
The Clinician-Educator’s Handbook

Chapter 17 

Feedback and Evaluation

“The teacher's feedback—reinforcing what has been done correctly and re-
teaching what has not—is key." Nancy Protheroe 
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OBJECTIVES
After studying this chapter, the reader should be able to:

discuss the differences between feedback and evaluation 
 identify when, where, and how to provide feedback 
 identify the barriers to providing feedback 
 describe at least three instruments for evaluation 

INTRODUCTION
 As far back as 1979, Eichna wrote that we were training physicians who had 
never been observed, and in 1983, Ende noted that even when medical 
trainees were observed, they rarely received feedback about their 
performances, although guidelines for doing this already existed in the business 
and educational literature.  The terms “feedback” and “evaluation” are often 
used interchangeably in clinical medical education, an inaccuracy that partially 
explains the confusion surrounding feedback and the paucity of feedback 
provided to learners.  While feedback and evaluation are closely related and 
occasionally merge, they are distinct from one another. 
   
FEEDBACK

  Feedback was first used mechanically to control the action of machines, for 
example, using feedback about the speed and direction of a rocket to modify 
these parameters so as to strike the target.  Subsequently, it was recognized 
that the principles of feedback apply to learning, and it was quickly appreciated 
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that feedback not only modifies the current action of the learner, but it also can
affect general and future performance—the very essence of education.  Van de 
Ridder acknowledges the lack of consensus on a single definition of feedback in 
clinical education and suggests the following definition: “Specific information 
about the comparison between a trainee’s observed performance and a 
standard, given with the intent to improve the trainee’s performance.”  Ende 
defines appropriate feedback as “an informed, non-evaluative, objective 
appraisal of performance intended to improve clinical skills.”  Feedback is 
formative and presents information rather than judgment.  Feedback relies on 
verbs and nouns.  “You didn’t obtain spinal fluid on your first attempt because 
the needle was directed laterally instead of centrally.” 
 Providing feedback is an essential component of medical education and 
allows learners to know how they are performing.  Formative feedback guides 
future learning, provides reassurance about competency, reinforces positive 
values and behaviors, and promotes reflection.  Most learners are eager for 
information regarding their strengths and weaknesses. In the absence of 
objective feedback, students depend on exam scores to know how they are 
doing, and this focuses their learning on memorization of information.  And if 
they do not receive feedback from their instructors, they generate their own.  
“He didn’t say anything, so I must have done it correctly.”  “He looks displeased, 
so I must have presented poorly.” 
 Unlike the summative process of evaluation (see below), feedback should 
be targeted to specific behaviors, both those at which the learner excels and 
those that require improvement.  Feedback should be immediate and formative.  
Its purpose is to provide information to the learner in order to help him meet the 
objectives of the assignment or the rotation.  Alerting learners early in the 
rotation that regular feedback will be provided will help prepare them for the 
feedback process.  
 Effective feedback needs to be planned and delivered in a compassionate, 
non-judgmental manner.  Set aside time for the encounter, which should be 
unhurried, comfortable, and private.  Teacher and learner should work together 
with agreed upon common goals.  Feedback should be based on direct 
observation.  If you have not observed, you cannot provide feedback.  
Secondhand data (properly labeled as such) may be part of the evaluation, but 
it is rarely part of feedback. Do not overwhelm the learner with feedback.  Keep 
the feedback to a manageable volume, usually just a few points, and focus on 
behaviors that can change.
 Feedback should be factual and descriptive, and as specific as possible.  
Stay with the facts, describe exactly what the learner did, and review the 
consequences.  Ask the learner to reflect on the experience and analyze what 
went well and what did not.  Be careful about assuming or implying motives, 
intentions, and attitudes.  Distinguish between data and interpretations.   While 
feedback should be as non-judgmental as possible, it is rarely possible to totally 
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avoid all judgments.  Even Ende, a strong proponent of non-evaluative 
feedback, concedes, “Actually, there is almost always a judgment assigned to 
feedback information.”  He notes that in the clinical setting, positive feedback 
sounds “good” and negative or constructive feedback is perceived as “bad.”  
  Branch and Paranjape described three types of feedback operationally. 
Informal feedback (aka brief feedback) is that which occurs ad hoc, on a daily 
basis to an individual learner and is related to an observed behavior or event.  It 
can be as concise as pointing out an excellent differential diagnosis or helping 
to clarify and improve upon an order written in a patient’s chart.  Formal
feedback involves setting aside specific times for feedback, for example, in the 
outpatient setting at the conclusion of the case discussion or on the ward at the 
conclusion of a case presentation.  Scheduled feedback is provided at strategic 
points during a rotation, usually mid-rotation, and serves to provide more 
detailed information regarding areas of strengths and weaknesses.  It is 
intended to provide information to the learner so that he can improve prior to the 
end of the rotation, when the final evaluation is performed. 
 Sometimes it is helpful to label feedback as such, that is, to explain to the 
learner that you are providing feedback.  Often, students do not recognize that 
when you say a presentation was well organized and on target, that you are 
providing feedback, and when you point out that the presentation did not 
mention what medications the patient had taken, that also is feedback.  
 There are several formats and systems for organizing feedback.  The 
sandwich format refers to good news (positive feedback), bad news (need for 
change), and good news (more was done correctly than incorrectly).  Another 
format is: 1) the learner’s perception (How do you feel the examination went, or 
what do you think went well and what do you think could be improved?); 2) the 
teacher’s feedback (“Your physical exam was appropriate, except that in a 
comatose patient, you also have to inspect the sacral area for edema and bed 
sores.”); 3) and finally, agreement  (“So, we agree that the physical exam is not 
always exactly the same for every patient, and you need to decide what is 
appropriate for each patient.”). 
 While most of the literature on feedback focuses on verbal feedback, 
feedback can also be written.  Schum et al. reported that the majority of medical 
students considered written feedback more timely, constructive, and concrete 
than verbal feedback.  Colletti found that surgical preceptors gave more 
negative feedback and lower grades in written evaluations than in face-to-face 
verbal sessions.
 If feedback is essential for medical learners to achieve the competencies 
they will need as physicians, then as clinician-educators, it is our responsibility 
to provide that feedback.  It is important to offer accurate descriptions of errors, 
in order for the trainee to practice self-reflection and improve.  It is equally 
important to provide positive reinforcement, so that a learner will know when he 
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is performing well.  It is the responsibility of the attending physician to prepare 
the learner to receive feedback and to provide it.

Table 32. 
Proper and Improper Techniques for Providing Feedback 

Proper technique Improper technique 
Based on direct observations Based on hearsay 
Respectful and supportive Disrespectful or antagonistic 
Sensitive Insensitive 
Non-judgmental Judgmental
Focus on behavior Focus on personality 
Focus on specifics Deal in generalities 
Goal-based Not goal-based
Thoughts and feelings of learner 
elicited and considered 

Thoughts and feelings of learner not 
elicited or ignored 

Suggestions for improvement No suggestions for improvement 
After Hewson and Little. 
   
Providing negative feedback 
 Delivering negative feedback (“constructive criticism”) is challenging. Ende 
pointed out that it is difficult, if not impossible, to provide negative feedback 
without engendering some disappointment or embarrassment.  Both teacher 
and learner may have concerns about negative feedback.  The teacher may 
fear that negative feedback will injure the student’s feelings, ego, or self-
confidence.  He may be concerned that it will impair his (the teacher’s) 
popularity.  Vanishing feedback is a term in personnel management: the 
supervisor wants to address the problem directly , but fails to and only talks 
around the issue.  The trainee, fearing a negative evaluation, reinforces the 
supervisor’s avoidance.  The reluctance of clinicians to provide feedback about 
major behavioral issues such as unprofessional conduct was documented by 
Burack et al.
 Planning and rehearsing are important for delivering negative feedback.  
Arrange for a private venue.  Sensitivity and kindness are paramount.  Ask 
yourself how you would want the teacher to handle the situation if the learner 
were your son or daughter.  Just as you have developed a language style and a 
repertoire of phrases for breaking bad news to patients and parents, you need 
to do the same for giving bad news to a learner.  Express the deficiency in 
terms of performance not personality.  Rather than, “You are insensitive,” say, 
“Remarks like, ‘That’s the way we do it here, and you’re just going to have to 
wait,’ don’t really address the problem or help the patient deal with his distress.”  
When addressing perceptions, use the “I” word.  Saying that the learner 
appeared angry implies that this is an irrefutable fact for all to see and can be 
hard for the learner to accept.  Saying, “I had the feeling that you were angry,” 
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is less accusatory and can help open the way for a dialogue about how the 
learner actually felt.  Other examples of improving feedback are provided in
Table 33.

Table 33. 
Examples of Poor Feedback and How to Improve Them 

Poor feedback Improved feedback 
That was an excellent presentation.
Great job. 

That presentation was very well 
organized and covered all the 
important points without being 
excessively long. 

Your differential diagnosis was poor. Your differential diagnosis didn’t 
include the possibility that these 
complaints were functional. 

That was not a very good examination 
of the chest. 

Your examination of the chest did not 
include auscultation of the bases 
posteriorly.

You seemed pretty callous and 
uncaring in the way you brushed off 
that last question. 

Your response to the mother’s last 
question was brief, and it seemed to 
me that it left her unsettled. 

You looked quite nervous and 
uncomfortable telling the patient the 
results of the latest scan. 

I noticed that you didn’t look at the 
patient when you told her the results 
of the scan and your voice shook a 
bit.  Do you recall that, and would you 
like to reflect on it? 

Barriers to providing feedback
 Other than concern over giving negative feedback, there are several barriers 
to providing feedback in the medical setting.  Some of these include: 
inadequate time, failure to identify clear goals and objectives, failure to observe 
learners, and lack of skill in providing feedback.   
 Failure to observe a learner can lead to missed opportunities in providing 
feedback.  The chaotic pace of daily events and the reluctance of teachers to 
provide critical feedback often results in the failure of attending physicians to 
educate learners regarding their performance.  In order for feedback to be 
useful it needs to be timely and specific.  Therefore, the attending physician 
must be readily accessible and able to observe the behaviors of medical 
trainees in order to provide effective feedback.  The feedback should focus on 
specific behaviors.  However, it should be limited in quantity so as not to 
overwhelm the learner, and it should be delivered in nonjudgmental language.
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EVALUATION 
 Evaluation (also referred to as assessment) is summative.  It is a teacher’s 
judgment of whether or not, or how well or how poorly, a learner met a goal or 
standard.  Evaluation is often based on comparison to defined standards or to 
performance of peers.  Evaluation relies on adverbs and adjectives.  “Your 
performance was generally excellent but with a few areas of weakness.”  Unlike 
feedback, evaluation is not always based on direct observation.  It may be 
based on review of the learner’s written history and physical examination, on 
information from other observers (including patients and parents), or on the 
results of a written examination.  There are at least three major purposes for 
evaluation of the clinical learner: 1) provide the learner with motivation and 
direction for future learning; 2) protect patients and the public by identifying and 
not advancing incompetent learners; 3) provide a basis for selecting among 
applicants for further training, i.e. residency and fellowship.  

Table 34. 
Comparison of Feedback and Evaluation

Feedback Evaluation
Formative Summative

Timely and frequently; usually ad hoc Scheduled, ideally at midpoint and at 
the end of the rotation 

Focuses on facts and behavior; 
specific

Provides a general overview of a 
trainee’s performance 

Based on direct observation 
Based on multiple sources, e.g. direct 
observation, input from multiple 
observers, exam scores 

Nonjudgmental Includes judgment and comparison to 
norms or peers 

Intended to improve performance Intended to determine and document 
pass or fail and final grade 

Usually verbal, face-to-face Verbal and/or written 
Ends with detailed instructions on 
improvement

Opportunity for improvement for given 
rotation or assignment has passed 

 Utilize the evaluation strategies that best match the behaviors being 
evaluated.  For example, written examinations are effective for evaluating 
knowledge, but direct observation is much better for evaluating clinical skills.  
Observation and reports from others (e.g. nurses, patients) are helpful for 
judging professionalism.  Oral discussion may be best for evaluating attitudes.  
Whenever possible, use multiple methods.

Specific instruments for evaluation 
Direct observation of patient care is the key technique for evaluation of 

clinical abilities and competencies. The use of a checklist in conjunction with 
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direct observation adds a dimension of accuracy and uniformity to the 
evaluation process.  Such lists are prepared in advance of the observation, and 
the observer checks off each component of the activity, noting whether it was 
done, and if so, how well.

Reviews of videotapes of learners’ encounters with patients, real or 
simulated (see below), can be a dramatic and effective way of showing the 
learners their strengths and weaknesses (feedback), and also can be helpful in 
evaluating and grading learners.  The videotape review permits accurate 
quantitative and qualitative analysis of each learner’s performance, especially 
when compared with a predetermined checklist or set of standards.  It can 
obviate problems with the teacher’s memory of the interaction.  Also, in real-
time observation, the teacher may be focused on the learner and miss the 
patient’s expression or vice versa.

The GRADE mnemonic has been proposed as a structure and strategy for 
evaluation in the clinical setting (Langlois). 

Get ready 
Review expectations with learner 
Assess
Discuss assessment at mid-point 
End with a grade 

 As Langlois and Thatch emphasize, evaluation is an ongoing process, not 
simply something to be done at the end of the assignment. The teacher gets 
ready by reviewing the goals and objectives for the rotation and clarifying his 
expectations for the learners.  The teacher also should review the evaluation 
form that he will be required to complete at the end of the rotation.  He should 
then review this with the learner.  Assessment is ongoing, usually based 
primarily on observation.  It is helpful for the teacher to keep notes of the 
learner’s performance, including specific examples.  The teacher should provide 
frequent feedback to the learner.  At around the mid-point of the rotation, it is 
important for the teacher and learner to review the performance and decide on 
any areas that need improvement.  At the end of the rotation, time should be 
scheduled for final feedback and an overall evaluation. 

Simulation is a rapidly growing field for both teaching and evaluating 
learners.  Simulation involves two distinct educational modalities: 1) scenarios 
with high-tech mannequins that can simulate a patient’s physiology, from heart 
rate and rhythm to pupil size and urine output; and 2) standardized patients, 
who are real people pretending to be patients or parents.  Today’s standardized 
patients are so highly trained that experienced practitioners cannot distinguish 
them from real patients.  One of the great strengths of simulation is the 
debriefing that follows the activity.  The debriefing is well-crafted feedback, in a 
safe environment.  Simulation can be used to evaluate performance and 
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ability—from treating a cardiac arrest to telling a mother and father their child 
has a fatal illness.  Simulation is an ideal way to measure competency without 
endangering the patient. 
 The Objective Structured Clinical Examination (OSCE) is a particular 
application of simulation in which the student examines a standardized patient 
while an observer uses a checklist to document what the learner does and to 
evaluate how well or how poorly he does it.  Usually, the learner moves from 
station to station, examining several mock-patients serially.  Each station 
generally focuses on one particular problem and looks for a specific set of 
behaviors in regards to that problem.
 The  Clinical Performance Examination (CPX) is similar to the OSCE, but 
the student’s performance is evaluated and scored by the standardized patient 
(against criteria established by clinical faculty) rather than by an observer. The 
CPX is a practical test of basic clinical and professional skills, and compared to 
the OSCE, assesses a wider range of skills with each patient.

The RIME model, described in Chapter 7, can be used to evaluate the 
learner’s level of function.  At the lowest level, the learner acts simply as a 
Reporter, obtaining data and recording it.  At the next level, he learns to 
Interpret the data.  Moving up, the learner functions as a Manager, generating a 
diagnostic or therapeutic plan.  Finally, at the highest level, the learner becomes 
an Educator, searching the literature for evidence pertinent to the patient and 
teaching the patient and other health care professionals.  The evaluator decides 
where along this continuum the learner is functioning. 
 The 360º evaluation, a common tool in human resource management, refers 
to obtaining information about a learner’s performance from a circle of 
observers, including those not considered the learners’ teachers, for example, 
nurses and other ward personnel, patients, and their families.  As these 
individuals have not been trained to evaluate medical students or physicians, 
their input must be interpreted very carefully and cannot always be taken at 
face value.  Ask for specific examples to illustrate statements such as, “He is 
really great,” or, “He is okay but a little lazy.”  Nevertheless, the 360º evaluation 
augments the teacher’s observations and can be helpful in uncovering areas of 
concern of which the teacher was unaware, and in documenting a learner’s 
strengths or weakness. The 360º evaluation can be especially useful in 
providing information about professionalism.  Information from the 360º 
evaluation should be shared with the learner. 

Reflection exercise.  Answers at end of chapter. 
Compare and contrast feedback and evaluation in regards to purpose, timing, 
and technique.
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SUMMARY
Feedback is the provision of non-judgmental information about performance 

in a timely manner so as to help the learner improve. Evaluation is the 
provision of an overall assessment of competency, usually with a grade, at the 
conclusion of the rotation or assignment.  The clinician-educator should always 
strive to provide meaningful feedback to his learners, in a supportive and 
sensitive manner, based primarily on direct observation.  In preparation for a 
final evaluation, the teacher should keep notes of his observations during the 
rotation.

ACTION STEPS
 Provide feedback in a timely fashion. 
 When providing feedback, cite specific facts or behaviors. 
 Be constructive and sensitive. 
 Allow the trainee to participate in the feedback. 
 During the rotation, assess your learners and gather data in preparation for 

a summative evaluation at the end of the rotation. 
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Answers to reflection exercise
Feedback is designed to help the student improve, and evaluation is designed 
to document the level of achievement and competency.
Feedback should be frequent and timely, while evaluation is at the end of the 
assignment or rotation.   
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Feedback is formative.  It is as non-judgmental and as sensitive as is possible.
It is usually verbal and face-to-face. Evaluation is summative.  It judges and 
grades the learner against set standards or against his peers.  It is usually 
written, but may be reviewed with the learner. 
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