once a week, every two to 
three days, every day). Additionally, facul-
ty responses regarding provision of written 
and in-person feedback were measured on 
a 6-point scale: never, almost never, about 
25% of the time, about half the time, about 
3/4ths of the time, 100% of the time.

Statistics

We assessed differences between institu-
tions by using a Pearson chi-square test for 
dichotomous variables and an independent 
samples t test for continuous variables. 
Bonferroni corrections for multiple com-
parisons were made for a predetermined 
significance level of P < .05. When we 
found no differences between institutions, 
we combined the data and made compari-
sons between residents and faculty cohorts. 
For Likert-style responses, assumptions for 
parametric tests were not met, as the Shap-
iro-Wilk test was significant. Therefore, we 
compared such responses using the non-
parametric Mann-Whitney U or Wilcoxon 
signed-rank tests where appropriate. The 
relationships between demographic data 
(eg, age, gender, number of years on facul-
ty) and perceptions and attitude measures 
were assessed by Pearson correlations.

We used a hybrid thematic analysis ap-
proach19 to identify the main themes with-
in the open-ended feedback some faculty 
chose to provide in response to a specific 
question regarding barriers to giving con-
structive feedback to residents. This hybrid 
method allowed us to use the predefined 
barriers included in the question as an ini-
tial coding scheme; the method was also 
flexible enough to allow extending this ini-
tial scheme to account for other perceived 
barriers that may not have not been ad-
dressed in this list. (See Q11 in Construc-
tive Feedback Survey – Faculty in Supple-
mental Online Material, Appendix A for 
the initial coding.)

Results
The survey was distributed to 156 residents 
and 260 faculty between the 2 institutions. 
Of those who received the surveys, 116 res-
idents (74% response rate) and 127 faculty 
(49% response rate) responded. Comple-
tion rates between the 2 institutions were 
not significantly different for residents (P = 
0.317) or for faculty (P > .999).

Participant Characteristics

There were no differences in baseline de-
mographics between the 2 institutions (Ta-
ble 1). Of participants who self-identified, 
43 (45%) of resident respondents and 42 
(37%) of faculty respondents were female.

Perceived Frequency of Feedback Provision 
and Receipt

Thirty-seven percent of faculty (44/118) 
reported never or almost never for provid-
ing written feedback, and 39% (46/118) re-
ported providing written feedback half the 
time or more. Residents reported receiving 
little written feedback within evaluations, 
with 69% (68/98) receiving only 1 to 3 
evaluations containing written feedback 
per month (Figure 1). Faculty (U = 1703, 
P = 0.976) and resident (U = 1130.50, P = 
0.584) responses for written feedback did 
not differ between institutions.

See Supplemental Online Material, Appen-
dix B for all descriptive statistics for resi-
dent perceived frequency, satisfaction, and 
likelihood of being upset with constructive 
feedback and faculty perceived provision 
and willingness to provide feedback.

Faculty at one institution reported provid-
ing more in-person feedback (median = 
about 3/4ths of the time) than did faculty 
at the second institution (median = about 
half the time), U = 1060, P < 0.001 (a sta-
tistically significant result after Bonferroni 
correction). Resident reports of receiving 
in-person feedback, however, did not dif-
fer between institutions, with 80% (78/98) 
of residents reporting that they received 
in-person feedback at least once weekly (U 
= 955, P = 0.074; Figure 1).

Satisfaction With Feedback

Resident satisfaction with in-person feed-
back was not significantly higher than res-
ident satisfaction with written feedback. 
Fifty-one percent (50/98) reported being 
somewhat satisfied or extremely satisfied 
with in-person feedback, whereas 42% 
(41/98) reported being somewhat satisfied 
or extremely satisfied with written feedback 
(Z = –1.64, P = .102). See Table 2, Appendix 
B.

Willingness to Provide Feedback

Only 32% (38/120) of faculty were some-
what likely or extremely likely to provide 
written feedback as a means to tell residents 
what they did not do well and what work 

was needed to improve. Sixty-seven percent 
(80/120) were willing to give this feedback 
in person. The difference between faculty 
willingness to give improvement feedback 
in person and their willingness to give it 
in writing was statistically significant (Z = 
–5.97, P < .001; Table 2, Appendix B).

Predicted Responses to Constructive Feed-
back

When questioned about whether they 
would be upset with faculty if they received 
written feedback like those given in the ex-
amples, 74% (70/95) of residents respond-
ed that they would not likely be upset, 23% 
(22/95) responded somewhat likely, and 3% 
(3/95) responded extremely likely. If the 
same feedback was given in person, only 
4% (4/95) of residents reported that they 
would be somewhat likely to be upset, and 
none responded that they would be ex-
tremely likely to be upset. The differences 
between residents’ predicted responses to 
written and in-person feedback were sta-
tistically significantly (Z = –5.69, P < .001; 
Table 2, Appendix B).

Desire for Constructive Feedback

A Mann-Whitney U test indicated that resi-
dents were significantly more likely to want 
to receive constructive feedback similar to 
the given examples (median = 5) than the 
faculty members predicted (median = 4), 
U = 3101, P < .001. Most residents (83/95, 
87%) reported that they would want to 
receive feedback like that in the examples 
provided, whereas 60% (67/112) of facul-
ty responded that they thought residents 
would be somewhat likely or extremely likely 
to want such feedback (Figure 2).

Retaliation

Two residents (2% of the cohort) reported 
that they would be somewhat likely to retal-
iate (defined as lowering their evaluation 
of a faculty member) in response to such 
feedback, and none responded that they 
would be extremely likely to do so. Sixteen 
percent said they would be neither likely nor 
unlikely, 20% said they would be somewhat 
unlikely, and 62% said they would be ex-
tremely unlikely to do so.

In contrast, when asked about the barri-
ers, 30% (34/112) of the faculty members 
who responded to this item indicated fear 
of retaliation as a barrier to telling residents 
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what they did not do well either in person 
or in written form.

Qualitative Analysis

Open-ended responses from faculty re-
garding barriers to giving feedback are 
summarized in Table 3. Themes that 
emerged included insufficient time to pro-
vide feedback, insufficient exposure to res-
idents, lack of confidence and skills, fear 
of negative resident reactions, and futility 
of feedback. Barriers specific to providing 
written feedback included fear of long-term 
consequences to the residents, a preference 
for providing in-person feedback, and in-
conveniences with the systems for collect-
ing written feedback.

Additional Quantitative Analyses

Faculty characteristics and frequency and 
likelihood of giving feedback. We examined 
the relationships among faculty character-
istics (age, gender, and number of years on 
faculty), the frequency of written or in-per-
son feedback they provide for residents, 
and their likelihood of giving negative 
written or in-person feedback to residents 
by using Pearson correlations. The only sig-
nificant correlations were between frequen-
cy of giving written feedback and years on 
faculty, r = −0.201, P < .05 (ie, more years 
on faculty correlated with less written feed-
back), and the likelihood of giving negative 
written feedback and years on faculty, r = 
−0.210, P < .05 (ie, more years on faculty 
correlated with lower likelihood of provid-
ing negative written feedback). The nega-
tive correlations indicate that frequency of 
providing written feedback and likelihood 
of giving written feedback are lower among 
those who have been on faculty longer.

Resident characteristics and perceptions and 
attitudes toward constructive feedback. Res-
idents’ likelihood of being satisfied with or 
getting upset about constructive feedback 
(written or in person) and whether they 
wanted constructive feedback did not de-
pend on their age, gender, or post-graduate 
year.

Discussion
The major findings of this study are as fol-
lows: (1) More than one-third of faculty 
never or almost never provide feedback; 
(2) faculty are reluctant to give constructive 

feedback to residents, especially in writing; 
(3) residents want more constructive feed-
back than faculty think they do; and (4) res-
idents are very unlikely to lower a faculty 
evaluation in response to being given con-
structive feedback. These findings support 
our hypothesis that residents want more 
constructive feedback than they get and 
that faculty do not think this is true.

Our findings are consistent with prior 
evidence that feedback across special-
ties—especially constructive feedback—is 
lacking.4,7,8 For example, Bing-You and 
colleagues20 conducted a review of the lit-
erature showing that feedback tends to be 
nonspecific and rarely constructive. Jensen 
and colleagues15 showed that for surgical 
residents, there was a discrepancy between 
faculty perception (faculty thought they 
were giving sufficient feedback) and resi-
dent perception (residents disagreed). Our 
findings support this conclusion in anes-
thesiology as well.

Additionally, we found that residents want 
more constructive feedback than they cur-
rently receive and that faculty underesti-
mate resident desire for such feedback. Bar-
riers to delivering feedback were common 
but may be more perceived that actual. For 
example, some faculty were concerned that 
residents might retaliate if given this kind of 
feedback, but the vast majority of residents 
said they would not lower a faculty evalua-
tion in response. This finding is consistent 
with prior data. In a robust quantitative 
analysis, Baker and colleagues21 found that 
anesthesiology residents had an extremely 
low likelihood of lowering evaluations of 
attendings who gave them low scores and 
that this effect may be driven by contextu-
al factors rather than retaliation. Approxi-
mately one-fourth of residents in our study, 
however, did express that written con-
structive feedback would upset them. The 
possibility of upsetting a resident therefore 
must be balanced against the importance of 
providing our residents with feedback for 
formative growth.

Interestingly, residents predicted that they 
would be less likely to become angry if the 
comments were delivered in person rather 
than in writing. We did not explore why 
this difference existed, though it may be 
due to concern about written comments 
affecting their permanent record. Indeed, 
our results show that some faculty were 

reluctant to give constructive comments 
for this reason. One wrote, “I don’t want 
the resident’s file to contain negative feed-
back which will adversely affect them in 
the future” (see Table 3). Consequently, ad-
dressing this misperception may increase 
the likelihood of faculty to provide written 
feedback. Additionally, results of our qual-
itative analysis suggest that faculty would 
be more willing to provide feedback if pro-
grams can find ways to make the process of 
giving written feedback easier and if faculty 
trust that likelihood of retaliation would be 
low. Because stated barriers do not always 
reflect actual barriers, prospective studies 
would be needed to examine whether these 
efforts increase provision of feedback.

Several limitations of this study should be 
considered. First, it was conducted in only 
two centers, both of which are large aca-
demic centers. Responses were statistically 
similar on almost all measures, suggesting 
that the issues uncovered are unlikely spe-
cific to one department. However, it is still 
possible that surveys of other institutions 
would produce differing results. Second, 
we did not account for social desirabili-
ty bias (ie, the tendency of individuals to 
respond in a way they think will please 
investigators). The fact that collected in-
formation was completely anonymous, 
however, should help reduce this impact. 
Additionally, residents responded differ-
ently to questions about written and in-per-
son feedback, which would suggest social 
desirability bias was less likely to be pres-
ent. Third, residents may be inaccurate in 
their predictions of how they would react 
to constructive feedback. We provided spe-
cific, realistic examples of feedback in the 
survey instead of simply asking how they 
would react to constructive feedback in 
general to help mitigate this issue. Fourth, 
the response rates leave room for the pos-
sibility that those who responded may have 
differed in some ways from those who did 
not, and we did not conduct focus group 
interviews to gain further insight into the 
responses.

Finally, while we attempted to mirror the 
resident and faculty surveys to allow for 
comparisons, the faculty survey did not 
have the same response options for the 
items about the frequency of feedback due 
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to differences in work schedules and did 
not have the same number of items regard-
ing reaction to feedback.

Conclusion
Constructive feedback is an essential part 
of the learning process, but current provi-
sion of feedback appears to be suboptimal. 
A variety of barriers prevent residents from 
receiving high-quality constructive feed-
back. Our findings, as well as prior studies, 
suggest that residents want more construc-
tive feedback than they receive and that 
they are unlikely to retaliate against faculty 
who give it. In future studies, researchers 
should evaluate the effectiveness of inter-
ventions that address barriers to feedback 
and measure changes in provision and 
quality of feedback, resident satisfaction 
with feedback, and downstream effects 
such as behavior.

Acknowledgments: None

Funding: None

Disclosure Statement: The authors have no 
conflicts of interest.

References
1. Natriello G. The impact of evaluation processes on 

students. Educational Psychologist 1987;22(2):155-
75.

2. Swanson DB, Norman GR, Linn RL. Perfor-
mance-based assessment: lessons from the health 

professions. Educational Researcher 1995;24(5):5-
11.

3. Torrance H, Pryor J. Investigating Formative As-
sessment: Teaching, Learning and Assessment in 
the Classroom. New York, NY: McGraw Hill, 1998.

4. Minehart RD, Rudolph J, Pian-Smith MC, Rae-
mer DB. Improving faculty feedback to resident 
trainees during a simulated case: a randomized, 
controlled trial of an educational intervention. 
Anesthesiology 2014;120(1):160-71.

5. Rudolph JW, Simon R, Raemer DB, Eppich WJ. 
Debriefing as formative assessment: closing per-
formance gaps in medical education. Acad Emerg 
Med 2008;15(11):1010-16.

6. Canavan C, Holtman MC, Richmond M, Kat-
sufrakis PJ. The quality of written comments on 
professional behaviors in a developmental multi-
source feedback program. Acad Med 2010;85(sup-
pl 10):S106-9.

7. Salerno SM, O’Malley PG, Pangaro LN, et al. Fac-
ulty development seminars based on the one-min-
ute preceptor improve feedback in the ambulatory 
setting. J Gen Intern Med 2002;17(10):779-87.

8. Salerno SM, Jackson JL, O’Malley PG. Interactive 
faculty development seminars improve the quality 
of written feedback in ambulatory teaching. J Gen 
Intern Med 2003;18(10):831-4.

9. McIlwrick J, Nair B, Montgomery G. “How am I 
doing?”: many problems but few solutions related 
to feedback delivery in undergraduate psychiatry 
education. Acad Psychiatry 2006;30(2):130-5.

10. Ende J, Pomerantz A, Erickson F. Preceptors’ 
strategies for correcting residents in an ambula-
tory care medicine setting: a qualitative analysis. 
Acad Med 1995;70(3):224-9.

11. Fazio SB, Papp KK, Torre DM, Defer TM. Grade 
inflation in the internal medicine clerkship: a na-
tional survey. Teach Learn Med 2013;25(1):71-6.

12. Tesser A, Rosen S. The reluctance to transmit bad 
news. In: Berkowitz L (Ed.). Adv Exp Soc Psychol. 
New York, NY: Academic Press, 1975:193-232.

13. Ende J. Feedback in clinical medical education. 
JAMA 1983;250(6):777-81.

14. Ramani S, Post SE, Konings K, et al. “It’s just 
not the culture”: a qualitative study exploring 
residents’ perceptions of the impact of institu-
tional culture on feedback. Teach Learn Med 
2017;29(2):153-61.

15. Jensen AR, Wright AS, Kim S, Horvath KD, Cal-
houn KE. Educational feedback in the operating 
room: a gap between resident and faculty percep-
tions. Am J Surg 2012;204(2):248-55.

16. Mitchell JD, Ku C, Diachun CAB, et al. Enhancing 
feedback on professionalism and communication 
skills in anesthesia residency programs. Anesth 
Analg 2017;125(2):620-31.

17. Jackson JL, Kay C, Jackson WC, Frank M. The 
quality of written feedback by attendings of in-
ternal medicine residents. J Gen Intern Med 
2015;30(7):973-8.

18. Artino AR Jr., La Rochelle JS, Dezee KJ, Gehl-
bach H. Developing questionnaires for educa-
tional research: AMEE Guide No. 87. Med Teach 
2014;36(6):463-74.

19. Fereday J, Muir-Cochrane E. Demonstrating rigor 
using thematic analysis: a hybrid approach of in-
ductive and deductive coding and theme develop-
ment. Int J Qual Methods 2006;5(1):80-92.

20. Bing-You R, Varaklis K, Hayes V, et al. The feed-
back tango: an integrative review and analysis of 
the content of the teacher-learner feedback ex-
change. Acad Med 2018;93(4):657-63.

21. Baker K, Haydar B, Mankad S. A feedback and 
evaluation system that provokes minimal retalia-
tion by trainees. Anesthesiology 2017;126(2):327-
37.

continued from previous page

continued on next page

At Johns Hopkins Department of Anesthesiology and Critical Care Medicine, Balti-
more, MD, Jed Wolpaw is an Assistant Professor and Residency Program Director, 
Priyanka Dwvedi is the Medical Training Program Manager, and Serkan Toy is an 
Assistant Professor. Daniel Saddawi-Konefka is an Assistant Professor in Anesthesia, 
Harvard Medical School, Department of Anesthesia, Critical Care and Pain Medicine, 
Massachusetts General Hospital, Boston, MA. 

Corresponding author: Jed Wolpaw, MD, MEd, at Johns Hopkins Department of An-
esthesiology and Critical Care Medicine, 1800 Orleans Street, Zayed 6222, Baltimore, 
MD, 21287. Telephone: (410) 955-9942.

Email: Jed Wolpaw, jwolpaw@jhmi.edu

Financial Support: None

Conflicts of interest: None

Abstract

Background: Constructive feedback from faculty to trainees is essential to promot-
ing trainees’ learning yet is rarely provided. Resident physicians want more feed-
back than they receive but it is unclear whether faculty know this. We explored 
faculty and resident impressions of constructive feedback and the barriers to giving 
more. We hypothesized that residents want more constructive feedback; however, 
faculty believe that residents do not want constructive feedback and would retaliate 
against faculty who give it.

Methods: Between January and March 2019, we performed a cross-sectional survey 
study of anesthesiology residents and teaching faculty at two large academic centers. 
All residents and faculty were eligible to participate. The survey assessed satisfaction 
with written and in-person feedback and predicted responses to specific examples, 
in addition to perceived barriers.

Results: The survey was distributed to 156 residents and 260 faculty across the 
two institutions: 116 residents (74% response rate) and 127 faculty (49% response 
rate) responded. Eighty-eight percent of residents would want to receive feedback 
similar to the examples, whereas only 60% of faculty responded that they thought 
residents would want feedback. Ninety-eight percent of residents said they would 
not retaliate. Barriers to providing feedback included time constraints, insufficient 
confidence/training, fear of retaliation, and feelings of futility.

Conclusions: Residents were significantly more likely to want to receive construc-
tive feedback than the faculty members had predicted. Further, residents are un-
likely to retaliate against faculty who provide feedback. Addressing barriers may 
help increase the amount of constructive feedback that faculty provide and resident 
satisfaction with feedback received.

Keywords: Feedback, residency education, medical education, barriers to feedback
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Figures 
Table 1. Demographics

Characteristic Hospital 1 Hospital 2 P

Residents

 Gender, n (%) .36a

  Female 25 (40) 18 (33)

  Male 29 (47) 23 (43)

  Unknown 8 (13) 13 (24)

 Age, mean (SD), y 31.2 (2.32) 30.3 (2.35) .08b

 Postgraduate year (PGYc), n (%) .92a

  PGY2 21 (34) 17 (31)

  PGY3 17 (27) 16 (30)

  PGY4 18 (29) 14 (26)

  Unknown 6 (10) 7 (13)

Faculty

 Gender, n (%) .198

  Female 28 (38) 14 (26)

  Male 37 (51) 36 (67)

  Unknown 8 (11) 4 (7)

 Age, n (%), y .909

  30-39 27 (40) 18 (38)

  40- 49 19 (28) 11 (23.5)

  50-59 14 (20) 11 (23.5)

  > 60 8 (12) 7 (15)

 Number of years on faculty, n (%) .326

  <2 16 (22) 16 (30)

  2-5 17 (24) 5 (9)

  6-10 14 (20) 10 (19)

  11-15 10 (14) 7 (13)

  1620 5 (7) 5 (9)

  >20 9 (13) 11 (20)
a P value based on the Pearson chi-square test or Fisher exact test where appropriate.

b P value based on independent samples t test comparing two programs.
c PGY = Postgraduate year; PGY2 is used in place of clinical anesthesiology year 1 (CA1), PGY3 = CA2; 

PGY4 = CA3.



Journal of Education in Perioperative Medicine: Vol. XXI, Issue 4   6

Original Research

Figures continued 
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Table 2. Resident Satisfaction and Likelihood of Being Upset With Constructive Feedback and Faculty Willingness to Provide Feedback 

Parameter Responses P 
value

Resident 
satisfaction with 
feedback

Extremely 
dissatisfied

Somewhat 
dissatisfied

Neither satisfied 
nor dissatisfied

Somewhat 
satisfied

Extremely 
satisfied

 In-person 5 (5) 26 (27) 17 (17) 39 (40) 11 (11)
.102

 Written 8 (8) 29 (30) 20 (20%) 32 (33) 9 (9%)

Resident 
likelihood of 
being upset with 
feedback

Extremely 
unlikely

Somewhat 
unlikely

Neither likely 
nor unlikely

Somewhat 
likely

Extremely 
likely

 In-person 58 (61) 22 (23) 11 (12) 4 (4) 0 (0)
<.001

 Written 31 (33) 22 (23) 17 (18) 22 (23) 3 (3)

Faculty 
willingness to 
provide feedback

Extremely 
unlikely

Somewhat 
unlikely

Neither likely 
nor unlikely

Somewhat 
likely

Extremely 
likely

 In-person 13 (11) 11 (9) 16 (13) 47 (40) 32 (27)
<.001

 Written 36 (30) 27 (23) 18 (15) 30 (25) 8 (7)

Note. All response distributions are presented as frequency (%).

P values are based on Wilcoxon signed-rank test.



Journal of Education in Perioperative Medicine: Vol. XXI, Issue 4   7

Original Research

Figures continued 
continued from previous page

continued on next page

Table 3. Themes from Open-Ended Descriptions of Faculty Barriers to Providing Feedback

Theme Description Illustrative Comments from Faculty

Barriers to feedback in general

Insufficient time • Faculty do not always have enough 
time to provide feedback.

• “I feel that both of us might need time to process and not speak 
out of fatigue/emotions, esp after a long day. Sometimes, we just 
need some time to think.”

Insufficient 
exposure

• Relationships, which are not always 
present, are necessary to provide 
impactful feedback.

• “Establishing a strong working rapport (meaning working together 
multiple times) prior to giving substantive positive OR negative 
feedback seems reasonable, if not necessary, in order for someone 
to accept performance feedback.”

Confidence and 
skills

• Faculty fear making incorrect 
assumptions.

• Faculty struggle to form useful 
feedback.

• “I am willing to doubt myself before feeling confident enough [to 
give constructive feedback].”

• “Sometimes it just feels like I don’t know where to begin, or 
it’s hard to be constructive with significantly below-average 
performance.”

Fear of negative 
reactions / 
retaliation

• Faculty fear negative consequences 
(reactions, retaliation) from 
residents.

• “Retaliation would be reasons 1-10.”

• “Fear of violating numerous rules regarding well-being and 
resident satisfaction make it difficult to provide any critical 
feedback.”

Futility • Faculty feel that feedback will not 
result in positive behavior change.

• “It’s hard for me as a faculty member to justify taking the time to 
provide feedback if I perceive that the residents are lazy, don’t want 
to work, and don’t seem to care about improving.”

• “Giving feedback feels repetitive and [at] times meaningless when 
doing routine cases when learning and/or teaching opportunities 
are limited.”

Barriers to written feedback

Consequences of 
written feedback

• Faculty perceive that written 
feedback can harm a resident’s career.

• “…damage the career/ego/psychology of a trainee with a 
permanent written record of some fault.”

• “I don’t want the resident’s file to contain negative feedback which 
will adversely affect them in the future.”

In-person is 
better

• Faculty believe that in-person 
feedback is better for growth.

• “I greatly prefer an in-person conversation when I can explore 
their thinking and adjust my conversational goals.”

Inconveniences 
with systems

• Faculty forget to complete forms.

• Faculty find the forms/system 
cumbersome.

• Because of the delay between 
encounter and evaluation, faculty 
don’t always remember important 
feedback.

• “Forget to provide written feedback via [the feedback system] until 
the resident sends me a link.”

• “[System] is not well designed to facilitate effective resident 
evaluation. I perceive it as a royal pain to evaluate a resident, and 
that contributes to my reluctance to do so.”

• “There is often a delay between when you receive the [system] 
request and when you actually worked with the resident, so you 
are less likely to remember helpful details.”
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Figure 1. Perceived frequency of feedback. (a) Resident responses to how frequently they receive in-person (measured on a 4-point scale: less 
than once a week, about once a week, every two to three days, every day) and written feedback (measured on a 5-point scale as a number 

of written evaluations with feedback during a month-long OR rotation: 0, 1-3, 4-6, 7-10, >10), and (b) Faculty responses for how frequently 
they provide in-person and written feedback (measured on a 6-point scale: never, almost never, about 25% of the time, about half the time, 
about 3/4ths of the time, 100% of the time). Both groups, and especially faculty (Z = –5.97, P < .001), perceived more in-person feedback.

continued on next page
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Figure 2. Comparison of resident desire for constructive feedback and faculty predictions of resident desire for constructive feedback. Resi-
dents were asked how likely they would want constructive feedback, and faculty were asked how likely residents would be to want construc-

tive feedback after reading four specific examples.

continued on next page
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Supplemental Online Material

Appendix A – Surveys

Constructive Feedback Survey – Faculty

Intro

Q1 Dear Participant,

You are invited to participate in this survey to help us identify 
barriers to faculty providing constructive criticism to residents. 
Our goal is to overcome those barriers to increase the quantity and 
quality of constructive feedback that residents receive.

Your participation in this survey is voluntary. You may choose not 
to participate. If you decide to participate in this survey, you may 
withdraw at any time. If you decide not to participate in this study, 
or if you withdraw from participating at any time, you will not be 
penalized.

Below is a link (blue arrow) to the online survey. This survey 
is completely anonymous. Responses will be reported in an 
aggregated format. The survey is brief and you should be able to 
complete it within 5 minutes. We really appreciate your willingness 
to participate and value your feedback.

Your completion of this survey will serve as your consent to be in 
this research study.

Thank you,

Q2 Your faculty rank is:

o Clinical associate

o Instructor

o Assistant professor

o Associate professor

o Professor

Q3 Your number of years on faculty is:

▼ 1 ... >25

Q4 Your gender is:

o Male

o Female

o Prefer to self-describe ____________________________
____________________

o Prefer not to say

Q5 Your age is:

▼ <30 ... >60

Q6 Your division is:

▼ Adult Anesthesia ... >Regional & Acute Pain Management

Q7 When you work with a resident in the OR for a day, how often 
do you give WRITTEN feedback?

o Never

o Almost never

o About 25% of the time

o About half the time

o About 3/4ths of the time

o 100% of the time

Q8 When you work with a resident in the OR for a day, how often 
do you give IN PERSON feedback?

o Never

o Almost never

o About 25% of the time

o About half the time

o About 3/4ths of the time

o 100% of the time

Q9 How likely are you to give WRITTEN feedback telling a 
resident what they did not do well and what they need to work 
to improve?

o Extremely unlikely

o Somewhat unlikely

o Neither likely nor unlikely

o Somewhat likely

o Extremely likely

Q10 How likely are you to give IN PERSON feedback telling a 
resident what they did not do well and what they need to work 
to improve?

o Extremely unlikely

o Somewhat unlikely

o Neither likely nor unlikely

o Somewhat likely

o Extremely likely

continued on next page
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Q11 Which of the following are barriers to you in telling 
residents what they did not do well either in person or in written 
form? Please select all that apply.

o Fear of retaliation

o Fear of hurting the resident’s feelings

o I do not think residents want to hear it

o No time to do it

o I do not feel skilled at giving constructive feedback

o I do not understand the evaluation system  
 [New Innovations, Milestones, etc.]

o Other (please specify) ___________________________

Q12 Please read the four examples below and indicate how 
likely you think residents are to want to receive this kind of 
constructive feedback.

– John, I noticed that your OR was a bit disorganized, and this led 
to some confusion about which IVs were being used for drips. I 
am concerned that this could increase the risk of an inadvertent 
medication error. In the future, try coming a bit earlier so you have 
time to fully set up and organize your lines and drips. I think you’ll 
find it will make the rest of the case smoother.

– Susan, I know it must have been frustrating to not be able to 
get the A-line and peripheral IV in today. I noticed that you were 
approaching them at a steep angle and I think you may be through 
and through before you notice the flash. I would suggest lowering 
your angle to about 30 degrees and advancing a bit more slowly. I 
think you’ll find you’ll have greater success with this approach.

– John, I noticed that you didn’t see the patient in preop until 
around 7:15 this morning and didn’t completely fill out the preop 
assessment before the case started. I know things can get busy and 
there is lots to do to prepare for the case. However, as you know, 
the hospital really wants us to see the patient by 7 am to facilitate 
cases starting on time. I would suggest that you try to arrive earlier 
so that you can make sure to set up and still be able to get to your 
patient on time. This will also give you time to fill out the preop 
form.

– Susan, I noticed, when I walked into the OR to give you a morning 
break that the patient’s blood pressure was fairly low, with a MAP 
in the 50s. I know it is easy to get distracted by all the charting that 
has to happen at the beginning of a case, but don’t let that draw you 
away from your monitoring of the patient. Time spent with a MAP 
that low can be harmful, so I encourage you to treat early and, if 
you find yourself re-treating frequently, let me know so that we can 
think about what might be going on.

o Extremely likely

o Somewhat likely

o Neither likely nor unlikely

o Somewhat unlikely

o Extremely unlikely

Constructive Feedback Survey – Resident

Intro

Q1 Dear Participant,

You are invited to participate in this survey to help us identify 
barriers to faculty providing constructive criticism to residents. 
Our goal is to overcome those barriers to increase the quantity and 
quality of constructive feedback that residents receive.

Your participation in this survey is voluntary. You may choose not 
to participate. If you decide to participate in this survey, you may 
withdraw at any time. If you decide not to participate in this study, 
or if you withdraw from participating at any time, you will not be 
penalized.

Below is a link (blue arrow) to the online survey. This survey 
is completely anonymous. Responses will be reported in an 
aggregated format. The survey is brief and you should be able to 
complete it within 5 minutes. We really appreciate your willingness 
to participate and value your feedback.

Your completion of this survey will serve as your consent to be in 
this research study.

Thank you,

Q2 Your year in training is:

o CA1

o CA2

o CA3

Q3 Your planned specialty is:

o Cardiac

o Chronic pain

o ICU

o Liver

o Neuro

o OB

o Pediatrics

o Private Practice

o Regional

o Other ____________________
continued on next page
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Q4 Your gender is:

o Male

o Female

o Prefer to self-describe ____________________________

o Prefer not to say

Q5 Your age is:

▼ 21 ... >45

Q6 How satisfied are you with the WRITTEN feedback you 
receive from faculty with whom you work?

o Extremely dissatisfied

o Somewhat dissatisfied

o Neither satisfied nor dissatisfied

o Somewhat satisfied

o Extremely satisfied

Q7 How satisfied are you with the IN PERSON feedback you 
receive from the faculty with whom you work?

o Extremely dissatisfied

o Somewhat dissatisfied

o Neither satisfied nor dissatisfied

o Somewhat satisfied

o Extremely satisfied

Q8 On average, during a month-long OR rotation, how many 
WRITTEN evaluations with feedback do you receive?

o 0

o 1 to 3

o 4 to 6

o 7 to 10

o >10

Q9 On average, during a month-long OR rotation, how 
frequently do you receive IN PERSON feedback?

o Less than once a week

o About once a week

o Every 2 to 3 days

o Every day

Q10 Please consider the following set of constructive feedback 
examples as you answer next four questions:

– John, I noticed that your OR was a bit disorganized and this led 
to some confusion about which IVs were being used for drips. I 
am concerned that this could increase the risk of an inadvertent 
medication error. In the future, try coming a bit earlier so you 
have time to fully set up and organize your lines and drips. I 
think you’ll find it will make the rest of the case smoother.

– Susan, I know it must have been frustrating to not be able to 
get the A-line and peripheral IV in today. I noticed that you 
were approaching them at a steep angle and I think you may 
be through and through before you notice the flash. I would 
suggest lowering your angle to about 30 degrees and advancing 
a bit more slowly. I think you’ll find you’ll have greater success 
with this approach.

– John, I noticed that you didn’t see the patient in preop until 
around 7:15 this morning and didn’t completely fill out the 
preop assessment before the case started. I know things can get 
busy and there is lots to do to prepare for the case. However, as 
you know, the hospital really wants us to see the patient by 7 am 
to facilitate cases starting on time. I would suggest that you try 
to arrive earlier so that you can make sure to set up and still be 
able to get to your patient on time. This will also give you time to 
fill out the preop form.

– Susan, I noticed, when I walked into the OR to give you a 
morning break, that the patient’s blood pressure was fairly low, 
with a MAP in the 50s. I know it is easy to get distracted by 
all the charting that has to happen at the beginning of a case, 
but don’t let that draw you away from your monitoring of the 
patient. Time spent with a MAP that low can be harmful, so I 
encourage you to treat early and, if you find yourself re-treating 
frequently, let me know so that we can think about what might 
be going on.

Q11 How likely are you to be upset with a faculty member who 
gives you constructive feedback (like the examples above) on a 
WRITTEN evaluation?

o Extremely likely

o Somewhat likely

o Neither likely nor unlikely

o Somewhat unlikely

o Extremely unlikely

continued on next page
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Q12 How likely are you to be upset with a faculty member who 
gives you constructive feedback (like the examples above) IN 
PERSON feedback?

o Extremely likely

o Somewhat likely

o Neither likely nor unlikely

o Somewhat unlikely

o Extremely unlikely

Q13 How likely are you to lower your evaluation of a faculty 
member due to them giving you constructive feedback (like the 
examples above)?

o Extremely likely

o Somewhat likely

o Neither likely nor unlikely

o Somewhat unlikely

o Extremely unlikely

Q14 How likely are you to want to receive constructive feedback 
like the given examples?

o Extremely likely

o Somewhat likely

o Neither likely nor unlikely

o Somewhat unlikely

o Extremely unlikely

continued on next page
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Appendix B – Descriptive Statistics Table

Descriptive statistics for resident perceived frequency, satisfaction, and likelihood of being upset with constructive feedback and faculty 
perceived provision and willingness to provide feedback. 

Item Mean (SD) 95% CI Median Min Max Interquartile 
RangeLower Upper 

How satisfied are you with the WRITTEN 
feedback you receive from faculty with whom 
you work?a

3.01 (1.14) 2.78 3.24 3 1 5 2

How satisfied are you with the IN PERSON 
feedback you receive from the faculty with whom 
you work?a

3.23 (1.13) 3 3.46 3 1 5 2

On average, during a month-long OR rotation, 
how many WRITTEN evaluations with feedback 
do you receive?b

2.24 (0.61) 2.12 2.37 2 1 5 0

On average, during a month-long OR rotation, 
how frequently do you receive IN PERSON 
feedback?c

2.37 (0.92) 2.18 2.56 2 1 4 1

How likely are you to be upset with a faculty 
member who gives you constructive feedback 
(like the examples above) on a WRITTEN 
evaluation?a

3.59 (1.25) 3.33 3.84 4 1 5 3

How likely are you to be upset with a faculty 
member who gives you constructive feedback 
(like the examples above) IN PERSON 
feedback?a

4.41 (0.86) 4.24 4.59 5 2 5 1

How likely are you to lower your evaluation 
of a faculty member due to them giving you 
constructive feedback (like the examples above)?a

4.42 (0.83) 4.25 4.59 5 2 5 1

How likely are you to want to receive constructive 
feedback like the given examples?a

4.37 (0.91) 4.18 4.55 5 1 5 1

FACULTY
When you work with a resident in the OR or 
ICU for a day, how often do you give WRITTEN 
feedback?d

3.31 (1.52) 3.03 3.58 3 1 6 2

When you work with a resident in the OR or ICU 
for a day, how often do you give IN PERSON 
feedback?d

4.64 (1.22) 4.41 4.86 5 1 6 2

How likely are you to give WRITTEN feedback 
telling a resident what they did not do well and 
what they need to work to improve?a

2.55 (1.33) 2.31 2.8 2 1 5 3

How likely are you to give IN PERSON feedback 
telling a resident what they did not do well and 
what they need to work to improve?a

3.62 (1.28) 3.39 3.85 4 1 5 2

a 5-point Likert-type scales with anchors from extremely likely [or satisfied] to extremely unlikely [or unsatisfied].
b Resident responses to how frequently they receive written feedback were measured on a 5-point scale as a number of written evaluations 
with feedback during a month-long OR rotation: 0, 1-3, 4-6, 7-10, >10).
c Resident responses to how frequently they receive in-person feedback were measured on a 4-point scale: less than once a week, about once 
a week, every two to three days, every day.
d Faculty responses for how frequently they provide in-person and written feedback were measured on a 6-point scale: never, almost never, 
about 25% of the time, about half the time, about 3/4ths of the time, 100% of the time.


