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Abstract

Purpose
The literature on feedback in clinical
medical education has predominantly
treated trainees as passive recipients. Past
research has focused on how clinical
supervisors can use feedback to improve
a trainee’s performance. On the basis of
research in social and organizational
psychology, the authors reconceptualized
residents as active seekers of feedback.
They investigated what individual and
situational variables influence residents’
feedback-seeking behavior on night shifts.

Method
Early in 2008, the authors sent
obstetrics–gynecology residents in the
Netherlands—both those in their first
two years of graduate training and those
gaining experience between

undergraduate and graduate training—a
questionnaire that assessed four
predictor variables (learning and
performance goal orientation, and
instrumental and supportive leadership),
two mediator variables (perceived
feedback benefits and costs), and two
outcome variables (frequency of
feedback inquiry and monitoring). They
used structural equation modeling
software to test a hypothesized model of
relationships between variables.

Results
The response rate was 76.5%. Results
showed that residents who perceive
more feedback benefits report a higher
frequency of feedback inquiry and
monitoring. More perceived feedback
costs result mainly in more feedback

monitoring. Residents with a higher
learning goal orientation perceive more
feedback benefits and fewer costs.
Residents with a higher performance
goal orientation perceive more feedback
costs. Supportive physicians lead
residents to perceive more feedback
benefits and fewer costs.

Conclusions
This study showed that some residents
actively seek feedback. Residents’
feedback-seeking behavior partially
depends on attending physicians’
supervisory style. Residents’ goal
orientations influence their perceptions
of the benefits and costs of
feedback-seeking.

Acad Med. 2009; 84:910–917.

Feedback plays a pivotal role in
graduate medical education (GME).1,2

Residents learn by working, and their

attending physicians’ have the
responsibility as supervisors to monitor
them and provide them with feedback
regarding their performance.3–5

Monitoring residents and providing
feedback serves several purposes, from
ensuring patient safety and efficient,
effective, high-quality care, to guiding
residents’ development towards
becoming proficient medical
specialists.1,3 In the Netherlands, this
supervisory practice also holds for
residents-not-in-training (a post situated
between undergraduate and graduate
medical training during which junior
doctors gain practical experience and
improve their chances of entering their
preferred residency programs). From the
current literature on feedback in clinical
medical education, one can conclude that
feedback is an important resource for
both faculty and residents.6 A recent
article that provided an overview of the
literature defined feedback as “specific
information about the comparison
between a trainee’s observed
performance and a standard, given with
the intent to improve the trainee’s

performance.”7 This definition reflects
the predominant concern in the medical
education literature, emphasizing the
intentions and active role of the feedback
giver. Researchers have tried to find
answers to questions such as “What
feedback should be given?” “Who should
give the feedback?” and “When should it
be given?” all in order to improve a
trainee’s performance. This research
focuses on generating “advice on how
supervisors and formal appraisal systems
can best deliver feedback to the
individual.”8 This literature casts the
supervisor as the active participant,
producing feedback to provide to the
resident, and casts the resident as a
passive participant, simply receiving the
feedback.

As many as 25 years ago, Ashford and
Cummings9,10 criticized the literature on
feedback in the field of organizational
psychology for the very same situation.
They argued that individuals are not just
passive recipients of feedback.8 People
work and learn in information-rich
environments, and they actively seek
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information about their own
performance.11 Ashford and Cummings11

reconceptualized feedback as an
individual resource. In different contexts,
individuals have different reasons to look
for feedback (e.g., to improve their
performance or to bolster their self-
image), they have preferences for
feedback from certain sources, and they
make choices concerning where and how
they seek feedback. Since then, research
on feedback-seeking behavior in social
and organizational psychology has
focused on aspects of feedback-seeking
processes and outcomes—not just the
process of giving feedback.10,12

Studying feedback as a resource for
residents is a valuable tool for increasing
the understanding of working and
learning in GME.13 In this report, we
present a study that investigated what
individual and situational variables
influence residents’ feedback-seeking
behavior.

A Hypothetical Model

Organizational psychology studies
human relationships and interactions
within organizations—for instance,
teamwork within a single department or
the relationship between individual
employees and their executive bosses.
The field draws heavily on theoretical
insights from social psychology regarding
the interaction between humans and
their (perceived) social environments.
Drawing on the organizational and social
psychological literature and on studies of
workplace learning in GME, we used
both individual and situational variables
to develop a hypothetical model of
residents’ feedback-seeking behavior
(Figure 1). The individual variables that
we investigated are the perceived costs
and perceived benefits of feedback-
seeking and trainees’ goal orientation.
Situational variables used in this model
are attending physicians’ supervisory
styles.

Research on feedback-seeking behavior
has distinguished two ways in which
people can obtain performance-related
information.14,15 Individuals can ask for
it directly (inquiry), or they can take in
self-relevant information from their
environment by observing the behavior
of others (monitoring). These two
methods may result in different kinds of
information, partly because monitoring

requires people to interpret and derive
meaning from any presented information
by themselves. We used frequency of
both inquiry and monitoring as the
feedback-seeking outcome variables in
this study.

Individual variables

Empirical evidence shows that most
individual and situational factors
influence feedback-seeking behavior
indirectly through modifying the
expected costs and benefits of feedback-
seeking,10 while research in various
settings has shown that an assessment of
the costs and benefits associated with
feedback-seeking directly influences
individuals’ feedback-seeking
behavior.14,16 –18 Feedback may provide
benefits for individuals because the
information they obtain can help them
“meet their goals and regulate their
behavior” (informational value).10

Feedback may also be beneficial because
it allows people to maintain a positive
self-view (ego-enhancement).19 In line
with this reasoning, we propose the
following hypothesis:

Hypothesis 1a: Perceived feedback
benefits positively correlate to feedback
monitoring.

Hypothesis 1b: Perceived feedback
benefits positively correlate to feedback
inquiry.

Feedback inquiry and monitoring may
also present costs to individuals. People
tend to avoid (or distort) information
that does not fit their self-image (ego
costs).19 According to Ashford and
colleagues,10 if people expect
nonverifying feedback, “they would be
more likely to monitor for feedback than
to use an inquiry strategy.” Another cost
comes from contexts where individuals
feel that asking for feedback may make
them look incompetent (self-presentation
costs). They then tend to refrain from
feedback-seeking through inquiry; some
researchers found that people engage
more in monitoring behavior under such
conditions.16,18 On the basis of these
research findings, we hypothesized that

Hypothesis 2a: Perceived feedback costs
positively correlate to feedback
monitoring.

Hypothesis 2b: Perceived feedback costs
negatively correlate to feedback inquiry.

Because of the theoretical interrelatedness
between perceived feedback benefits and
costs, we also hypothesize an inverse
relationship between these two variables:

Hypothesis 3: Feedback benefits
negatively correlate to feedback costs.

Perceived costs and benefits of feedback
are contingent on the situation in which
people find themselves and, therefore,
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Figure 1 Hypothetical model of residents’ feedback-seeking behaviors in relation to night shifts.
The authors studied four predictor variables (learning and performance goal orientation and
supportive and instrumental leadership) and how they relate to two mediator variables (perceived
costs and benefits of feedback-seeking) to influence the frequency of residents’ feedback
monitoring and feedback inquiry (the two outcome variables). The “H” followed by a number
corresponds with the hypothesis in the text.
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vary. Other, relatively more stable
personal attributes of residents—for
instance, their goal orientations—may
also affect the cost– benefit assessment.
Goal orientations reflect one’s
preferences in achievement situations.17

Stemming from work on the impact of
goals and achievement motives on
personality, Dweck20 identified two major
goal orientation anchors. A higher
learning goal orientation reflects “a desire
to learn new skills, master new tasks, or
understand new things,” and a higher
performance goal orientation is “about
winning positive judgments of your
competence and avoiding negative
ones.”20 In general, people with a
learning goal orientation want to get
smarter, and they believe they can
continuously develop their abilities
through effort and experience.17,20 In
contrast, individuals with a higher
performance goal orientation want to
“look smart and avoid looking dumb,”
and they believe ability to be a fixed
entity that is hard to develop.17,20 They
want to demonstrate the adequacy of
their ability by seeking favorable
judgments and trying to avoid negative
judgments.

Ashford and Cummings11 already
suggested that goal orientations might
be important influences on feedback-
seeking behavior. In line with this
assumption, research in different settings
has found that individuals with a higher
learning goal orientation perceived
greater feedback benefits and fewer costs,
leading to more feedback-seeking.17,18

Therefore, we hypothesize

Hypothesis 4: A positive relationship
exists between a higher learning goal
orientation and the perceived benefits of
feedback.

Hypothesis 5: A negative relationship
exists between a higher learning goal
orientation and the perceived costs of
feedback.

Although a scenario study with business
students by VandeWalle and
Cummings17 did show that people high
in performance goal orientation do
perceive more feedback costs,21 the
literature on the relationship between
performance goal orientation and
perceived feedback benefits and costs is
not unequivocal, possibly because of
difficulties in adequately measuring
performance goal orientation.22,23

Theoretically, for trainees who have a
higher performance goal orientation, the
potential benefit of favorable judgments
might counterbalance a tendency to
avoid negative judgments. Consequently,
we do not predict a relationship between
higher performance goal orientation and
perceived feedback benefits, but we do
hypothesize the relationship between
performance goal orientation and
perceived feedback costs:

Hypothesis 6: A positive relationship
exists between a higher performance goal
orientation and perceived feedback costs.

Situational variables

In their roles as residents’ role models,
assessors, and clinical supervisors,
attending physicians play an important
role in GME and are arguably a primary
source of feedback for residents.24 –26

Their attitudes and behavior towards
residents are central in creating the
culture in which trainees need to
function.27 In line with this perspective,
we incorporated two widely used
supervisory styles from the leadership
literature: instrumental and supportive
leadership.28,29 Instrumental leadership in
this context reflects the degree to which
supervisors organize and structure the
work of residents during night shifts.
Supervisors with a higher instrumental
leadership style are clear about what they
expect of residents, and they require
residents to adhere to specific guidelines
and procedures.30 Such behavior leads to
clear goals for residents. As research by
VandeWalle and colleagues18 shows, this
leads supervisees, in this case residents,
to seek feedback in order to check goal
progress. Moreover, a study by Ashford
and Cummings11 found that supervisors
with a more instrumental leadership style
give more feedback, which in turn
increases feedback-seeking. Therefore, we
argue that trainees in a context with
supervisors with a higher instrumental
leadership style will seek more feedback
because of a higher perceived feedback
benefit. This leads to the following
hypothesis:

Hypothesis 7: A positive relationship
exists between a higher instrumental
leadership style and the perceived
benefits of feedback-seeking.

The second supervisor style is supportive
leadership. House and Dessler28

characterized supportive supervisors as

“friendly and approachable, and
considerate of the need of subordinates.”
Studies have shown that feedback from
sources who have a more supportive
leadership style lead to an increase in
feedback-seeking behaviors in their
supervisees, probably because individuals
who are comfortable with a feedback
source perceive fewer costs.10,18 Research
in clinical medical education indicates
that residents highly value attending
physicians who are receptive to residents’
personal matters.25,26 This leads residents
to trust and respect the opinions of these
attending physicians.25 Therefore, we
propose that residents also perceive more
feedback benefits when it concerns the
opinion of supervisors who are high in
supportive leadership. The resulting
hypotheses are

Hypothesis 8: A negative relationship
exists between a more supportive
leadership style and perceived feedback
costs.

Hypothesis 9: A positive relationship
exists between a more supportive
leadership style and perceived feedback
benefits.

To test our hypothetical model of
residents’ feedback-seeking behavior, we
conducted a cross-sectional survey of
obstetrics– gynecology residents,
examining the variables that led to more
feedback-seeking through inquiry and to
more feedback-seeking through
monitoring.

Method

Study context, participants, and
procedure

In the Netherlands, six years of
undergraduate medical training leads to
the MD degree and a basic qualification
to practice medicine.31 Those interested
in clinical medicine will then have to
apply for a post in the residency program
of their choosing. In this study we
focused on junior doctors working in
obstetrics– gynecology because this
specialty incorporates aspects of both
surgery and medicine. We included all
Dutch obstetrics– gynecology residents-
not-in-training (those who have
completed their undergraduate medical
education but who have not yet begun
their graduate clinical training) and all
Dutch obstetrics– gynecology residents in
the first two years of the six-year GME
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training period. We refer to both as
residents.

The questions in our survey pertained to
residents’ feedback-seeking behavior on
night shifts. Night shifts are a prime
example of a clinical situation in which
attending physicians are usually not
present to observe trainees’ activities.32

Moreover, attending physicians may not
even have an accurate perception of what
tasks residents do during night shifts.32–34

Thus, the trainee must seek additional
performance-related information. The
absence of direct faculty observation in
this context makes feedback-seeking,
especially feedback inquiry, all the more
important to ensure patient safety and to
promote learning from night shifts.3,5 We
studied the subset of junior obstetrics–
gynecology residents because we
presumed this group to be relatively
more focused on the development of
their night shift work than more
experienced residents.

In the Netherlands, 44 hospitals (including
eight university medical centers) contribute
to obstetrics–gynecology residency
programs. In February 2008, one of us
(F.S.) contacted the gynecologist
responsible for the obstetrics– gynecology
residents at each hospital, both to explain
the purpose of the study and to ask for
the names of eligible residents. All 44
gynecologists supported the study, but
one university medical center did not
have any eligible residents, and three
others eventually failed to provide any
residents’ names. Following this, in
March and April 2008, a total of 217
residents received a questionnaire and a
letter that explained the purposes of the
study, guaranteed the confidentiality of
all data, and asked residents for their
cooperation. After two weeks, we
reminded nonresponders to send in the
questionnaire if they were willing to
participate. Although this study was
exempt from ethical approval according
to Dutch law, we dedicated considerable
attention to the interests of our
participants, fully informing them of our
research aims, ensuring anonymity, and
compensating them for their efforts with
gift certificates worth €30.

Measures

The social and organizational
psychology literature offered measures
for all eight variables in our
hypothetical model. We adapted these

measures for the current study context
where necessary (Table 1), translated
them to Dutch, and pilot-tested the
complete questionnaire with four
residents. For all measures, we averaged
the scores on the items that together
comprised the variable measure in order
to calculate a variable score. We assessed
learning goal orientation with a five-item
measure and performance goal
orientation with an eight-item measure
that were both developed and validated
by VandeWalle and Cummings17 (there is
some debate around different goal
orientation measures, but VandeWalle’s
measure is widely used21). These 13 items
used six-point Likert-like scales ranging
from 1 (strongly disagree) to 6 (strongly
agree). We assessed perceived benefits of
feedback with a six-item scale based on
work by Ashford14 and Fedor and
colleagues.16 To measure perceived costs
of feedback, we constructed an eight-item
scale that combined measures used by
Ashford14 and by VandeWalle and
Cummings.17 For both measures, the
response scales ranged from 1 (strongly
disagree) to 6 (strongly agree). To assess
residents’ perceptions of attending
physicians’ supervisory style, we adopted
two measures from House and Dessler’s28

path– goal theory of leadership. The
supervisors’ supportive leadership scale
consisted of nine items, and their
instrumental leadership during night
shifts had seven items. Response scales
consisted of seven-point Likert-type
scales ranging from 1 (never) to 7
(always). As outcome variables, we asked

residents to report how frequently they
sought feedback through inquiry from
attending physicians and how frequently
they engaged in feedback monitoring,
using two six-item measures derived
from work by Fedor and colleagues16 and
Ashford and Tsui.35 The items used
seven-point Likert-like scales ranging
from 1 (never) to 7 (always).

Analysis

After replacing missing values using two-
way imputation for separate scales,36 we
used Cronbach alpha to assess the
internal consistency of our measures.
Descriptive statistics and Pearson
correlation coefficients allowed us to
screen the data and assess the
relationships between pairs of variables.
We used Mann-Whitney tests to look for
differences between men and women on
the variable scores. The complexity of the
hypothetical model, with multiple
mediators and outcome variables, led us
to use structural equation modeling
(SEM).37 SEM is a powerful statistical
tool that builds on techniques such as
correlation, regression, factor analysis,
and analysis of variance (for an
explanation of SEM, see Violato and
Hecker38; we used AMOS 7.0 software,
SPSS Inc., Chicago, Illinois). SEM
enabled us to test the significance of the
hypothesized relationships between
variables and the fit of the overall model.
Regression weights were deemed
significant at an alpha level of .05. To
assess different aspects of the overall
model fit, we used several indices. These

Table 1
Examples of Items for Each of the Eight Measures Used to Study Residents’
Feedback-Seeking Behaviors, 2008

Measure (number of items) Sample item

Learning goal orientation (5) I enjoy challenging and difficult tasks at work where I’ll
learn new skills.

.........................................................................................................................................................................................................
Performance goal orientation (8) I’m concerned about taking on a task at work if my

performance would reveal that I had low ability.
.........................................................................................................................................................................................................
Perceived feedback benefits (6) Feedback on my performance during night shifts helps

me to improve my work.
.........................................................................................................................................................................................................
Perceived feedback costs (8) It is not a good idea to ask your clinical supervisors for

feedback; they might think you are incompetent.
.........................................................................................................................................................................................................
Supportive leadership (9) My clinical supervisor is friendly and approachable.
.........................................................................................................................................................................................................
Instrumental leadership (7) My clinical supervisor asks that residents follow standard

rules and regulations.
.........................................................................................................................................................................................................
Frequency of feedback inquiry (6) How often do you ask your clinical supervisor for

feedback on your performance during night shifts?
.........................................................................................................................................................................................................
Frequency of feedback monitoring (6) How often do you try to read the behavior of your

clinical supervisor to find out how (s)he thinks you are
doing?
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are the chi-square index (which itself
should not be significant) divided by
degrees of freedom (CMIN/df), which
should be less than 3 for a good model
fit. The root mean square error of
approximation (RMSEA) should be less
than or equal to .05. PCLOSE is the
corresponding P value that tests the null
hypothesis that the RMSEA is no greater
than .05. The comparative fit index (CFI)
compares the covariance matrix of our
empirical model to the observed
covariance matrix. A CFI close to 1
indicates a very good fit.

Results

Of the 217 questionnaires we sent to
residents in the 40 participating hospitals,
166 correctly completed questionnaires
were returned, giving us a response rate
of 76.5%. The participants consisted of
142 women (85.5%) and 24 men
(14.5%), which is comparable to the
overall Dutch obstetrics– gynecology
resident population. We detected no
differences on any of the variable means
based on gender. Of the residents in our
study sample, 140 (84.3%) were working
in a general hospital and the rest were
employed at a university hospital; 75
(45.2%) were residents-in-training. The
average age was 28.4 years (SD 2.9), and
residents had, on average, an experience
of 21.6 months (SD 15.2) in the field of
obstetrics– gynecology. Table 2 presents
the means, standard deviations,
Cronbach alphas, and correlations
among variables in the hypothetical
model.

We tested the hypothetical model of
individual and situational variables that
influence residents’ feedback-seeking
behaviors on night shifts (Figure 1) with
SEM. This resulted in the model depicted
in Figure 2, which shows the
relationships that proved significant
along with their standardized regression
weights. The fit indices for the model are
as follows:

• chi-square � 20.00, df � 16, P � .22,

• CMIN/df � 1.25,

• RMSEA � .04, PCLOSE � .60, and

• CFI � .98

A CFI of .98 indicates that 98% of the
covariance in the data is accounted for by
the model.38

The model in Figure 2 shows that our
results confirmed hypotheses 1a, 1b, and
2a. The greater the perceived benefits of
feedback, the more residents seek
feedback through either inquiry or
monitoring. Likewise, more perceived
costs of feedback relate to more feedback
monitoring. However, we did not find a
significant relationship between
perceived costs of feedback and the
frequency of feedback inquiry
(hypothesis 2b). A negative relationship
does exist between the perceived benefits
and costs of feedback, confirming
hypothesis 3. Except for one (hypothesis
7), we confirmed hypotheses 4 through 9,
which concerned the relationships
between the four predictor variables and
perceived feedback benefits and costs. No

relationship exists between a supervisor’s
more instrumental leadership style and
the perceived benefit of feedback, ruling
out perceived benefit of feedback as a
variable that mediates the effect of an
instrumental leadership style on
feedback-seeking behavior. But, as Figure
2 shows, a direct and positive relationship
does exist between a more instrumental
leadership style and feedback inquiry. In
a similar fashion, we found that although
a higher learning goal orientation is
positively mediated by perceived
feedback benefit (hypothesis 4) and
negatively mediated by perceived
feedback costs (hypothesis 5), there
remained an unmediated effect of a
higher learning goal orientation on
feedback monitoring. Further, among the
four predictor variables, a significant
correlation exists between a more
supportive and more instrumental
leadership style (Table 2, Figure 2). In the
perception of the residents, supervisors
who display supportive leadership
characteristics are also more directive in
their supervisory style. We accounted for
this in the model in Figure 2. The
resulting model explains 31% of the
variance on the perceived feedback costs
variable, 13% of the variance on
perceived feedback benefits, 24% of the
variance on feedback monitoring, and
21% of the variance on feedback inquiry.
In other words, almost a fourth of the
differences in residents’ frequency of
feedback monitoring and a fifth of the
differences in their feedback inquiry rate
are explained by the model.

Discussion and Conclusions

Starting from the conclusion that the
current literature on feedback in clinical
medical education predominantly
treats trainees as passive recipients of
feedback, we turned to the social and
organizational psychology literature to
study residents as active seekers of
feedback. We investigated factors that
influence Dutch obstetrics– gynecology
residents’ feedback-seeking behavior in
relation to their work on night shifts.
There is a tradeoff in which the more
perceived feedback benefits are associated
with fewer perceived feedback costs.
Residents who perceive more feedback
benefits report a higher frequency of both
feedback inquiry and feedback
monitoring. More perceived feedback
costs result mainly in more feedback
monitoring. Residents who enter

Table 2
Means, Standard Deviations (SDs), Cronbach Alphas of, and Correlations Among
the Eight Variables Included in the Model of Residents’ Feedback (FB)-Seeking
Behavior

Variable Mean (SD)
Cronbach

alpha

Correlations

1 2 3 4 5 6 7

1. Learning goal 4.48 (0.52) .70
.........................................................................................................................................................................................................
2. Performance goal 2.88 (0.56) .78 .08
.........................................................................................................................................................................................................
3. Supportive leadership 4.94 (0.82) .87 .14 �.10
.........................................................................................................................................................................................................
4. Instrumental

leadership
4.90 (0.69) .76 .10 �.07 .53‡

.........................................................................................................................................................................................................
5. Perceived FB costs 2.46 (0.68) .81 .25‡ .33‡ .32‡ �.19†

.........................................................................................................................................................................................................
6. Perceived FB benefits 4.54 (0.52) .67 .21‡ �.13 .35‡ .23‡ �.46‡

.........................................................................................................................................................................................................
7. FB monitoring 5.24 (0.97) .87 .19† .14 .12 .19† .04 .38‡

.........................................................................................................................................................................................................
8. FB inquiry 4.06 (1.18) .89 .18† �.06 .35‡ .39‡ �.23‡ .33‡ .23‡

Data were obtained through a cross-sectional survey of Dutch obstetrics–gynecology residents in 2008.
† P � .05.
‡ P � .01.
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achievement situations with a goal
orientation toward learning perceive
more benefits of feedback and fewer
costs. The more residents want to “look
smart and avoid looking dumb” (a
performance goal orientation), the
more feedback costs they perceive.17

Approachable (i.e., supportive) attending
physicians who are considerate of
residents’ needs lead to more perceived
feedback benefits and fewer costs. This
supervisory style is related to attending
physicians’ tendency to be clear about
expectations and to help structure and
organize residents’ work during night
shifts, which leads trainees to ask for
more feedback from these attending
physicians.

This study sheds some light on how
situational (attending physicians’
supervisory style) and personal factors
(goal orientations) influence a resident’s
personal interpretation of the benefits
and costs of feedback-seeking in relation
to night shifts, and how these personal
interpretations subsequently influence
behavior. The importance of these kinds
of factors and their interactions with one
another in the clinical environment is
consistent with both qualitative and
quantitative research showing that
residents interpret and learn different

things based on their frames of reference
and the influence of others who are
significant at the workplace.25,39

Our findings have several practical
implications. First of all, a
reconsideration of the underlying
motives that lead trainees to “seek, select,
process, and react to self-relevant
information” is in order.12 Most clinical
supervisors and medical education
researchers (implicitly) assume that
residents want feedback in order to
improve their knowledge or skills, which
would be indicative of a self-
improvement motive.6 Indeed,
psychological research has found that
people may seek feedback because they
are motivated to improve abilities or
skills, regardless of the implications of
the information for the self or for self-
conceptions.12,40,41 This is consistent with
our findings on the effect of a learning
goal orientation. However, in our study,
residents high in performance goal
orientation perceived more feedback
costs, suggesting that other motives
might play a role as well. Literature from
the field of social psychology offers two
motives that might explain this. First,
residents high in performance goal
orientation might act from a desire to
“increase the positivity, or decrease the

negativity, of one’s self-concept.”42,43 This
is called a self-enhancement motive.12

Self-enhancement motives are thought
to contribute to some well-studied
phenomena. For instance, in an effort
to maintain a positive self-image, people
tend to attribute positive events to their
own accomplishments and negative
events to factors beyond their control.44

Second, residents high in performance
goal orientation might act out of a self-
verification motive. Self-verification is
the tendency “to prefer and seek out
information that is consistent with
existing self-views.”42 Performance goal
orientation is related to perceived costs,
which in turn is related to feedback
monitoring and not to feedback inquiry.
Feedback monitoring allows the resident
to interpret self-relevant information in
ways that validate existing self-views.
Janssen and Prins41 substantiated this
latter explanation in their study of the
types of feedback information sought by
170 Dutch residents from different
specialties. Clinical supervisors should
take into account that trainees have
multiple, possibly conflicting, motives
that influence whether or not they seek
self-relevant information.

Another practical implication comes from
the role an attending physician’s
supervisory style plays in residents’
decisions to ask for feedback. Of course,
one way in which clinical supervisors can
ensure patient safety and promote a
resident’s development is by giving
unsolicited feedback to residents.23

However, supervisors should realize that
their behavior towards residents influences
the residents’ tendency to actively ask for
feedback. Our findings showed that
supervisors who combine a supportive
supervisory style with an instrumental one
are most successful in making clear to
residents how valuable directly asking for
feedback can be. In settings such as night
shifts, in which it is imperative that
residents actively ask for feedback,
supervisory style might be an additional
way in which supervisors can ensure both
patient safety and residents’ development.

In this study, we used well-reported
measures from psychological research on
feedback-seeking behaviors. Nonetheless,
we had to adapt some of the measures to
the context of clinical medical education
and obstetrics– gynecology night shifts.
This may have led to some resulting
measures, such as the perceived benefits

Learning
goal

orientation

Performance
goal

orientation

Supportive
leadership

R2=.13

Perceived
feedback
benefits

R2=.31

Perceived
feedback costs

.30

-.15

Feedback
inquiry

R2=.24

Feedback
monitoring

Instrumental
leadership

.53

-.33.17

-.19
.16

.25

.30

.34

.49

.33

R2=.21

Figure 2 Model explaining residents’ feedback-seeking behaviors in relation to night shifts. The
model is based on data analysis completed with structural equation modeling software. Reported
path values are standardized regression weights. Standardized regression weights �.19 are
significant at the P � .05 level; regression weights �.20 are significant at the P � .001 level. R2 is
the percentage of variance explained for that specific variable. Solid paths are the confirmed
hypothesized relations. Hypotheses H2b and H7 were not confirmed and are not shown. The
dotted paths represent nonhypothesized but significant relations.
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of feedback, that did not fully capture
the breadth of the concept. Perceived
feedback benefits had a relatively low
Cronbach alpha, and the amount of
variance explained on the perceived
feedback benefits variable was only 13%
(Figure 2). A better conceptualization of
perceived feedback benefits might have
caused instrumental leadership to exert
its effect on feedback-seeking through
this mediating variable. Future research
could explore the concept of perceived
feedback benefits within GME. A second
limitation of our study is that the data
were obtained through self-report. Self-
report leads to concerns that common
method variance may be partly
responsible for the coherence of the
results. However, our findings are
consistent with literature on feedback-
seeking in other settings and with other
methods.45 One of the strengths of this
study is our relatively large and
nationwide sample of residents, adding to
the generalizability of our model for
obstetrics– gynecology; however, we
confined our study to just that specialty,
which allowed us to focus on feedback-
seeking behavior in relation to the
relevant task of night shifts. Therefore, we
cannot extrapolate our results to other
tasks or specialties. Another area for
future research is the concept of goal
orientations, which is not widely used
within medical education but looks
promising for enhancing the
understanding of how residents’ personal
attributes influence their work and
development in the clinical workplace.
Further research might also explore
if other variables, such as task
characteristics (high risk versus low risk),
the presence of clear educational goals
and requirements, or residents levels
of self-efficacy, influence residents’
feedback-seeking behaviors. (Self-efficacy
has been studied as a predictor of
feedback-seeking behavior as well as
an outcome of the feedback-seeking
process.8) Finally, we had to treat both
residents-not-in-training and residents-
in-training as one group to have a large
enough sample for SEM. This pooling
prevented us from analyzing differences
based on training status or experience.
Future research could investigate whether
different feedback-seeking models hold
for different groups of residents.

In conclusion, we conducted a
nationwide study based on the premise
that residents are not just passive

recipients of, but also active seekers of,
feedback. The feedback-seeking behavior
of obstetrics– gynecology residents in
relation to their work on night shifts
partly depends on residents’ goal
orientations and attending physicians’
supervisory style. Clinical supervisors
should realize that residents seeking
feedback might have self-improvement,
but also self-enhancement or self-
verification motives, and that supportive
supervisors who are clear about goals and
expectations lead residents to actively
seek feedback more frequently.
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Teaching and Learning Moments
More Old People Classes

As I sat in the classroom during my
first year, my head swimming with
physiology and biochemistry, I longed
for the time I would interact with
patients on a daily basis. “If only I
could be a third year already,” I
thought. Partway through my first
year, I had to decide how I would
spend my “last summer of freedom.”
Ultimately, I joined a geriatrics
education study, despite the deep
temptation to lounge by the pool
enjoying a book that did not weigh
10 pounds.

The study evaluated third-year medical
students’ competence in caring for
geriatric patients and emphasized
injury, including falls, and medications.
I would spend my days following the
very third-year students I envied as
they interacted with patients.

Going in, I was fully expecting some
rejection. However, everyone was very
welcoming and didn’t seem to mind
that I kept making checks on my
observation sheet, which included
whether the student asked the
patients about their medications. The
third-year students just seemed happy

to finally have someone following
them around for a change, to have
someone to whom they could show
the ropes. During down time, they
even gave me study tips for the
next year.

All was well until I had an encounter
with one particular student. She, like
her classmates, was more than helpful
to me. Her interactions with the
patients were always cordial, and she
took time to listen to their concerns.
However, at the end of my observation,
guessing that my project was focused on
geriatric patients, she emphatically
stated, “I don’t want to have more old
people classes.”

I was shocked. How could such a nice
and welcoming student have such an
attitude? More “old people classes?”
What in the one training year that
separated us caused her to feel this
way? Could this be me one year from
now? Did she not realize that no
matter what specialty she would
eventually enter she would have
geriatric patients? All these questions
blasted into my head as I tried to hide
my utter disbelief in her response. I left

the clinic that day questioning our
interaction, the study, and my own
education.

Originally, I viewed the project as a
chance to explore my interests, to
learn how to do an observational
study, and to have a glimpse of the
future that seemed so far away. After
this student’s striking comment,
however, I realized how desperately
we need to change how medical
students learn about older adults. The
geriatric patients I saw were clinically
complex, with varied perspectives, and
rich with life experiences. As I returned
to the classroom ready for the next
round of classes and exams, I thought
about the patients I will help in the
not-too-distant future and realized
that they are the reason why I gladly
look forward to “more old people
classes.” I only hope that I can get my
fellow students to see their geriatric
patients as more than just “old people.”
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