
Filling the feedback gap: the unrecognised roles of shame
and guilt in the feedback cycle
William E Bynum IV

I was halfway through a recent
feedback session with Dr W, a first-
year resident on our in-patient ser-
vice, when things began to unra-
vel. His eyes, heavy and focused on
the floor, suggested inner turmoil
in response to what I felt was
constructive, albeit challenging,
feedback. He shifted uncomfort-
ably in his chair and was visibly
disturbed. Things escalated at the
conclusion of our conversation: ‘I
appreciate everything you told me
but I just don’t think I’m good
enough to get through residency. I
have too many deficiencies, I feel
like an impostor, and honestly,
I’m thinking about quitting.’

His eyes suggested inner turmoil in
response to what I felt was constructive,

albeit challenging, feedback

I recognised that Dr W was experi-
encing a damaging shame response,
but I was caught off guard. Over
the prior week, I had successfully
navigated the first two phases of
the feedback cycle described by
van de Ridder et al.1 in this edition
of the journal: I had laid out
expectations and instructions
(phase A) and observed and inter-

preted Dr. W’s performance based
on a generally held standard
(phase B). I was now in the midst
of communicating the feedback to
him (phase C), while assessing his
response (phase D), particularly
his emotions. My efforts to provide
meaningful feedback had obviously
gone astray, but where in the cycle
had they failed and what variables
had influenced this ineffective out-
come?

In their meta-review published in
this edition of the journal, van de
Ridder et al.1 provide insight into
these questions. Their analysis
identified 33 variables that influ-
ence the feedback process, effect
or both. They mapped the vari-
ables to the four phases of the
feedback cycle and analysed their
influence on future phases and
the overall feedback effect. The
results provide new and exciting
information about the factors that
influence the feedback cycle and
highlight major gaps in the feed-
back literature.

My efforts to provide meaningful feed-
back had obviously gone astray, but

where had they failed and what variables
had influenced this ineffective outcome?

While the analysis yields robust
findings about variables that influ-
ence the processes used to collect
feedback (phases A and B), it
reveals a relative paucity of infor-
mation about the variables that
influence the communication and
reception of the feedback (phases

C and D). The authors conclude
that feedback effectiveness is low-
ered if it is perceived as threaten-
ing to self-esteem,1 but the relative
lack of data about phases C and D
preclude a deeper understanding
of this powerful finding. Thus,
although the study provides com-
pelling information about how to
best gather and prepare meaning-
ful feedback, it identifies a critical
gap in our understanding about
how to effectively communicate it
and ensure that it is received in a
constructive manner.

Feedback effectiveness is lowered if it is
perceived as threatening to self-esteem,
but a relative lack of data preclude a
deeper understanding of this powerful

finding

To begin addressing this gap, we
might examine the roles played by
shame and guilt in the feedback
process. Feedback leads to shame
when the recipient receives it and
adopts a negative evaluation of his
or her self, as opposed to the
behaviour or action under
scrutiny.2,3 As a result, shamed
individuals feel small, inferior and
exposed and may see themselves
as defective and unworthy.2 Guilt,
on the other hand, is the tendency
to respond to difficult feedback by
focusing on the action or behav-
iour rather than the self.4 People
who experience guilt are able to
say: ‘This thing I did was bad, but I
am not bad.’ Although there is still
a negative affective reaction with
guilt, it does not generalise to the
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self and thus does not lead to
damaging self-assessments.5 The
resident to whom I provided feed-
back interpreted it at the self-level,
and viewed himself as deficient
and not good enough (a shame
response), rather than as a capable
learner who was struggling with
typical challenges for a first-year
resident (a guilt response).

Guilt is the tendency to respond to
difficult feedback by focusing on the

action or behaviour rather than the self

Distinguishing between shame and
guilt is critically important because
they lead to different outcomes
with significant implications for
learning. Shame leads to a desire
to withdraw or hide, deny respon-
sibility, and ignore the problem at
hand.2,3,6 Guilt, by contrast, stimu-
lates reparative action and
attempts to grow from the situa-
tion and prevent the behaviour
from happening again.3,6 Applied
to learning, shame has the poten-
tial to promote detachment from
critical learning processes, whereas
guilt has the potential to stimulate
engagement, the latter of which
should be a primary end goal of
the feedback process.

How, then, is shame implicated in
the communication of feedback?

When communicating feedback
(phase C)1, even the most well-
intentioned teachers can induce
shame by generalising the feed-
back to the learner’s self, rather
than his or her actions. Feedback
that focuses on the learner’s self
has been shown to decrease in its
effectiveness and lead to damaging
outcomes including avoidance
behaviour, decreased self-efficacy,
and an increased desire to quit,7–10

all of which are consistent with a
shame response. To avoid this out-

come and steer a learner towards a
more constructive response, teach-
ers should focus on specific actions
that the learner can change, rather
than core, unchangeable facets of
his or her personality.7

Shame has the potential to promote
detachment from critical learning

processes, whereas guilt has the potential
to stimulate engagement

Feedback that is communicated in
a humiliating manner may also
induce shame in the recipient.11

Humiliation, or the act of putting
another in a lowered, debased
position, is disturbingly prevalent
in medical education.12 A learner
who experiences shame in
response to humiliating feedback
believes that the treatment is justi-
fied, accurate and deserved.13 As a
result, he may adopt a negative
view of himself by believing in the
message that humiliation sends:
that he is inherently deficient.
This concept appears to be high-
lighted, in a juxtaposed fashion, by
van de Ridder et al. in their con-
clusion that feedback provided in
an encouraging manner leads to
enhanced effectiveness.1

How does shame influence the
reception of feedback?

In my session with Dr W, I commu-
nicated the feedback in an action-
focused and non-humiliating way
and yet as he received it (phase
D)1, he experienced shame. This
suggests the presence of additional
factors that influence the feedback
recipient’s tendency to experience
shame. The psychology literature
makes associations between suscep-
tibility to shame and underlying
depression,5 anxiety14 and past
shaming events.15,16 Further
research is needed to elucidate how
these and other factors, through

their potential to induce shame
and effects on self-esteem, moder-
ate the manner in which feedback
is received. This research may pro-
vide deeper insight into the related
findings by van Ridder et al that
feedback threatening the learner’s
self-esteem leads to decreased over-
all effectiveness.

The psychology literature makes
associations between susceptibility to
shame and underlying depression,
anxiety and past shaming events

The degree to which learners are
prepared to navigate the chal-
lenges of learning clinical medi-
cine is an additional factor that
may influence how they receive
and respond to feedback. Dr W, in
reflecting on his reasons for experi-
encing shame, admitted: ‘I was
totally unprepared for how difficult
residency would be, how much I
would struggle, and how exposed I
would feel.’ Clinical training is a
time of intense scrutiny and the
necessary ‘unearthing’ of weak-
nesses, bad habits and knowledge
deficits. As such, it may present
serious challenges for learners who
are not prepared for such a high
degree of exposure and criticism,
especially those who achieved high
academic success in the classroom
and those who strive for perfection.
As a result, they may be predis-
posed to damaging self-assessments
and high levels of shame suscepti-
bility following normal and expected
facets of learning,17 including
the routine and necessary com-
munication of constructive feed-
back, exposure of weaknesses,
and occurrence of medical error.
Further research is needed to
determine how preparation for
adversity (including the presence
or absence of coping skills) influ-
ences a learner’s response to
these events.
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Clinical learning may present serious
challenges for learners who are not
prepared for such a high degree

of exposure and criticism

How can feedback-induced shame
be avoided?

The recognition of a shame
response in Dr W provided me the
opportunity to open up to him
about my own struggles in learning
medicine (which continue today),
my growing comfort with my own
imperfection, and the motivation
they both give me to improve
every day. In doing so, I attempted
to utilise normalisation and to
model vulnerability, both of which
may help guide learners away from
shame responses.18,19 Teachers
and institutions might also posi-
tively influence the manner in
which learners respond to difficult
feedback by helping them set real-
istic standards for performance
and by preparing them for the
expected challenges inherent in
the clinical learning process. Prep-
aration should occur early and
often, beginning prior to matricu-
lation into medical school, and
should continue throughout the
clinical years. Finally, institutions
are called upon to eradicate
humiliating treatment and provide
faculty development on shame-free
approaches to teaching in order to
optimise the manner in which dif-
ficult feedback is communi-
cated.20,21

I attempted to utilise normalisation and
to model vulnerability, both of which
may help guide learners away from

shame responses

Dr W’s story reminds us that as we
seek greater understanding about
the forces that guide our attempts
to build competent and skilful

learners, we must pay equal atten-
tion to those that build compas-
sionate, resilient human beings.
The meta-review by van de Ridder
et al.1 provides vital insight into
the variables that influence the
feedback cycle, one of the primary
vehicles through which this build-
ing occurs. It also identifies a criti-
cal gap in the feedback literature
with reference to the lack of data
about forces that influence how
feedback is communicated and
received. Future inquiry is needed
to address this gap and the roles
played by shame and guilt in the
feedback process. Better under-
standing these fundamental and
normal human emotions will allow
us to harness feedback to improve
not only performance, but also
well-being, engagement, and
resilience.

Disclaimer
The opinions and statements in
this presentation are the responsi-
bility of the authors, and such opi-
nions and statements do not
necessarily represent the policies
of the US Air Force, US Army, US
Navy, Department of Defense, the
United States, or it agencies.

REFERENCES

1 van de Ridder JMM, McGaghie
WC, Stokking KM, ten Cate OTJ.
Variables that affect the
process and outcome of
feedback: a meta-review. Med Educ
2015;49:658–73.

2 Lewis HB. Shame and Guilt in
Neurosis, 1st edn. New York:
International Universities Press
1971.

3 Tangney JP. Moral affect: the
good, the bad, and the ugly. J Pers
Soc Psychol 1991;61 (4):598–607.

4 Baumeister RF, Stillwell AM,
Heatherton TF. Guilt: an
interpersonal approach. Psychol
Bull 1994;115 (2):243–67.

5 Kim S, Thibodeau R, Jorgensen
RS. Shame, guilt, and depressive

symptoms: a meta-analytic
review. Psychol Bull 2011;137
(1):68–96.

6 Tangney JP, Miller RS, Flicker L,
Barlow DH. Are shame, guilt, and
embarrassment distinct emotions?
J Pers Soc Psychol 1996;70 (6):1256–
69.

7 Kluger AN, DeNisi A. The effects
of feedback interventions on
performance: a historical review, a
meta-analysis, and a preliminary
feedback intervention theory.
Psychol Bull 1996;119 (2):254–84.

8 Baron RA. Negative effects of
destructive criticism: impact on
conflict, self-efficacy, and task
performance. J Appl Psychol
1988;73 (2):199–207.

9 Bandura A. Self-efficacy: toward a
unifying theory of behavioural
change. Psychol Rev 1977;84
(2):191–215.

10 Archer JC. State of the science in
health professional education:
effective feedback. Med Educ
2010;44:101–8.

11 Bynum WE IV, Goodie JL. Shame,
guilt, and the medical learner:
ignored connections and why we
should care. Med Educ
2014;48:1045–54.

12 American Association of Medical
Colleges. Medical School
Graduation Questionnaire: 2012
All Schools Summary Report.
2012. http://www.aamc.org/
download/300448/data/2012
gqallschoolssummaryreport.pdf.
[Accessed March 1 2015.]

13 Klein DC. The humiliation
dynamic: an overview. J Prim Prev
1991;12 (2):93–121.

14 Fergus TA, Valentiner DP,
McGrath PB, Jencius S. Shame-
and guilt-proneness: relationships
with anxiety disorder symptoms in
a clinical sample. J Anxiety Disord
2010;24 (8):811–5.

15 Robinaugh DJ, McNally RJ.
Autobiographical memory for
shame or guilt provoking events:
association with psychological
symptoms. Behav Res Ther 2010;48
(7):646–52.

16 Matos M, Pinto-Gouveia J. Shame
as a traumatic memory. Clin
Psychol Psychother 2010;17 (4):299–
312.

commentaries

646 Published 2015. This article is a U.S. Government work and is in the public domain in the USA. 49: 644–652

http://www.acgme.org/acgmeweb/Portals/0/PFAssets/ProgramResources/220_Ob_GynMinimum_Numbers_Announcment.pdf
http://www.acgme.org/acgmeweb/Portals/0/PFAssets/ProgramResources/220_Ob_GynMinimum_Numbers_Announcment.pdf
http://www.acgme.org/acgmeweb/Portals/0/PFAssets/ProgramResources/220_Ob_GynMinimum_Numbers_Announcment.pdf


17 Alonso A, Rutan JS. Shame and
guilt in supervision. Psychotherapy
1988;25 (4):576–81.

18 Mazor KM, Fischer MA, Haley
H-L, Hatem D, Quirk ME.
Teaching and medical
errors: primary care
preceptors’ views. Med Educ
2005;39:982–90.

19 Brown B. Daring Greatly: How the
Courage to be Vulnerable Transforms
the Way We Live, Love, Parent, and
Lead, 1st edn. New York: Penguin
Group 2012.

20 Fried JM, Vermillion M, Parker
NH, Uijtdehaage S. Eradicating
medical student mistreatment: a
longitudinal study of one

institution’s efforts. Acad Med
2012;87 (9):1191–8.

21 Leape LL, Shore MF, Dienstag
JL, Mayer RJ, Edgman-Levitan S,
Meyer GS, Healy GB.
Perspective: a culture of respect,
part 2: creating a culture of
respect. Acad Med 2012;87
(7):853–8.

Improving patient outcomes through supervision and
simulation
Dayna A Burrell & Jessica L Bienstock

Health professional education
programmes are under constant
pressure to train caregivers in
fundamental skills even as the
opportunities to practise those
skills change dynamically. Con-
sider, for example, the rate of
operative deliveries in the USA.
Caesarean deliveries increased
from 22.7% of all deliveries in
1990 to 32.8% in 2011.1 In view
of the associated risk for mater-
nal morbidity, the American Col-
lege of Obstetricians and
Gynecologists and the Society for
Maternal Fetal Medicine have
strongly recommended operative
vaginal delivery (e.g. forceps- and
vacuum-assisted) as an interven-
tion to reduce primary caesarean
delivery. Unfortunately, operative
vaginal delivery rates have
declined as caesarean delivery
rates have increased,2 yielding a

situation in which many gradu-
ates do not feel competent to
perform a forceps-assisted vaginal
delivery.3 As operative deliveries
comprise nearly half of births,
and in recognition of the need
to decrease caesarean delivery
rates, expertise and training in
vacuum-and forceps-assisted vagi-
nal delivery need to be at the
forefront of our resident educa-
tion programmes even as these
practices have become less
common.

Operative vaginal delivery rates have
declined as caesarean rates have

increased and many graduates do not
feel competent in forceps-assisted

vaginal delivery

In their paper, published in this
issue, Aiken et al.4 recognise the
need for physician learners to
build a solid foundation of super-
vised experience prior to per-
forming operative deliveries
independently. An increase in
operative deliveries performed
under direct supervision prior to
operating without direct supervi-
sion was shown to decrease the
occurrence of procedure-related

complications and adverse
events.4 Increasing the number of
procedures performed under
direct supervision is arguably a
standard towards which all resi-
dency training programmes
should strive, but achieving that
standard is not without its chal-
lenges. In addition to the decline
in opportunities to be involved in
certain procedures, the more gen-
eral restriction on resident work
hours and associated limitations
in hands-on training contribute
further to the issue.5,6 How can
these challenges of time, expo-
sure and experience be over-
come? The answer, as proposed
by Aiken et al.4 and others, may
lie in simulation.

Increasing the number of procedures
performed under direct supervision is
arguably a standard towards which
all residency training programmes

should strive

Although simulation may seem to
be a relatively new phenomenon,
especially given its growing promi-
nence across medical disciplines,
the history of simulation in obstet-
rics dates back to the childbirth
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