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BACKGROUND: The case presentation is a fundamental
activity used in both patient care and trainee education,
partly due to feedback from supervisor to trainee. Al-
though feedback in medical education is well studied,
prior studies have not focused on the perceptions of feed-
back by Internal Medicine supervisors and trainees as it
relates to clinical activities like the case presentation.
METHODS: Semi-structured interviews were conducted
with eight Internal Medicine physicians, and 18 Internal
Medicine trainees (5 medical students, 13 residents) at
the University of Toronto. Purposive sampling was used.
Interviews were conducted and coded iteratively within a
constructivist grounded theory approach until saturation
was reached.
RESULTS: Supervisors and trainees recognized feedback
as an important part of the case presentation that can be
(1) explicit, labeled feedback or (2) implicit, unlabeled
feedback. Both trainees and supervisors perceived that
not enough feedback occurs, likely stemming from a hes-
itancy by supervisors to label implicit feedback, calling it
an interruption instead. Although trainees were keenly
aware of non-verbal feedback from their supervisors as
implicit feedback, they often interpreted explicit construc-
tive feedback negatively. Interestingly, the same feedback
from senior residents was regarded as highly educational,
as it was uncoupled from assessment.
CONCLUSION: Feedback occurs more frequently in case
presentations than previously described, particularly in an
implicit, unlabeled format. Even though under-recognized,
trainees identify and utilize implicit feedback from supervi-
sors, and coaching from senior residents, to develop learned
behaviors. This is reassuring in the age of Competency-
BasedMedical Education, as feedback has an essential role
in workplace-based assessment and promotion.

KEY WORDS: medical education; assessment and evaluation;

postgraduate/undergraduate education.
J Gen Intern Med

DOI: 10.1007/s11606-019-05134-z

© Society of General Internal Medicine 2019

INTRODUCTION

Feedback in medical education has long been recognized as an
important activity to support student learning and develop-
ment.1, 2 However, in many medical education contexts,
learners report that they rarely receive feedback,3, 4 which
the literature suggests may stem from the difficulty in recog-
nizing the various forms it takes within medical education and
the workplace.2, 3 When learners and supervisors hear the
word feedback, they often imagine an explicit, labeled event
occurring as a planned activity at a predetermined time, such
as at the end of a rotation or case presentation.5 However,
feedback can also be implicit or unlabeled; it can occur “on the
go”6 and may even take the form of role modeling important
clinical activities.7 Feedback can be defined as the act of
providing specific information to a trainee that compares their
performance to a set standard in order to help them improve3;
however, as this definition and others does not distinguish
between types of feedback, it becomes challenging for super-
visors and learners to recognize what “counts.”
Further adding to the complexity is the introduction of

Competency-Based Medical Education (CBME). CBME is an
outcome-based approach to the curriculum design of medical
education programs that aims to graduate trainees based on
when they achieve competence, rather than when they fulfill a
specified time in training.8 As many programs move forward
with CBME, meaningful, formative feedback, divorced from
summative assessment and embedded in clinical practice, will
have a decisive role in meeting the promise of competency-
based decisions.9 Thus, within any program adherent to a
CBME framework, understanding the role of feedback in and
around essential acts of daily clinical practice is essential.10

The case presentation, in which a patient’s full history,
physical examination, diagnosis, and management plan are
formulated and delivered by trainee to supervisor, is an ideal

Previous Presentations Faculty perceptions were presented at the
International Conference on Residency Education and Canadian Society
of Internal Medicine in 2016, and trainee perceptions were presented at the
International Conference on Residency Education and Canadian Society of
Internal Medicine in 2017.
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context in which to study feedback. In internal medicine
specifically, case presentations are a fundamental activity in
patient care,11 with an opportunity for trainee education and
learning through delivery of feedback.12 In fact, case presen-
tations are crucial to medical education and practice and are
included as milestones in both the USA and Canada.13–15

Apart from studies identifying shared expectations of train-
ee case presentations,12, 16 there is a paucity of literature
specifically exploring the relationship between feedback and
case presentations as a routineworkplace-based activity within
internal medicine. As robust, ongoing feedback will be essen-
tial for the success of CBME,9 it is important to harness the
potential of clinical activities such as the case presentation.
Specifically, understanding how the case presentation fits
within the feedback culture17, 18 is crucial for optimizing their
use in trainee education. Our study aims to explore how
Internal Medicine clinical supervisors and trainees perceive
feedback within the context of the case presentation.

METHODS

Design

We employed a constructivist grounded theory approach to
explore the relationship between feedback and the case pre-
sentation.19, 20 This study was part of a larger study under-
standing the use of case presentations in trainee medical edu-
cation and assessment.21

Study Population

Our study population included University-Appointed Internal
Medicine faculty supervisors of varying levels of experience at
a large quaternary, multi-site academic center in downtown
Toronto who routinely attend on Clinical Teaching Units, as
well as Internal Medicine trainees and senior medical students
who rotated through Internal Medicine rotations. In total, eight
faculty members and 18 trainees (five medical students,
five PGY1s, three PGY2s, and five PGY3s) were interviewed.
Study authors recruited participants via purposive email,

until saturation was reached, and information was provided
that explained the study in neutral terms. Face-to-face inter-
views were then arranged with interested parties. Research
ethics approval was obtained from the University Health Net-
work Research Ethics Board.
Purposive sampling of physicians was utilized to ensure

heterogeneity in demographic variables as well as a range of
possibly held opinions so that a thorough understanding of the
case presentations could be obtained.

Setting

As with many other institutions, case presentations are a
routine part of the morning intake of patients. Medical students
and residents present admitted cases to their supervisors. Case
presentations are not individually given a formal specific

assessment and feedback is not a mandatory component of
the case presentation review.

Data Collection

With informed written consent, study authors JR and LM
conducted semi-structured interviews, which lasted 30–45
minutes. The interview guide included open-ended questions
about the perception of the case presentation in trainee educa-
tion and assessment, as well as questions specifically
pertaining to feedback. All interviews were recorded and
transcribed verbatim by study authors JR and LM. Consistent
with grounded theory methodology, interviews and data anal-
ysis were performed contemporaneously, in an iterative, con-
stant comparative approach. Continuous revisions were made
to the interview guide to further explore concepts and themes.

Data Analysis

Data were analyzed using a constructivist grounded theory
approach.22, 23 We performed an iterative, constant compara-
tive analysis to elicit recurring categories and themes. As this
was part of a larger study examining the case presentation
more globally, data analysis was conducted separately. After
interviews were transcribed, study authors JR, LM, and DP
completed line-by-line coding to develop initial codes and
themes. The full research team, composed of a variety of
individuals with unique educational lenses, contributed to the
analysis. JR was a third-year Internal Medicine resident im-
mersed in clinical work; LM is a newly graduated internist
who has recently transitioned from presenting case presenta-
tions to solely reviewing them; KK is a scientist with expertise
in assessment in medical education; AK is a mid-career IM
specialist and clinical supervisor who is also an expert in
qualitative methodology; DP is a senior IM specialist and
educational administrator well known as an expert clinical
teacher. After the first four interviews, the research team met
to identify emerging concepts and to adapt the interview guide
to address these concepts so they could be explored in more
detail. JR, LM, and DP met twice more to finalize categories
and explore the relationships between major themes in ongo-
ing consultation with the rest of the team. Data collection
continued until no novel themes or concepts arose, and theo-
retical saturation was reached. Theoretical saturation was de-
termined to be the point in which sufficient data had been
collected to enable a thorough understanding of the key con-
cepts being explored.24, 25 A separate analysis, led by co-
author LM, was also completed and has been submitted as
its own, unique manuscript.21

RESULTS

Eight faculty members were interviewed with teaching expe-
rience ranging from 2 to 28 years. Eighteen trainees, of vary-
ing levels of training, were also interviewed. Quotations were
identified by anonymous source codes.
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Both supervisors and trainees identified feedback as an inte-
gral part of day-to-day clinical activities on the Clinical Teach-
ing Unit. As the case presentation is a routine workplace-based
activity that “is one of the few opportunities for direct […]
observation and feedback” (faculty 8), it was used as a means to
explore ways in which feedback is operationalized in Internal
Medicine. Both trainees and supervisors also identified the case
presentation as a time for assessment, and this topic was ana-
lyzed and presented in a separate manuscript.21

Although the majority of faculty members felt they provid-
ed feedback routinely during the case presentation, many
acknowledged there was “...an issue in terms of feedback:
we aren’t able to give enough” (faculty 1). Trainees perceived
a lack of feedback and desired more:

“I think that there should be feedback and it probably
doesn’t happen enough. There are always ways that
whoever is presenting [ … ] can get some information
about how it can be improved.” (trainee 18 (PGY3))

Types of Feedback

Despite the universal perception that feedback is scarce,3, 4

interviews revealed that feedback does occur either as labeled,
explicit feedback or as implicit, unlabeled feedback. Even
more, supervisors and trainees identified the concepts they
are receiving feedback on (Table 1), which may take the form
of implicit or explicit feedback.

Explicit Feedback

Many supervisors noted the importance of explicitly labeling
feedback to ensure learners are aware it is occurring. One
senior faculty member explained “...often I am [labeling it]
because we know that’s important [that] we do.” (faculty 8)
Learners recognize explicit feedback easily, usually because it
is identified as such and occurs at a set time, either at a

midterm or end of rotation evaluation. Trainees noted that
these explicit feedback moments more often focused on their
overall performance as these sessions are usually removed
from the case presentation itself. They also focused on how
earlier feedback was incorporated into their clinical practice.
As one trainee said:

“[Explicit feedback] is usually on overall performance:
how you functioned as a member of the team, how you
functioned as [… ] teacher to the medical students, […
], how in general your communication style works …
how reliable your impressions are, and how safe you are
with patients overnight.” (trainee 10 (PGY1))Though
trainees perceive a lack of frequent feedback from su-
pervisors, they highly value the more common explicit,
constructive feedback from their senior residents.
Trainees actually identified the coaching and feedback
received from senior residents overnight as one of the
most important educational components of the case
presentation and came to expect this explicit feedback.
The senior resident is a role model, teacher, and confi-
dant for more junior learners, and most trainees
interviewed described this relationship as the key cog
within this environment.

“I don’t think in the morning the presentation was in
itself the most educational part for me, I think the most
educational part was presenting to my senior resident in
the evening...” (trainee 1 (medical student))Senior resi-
dents felt it was their duty to provide feedback on junior
learners’ case presentations, to prepare them for the
presentation to supervisors in the morning, recognizing
the morning presentation is higher stress and stakes:

Table 1 Topics of Feedback

Element Description Trainee Faculty

Relevance Supervisors teach what is
relevant for the case
presentation.26

“I do not think anyone ever gives feedback on
how you spoke, on your structure … they do
give feedback on what are some pertinent
positive or negatives that you missed,...” (trainee
16 (medical student))

“I think also the way in which they organize
things within those sections is really important.
So medications for example, […] if it is a
cardiology case, I want to hear aspirin, ace
inhibitor, statin, all upfront, beta blocker and
then vitamins down below …” (faculty 2)

Style Supervisors comment on the
structure, pace, tone, and
volume of the presentation.

“Staff like things presented differently and
getting feedback in terms of I would prefer it if
you started with this or started with the past
medical history first as opposed to going right
into the HPI …” (trainee 3 (medical student))

“There is a skill to presenting that is in a way
like public speaking. Where the tone and the
pace and the emphasis is really important.”
(faculty 2)

Narrative Supervisors ensure learners stay
on track when presenting the
patient’s narrative.

“I remember my very first presentation, I gave all
the details. … I remember being told by my staff:
the point of this is you are trying to tell a story
and you are trying to convince me one direction
or the other.” (trainee 6 (PGY1))

“It has to make sense, there have to be no
surprises, and it has to be a story. When you are
presenting it, you have to think of your
conclusion first and then go back and build the
case so that it unfolds so that your conclusions
makes sense …” (faculty 6)
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“Seniors would coach the students on how to present to
staff in the morning… . Usually it’s sort of like seniors
coaching the students or the juniors so that they don’t
get destroyed in the morning by the staff” (trainee 12
(PGY3)).

Implicit Feedback

A key finding that emerged from our interviews was that both
trainees and supervisors had difficulty identifying the implicit
feedbackmoments that are already richly embeddedwithin the
routine clinical activity that is the case presentation. Even
though supervisors and trainees alike identified the learning
culture as key to establishing an open dialogue of feedback, a
hesitancy to label educational and teaching moments, like
sharing clinical pearls or suggesting management changes,
results in under-recognition of feedback.

Interruptions as Implicit Feedback

Supervisors were often unaware that clarifications and ques-
tions around case presentations serve as important feedback to
trainees. In fact, supervisors seemed to distinguish interrup-
tions from feedback. One explained:

“Well, when I’m interrupting them I don’t probably
label it as feedback, I label it as this is what I’m thinking
and … what I’m worried about, and when I hear this,
this is what I’m thinking” (faculty 6)While supervisors
are largely unaware of these implicit moments of feed-
back, trainees often perceived interruptions as a nega-
tive, rather than formative, commentary on their perfor-
mance, as they felt that interruptions indicated an insuf-
ficiency in or lack of clarity of their case presentation.
Trainees also analyzed their supervisors’ reactions care-
fully, as they understood that the case presentation in-
formed their final rotational assessment:

“You’re also trying to pick out how they respond… do
they interrupt you. A lot of it is subtexts and it’s very
subtle. You’re figuring out what questions they are
asking afterwards … you’re constantly trying to evalu-
ate through how they interact with you, whether or not
you’ve done a quality job.” (trainee 12 (PGY3))Even
thoughmany trainees were able to identify interruptions
as a form of implicit feedback, a few had difficulty
acknowledging this “negative” feedback as anything
but punitive. As such, many trainees had difficulty
labeling these moments as feedback, in fear of admit-
ting a less than perfect performance, and a lesser eval-
uation. Ultimately, the desired outcome for a case pre-
sentation is one with no interruption at all, as trainees
are constantly trying to impress their supervisors:

“ … hopefully at the end they’ll be like, “ok, that was
great.” Here are some things I was wondering about [
… ]If they’re happening in the middle, I don’t consider
that feedback, as much as I’mmissing stuff” (trainee 16
(medical student))

Non-verbal Behaviors

As well, trainees expressed a keen awareness of non-verbal
feedback from their clinical supervisors in determining the
successful delivery of a case presentation. Trainees assigned
critical meaning to these non-verbal cues, interpreting them as
implicit feedback that ultimately guided their presentations
and behavior. One trainee put it this way:

“I’d say maybe 20% of the time I received direct
feedback on the case presentation … and 80% of the
time I had to infer … when you’re doing things that
people like, they smile and nod [… ] [if] people don’t
like where you’re going with things, they often inter-
rupt or look at you curiously or blankly. It was often
body language [… ]that’s how I would infer.” (trainee
13 (PGY3))

Feedback Culture

Supervisors and trainees alike identified the learning culture as
key to establishing an open dialogue of feedback between
them. If the culture of the team was deemed supportive and
formative, trainees were more comfortable presenting cases
and more willing to receive feedback. However, if the envi-
ronment is perceived to be unsupportive or critical, trainees
were more likely to become defensive and less inclined to
incorporate feedback into their clinical practice:

“If someone [ … ] is going to be interrupting me for
reasons that are more critical or negative, then I do feel
sort of put on the edge and I don’t feel as comfortable
with the presentation.” (trainee 7 (PGY1))

Supervisors acknowledged these concerns, and understood
the importance of feedback being provided in a respectful and
supportive manner. Many supervisors used normalization as a
strategy to make a trainee feel more comfortable:

“ [I always try] normalizing the act of giving
feedback...saying that this is formative and important
part of your learning and we do it for everyone” (fac-
ulty 8)

Barriers to Feedback

Finally, as in prior studies, participants identified a tension
between the role of case presentations in providing patient care
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and as an educational activity.27 The amount of feedback
provided, whether explicitly labeled or not, was limited by
time constraints and supervisors balancing the “parallel tasks”
(faculty 7) of digesting a patient case, while simultaneously
trying to provide feedback and teach clinical pearls.28

“The challenge is that if it is a really complicated case, a
lot of my attention is focused on… . trying to figure this
patient out … I’m not as attentive to how was the
organization of this, how was the resident presenting,
can I hear them? Is it too fast? Is it too slow?” (faculty 2)

DISCUSSION

Our study illustrates the complex and multi-faceted nature of
feedback that occurs around a case presentation. Supervisors
have long struggled with the act of delivering feedback in
clinical practice, and as described by Ende’s (1983) classic
paper,29 feedback is often omitted and handled improperly in
medical education.30 Despite the commonly held belief that
feedback is scarce in clinical teaching,30 our findings illustrate
that in fact, feedback is occurring. Clinical supervisors under-
stand the essential role of feedback in learner development, but
are under-recognizing their behaviors and actions as
representing feedback for trainees.
Although the provision of feedback is valued and prioritized

by supervisors and trainees, our study illustrates that the
perception of inadequate feedback likely stems from the var-
iation in recognizing what “counts” as feedback, rather than an
absolute lack of feedback. It became clear that both supervi-
sors and trainees mainly acknowledged that feedback oc-
curred, when it was explicitly labeled. Although some explicit
feedback occurred at the time of the presentation, it usually
occurred at a set point during a rotation after several case
presentations had been experienced and evaluated.5, 31 This
feedback serves to inform trainees of their overall performance
from a more holistic perspective. On the other hand, even
though implicit feedback frequently occurred during the pre-
sentation, serving the purpose of providing contextual feed-
back around individual patient cases and presentations, there
was less acknowledgment of this as feedback.5

As illustrated by the case presentation, trainees and super-
visors hold disparate views of implicit feedback, which stems
from the recognition of implicit feedback. When raising clar-
ifications or questions during a case presentation, supervisors
would often not label this as feedback. Conversely, many
trainees realized that the halting of a presentation, in itself, is
implicit feedback that the supervisor and trainee are not on the
same page. This finding corroborates the work by Goldszmidt
et al.,28 where “interruptions” were described as an opportu-
nity to clarify issues, to teach around cases, and to redirect
learners.28 Our findings build on this work by demonstrating
that these “interruptions” are actually representative of implicit
feedback. Though not framed as feedback by supervisors,

when a supervisor suggests an alternative treatment plan, adds
new investigations, or elaborates their clinical reasoning,7 they
are in fact providing significant implicit feedback that trainees
recognize. Even further, trainees uniquely highlighted non-
verbal cues from their clinical supervisors as an important
component of the case presentation. They carefully analyzed
their supervisors’ body language and level of engagement, and
incorporated this completely non-verbal, implicit feedback, to
adapt their presentation content and style.12, 16 As there is a
lack of shared understanding of the role of implicit feedback,
trainees may be misperceiving implicit feedback as largely
negative, when it may not be intended as such.
Even more, trainees uniformly described a desire for more

feedback around their case presentations. For trainees, the
issue does not lie solely with the under-recognition of feed-
back, but also with feedback being so tightly connected with
evaluation. As illustrated by our study, trainees are constantly
trying to interpret and prioritize the feedback they explicitly
receive, while trying to independently decode the implicit
feedback that is occurring during routine clinical activities.
Trainees were therefore often reluctant to label constructive
feedback moments in fear of admitting criticism against their
performance and ultimately the perception of a lesser evalua-
tion.32, 33 Thus, there should be a push to improve these
feedback moments, to shift the culture from one of perfor-
mance to one of improvement.34

In addition, our study corroborated the literature in describ-
ing that trainees and supervisors recognized the importance of
the feedback culture when providing feedback.35, 36 Supervi-
sors are aware of the caution required when delivering feed-
back, as feedback that goes against a trainee’s self-assessment
is not always well received, and potentially less likely to be
incorporated.33, 35 Despite avoidance of constructive feedback
from supervisors, similar feedback from senior residents was
highly regarded by trainees as one of the most educational
aspects of their rotations. In contrast to previous studies which
found medical students did not rate resident feedback highly,37

our study demonstrates that trainees readily welcome and
expect constructive feedback from their senior counterparts.
Near-peer feedback refines and polishes their performance, so
that they feel ready for their clinical supervisors in the morn-
ing.38 Although Bordley et al.39 described residents as effec-
tive teachers, our paper is one of the first to describe the senior
resident at the level of a coach providing crucial feedback on a
variety of clinical activities. As learners constantly adjust their
clinical roles and performance to adhere to the often unspoken
principles and preferences of their supervisors, the senior
resident is crucial in preparing their presentations for the
morning review.40, 41 As senior residents were often viewed
as true “coaches,” rather than assessors, they may provide a
natural vector for the uncoupling of feedback and assessment,
an elusively sought target in medical education that has proven
repeatedly challenging.42 However, if senior residents have a
role in high-stakes assessment of junior learners, this benefit
may be lost.
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In the era of CBME, as frequent, meaningful feedback is
integral, we must take advantage of the feedback already
entrenched within clinical activities, like the case presentation.
Implicit feedback provides trainees with contextually based,
formative feedback, often without the weight of a summative
performance evaluation that is often tied to explicit feedback at
end of the rotation sessions. Implicit feedback is well suited for
context- and task-specific feedback as it pertains to trainees’
medical knowledge, understanding of relevance,26 and clinical
skills. In fact, it seems to be already occurring in this form.
Therefore, labeling implicit feedback for learners may help to
ensure the feedback is recognized and integrated as formative,
low-stakes assessment.35 Explicit feedback sessions remain
important to discuss trainees’ overall performance and pro-
gression.6, 17, 35 Our study also highlights the important role of
senior residents as an additional member in the feedback
relationship. Empowering senior residents to participate in
feedback delivery may optimize the overall feedback culture.
Regular constructive feedback is a crucial part of CBME

that should be normalized and not feared by learners, and
embedded in a positive learning climate that allows for admis-
sion of limitations by the trainee. Ultimately, if supervisors
understand the implications and learners properly interpret
implicit feedback, the educational benefit may be two-fold:
supervisors may feel more inclined to continue providing
feedback, and learners may be more aware and understanding
of feedback as it is occurring. Effective feedback will enable
learners to refine their skills, ultimately facilitating assessment
and promotion of trainees.13

Limitations

This study was conducted at a single institution with internal
medicine participants. In internal medicine, the case presenta-
tion is highly valued and central to daily practice, and so our
results may not be transferable to other specialties, particularly
where the case presentation is shortened or less central to daily
clinical practice. As well, as these case studies referred to case
presentations occurring in the morning for new patients, they
may not be generalizable to outpatient presentations. Further
studies are needed to understand how feedback received from
supervisors is integrated into trainees’ future performance,
especially as more and more feedback is occurring in CBME.
Further work is also needed to better understand the role of
senior residents as coaches and assessors in the workplace.

CONCLUSION

Our study findings illustrate the different forms and functions
of feedback delivered during and after trainees’ case presen-
tations within academic Internal Medicine. Our study further
describes that feedback in varying forms is occurring more
frequently than supervisors acknowledge and that which has
been previously described.30 Within a CBME framework,
feedback holds an essential role in workplace-based

assessment and promotion. This study illuminates the use of
case presentations, as an exemplar of a routine clinical activity,
rich with feedback, and a particular characterization of the
presence and importance of implicit feedback. Therefore, uti-
lization of routine clinical activities to maximize opportunities
for delivery of feedback and other teaching activities will be
critical.
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