GP Supervisor Guide

Giving effective feedback
in General Practice

About this guide
One of the most important teaching behaviours in general practice training is giving feedback to registrars
on their performance. Constructive feedback is designed to provide information and encourage reflection by
the learner about current performance, with the aim of improvement in the future. Feedback is fundamental
to effective learning.
Feedback has often been thought of as something that is done with, or given to, a learner. However, effective
feedback is a ‘two-way’ dialogue that occurs between a supervisor and registrar, incorporating self-assessment,
critique, reinforcement and planning.
We all have had our own experiences with feedback, and most of us (if not all) can easily recall feedback being
delivered poorly. Poor delivery of feedback can be destructive to a registrar and significantly damage their selfconfidence. By contrast, the ability to effectively give constructive feedback is rewarding for both supervisor
and registrar and can improve confidence, clarify learning needs and lead to improvements in practice.2
Giving feedback effectively is a learnt skill.3 Your commitment to giving effective feedback will help build your
registrar’s clinical skills, professionalism and self-esteem. Willingness to improve your feedback skills can have
other flow-on effects within a general practice. Your feedback skills will be transferable to staff morale and
motivation, as well as in clinical practice and improving rapport with patients.
This guide explains the importance of quality feedback and how to incorporate this into training your GP
registrar. It is intended to help you implement strategies that will make providing feedback a meaningful and
constructive experience for you both.
Thank you to Dr Simon Morgan and Dr Graham Emblen for their contributions in writing this GP supervisor
guide. General Practice Supervisors Australia (GPSA) is supported by funding from the Australian Government
under the Australian General Practice Training (AGPT) program.
GPSA produce a number of relevant guides for GP supervisors and practices, visit
www.gpsupervisorsaustralia.org.au to view additional guides.

“Without feedback mistakes go uncorrected,
good performance is not reinforced and clinical
competence is not achieved.”
Ende1
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The ‘feedback paradox’
Definition
Feedback can be defined as ‘providing information about performance or behaviour with the aim of:
•

affirming what you do well, and

•

helping you develop in areas you do less well.4

Benefits of feedback
Feedback is as integral to supervision as footy is to Melbourne. Indeed, one of the most widely-used definitions
of clinical supervison is ‘the provision of guidance and feedback on matters of personal, professional and
educational development in the context of a trainee’s experience of providing safe and appropriate patient
care.’5
And there is good reason that feedback features so prominently in this definition. Quality feedback is one
of the most powerful influences on learning. It can encourage self-reflection, raise self-awareness and help
learners plan for future practice. It is motivating and encourages self-responsibility. It can improve teamwork.
It is essential for improvement in performance.
Not surprisingly, feedback is therefore a core element of the apprenticeship model of Australian GP training.
A paper describing the ‘core characteristics of the competent GP trainer’ (supervisor) found that the top two
of five characteristics were related to feedback.6 These were:
•

Good at giving feedback.

•

Willingness to give feedback.

•

Critical of the trainee and learning process.

•

Good at communicating.

•

Has respect for the trainee.

GP supervisors perceive delivery of feedback as valuable and critical to professional development of their
trainees. Furthermore, it is known that learners value and crave feedback in order to improve performance.7

“Quality feedback is one of the most powerful influences on learning.
It can encourage self-reflection, raise self-awareness and help learners plan
for future practice. It is motivating and encourages self-responsibility.
It can improve teamwork. It is essential for improvement in performance.”
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Barriers to feedback
However, in many educational settings, a ‘feedback paradox’ exists where, despite its educational value and
high regard, feedback is infrequently given and often not of high quality.8 This is the case for Australian GP
training, at least anecdotally.
BARRIERS TO THE DELIVERY OF FEEDBACK INCLUDE:
•

The purpose of feedback may not be clear.

•

Lack of an appropriate time or place.

•

Lack of training and confidence in how to deliver feedback.

•

Fear of upsetting the registrar or damaging the registrar-supervisor relationship.

•

Fear of doing more harm than good.

•

The trainee being resistant or defensive when receiving criticism.9

For example, consider the adage - “If you don’t have anything good to say, don’t say it at all.”
This is a good example of a widely held cultural norm that can hinder the delivery of feedback.
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The feedback process
The process of giving feedback can be considered as comprising three elements –preparation, delivery and
follow-up.

Preparing to give feedback
Just as with any new or unfamiliar task in general practice, giving feedback may seem daunting at first. However,
just as we would approach any other new challenge, preparation is key. Some principles in preparation are
worth considering.
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CREATE A ‘POSITIVE LEARNING ENVIRONMENT’
WITH THE EXPECTATION THAT FEEDBACK IS A
NORMAL PART OF WORKING AND TRAINING IN
YOUR PRACTICE

ASK PERMISSION TO GIVE FEEDBACK
Until your registrar becomes comfortable with the
process, it may be distressing for them to receive
(negative) feedback, especially without warning.
Asking if your registrar is ready to hear your thoughts
is a simple way to alleviate these concerns.

Feedback that is planned and anticipated is far more
effective than that which comes out of the blue.
Regular feedback is therefore far more useful than
a rushed, once-off session at the end of term. This
can be considered as one element of a positive and
mutually respectful learning environment.

IDENTIFY AN APPROPRIATE ENVIRONMENT
Provision of feedback can be highly challenging for
the registrar and a private ‘safe’ setting is required,
away from patients, other staff and interruptions.
Similarly, feedback should not be rushed, and
appropriate time allocated. This may mean deferring
discussion until the end of the day.

One useful suggestion is to explicitly discuss ‘twoway’ feedback during orientation to the practice at
the beginning of the training term – “As part of your
training here, I will endeavour to give you frequent
feedback on your performance, both formally and
informally. Please remind me if you don’t feel this is
occurring. And I really want you to feel comfortable
giving me feedback about my role as supervisor”.

ENSURE FEEDBACK IS TIMELY
Feedback is best conducted as soon as possible
after the learning event, when recall is maximised. If
feedback is not given in a timely fashion, the learner
may not have sufficient opportunity to remediate the
behaviour.

IDENTIFY SOURCES OF INFORMATION THAT
CAN BE USED IN FEEDBACK
Delivery of good feedback must be based on
observed performance, so appropriate sources of
information must be identified. Such data sources
may include:
•

Direct observation of consultations

•

Video consultation review

•

Random case analysis

•

Opportunistic record review

•

Patient feedback

•

Staff feedback

REFLECT ON YOUR OWN PRACTICE
Look at giving and receiving feedback as a chance
for your own professional development, as well as
development of your GP registrar. In reflecting on
what attributes you wish to see in your registrars, it
is worthwhile to ask first if you are modelling that
behaviour yourself. Similarly, the awareness of a
knowledge deficit in your registrar may also be an
opportunity to revise that area yourself.

Gathering information from a variety of sources will
improve the accuracy of your assessment.
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Delivery of feedback
There are a number of principles of effective feedback which should be adhered to as closely as possible.10

BEHAVIOUR
BASED
CONSTRUCTIVE
SUPPORTIVE

LEARNER
CENTRED

EFFECTIVE
FEEDBACK

RELEVANT

FOCUSSED

REFERENCED

SPECIFIC

BALANCED
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FEEDBACK SHOULD BE:

•

CONSTRUCTIVE

with the registrar’s self-assessment is critical,
and gives the registrar greater control over
the process. Until they have processed the
learning experience and self-reflected, they
are less likely to absorb anything you have to
offer. In addition, if the learner raises an area
for improvement, this suggests insight and
motivation to change.

Feedback should take a focus on ‘what can
be improved’ rather than ‘what went wrong’.
Think of this as providing suggestions for
improvement.
•

BEHAVIOUR-BASED
Feedback should be based on the observed
behaviour rather than personality features.
A good way to implement this is to always
start with a comment relating to what
happened e.g., ‘When you said…’ or ‘When
the patient…’

•

•

Feedback should address both strengths
and weaknesses, and be delivered in a
supportive manner.
•

SPECIFIC

•

SUPPORTIVE
Feedback is potentially destructive and a
supportive, nurturing approach is essential.
This includes using an appropriate tone
of voice, respectful language, and powerneutral body language. Useful tips include:

FOCUSSED
When observing a registrar, you may identify
many areas about which you wish to give
feedback to a registrar. However, try to
identify the one or two things that will give
the greatest impact for the registrar at that
point in time. Raising 10 different things will
overload them and they are unlikely to take
on any!

•

REFERENCED
Effective feedback is grounded in accepted
standards of practice and behaviour.

Feedback should focus on specific
behaviours, comments and actions, and
not just a global rating. Writing down,
and referring to quotes during a direct
observation session is a good way to keep
the feedback specific.
•

BALANCED

– Use phrases with ‘I’ rather than ‘You’.
– Sit together at a ‘neutral’ table i.e., not across
your desk.
Supportive feedback is far more likely to lead
learners to feel motivated.
•

LEARNER-CENTRED

RELEVANT
The most effective feedback is tied to the
learner’s goals, rather than a ‘pet’ topic of
yours.

Feedback should be regarded as a ‘two-way’
process, and therefore it is critical to allow the
registrar input into the process. Beginning
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Follow-up after feedback
Once feedback has been delivered, the learning experience should not be regarded as completed. Every
feedback session should end with an action plan for improvement.11 Follow-up is an essential component of
the feedback process. Useful tips include the following:
•

SUMMARISE THE SESSION
Concluding the session with a summary will help recall and reinforce the main points.

•

IDENTIFY ONE OR TWO LEARNING POINTS AT THE END OF THE FEEDBACK SESSION
One or two learning points should be negotiated after the feedback session as outcomes of the session.
These should be discrete and achievable e.g., the red flags for serious causes of dyspepsia. It is ideal to
then ask about these after a week or two to see whether the registrar has incorporated the learning into
practice, or further pursued the topic by self-directed learning.

•

REFLECT ON YOUR OWN FEEDBACK SKILLS
It is good practice to reflect on your skills after each feedback session. In particular, reflect on what went
well, what could be improved, and what you might do differently next time. Discussing a particularly
difficult (or successful!) feedback session with a peer is a useful tip. Remember also that feedback is a twoway process and consider seeking feedback from the registrar about how they felt the session ran.

Summarise

Identify

Reflect
10
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Free educational resources to assist and
support supervisors in all aspects of their
work and training
Regularly developed and updated, the GPSA educational resources cover topics related to supervision,
teaching and assessment, as well as clinical content. They are available on the GPSA website: www.gpsa.org.au

GPSA guides

GPSA webinars
GPSA podcasts

GPSA teaching plans
Also available:
•

FAQs (webinar summaries)

•

Flash cards

•

Communication skills toolbox

•

Online learning modules

To make it easier to access
resources a catalogue
has been developed
featuring all GPSA clinical
educational resources.
You can access it here.
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Models of feedback delivery
There are a number of models of feedback delivery described in the medical education literature. We present
a few useful feedback models below, linked to example scenarios illustrating how they might be employed.

Feedback after direct observation
It is week six of your new GPT1 registrar’s placement
in your practice, and you have just finished direct
observation of a consultation with a 67-yearold woman with shingles. The registrar found
the diagnosis straightforward and appropriately
prescribed anti-viral medication but did not explain
the condition to the patient and did not discuss
follow-up.

And it is good to try to always finish on a positive!
One criticism of this model is that it is too simplistic
and the experienced registrar will just be waiting for
the ‘negative’ bit. There is no reason to follow this
approach slavishly, and for more senior registrars you
might want to cut to the chase right from the start.
Another useful model with a strong focus on
objectivity is the SET-GO model.

Pendleton et al. in 2003 described a four-step
process for carrying out a feedback session. While
deemed unsophisticated by some educators, it is a
reliable technique and incorporates many elements
of effective feedback. Pendleton’s model comprises:

S

What did you (the registrar) See?

E

What Else was seen or experienced
(by the registrar and the supervisor)?

•

ask the learner what he/she feels was done well;

T

•

agree as appropriate and add reinforcing
comments;

What do you (the registrar) Think?
(registrar reflection)

G

What Goals would you like to achieve?

O

Offers or suggestions on how we
should get there (negotiate a plan)

•

ask the learner to identify areas of improvement;
then

•

agree as appropriate and add corrective
feedback.

This model has greater utility for more experienced
registrars.

Best practice is always to begin by inviting registrar
self-assessment (initially of positive things), and then
acknowledging and reinforcing exemplary behaviour.
This approach has been shown to motivate the
learner to repeat such behaviours and continue to
seek more feedback.13

You use Pendleton’s model as the registrar is very
junior. On seeking your registrar’s reflection on how
the consultation went, they start to list all the things
they could have done better. You say ‘We can come
back to this, but I want to start with the things you
thought went well.’ You remind the registrar how their
communication skills were excellent and they looked
up eTG for the dose of the antiviral medication. You
then return to the registrar’s self-assessment of areas
for improvement, acknowledge these, and focus on
the two issues you felt were missed. This includes
role-playing an example of how you explain shingles
to patients. At the end of the session, you compliment
the registrar again on their use of guidelines.12

Next, seek the registrar’s self-assessment on things
that ‘could have been done differently’ (this is a good
form of words to use), and highlight any corrections,
providing specific examples and suggestions for
improvement. Limit your critique to one or two areas.
Learners have reported that constructive feedback is
more beneficial when it focussed on behaviours that
the learner is able to control or modify.14

12
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Feedback as part of corridor teaching
While checking your results late one morning, your
registrar knocks on the door and asks for some
advice on a 47-year-old female teacher whom they
are currently seeing. The patient has presented with
a worsening headache and the registrar is concerned
about something serious.
In 1992, the five-step ‘microskills’ model of clinical
teaching, also known as the ‘One-Minute Preceptor’,
was introduced into the medical education parlance
(‘preceptor’ is an American word for clinical teacher
or supervisor).15 The One-Minute Preceptor was
developed for use in so-called ‘corridor’ or ‘ad hoc’
teaching situations, where the learner initially assesses
a patient, and then immediately seeks guidance from
a supervisor. Of note, it is brief (though in truth takes
longer than one minute!), easy to learn and apply,
and has been shown to improve teaching practice.16
While technically a teaching method, it is also an
effective framework for delivery of feedback.

•

Teach general rules e.g., ‘Migraines are often
associated with photophobia.’

•

Reinforce what was done well (this is the feedback
bit!) e.g., ‘Your history was very comprehensive.’

•

Correct mistakes e.g., ‘Opiates are not particularly
useful for migraine headache.’

After your discussion, the registrar is more reassured
about the diagnosis being a migraine but has a clear
plan for follow-up and safety netting in case of a
more sinister cause.

Get a commitment e.g., “What is your provisional
and differential diagnoses?”

Get a
commitment

Probe for supporting evidence e.g., ‘What clinical
information supports your likely diagnosis?’, ‘Is
there anything else you might have asked/done?’

After presentation of the case, it is valuable to have
your GP registrar commit to a provisional diagnosis,
as well as a differential, and be able to provide their
rationale for their diagnostic reasoning. In this case,
the registrar says that they think it is most likely a
migraine, but they are concerned about a spaceoccupying lesion. You can then probe for additional
information on the clinical scenario. By adding in
some general rules, reinforcing positive aspects
and then correcting any mistakes, you will have
provided brief and effective teaching and feedback
on performance.

The One-Minute Preceptor model employs a
series of five steps to rapidly assess the learner’s
understanding, provide teaching, and deliver
feedback. These steps comprise:
•

•

Probe for
supporting
evidence

Correct
mistakes

13

Teach
general
rules

Reinforce
what was
done well

RETURN TO CONTENTS

Feedback in front of the patient
Your GPT2 registrar calls you in to review a pigmented
lesion on a 42-year-old builder. He is pretty sure it
is a pigmented seborrheic keratosis but seems very
uncertain about use of the dermatoscope.
It can seem difficult to provide meaningful feedback
in front of a patient during a consultation, and there
is the potential to undermine the patient-registrar
relationship. This may be the time, however, when
your GP registrar will be most responsive to your
comments and more importantly, can provide the
opportunity to correct or modify the outcome of the
patient encounter as a result.

W

Who is present – introductions.

W

Why has the supervisor been called
in? The registrar will explain this to the
patient as a ‘second opinion’ rather
than as ‘needing help from my boss’.
- A pause for questions – time for the
supervisor to ask for more information
from patient or registrar as needed.

Ingham, in 2012, introduced the WWW-DOC teaching
model, specifically designed for opportunistic
teaching in front of the patient.16 While also not
technically a feedback model, it allows immediate
reflection on practice, identification of learning needs
and supportive teaching, all elements of effective
feedback.

D

Discuss the case using ‘thinking aloud’
rather than the supervisor questioning
the registrar e.g., ‘I wonder whether the
dermatoscope will demonstrate the
typical features of a seb K?’

O

Opportunities for learning – identify
issues for later consideration.

C

Conclusion – the registrar summarises
the outcome of the discussions.

In terms of feedback, it is important to note that if the registrar has a substantial knowledge or skill deficit the
supervisor may need to withhold direct feedback until afterwards. Discussing such deficits and opportunities
for learning can undermine the patient-registrar relationship and needs to be carefully handled. It is good
practice to routinely plan to review all interrupted consultations at a later time when the patient is not present.
The registrar introduces you as his supervisor and here to provide a second opinion. You ask the registrar
the history of the lesion and skin cancer risks and then examine the lesion. Your ‘thinking aloud’ includes the
dermatoscopic signs of melanoma and other pigmented lesions and you jointly examine the skin lesion with
a dermatoscope. You give feedback to the registrar on the importance of careful assessment of pigmented
lesions and concur with their diagnosis. Afterwards, you plan a teaching session on use of the dermatoscope.
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Feedback without observed behaviour
At the conclusion of a busy morning session, your
practice manager asks for a quiet word about your
current GPT3 registrar. The reception staff have been
reporting that several patients have been unhappy
with the registrar’s consultations, describing him as
rude and abrupt. You have not seen any evidence of
this in your own interactions but agree to the practice
manager’s request that you address this with him.
It is always difficult to address negative behaviours in
another adult, especially a colleague. While we might
feel confident in addressing the same behaviours
in our children, friends or family, the thought of
criticising a professional colleague fills many with
dread. Furthermore, being asked to provide feedback
regarding behaviour that you have not personally
witnessed is particularly difficult. However, third party
feedback i.e., feedback from others in the general
practice, can be highly valuable.

Remember, you are doing this for the learner’s
benefit.

•

Imagine you are the person receiving feedback
and how it would feel. Ask your registrar for
permission to give your feedback and allow them
to prepare.

•

Respect the confidentiality of your GP registrar
and only involve any directly-related third parties
where necessary and with mutual agreement.

•

State the facts as they are available to you. Try to
avoid speculation on any areas of which you are
unsure. Use notes if you have them rather than
relying on your own interpretation of events or
opinions.

Ask your GP registrar for their recollection of
the event(s) and allow them to suggest which
areas they performed well in and which areas
they struggled with. You will often find that adult
learners have enough insight to find the areas of
concern themselves.

•

Provide your input and suggestions as to what
could be done differently in the future and some
practical tips to help put these into place.

Sometimes the GP registrar may not have insight into
the behaviours that are creating the problem. If you
have not directly observed the registrar, you also may
not have a knowledge of the behaviours that need
to change.
Ahead of your next scheduled teaching session, you
say to your registrar that you would like to discuss
some feedback reported to you by the practice
manager. You specifically check that this is okay for
them. At the start of the session, you report the
comments which the receptionist passed on to the
practice manager, assuring your registrar that these
have not been shared with any other members of staff
other than those mentioned. You ask your registrar
what they recall of the consultations involved and
their thoughts on the patient comments. You invite
them to refer to their notes as needed. You ask the
registrar to comment on what they felt went well
during the consultation before dwelling on the
negatives.

There are, however, some simple principles which
may help.
•

•

Only once the registrar has offered their insights
into the issues raised do you provide your input.
You then develop an agreed plan with the registrar
on what might be done differently in subsequent
consultations to prevent similar issues arising.
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Feedback and assessment in
general practice training
Many people believe that assessment and feedback
are separate and unrelated processes. We may
think of assessment as the exams we sit as barriers
to progression (e.g., end of year exams at uni, or
Fellowship exams for final competency assessment
in training).

The Ottawa concensus statement on criteria of good
assessments17 as being those that promote learning,
and ideally have what is called a catalytic effect. This
is the effect that creates ongoing learning after the
assessment episode. This catalytic effect is created
through the feedback process.

In reality, you are regularly using assessments in
various forms when working with your registrars.
Whenever you recognise that a registrar is doing
something well, or they could do something better,
this is an assessment against your interpretation of
standards, or level of competency. You have in your
own mind what a good GP looks like and does, and
use this as an assessment standard. In reality, it is
impossible to provide feedback without having made
some assessment.

Both colleges specify that GP supervisors must
provide their GP registrars with timely, regular
and constructive feedback to improve the quality
of supervision and training. Feedback should be
delivered in a structured way to provide the GP
registrar with an accurate assessment of progress.
Feedback can be episodic, informal, but also should
be scheduled and planned. It can be done as an
informal discussion, or a planned review of progress
and feedback on how the registrar is progressing
during their term. As a general principle, a registrar
should receive planned feedback at six weeks, three
months and then every subsequent three months
during a term. Delaying feedback until a registrar is
just about to leave a practice is a wasted opportunity
for the registrar to develop and learn.

Assessment when conducted without feedback
reduces its ability to allow the person being
assessed to improve. The feedback process provides
the opportunity for your registrar to recognise
their strengths and gaps, and consider possible
improvements.
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If you intend
to become a
GP supervisor
we can
support you.

GP Supervisors Australia is all about supporting a sustainable future for GP supervisors and the future
GP workforce. We do this by supporting and representing the views of GP supervisors nationally.
As a grassroots membership organisation we are
interested in our members’ views on a range of topics
including:

As a member you can access:

•

Red tape reduction,

• Webinars on a range of relevant
topics for GP supervisors,

•

Enablers and barriers to GP training,

• Best practice guides,

•

Quality training practices and outcomes,

•

National employment terms and conditions
for GP registrars, and

• Independent mentoring for
new GP supervisors,

•

• Regular eNews updates,

Government and industry policies.

• Employment contract templates,

GPSA ensures these views are used to inform
structural and policy change in the industry by sharing
your experiences with funding and industry bodies,
politicians and ministers.

• Funding submission support,
and legal advice, through our
partner organisations,

However our voice, and therefore your voice, is only as
strong as our membership! Membership is free and your
membership details will not be shared.

• Join the Connect GP Supervisors
Network Facebook group for
networking and peer support.

Becoming a member is simple.
Just visit gpsa.org.au and click ‘become a member.’
So what are you waiting for? Become a member today and reap the rewards!
17
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