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Abstract 

Introduction  

Feedback about intraoperative performance remains a cornerstone of surgical training, 

and yet perceptions of feedback quality by supervising surgeons and surgical residents differ. 

Video playback offers one potential method for more effective feedback to surgical residents. 

More research is needed to better understand this tool. This study explores the nature of 

instructional interactions and feedback in the operating room and when using video playback 

during post-operative review. 

Methods  

Three surgical residents and five supervising surgeons were involved in six laparoscopic 

cases. Data collected included the intraoperative and video playback conversations between the 

resident and supervising surgeon and semi-structured interviews exploring the resident and 

supervising surgeon experience of using video playback as a feedback tool. A combination of 

deductive, inductive and hermeneutic analytic approaches was used. Data was triangulated to 

develop the big ideas. 

Results 

 Analysis of the intraoperative verbal interactions identified that the majority of these 

interactions (48%) were instrumental and didactic in nature. By contrast, most interactions 

during video playback were teaching in nature (65%) and the sessions were dialogic. Video 

playback was perceived as a valuable tool by residents and supervising surgeons for feedback on 

surgical performance. Participants valued the exact visual representation of the surgical 

performance provided by the video as it provided cues for specific feedback. They also perceived 

the video playback environment to be calm and lower in cognitive load, allowing for optimized 
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learning. Both the residents and supervising surgeons found the video was a useful tool to self-

reflect on their own performance. These results were further explored through the lenses of 

social cognitive theory and cognitive load theory. 

Conclusions 

  The two big ideas which emerged from this research were: the environment in which 

video playback occurred contributed positively to the feedback experience, and feedback using 

video playback is a dialogic critical visual review of the performance. Video playback provided a 

surgical learning opportunity outside of the operating room which maintained the contextual 

verity of the surgical case performed. 
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Role of the Researcher 

 I am currently a second-year obstetrics and gynecology (OBGYN) resident at the same 

institution as that under study. I work, or have worked, closely with many of the potential 

participants in this study. I am also currently enrolled in a Master of Education program with a 

focus in Medical Education. 

 My relationship with many of the participants contributed positively to building good 

rapport during participant interviews, allowing for easy and open communication. My 

background contributed positively to my understanding of the context in which the participants 

work, adding credibility to my analysis within a case study. I was aware that my presence during 

video playback sessions may have an effect upon the openness of the dialogue between the 

attending and resident. In order to reduce some of this potential bias, I provided and set up the 

video and the recording equipment for these sessions, and then left the room while the discussion 

occurred. My presence in the OR during recording and field note taking unlikely had any 

negative affect as this is a setting where there are very often junior learners and colleagues 

present while instruction or feedback is given. 
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Chapter 1 

Introduction 

It is well established in the education literature that feedback is central to the process of 

learning (Carless, 2006). Feedback is also known to be important in the postgraduate medical 

education (PGME) context. In postgraduate surgical education (PGSE), in particular, feedback 

about intraoperative performance remains a cornerstone of surgical skills training (Jenson, 

Wright, Kim, Horvath & Calhoun, 2012). Despite the recognized importance of feedback in 

PGSE, a disconnect between supervising surgeons’ and residents’ perceptions of the quality, 

timeliness, and utility of feedback has been documented in the literature, with supervising 

surgeons’ perceptions more positive than surgical residents’ (Iobst et al., 2010; Jenson et al., 

2012; Liberman, Liberman, Steinert, McLeod & Meterissian, 2005). With the move to a 

competency-based educational (CBME) model in Canadian residency education, the role of 

assessment has been reconceptualised as a catalyst for learning (Norcini et al., 2010). Given the 

call for frequent, high quality, formative assessment (Iobst et al., 2010) emphasizing assessment 

for learning (Earl, 2003; Schuwirth & van der Vleuten, 2011), developing successful assessment 

and feedback processes remains at the forefront (Jenson et al., 2012; van de Ridder et al., 2008). 

One possible solution to the current state of feedback in surgical education is the addition 

of video playback to the formative assessment and feedback conversation. Hattie and Timperley 

(2007) suggest that video assisted instructional feedback is one of the most effective forms of 

feedback as it provides cues or reinforcement to learners which relate to goals. These cues can 

help sensitize learners to current levels of performance and provide strategy information on how 

to achieve competency in the task. In addition, video playback offers higher potential for learner 

engagement (Crook et al., 2012), encourages feedforward processes (creating cues which relate 
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directly to goals), and promotes consistency in acquired behaviours (Hattie & Timperley, 2007; 

Marques & Corrêa, 2016). These positive features have been linked with learners’ growth of 

adaptive behaviour, ability to transfer skills and knowledge, and motivation (Marques & Corrêa, 

2016). Early studies in surgical education have demonstrated the positive effects of video 

playback on medical student and resident surgical performance, including reduced operative time 

and surgical errors (Grantcharov, Schulze & Kristiansen, 2007; Hamad, Brown & Clavijo-

Alvarez, 2007; Singh, Aggarwal, Tahir, Pucher, & Darzi, 2015). 

In summary, video playback offers one potential avenue to develop more effective 

feedback delivery to surgical residents. To allow for optimal utilization of this tool, more 

research is needed to better understand the nature of feedback and the feedback experience when 

using video playback for feedback purposes.  

Therefore, the purpose of this study is to explore the supervising surgeon and surgical 

resident feedback experience, including the perception of utility, effectiveness of the feedback 

process, and nature and focus of feedback when using video playback. The following 

overarching research question drives this study; What are Obstetrics and Gynecology (OBGYN) 

supervising surgeons’ and surgical residents’ feedback experiences when using video playback 

of laparoscopic cases during feedback opportunities? Three enabling questions are: (a) What is 

the nature and focus of the conversation between residents and supervising surgeons while using 

video playback during feedback opportunities?; (b) How do residents perceive the effectiveness 

of using video playback for feedback purposes on their ability to use or take action as a result of 

the feedback?; and (c) How do supervising surgeons perceive the value and effectiveness of their 

feedback to residents when using video playback? 
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Chapter 2 

Conceptual Framework and Literature Review 

Conceptual Framework 

 Medical education has undergone significant changes in its approach to teaching and 

learning in the last century, moving from a positivist paradigm of learning with fixed objective 

scientific knowledge (Flexner, 1910) towards more sociocultural and constructivist paradigms 

which emphasize contextual, community, and practice-based learning (Mann, 2011; Sargeant et 

al., 2015; Wood, 2014). Social cognitive theory reflects this change in teaching and learning 

practice (Kauffman & Mann, 2014).  

Social Cognitive Theory 

Social cognitive theory unites the behaviourist and cognitive approaches to teaching and 

learning through the “acknowledge(ment) that our learning is social in nature: we learn from and 

in interaction with others and with our environment” (Kauffman & Mann, 2014, p.9). The 

traditional behaviourist approach emphasizes conditioning behaviours and environments to 

produce the desired response in the learner, while the traditional cognitive approach focuses 

upon the ways in which a learner processes new information and pre-existing knowledge 

(Bandura, 1977, 1986; Ornstein & Hunkins, 2013).  

Social cognitive theory connects the learner’s thinking with environmental and 

behavioural determinants in a dynamic and interactive relationship in which learning occurs from 

and through interaction among all three components: personal (learner), environmental, and 

behavioural factors (Kauffman & Mann, 2014). Figure 1 illustrates this relationship. These three 

components influence each other to varying degrees, depending on the scenario. The relative 
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influence of each of these components on learning may vary depending on the circumstance of 

the scenario and the individual (Bandura, 1986).  

 
Figure 1. Illustration of the dynamic relationship between determinants of learning in Social 
Cognitive Theory. From Understanding Medical Education: Evidence, Theory and Practice (ch. 
2, p. 10), ed. by Tim Swanwick, 2014, Oxford: John Wiley and Sons. Copyright [2014] by The 
Association for the Study of Medical Education. Adapted with permission. 

 
Bandura’s social cognitive theory states that humans have five basic capabilities that 

support learning in all environments: the ability to symbolize, have forethought, learn 

vicariously, self-regulate, and self-reflect (Bandura, 1986). Self-regulation, in particular, is 

central to the process of continued learning. We regulate our behaviour through comparison of 

our own internal standards for performance, our evaluative reactions towards our performance, 

and any discrepancy that arises between these standards and reactions. (Kauffman & Mann, 

2014). The perception of discrepancies activates self-assessment and influences our self-

regulation in an effort to eliminate these discrepancies. Further, our ability to symbolize, or 

visualize, a future performance, allows learners to create a cognitive representation of a goal 

performance and acts as a motivator for practice and purposeful action (Bandura, 1991). For 

example, when one perceives that they have performed below the expected level of performance, 

one would recognize a performance gap, set goals, anticipate and plan for the next opportunity, 

and attempt purposeful action towards improvement (Bandura, 1991; Kauffman & Mann, 2014). 



 5 
 

Feedback plays a particularly important role in social cognitive theory. Feedback informs 

self-assessment, aids in monitoring progress towards meeting learning goals, and guides learners 

towards achievement of competency (Kauffman & Mann, 2014; Mann, 2011; Mann et al., 2011). 

In other words, feedback informs the self-regulation processes. 

One’s evaluative reactions about performances (self-regulation) and feedback from others 

about those performances, shape one’s self-efficacy—a judgment about our ability to perform a 

specific task. Self-efficacy influences a learner’s course of action, goal setting, effort invested in 

learning, and resilience in the face of obstacles (Bandura, 1991; Kauffman & Mann, 2014). Self-

regulation, learning vicariously, and mastery experiences (successfully performing a task at an 

expert or master level) are sources to one’s self-efficacy. Self-efficacy is also informed by one’s 

own performance history (e.g., successes and failures), vicarious experience (observing others’ 

successes or failures), verbal persuasion (realistic external persuasion about one’s ability or 

inability) and one’s physiological state (Kauffman & Mann, 2014). Therefore, the value of 

accurate self-assessment and feedback becomes important in promoting an accurate sense of self-

efficacy. 

Social cognitive theory in medical education.   Kauffman and Mann (2014) proposed 

five processes to improve learning in medical education based upon Bandura’s five basic human 

capabilities: 1. Statement of a clear objective (forethought capability), 2. Modelling the desired 

performance (vicarious capability and self-efficacy), 3. Requirement for task-relevant knowledge 

to link new knowledge to prior knowledge (self-efficacy), 4. Guided practice with feedback 

(self-regulatory capability), and 5. Opportunities for reflection (self-regulatory capability, and 

self-efficacy). Guided practice and “corrective, formative feedback [are] integral to effective 

learning” (Kauffman & Mann, 2014, p. 11) and “fundamental in acquiring competence” (Mann, 



 6 
 

2011). Competence may be defined as a “multi-dimentional, dynamic, contextual and 

developmental” description of a physician’s ability to perform their work (Frank, et al., 2010, p. 

641). Feedback, in particular, gives learners the opportunity to reflect on their learning, integrate 

new knowledge and skills into pre-existing schema and set goals for future learning. 

Summary   

Feedback in PGME is increasingly recognized as a complex process that requires the 

consideration of learner, teacher, and environmental aspects (Sargeant, et al., 2015). The social 

cognitive lens considers these many factors to help us understand what constitutes effective 

feedback for learning (Wood, 2014). Applying this framework to PGSE provides us with a 

platform to better understand learning from feedback within the unique context of surgical 

training and development of surgical competence. 
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Literature Review 

Introduction to the Literature Review 

The value of formative assessment and feedback has been repeatedly underscored in the 

context of PGME (FMEC Report, 2012; Iobst et al., 2010; Jensen, Wright, Kim, Horvath & 

Calhoun, 2011; Kauffman & Mann, 2014; Mann, 2011; van de Ridder, Stokking, McGaghie & 

ten Cate 2008). Formative assessment promotes learner self-regulation, develops skills for life-

long learning, raises learner self-esteem, and engages learners in the learning process (Wood, 

2014). Effective feedback is a valuable and central component of formative assessment as it has 

been demonstrated to promote self-regulation and allows learners to engage with information on 

a deeper level (Liberman, Liberman, Steiner, McLeod & Meterissian, 2005; Wood, 2014). 

Learners with higher levels of self-regulation are more effective at learning (Wood, 2014). 

Despite the noted importance of feedback, however, residents (learners in the PGME context) 

consistently perceive feedback to be inadequate for learning (Iobst et al., 2010).  

In the following chapter I will provide a review of the literature surrounding formative 

assessment and feedback in the PGME context. I will begin with a description of the current 

structure of PGME in Canada in addition to the upcoming structural changes that will occur with 

the move to CBME. I will then discuss the theoretical concepts of formative assessment and 

feedback followed by a review of the medical education literature surrounding formative 

assessment and feedback in the PGME and PGSE contexts, focusing on current conceptions and 

perceptions of feedback, feedback practice, and perceived barriers to feedback for learning.   

Structure of Medical Education in Canada 

Currently, the process to become a physician in Canada requires the completion of 

medical school (also known as undergraduate medical education) and residency (also known as 
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Postgraduate Medical Education (PGME)) training. Trainees in PGME are referred to as 

residents. They are licensed physicians, however, are unable to practice independently until they 

have completed specialty training in the postgraduate program of their choice.  PGME programs 

can vary in length from two to five or more years. For example, family medicine is a two-year 

training program, whereas pediatrics is a four-year training program, and obstetrics and 

gynecology is a five-year training program.  

Within five-year programs, residents in first and second year are referred to as ‘junior 

residents’, while third to fifth year residents are designated ‘senior residents’. Once physicians 

have completed residency and passed their certification exams, they are licensed to practice 

independently within their area of specialisation, and, should they work at a teaching hospital, 

will supervise and teach residents. These independently licensed physicians, whether at a 

teaching hospital or not, are referred to as attending physicians or attending surgeons.  

The term PGME refers to all residency programs (i.e., all specialisation training 

following medical school). Postgraduate Surgical Education (PGSE) is a subgroup of PGME and 

includes only surgical residency programs (such as orthopedics, obstetrics and gynecology, 

general surgery, etc.). The distinction between surgical and non-surgical programs is important 

as context has been demonstrated to have an effect on the type of feedback model used 

(Luhanga, 2015) and learning surgical skills in the context of the operating room (OR) is unique 

to PGSE. Currently, in Canada, most PGSE training programs are five years in length.  

In Canada, the educational governing body for the postgraduate speciality of family 

medicine is the Canadian College of Family Physicians (CCFP), while the Royal College of 

Physicians and Surgeons of Canada (RCPSC) acts as the educational governing body for all 

other specialty and subspecialty programs. The upcoming structural changes to PGME described 
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in the next paragraph refers to only specialty and sub-speciality programs that fall under the 

RCPSC educational governance (i.e., all postgraduate programs other than family medicine and 

enhanced skills training programs). 

By the year 2022, all first year PGME residents will follow a new competency-based 

medical education (CBME) curriculum (RCPSC, 2016). This new curriculum, is divided into 

four stages of residency (as opposed to the previous time-based structure): 1. transition to 

discipline; 2. foundations of discipline; 3. core of discipline; and 4. transition to practice (Frank, 

Snell & Sherbino, 2014) (see Figure 2). Advancement to the next stage of residency will require 

the demonstration and documentation of competence in certain skills and knowledge rather than 

completion of a certain number of years, as it has traditionally worked (Iobst et al., 2010). This 

advancement has significant implications for formative assessment, as it will require more 

explicit and frequent formative assessment and feedback to engage learners in understanding 

their level of competence and to encourage and document progress (Iobst et al., 2010). 
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Figure 2. The College of Physicians and Surgeons of Canada Competence by Design (CBME) 
Conceptual Framework. Reprinted with permission from The Royal College of Physicians and 
Surgeons of Canada (Accessed 2018). (see Endnote 1) 
 
Formative Assessment and Feedback 

The concepts of formative assessment and feedback overlap considerably (Black & 

William, 1998). Formative assessment can be viewed as a two-step process in which a gap 

between current and expected achievement is identified, following which steps are taken by the 

learner to close that gap (Black & William, 1998). Feedback is the process in which an 

“assessment message” (Black & William, 1998, p. 20) is provided, containing “information 

provided by an agent (eg. teacher, peer, book, parent, self, experience) regarding aspects of one’s 

performance or understanding” (Hattie & Timperley, 2007, p. 81). In other words, formative 

assessment is the act of gathering information about a performance, while feedback is the 

process of using language to describe the information gathered to the learner. Some have 

suggested that formative assessment is “designed specifically to give feedback” (Wood, 2014, p. 

318). 



 11 
 

The underlying altruistic assumption of feedback is that it is given with the intent to, in 

some way, “improve the trainee’s performance” (van de Ridder et al., 2008, p. 189) through 

closure of the perceived performance gap (Hattie & Timperley, 2007). However, providing 

feedback alone is not sufficient to move a learner closer to the expected level of performance 

(Black & William, 1998; Hattie & Timperley, 2007). The effect of feedback on closing this gap 

is dependent upon both the nature of the feedback itself and the learner’s actions in response to 

the feedback (Black & William, 1998, Hattie & Timperley, 2007). Therefore, the determination 

of feedback efficacy is in part reliant on the formative assessment process as a whole. See Figure 

3 for a model illustrating this conception of formative assessment and feedback. 

 

Figure 3. Illustration of relationship between formative assessment and feedback (see Endnote 
2). 
 

Feedback may be focused on different parts of a performance, such as the task itself, the 

process underlying the task, a learner’s self-regulation, or the learner themselves as a person. The 
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focus of feedback will vary the effect feedback can have on learner performance (Hattie & 

Timperley, 2007). The source of feedback also varies. Feedback may be internal (self-

monitoring, self-assessment) or external (peer, knowledgeable other, patient, performance data) 

and is dependent upon the source of formative assessment (LaPointe-McEwan, 2016).  

Conceptions of Ideal Feedback in Postgraduate Medical Education Literature 

Feedback has been variously conceptualized and defined over time in PGME. In the last 

decade there has been significant movement toward integration of educational theory into 

conceptions of feedback, including greater emphasis on assessment for learning (AfL) and 

dialogic feedback processes to improve resident engagement with feedback and investment in 

learning (Blair & McGuinty, 2013; Carless, 2013; Earl, 2003; Schuwirth & van der Vleuten, 

2011; Iobst, et al., 2010; Yang & Carless, 2013). Dialogic feedback, as defined by Askew and 

Lodge (2000) and later reused by Yang and Carless (2013, pg. 286), is “all dialogue to support 

learning in both formal and informal situations.” It is used to “circumvent the limitations of one-

way transmission of feedback” (pg. 286) associated with for example, written feedback, or 

managing differing perceptions about the level of performance on an activity for which a learner 

is receiving feedback (Yang & Carless, 2013). In addition, there is now recognition that 

formative “assessment should be better aligned” (Schuwirth & van der Vleuten, 2011, p. 793) 

with the central purpose of the medical curriculum: “to ensure that students study well and learn 

as much as they can” (Schuwirth & van der Vleuten, 2011, p. 793). 

The Association of Faculties of Medicine of Canada Postgraduate Project Report (2012) 

includes the recommendation that postgraduate faculties ensure residents are provided with 

“regular and adequate formative feedback from multiple sources on both their individual and 

team performance, including the identification of strengths and challenges, to support 
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progressive attainment of competence along the learning continuum” (p. 5). Furthermore, the 

new CBME curriculum for PGME, to be instituted across Canada by the year 2022, calls for 

more frequent, high quality formative feedback (FMEC Report, 2012; Iobst et al., 2010). CBME 

necessitates the development of higher quality feedback processes within a safe environment and 

assessment culture (Iobst et al., 2010; van de Ridder et al., 2008).  

Feedback in Postgraduate Surgical Education  

Feedback about intraoperative performance remains a cornerstone of surgical skills 

training in PGSE. It is well established that objective measures of resident surgical skill improve 

when feedback about intraoperative performance is given well (Trehan, Barnett-Vanes, Carty, 

McCulloch, & Maruthappu, 2015). However, despite recognition of the importance of feedback 

and growing emphasis on the development of high quality formative feedback models within 

PGME more broadly, evidence from routine practice (ie. current clinical teaching and learning in 

residency) consistently suggests that surgical residents perceive feedback as inadequate to 

support learning (Ahmed et al., 2013; Jensen et al., 2012; Liberman et al., 2005).  

Description of current practice for feedback about intraoperative performance. In a 

qualitative study on feedback processes in the operating room, Ahmed and colleagues (2013) 

observed that feedback was provided to the resident in less than half of operative cases, and 

when provided was of limited utility for future learning. In most observed cases, feedback was 

only offered during the case and in a didactic manner from attending surgeon to resident. This 

intraoperative feedback consisted mostly of corrective content at the task level, meaning 

corrective comments on the performance of the task itself (Ahmed et al., 2013). While task level 

corrective feedback can be powerful, without an instructional component explaining why the 

correction was made, it is often not transferable to other tasks, limiting its utility to support 
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future learning (Hattie & Timperley, 2007). The didactic nature of the feedback (Ahmed et al., 

2013), suggested lack of learner engagement with the feedback and therefore low likelihood of 

uptake and utilization for continued learning (Sargaent et al., 2009). When the feedback did 

become dialogic it was used by the learner to ensure good progress on the immediate task.  

The content of the feedback observed by Ahmed and colleagues (2013) had low potential 

for future learning and improvement. The feedback content did highlight areas for development, 

however, formal action plans for improvement were rarely discussed (Ahmed et al., 2013). 

Frequently, non-specific praise was offered as feedback (Ahmed et al., 2013), which can, in fact, 

have a negative effect on resident learning as this type of praise has been observed to distract 

learner focus away from feedback specific to improvement on the task (Hattie & Timperley, 

2007).  

A number of authors have developed and published procedural assessment tools for use 

in PGSE. Many of these tools, however, are numerically based using a Likert-type scale. This 

means that feedback is often numerical in nature with limited qualitative description on level of 

performance, effectively limiting its potential for high quality feedback and increasing its 

ambiguity (Gingerich, Regehr, & Eva, 2011; Kogan, Conforti, Iobst, & Holmboe, 2014). Toprak 

and colleagues (2016) recently published a rubric intended to assess and document resident 

intraoperative performance in addition to “provide residents with consistent, timely, and quality 

feedback on their intraoperative performance” (p. 370). Given the increased qualitative 

descriptions within their rubric, the hope was that the rubric would provide a means to assess, 

document assessment, and improve feedback given to surgical residents (Toprak et al., 2016). 

Although validity research on this tool for use in assessment of surgical performance is 
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promising, data on feedback quality and resident perceptions of the utility of feedback is not yet 

published (Toprak et al., 2016).  

Surgical resident and attending surgeons’ perceptions of feedback. A number of 

studies demonstrate a significant difference between surgical residents’ and attending surgeons’ 

perceptions of frequency and quality of feedback. In a survey study by Liberman and colleagues 

(2005), while the majority of attending surgeons felt they frequently gave feedback immediately 

after an operative case (86.2%), offered specific suggestions for improvement (96.4%), and 

allowed residents to react to the feedback (97%), the majority of surgical residents disagreed. 

Only 12.5% of surgical residents felt they received feedback immediately after a case, 13% felt 

they received specific suggestions for improvement, and 50% felt they had the opportunity to 

react to the feedback. Jensen and colleagues (2012) supported these findings in their survey 

study where they found significant differences between the attending surgeons’ and surgical 

residents’ perceptions of frequency, amount, and specificity of feedback provided. Although 

there appeared to be a disconnect between attending surgeons’ and surgical residents’ 

perceptions of feedback practice within these studies, there did appear to be agreement on the 

importance of timely, high quality feedback and on the distinction between intraoperative 

teaching and intraoperative feedback (Liberman et al. 2005). 

These findings have also been demonstrated within other PGME specialities. Yarris and 

colleagues (2009) found that emergency medicine attending physicians were more satisfied with 

all aspects of feedback they gave than their residents were of feedback received. This finding not 

only supported the studies by Liberman and colleagues (2005) and Jensen and colleagues (2012), 

but also demonstrated the pervasiveness of resident dissatisfaction with feedback in PGME. 



 16 
 

Resident and attending physician conceptions of feedback. In an embedded case 

study, Luhanga (2015) identified three models of feedback (transmission, integrated, and 

dialogic models) in clinical interactions between pediatric residents and attending physicians in 

four different clinical environments. The degree to which each model was used was dependent 

upon contextual factors, one of which was physical environment (i.e., patient flow, privacy when 

delivering feedback, etc.). Of particular interest in this study was the discrepancy noted between 

resident and attending physician conceptions of what defined feedback. Residents tended to have 

a narrower conception of feedback, recognizing only formal, mid- or end-of- rotation discussions 

about performances as feedback. Attending physicians had a broader definition of feedback, 

inclusive of any information, implicit or explicit, communicated to the resident for the purpose of 

improving performance. The attending physicians’ definition, therefore, included the more 

implicit forms of feedback such as resident probing (i.e., asking clinical questions of residents in 

a clinical context for the purpose of teaching and learning) and role modeling.  

Although not in the operating room context, some of Luhanga’s (2015) findings could be 

extended to explain the differing perceptions in quality of feedback in PGSE. Although not 

explicitly stated, the intraoperative feedback model described by Ahmed and colleagues (2013) 

reflects primarily a transmission model (Luhanga, 2015). Time limitations and the need to 

balance clinical duties with teaching and learning have frequently been cited as barriers to 

effective feedback in PGSE (Ahmed et al., 2013; Reddy et al., 2012). Therefore, it is possible 

that the predominance of the transmission model of feedback observed in the operating room in 

the study by Ahmed and colleagues (2013) is, in part, the result of contextual factors. Further, if 

surgical residents and attending surgeons have similar conceptions of feedback to those of the 

pediatric residents and attending physicians in Luhanga’s (2015) study, it is possible that the 
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different perception in frequency and quality of feedback stems from these differing conceptions 

of what feedback is.  

Perhaps it is for this reason that some literature calls for dedicated assessment moments 

outside of the operating room (Dijksterhuis, Schuwirth, Braat, Teunissen & Scheele, 2013). 

Attending surgeons may want to capitalize on feedback moments in the OR to save time in the 

context of a busy operative day schedule, meanwhile, residents perceive these intraoperative 

statements as “more of a comment rather than feedback” (Ahmed et al., 2013, p. 436). 

Cognitive Load Theory 

 Cognitive load theory (CLT) defines and considers cognitive capacity for the purpose of 

optimizing instruction and learning (van Merriënboer & Sweller, 2010). CLT delineates two 

primary domains of cognitive function: working memory and long-term memory. Working 

memory holds the intrinsic, extrinsic, and germane load. Long-term memory holds all learned 

and recallable knowledge and experience. From the cognitive load perspective, expertise 

develops when one is able to easily and mindfully connect new information in the working 

memory with existing complex schema of understanding in the long-term memory (van 

Merriënboer & Sweller, 2010).  

 In a learning or teaching environment, the demand on different components of working 

memory can be managed to optimize learning (DeLeeuw & Mayer, 2008). The intrinsic 

cognitive load is the cognitive capacity required to attend to the innate difficulty of the task at 

hand. Demand on this component is variable, dependent upon the level of expertise of the 

performer and the complexity of the task. The expertise of the performer may, therefore, be 

considered in optimization of learning from a task so that the task is difficult enough for the 

learner to be challenged, while not so difficult that they are cognitively overloaded. The extrinsic 
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load is the cognitive capacity required to overcome distractions while completing the task. For 

example, the effort required for a person to stay focused on completing a math problem while a 

colleague is speaking to that person about weekend plans. The germane load is the cognitive 

capacity dedicated to connecting newly learned material with pre-existing knowledge in the 

long-term memory (van Merriënboer & Sweller, 2010). Each of these components is constantly 

in flux and must be optimized in order to maximize learning. When the working memory is 

overloaded, learning and performance are compromised (see Figure 4 below). 

INTRINSIC EXTRINSIC  
a. cognitive overload 

INTRINSIC EXTRINSIC  
b. reduced extrinsic load  

INTRINSIC               GERMANE EXTRINSIC 
c. increased intrinsic load to optimize germane load 
 
Figure 4. Illustration of Cognitive Load Theory (see Endnote 3). From “Cognitive load theory in 
health professional education: design principles and strategies,” by J. J. G. van Merriënboer & J. 
Sweller, 2010, Medical Education, 44, p. 85-93. Copyright [2010] by John Wiley and Sons. 
Adapted with permission.  
 
 Cognitive load in the operating room and potential implications for feedback. Task 

complexity and prior experience have been shown to have an effect on cognitive load in the 

medical education setting (Haji, Rojas, Childs, Ribaupierre & Dubrowski, 2015). Teaching and 

learning surgical procedures can be challenging as one’s working memory, both intrinsic and 

extrinsic may be overwhelmed by the complexity of the procedure, workplace or patient factors 

(Norris, Cullison & Fihn, 1997). The supervising surgeon’s working memory is burdened with 

many things including, communicating with other medical professionals involved in the case 

(e.g., anesthesia and nursing), determining best procedural approach for the patient, and 

observing the resident to ensure the resident is performing the procedure correctly and safely. 

This contextual set-up for cognitive overload could be a contributing reason for attending 
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surgeons’ use of a transmission model for feedback in the operating room (Ahmed et al., 2013; 

Luhanga, 2015). It is also conceivable that this cognitive set-up could make it more difficult for 

an attending surgeon to draw on their long-term memory to contextualize the task-based 

feedback they give to residents in the OR.  

The same theory may be extrapolated to resident cognitive load in the OR. The 

complexity of the task being performed and managing distractions within the room certainly 

sets-up limited potential for connection of task-based feedback to long-term memory. Ahmed 

and colleagues (2013) found some residents expressed a desire for post-procedure feedback to 

free them to focus on performance during the case. Even this timing, however, may not be ideal 

due to required resident duties during this time such as dictating operative notes, writing post-

operative orders and transferring patients to the post-operative care unit safely to ensure the 

operating room schedule remains on time (Ahmed et al., 2013). Resident focus during this time 

is, appropriately, on patient care and safety. Therefore, based on our understandings of cognitive 

load theory and knowledge of tasks that must be completed in the immediate post-operative 

period, it is plausible that any feedback given immediately after the case may not be linked to the 

germane load, limiting its potential for future application.  

Summary of Evidence for Feedback Practice in Postgraduate Surgical Education 

 Based upon the evidence reviewed, we may conclude that some didactic, task-specific 

feedback is given in the OR during a surgical case. The problem with this arises from the fact 

that surgical residents do not perceive this intraoperative commentary to be feedback. Even if 

residents do perceive these comments to be feedback, the cognitive load of a resident in the OR 

while performing a surgery, limits the potential for retention of this feedback and therefore any 

future applicability towards goal setting and performance improvement is potentially lost. From 
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the perspective of the attending surgeons, we may also appreciate the challenges they face with 

formulating and giving high quality feedback on surgical performance in the OR. With a more 

developed appreciation of these challenges within the PGSE context, the question then becomes, 

how can we optimize feedback in PGSE for the promotion of feedback for learning? Despite the 

proven association between high quality feedback and performance improvement, there is still a 

lack of knowledge about the best mode of feedback delivery in PGSE (Tehran et al., 2015).  

Video Playback 

Hattie and Timperley (2007) suggested that video-assisted instructional feedback was one 

of the most effective forms of feedback as it provided cues or reinforcement to learners which 

can directly relate to goals. These cues can help sensitize learners to current competence and 

provides strategy information on how to achieve competence in the task at hand. In addition, the 

benefits of task specific feedback depend heavily on learners having accurate memories (Hattie 

& Timperley, 2007), which video playback, watching one’s own performance on video, could 

potentially readily provide.    

Perspectivity framework. The perspectivity framework, as defined by Goldman-Segall 

& Maxwell (2002), states that recognition of differing perspectives is central to interpretation 

and understanding of what is seen in video data. A single person’s perspective may change based 

on when a video is viewed, and different people may have different perspectives on the same 

video even when viewed at the same time. Negotiating these differing meanings created from 

multiple viewpoints provides the opportunity to layer meaning and produce a clearer 

understanding of what is happening in any recorded moment. Meaning from video is continually 

evolving with each new viewpoint adding another layer of perspective and interpretation. 
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 The new perspective video playback provides encourages metacognitive and reflective 

thinking and learning (Guichon, 2009; Charteris & Smardon, 2013). Developing reflective 

thinking demands cognitive (awareness of one’s activity), psychological (recognition of when 

something goes wrong), and linguistic resources (ability to describe and comment upon the 

situation) (Guichon, 2009). The use of video, as opposed to reconstructed memories, provides a 

platform for deeper analysis through an accurate reconstruction of events (Schmid, 2011). The 

cognitive reflection is prompted when the observation of one’s performance is not in keeping 

with one’s prior perception of performance (either for better or worse). Prompts provided by 

peers or teachers reviewing the video with the performer help guide attention to critical 

moments, leading to cognitive conflict and reform in practice (ie. self-regulation) and learner 

engagement in a dialogue about the situation (Schmid, 2011).  

Video playback in sports. Video playback is used frequently in sports to improve 

learning and performance (Guadagnoli, Holcomb & Davis, 2002; Marques & Corrêa, 2016). For 

an athletic performance of 70 minutes (such as a hockey game) an Olympic athlete or team may 

spend two to three hundred minutes reviewing the performance on video. In fact, an athlete’s 

ability to review a performance, reflect upon and learn from prior mistakes, and improve in the 

next performance, is predictive of athletic success (Walker, 2013). In a study observing the effect 

of video playback on learning the golf swing, Guadagnoli and colleagues (2002) observed that a 

learner group who received video playback in addition to verbal coaching out-performed a self-

practice group and a verbal coaching only group.  

Video playback in surgical education: Evidence for improvement in technical skill. 

Several studies have demonstrated that the use of video playback in addition to verbal feedback 

significantly improves technical skills and reduces technical errors when compared with verbal 
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feedback alone (Carter et al., 2015; Farquharson, Cresswell, Beard, & Chan, 2013; Grantcharov, 

Schulze, & Kristiansen, 2007; Hamad, Brown, & Clavijo-Alvarez, 2007; Singh, Aggarwal, 

Tahir, Pucher & Darzi, 2015). Farquharson and colleagues (2013) demonstrated significant 

improvement in the areas of overall procedure score, instrument familiarity, needle handling, 

skin handling and skin apposition in a group of undergraduate medical students who received 

both video playback and verbal feedback on performance compared with those who received 

only verbal feedback. Karam and colleagues (2015) demonstrated a similar overall improvement 

in surgical skill based on the Objective Structured Assessment of Technical Skills (OSATS) 

assessment rubric in orthopedic residents who reviewed their performance on video compared 

with those who did not. Both of the above studies were performed in the simulation lab setting. 

Recently, Bonrath, Dedy, Gordon and Grantcharov (2015) demonstrated the beneficial 

effects of video-based surgical coaching over conventional surgical training with general surgery 

residents in the operating room (OR) setting (i.e., not in the simulation lab). Conventional 

training typically includes regular teaching sessions (lecture or seminar based), hospital ward, 

and operating room experience. The authors found significant improvement for the video-based 

coached group on technical skill measures and reduced technical error compared with the 

conventionally trained group. Participants also felt that the video demonstrations were very 

useful and strongly influenced their performance in the OR. As the residents progressed through 

the video-coaching program, the video sessions became less directive, trainer input became less 

frequent, and resident self-assessment scores became more strongly correlated with expert 

assessment scores. From these observations, Bothrath and colleagues (2015) suggested that 

perhaps in the future, video based coaching sessions could be mixed with self-directed video 

review. 
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Conclusions from the Literature and Rational for the Study 

 The literature reviewed, including review of existing educational theories and the current 

state of feedback in PGME and PGSE, reflection upon the uniqueness of the OR environment, 

and evidence for the use of video playback, suggests that video playback could have a beneficial 

impact upon teaching and learning in the PGSE context. Video playback can encourage cognitive 

conflict in the learner, increase learner engagement, and promote learner understanding about 

levels of performance. Video playback is a tool that has been used successfully in sports and 

education to enhance feedback practice and improve performance. More recently, the use of 

video playback has been extended to postgraduate surgical education research and has 

demonstrated a significant benefit in improving surgical skill performance. The reviewed 

literature, therefore, supports this exploration of the feedback experience of surgical attending 

surgeons and surgical residents, and in particular the influence of video playback on feedback 

processes. 
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Chapter 3 

Methodology 

 A single exploratory case study was employed for this research (Yin, 2003). Case studies 

are built upon a constructivist paradigm, within which the truth is seen as relative and dependent 

upon one’s perspective (Baxter & Jack, 2008). In this social construction of reality, the effect of 

context upon the phenomenon under study become increasingly important (Baxter & Jack, 

2008). In other words, a case study approach allowes for “in-depth, multi-faceted explorations of 

complex issues in their real-life settings” (Crowe et al., 2011, p.1). The case under study was the 

experience of feedback between attending surgeons and surgical residents in an OBGYN 

laparoscopic surgical context, where factors such as patient flow, the operating room work 

environment and personal factors of the teacher and learner cannot be separated from the case 

(Luhanga, 2015). Further, using Thomas’s (2011) definition of case study, the subjects of the 

case were the OBGYN attending surgeons and surgical residents within the institution in study, 

and the object of the case was the feedback process for improvement in surgical skill when video 

playback was used for feedback purposes.  

The defined case under study was the experience of feedback when using video playback 

of gynecological laparoscopic surgery for feedback purposes by OBGYN surgical residents and 

attending surgeons. Study participants were members of the OBGYN department at a mid-sized, 

Ontario PGME institution in an academic hospital setting. Residents were between the second 

and fifth year of their program at the time of data collection. Data was collected between 

September 2016 and February 2017. 
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Introduction to the Method 

Three OBGYN residents were recruited through convenience sampling for this study. 

The sampled residents were on clinical rotations in which there was a higher likelihood of 

performing laparoscopic surgery. Because of rotation schedules and their timing within a five-

year residency program, the final recruited residents were in postgraduate years 2, 3 and 5. Since 

surgical residents performed operations under the guidance and supervision of an attending 

surgeon, the attending surgeon performing the operation with the resident was recruited through 

convenience sampling too.  

It should be noted that, on occasion at the institution under study, a senior surgical 

resident will operate with a junior surgical resident, while the attending surgeon is not at the 

operating table (but remains in the operating room for assistance as needed). This practice occurs 

in surgical residency training in order to transition the senior surgical resident into a teaching and 

supervising role, while ensuring patient safety. There was one surgical case (Case 2-1E – refer to 

Table 2) in the study in which the senior and junior resident worked together in this manner. The 

management of this case with respect to data analysis will be described separately within the data 

collection and analysis sections to follow. To ensure consistency, and accuracy in the 

understanding and description of roles, I will refer to the attending surgeon in each case as the 

‘supervising surgeon’ or ‘supervisor’ and the supervised surgical resident (whether junior or 

senior) as the ‘resident’. Data collected included audio and video recordings of the laparoscopic 

procedure, written responses, audio recordings of the post-operative video review, and semi-

structured interviews. 
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Ethics and Consent 

All supervising surgeons and residents in the OBGYN department at this institution were 

made aware of the study and were free to opt out of the recruitment process at any time. Audio 

recording equipment was funded by SSHRC-CGS grant obtained by the researcher. Ethics board 

approval from the Health Sciences Research Ethics Board was obtained prior to conducting this 

study (study number: 6019296) (See Appendix 7: Ethics Board Approval Letter). A letter of 

information was given to each participant and informed consent from the surgical resident, 

supervising surgeon and patient were obtained prior to participation (See Appendix 6: Letters of 

Consent and Consent Forms). 

Data Collection 

Audio  

Intraoperative commentary. The dialogue that occurred during the operation between 

the supervising surgeon and resident was audio recorded. This dialogue was recorded separately 

from the video using two wireless microphones, one on the resident and one on the supervising 

surgeon. These individual microphones primarily recorded the participants under study. While 

other sounds and voices may be heard, they were muffled and were not included in the 

transcription. The two microphones recorded wirelessly on the same device, generating a 

recorded dialogue for transcription.  

Video playback session. To ensure timeliness, the video playback session was scheduled 

to occur within one week of the surgery. During the video playback session the resident and 

supervising surgeon reviewed the selected moments together and the feedback dialogue was 

again audio-recorded using a recording device. At the time of video review, the participants were 

provided with a sheet of paper with prompts (see Appendix 3: Prompts for video playback 
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session). These prompts focused the participants’ attention on reviewing the video and 

discussing the performance they were reviewing on the video. 

Written responses 

Immediately following the procedure, the resident and supervising surgeon were handed 

a postoperative questionnaire and asked to write their responses. They were asked to identify the 

procedural steps performed well and poorly by the resident. In addition, the resident and 

supervising surgeon were asked to identify the level of difficulty of the procedure performed in a 

similar manner to that done in a study by Lee, Gao and Strasberg (2016). Participants were asked 

to rate the difficulty on a three-point scale: simple; complex/frequently seen; or complex/rarely 

seen. Participants were also asked about prior experience with this procedure. See Appendix 1: 

Learner Postoperative Questions and Appendix 2: Supervising Surgeon Postoperative Questions 

for the questionnaire format. The questions on the questionnaire are also listed in Table 1. 
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Table 1 

The Difficulty Scale and Questions on the Postoperative Questionnaire 

Difficulty Scale  
(same on both resident and supervising surgeon questionnaire) 

  

Simple Complex, frequently seen Complex, rarely seen 
 

 Resident Question Supervising Surgeon Question 
Question 1  Reflecting on the laparoscopic case 

you have just performed, what 
procedural step do you think you 
performed well? 

Reflecting on the laparoscopic case 
that you have just performed with this 
resident, what procedural step do you 
think the resident performed well? 

Question 2  Again reflecting on the same 
laparoscopic case, in what procedural 
step do you think you require 
improvement or would like to 
improve? 

Again reflecting on the same 
laparoscopic case, in what procedural 
step do you think the resident requires 
improvement or would like to 
improve? 

Question 3  Approximately how many times have 
you performed this procedure 
(excluding today)? 

a. Without laparoscopic 
equipment 

b. With laparoscopic equipment  

Approximately how many times have 
you performed this procedure 
(excluding today)? 

a. Without laparoscopic 
equipment  

b. With laparoscopic equipment  
Note. These questions were handed to each participant on a sheet for their written responses 
immediately following each case. 

 

The resident and supervising surgeon responses were collected immediately and the 

timing of those noted procedural steps were identified on the video in advance of the video 

playback session. If there was discordance between the supervising surgeon’s and resident’s 

answers, at the time of video review they discussed and decided upon one moment done well and 

one moment done poorly to review on the video, therefore, all pairs reviewed two procedural 

steps during the video review session. If they wished to review more of the video, they were free 

to do so. 
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Semi-structured Interviews 

Following the video playback session, individual 30-minute semi-structured interviews 

with residents and supervising surgeons were conducted (see Appendix 4: Interview Protocols). 

The resident interviews explored their perception of quality and usefulness of feedback when 

using video playback in addition to exploring the influence of feedback with video playback 

upon their understanding of their performance level. The supervising surgeon interviews 

explored their perception of usefulness and uptake of their feedback by learners when using 

video playback. Their experience with giving feedback when video playback was added to the 

feedback conversation was also explored. With both residents and supervising surgeons, I 

explored the perceived barriers and potential beneficial or detrimental effects of implementing 

video playback in everyday teaching and learning practice. 

These interviews were scheduled within a few days of the video playback session to 

facilitate the best opportunity for accuracy in memory recall. Participants were emailed the 

interview questions in advance of the interview to allow them some time to reflect upon the 

questions should they choose to do so. The interviews were conducted in a private and 

comfortable room within the hospital to optimize participant comfort and participant-interviewer 

rapport. 

Video  

Laparoscopy is a minimally invasive approach to surgery involving insufflation of the 

abdomen and creation of small incisions in the abdominal wall for a camera and surgical 

instruments to enter the abdomen. The procedure is then performed by visualization through the 

laparoscopic camera. This is different from the traditional, open approach to surgery, in which a 
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larger incision is made on the abdomen and the procedure is performed under direct 

visualization.  

Because laparoscopic surgery already involves the use of a camera in real time, recording 

cases using the laparoscopy equipment only involves placing a DVD in pre-existing recording 

equipment connected to the laparoscopic camera. The video recording of each case began once 

the laparoscopic camera had entered the abdomen, therefore, no identifying patient information 

was recorded. Video recording using the laparoscopic recording equipment did not interfere with 

the daily case flow. Recording simply involved pressing record and stop buttons at the 

appropriate times and burning the video to a DVD at the end of the case. These recording steps 

were performed by myself, as the researcher, and did not interfere with the procedure.  

Case 2-1E 

 Table 2 outlines how each case was named (identifying the resident and surgeon 

participant and round). Case 2-1E was somewhat unique in that there were three members of the 

surgical team in the room; the supervising surgeon, a senior resident and a junior resident. The 

surgery was fairly complex, with some simple surgical steps at the beginning and becoming 

increasingly complex towards the end. For a short time, in the beginning of the case, the senior 

and junior resident were doing most of the operating, with the supervising surgeon assisting. This 

portion of the case added an interesting layer of the complexity as the senior resident was 

working both as a supervisor to the junior resident and as a learner, as the supervising surgeon 

was still acting as a supervisor to both the junior and senior resident. As the case became more 

complex, the supervising surgeon replaced the junior resident, and the supervising surgeon and 

senior resident were operating together.  
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The senior resident and supervising surgeon were audio recorded in this case. The video 

playback session was with the senior resident and supervising surgeon, reviewing the steps of the 

procedure they had selected when they were operating together. The semi-structured interviews 

used the same protocols as in other cases and were with the senior resident and supervising 

surgeon. 

Data Collection Process 

 The data collection from the intraoperative dialogues, video playback, and interview 

process was performed twice for each resident participant, although the second round of 

interview questions differed from the first round of interviews. The process was performed twice 

in order explore any perceived difference in experience once residents were somewhat familiar 

with video playback as a feedback tool. Given some challenges with navigating the operating 

room schedule, resident’s schedules and the relatively lower incidence of laparoscopic 

procedures at this institution, it was not possible to match two of the resident participants with 

the same supervising surgeon participants to whom they were paired in the first surgical case 

within the timeframe of data collection. One resident was paired with the same supervising 

surgeon for both cases. Therefore, in total, there were three resident participants and five 

supervising surgeon participants.  

These five supervising surgeons, therefore, were all asked the first round of supervising 

surgeon interview questions. Only the supervising surgeon B, who was paired twice with 

resident 2, was asked the second round of interview questions. Because there was only one data 

set from the second round of supervising surgeon interview questions, the data from the second 

round of interview questions with supervising surgeon B were not included in the analysis. Table 



 32 
 

2 identifies the resident-supervising surgeon pairs and the interview questions they were asked in 

each case.  

Table 2 

Summary of Resident-Supervising Surgeon Pairing and Interview Protocols used 

Surgical 

Case 
Resident 

Supervising 

Surgeon 

Resident Interview 

Protocol used 

Supervising Surgeon 

Interview Protocol used 

1-1A 1 A Round 1 Round 1 

1-2B 2 B Round 1 Round 1 

1-3C 3 C Round 1 Round 1 

2-1E 1 E Round 2 Round 1 

2-2B 2 B Round 2 *Round 2 

2-3D 3 D Round 2 Round 1 

Note. The table above lists the pairs of resident and supervising surgeon participants by surgical 
case. It also identifies which interview protocol was used for each resident and supervising 
surgeon participant. Resident 2 and supervising surgeon B were paired together twice. 
Supervising surgeon B was the only supervising to use video playback twice within the study, 
and so this was the only supervising surgeon to be interviewed using the Round 2 Interview 
Protocol. This specific supervising surgeon interview was not included in the analysis for reasons 
described below. *Data not included in analysis. 
 

Data Analysis 

Postoperative Questionnaires 

 The answers to the postoperative questionnaires were used in order to facilitate the video 

playback session video review, as previously described. The answers were reviewed in a 

qualitative manner, to assess for concordance and/or discordance between answers. This 

provided an overall impression of both resident insight into procedural difficulty and 

concordance of resident and supervising surgeon impressions of how the procedure went. Table 

6 in Chapter 4: Results lists the written responses to the postoperative questionnaires. Refer back 

to Table 1 for the full version of the questions. 
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Intraoperative Dialogue 

The intraoperative dialogue was transcribed and analyzed using a deductive content 

analysis approach based on a priori themes from the reviewed literature on intraoperative 

feedback (Elo & Kyngäs, 2008). The a priori themes identified are listed in Table 3.  These 

themes were then labelled with ‘codes’ that reflected the themes’ content and these codes were 

then applied inductively to the current study’s intraoperative dialogue. This approach is 

particularly useful when the objective of analysis is to expand on pre-existing knowledge and 

theory on a phenomenon and has previously been used for qualitative research in health care 

(Andersson, Sjöström-Strand, Willman & Borglin, 2015; Elo & Kyngäs, 2008).  

Two themes were not directly given a code as their ideas were captured within other 

codes. The “technical skills” theme identified by Ahmed et al. (2013) was captured by the 

“instrumental”, “teaching” and “instrumental + teaching” codes from the study by Roberts, 

Brenner, Williams, Kim & Dunnington (2012). The “case complexity” as a limitation (Ahmed et 

al., 2013) was captured in the postoperative questionnaires from the resident and supervising 

surgeon, as described above. 
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Table 3 

Summary of a Priori Codes 

Reference Methods Results Codes used 
Ahmed, M., Sevdalis, N., Vincent, C., 
& Arora, S. (2013). Actual vs 
perceived performance debriefing in 
surgery: practice far from perfect. The 
American Journal of Surgery, 205(4), 
434-440. 

Qualitative 
interviews and 
ethnographic 
observations of 
feedback/debriefing 
practice in the OR 

Method/nature of feedback: 
1. Didactic 
2. Corrective comments 
3. Two-way dialogue à primarily learner ensuring good progress  

Content: 
1. Non-specific praise 
2. Technical skills (lack of feedback on other skills; 

communication, etc.) – often task specific negative feedback 
(whereas praise tends to be non-specific) 

Barriers: 
1. Case complexity à with more complex case, trainer more 

focused on success of case than feedback 
2. Competing educational commitments à revert to didactic 

teaching of medical student rather than technical feedback to 
trainee 

Didactic 
 
Corrective 
 
Two-way 
 
Non-specific 
praise 
 
Competing 
Educational 
Commitments 

Roberts, N. K., Brenner, M. J., 
Williams, R. G., Kim, M. J., & 
Dunnington, G. L. (2012). Capturing 
the teachable moment: a grounded 
theory study of verbal teaching 
interactions in the operating room. 
Surgery, 151(5), 643-650. 
 

Grounded theory 
drawn from 
interactions in the 
OR 

Broad categories of interactions: 
1. Instrumental interactions 
Move operation forward without explicit reference to what the resident 
would learn from the interaction 
Residents serves as instrument through which supervising surgeon acts 
Straight forward, directive, without explanation 
2. Pure teaching interactions 

Instrumental 
 
Pure Teaching 
 
Instrumental + 
Teaching 
 
Banter 
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Supervising surgeon provides enough context or explained his or her 
thought processes enough to add to the learner’s knowledge or to shape 
the learner’s surgical judgment 
Ex. Demonstration of techniques, explanation of physiologic 
conditions, allowing resident to ‘feel pathology’ 
Purpose: move learner’s understanding forward, acquire knowledge to 
help their future performance 
3. Instrumental + teaching interactions 
Moved operation forward but also included explanation or elaboration 
that made it more likely to guide future performance 
Task-focused element of the talk 
Substantive educational element 
4. Banter  
Does not contribute explicitly to the function of teaching or the 
progress of the operation 
Creates a friendly environment for learning 
Commenting on operation without instrumental or teaching purpose 
Focus on something peripheral to operation 

Hu, Y. Y., Peyre, S. E., Arriaga, A. F., 
Roth, E. M., Corso, K. A., & 
Greenberg, C. C. (2012). War stories: 
a qualitative analysis of narrative 
teaching strategies in the operating 
room. The American Journal of 
Surgery, 203(1), 63-68. 

Qualitative analysis 
of narrative stories 
in the OR 

Narrative stories 
1. Practice changes from lessons learned 
Usually described parallel patients from which knowledge was gained 
and contributed to adjustments in management of patients/personnel. 
Not linked to adverse event. 
2. Personal training stories 
3. Near misses/adverse events 
 

Narrative 
Stories 

Note. This table identifies and describes themes identified from studies in the literature about feedback and teaching interactions in the 
operating room.  The furthest right column lists the codes developed to reflect these themes which were then applied deductively to 
the current study’s intraoperative dialogue data.
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Any remaining interactions following the deductive analysis were captured and later 

coded with de novo codes. A de novo code was named when an interaction between a 

supervising surgeon and surgical resident did not match any of the previously identified codes 

from the literature. This interaction was then labeled with a de novo code, and any interactions 

that later matched this de novo code were labelled as such. There were four de novo codes that 

were named as follows: distractions, probing, specific praise, and confirmation related to 

instrumental with teaching communication. These codes are described in Table 4. 

Table 4 

Description of De Novo Codes 

Code Description 
Distractions This code captured extraneous things that happened in the OR that 

were captured on the recording. Examples include a phone 
ringing, a pager going off or another health care worker asking a 
question that distracted the supervising surgeon and resident from 
the surgery. 

Probing  Probing describes the act of a supervising surgeon asking the 
resident questions around the case and the steps of the case, while 
the resident is operating. 

Specific praise Praise given by the supervising surgeon that was explicitly 
anchored to a resident’s performance. This was in contrast to non-
specific praise, which was one of the pre-existing codes. 

Confirmation related to 
Instrumental + Teaching 
Communication  

A supervising surgeon’s verbal confirmation that the resident was 
performing a step correctly immediately after that supervising 
surgeon had instructed the resident on how to perform the step 

Note. Description of de novo codes identified in the operating room communication in this study 
but not previously described in the literature. 
 
 Case 2-1E. As mentioned above, in this case, only the supervising surgeon and senior 

resident verbal interactions were recorded intraoperatively. These interactions were coded in the 

same way as in the other cases as this approach still identified the nature and focus of 
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interactions in the OR, regardless of whether the senior resident was making a comment as a 

supervisor or as a learner. 

Video Playback Dialogues 

The video playback sessions were transcribed and analyzed using both a deductive 

content analysis and hermeneutic phenomenological analysis (Elo & Kyngäs, 2008; Thomas, 

2006). The same deductive structure used in the analysis of the intraoperative dialogue 

transcription was used here. This method identified any persistent themes in the nature and focus 

of the feedback across settings (from the OR to the video playback session). Interactions that did 

not fit the deductive codes were not recorded in this instance as the conversation script would 

later be analyzed through a hermeneutic lens. The de novo codes identified in the intraoperative 

dialogues were not applied to the video playback session data as these de novo codes are unique 

to this study and were not previously seen in the literature reviewed and outlined in Table 4.  

To better capture the nature of the interactions during video playback, hermeneutic 

phenomenological analysis was chosen as the second method of analysis for the video playback 

dialogues. While typically in qualitative analysis, a researcher’s pre-existing knowledge and 

background is bracketed, hermeneutic analysis does not require this bracketing (Crist & Tanner, 

2003). Given the researcher’s background as an OBGYN resident, and perspective as a surgical 

learner, this analytic approach provided a greater depth of understanding of the interactions 

during video playback. In particular, it allowed for a better appreciation of the nature of 

feedback, as opposed to the content of feedback, that occurred at the time of video review. Each 

video playback session dialogue was first analysed independently. The researcher listened to the 

dialogue and then wrote a paragraph to reflect and summarize the nature of the interaction. These 

paragraphs were then re-read by the researcher and analysed for major themes (see Table 9). In 



 38 
 

an iterative manner, the researcher then again reviewed the raw video playback dialogue data to 

ensure the themes adequately represented the data and to identify quotes supporting the themes.  

These themes were then cross-referenced with the study’s three enabling questions to 

identify which enabling question they best addressed. The enabling questions are summarized in 

Table 5 and the themes from the hermeneutic analysis of the video playback dialogue, and which 

enabling question they address, are summarized in Table 9 in Chapter 4: Results.  

Table 5 

Enabling Questions 

 Enabling Question 

A What is the nature and focus of the conversation between residents and 

supervising surgeons while using video playback during feedback opportunities? 

B How do residents perceive the effectiveness of using video playback for feedback 

purposes on their ability to use or take action as a result of the feedback? 

C How do supervising surgeons perceive the value and effectiveness of their 

feedback to residents when using video playback? 

Note. These enabling questions and their rational are originally outline in Chapter 1. They have 
been again listed here for clarity as one reads through the remainder of Chapter 3. In summary 
tables below, enabling questions A, B and C are referred to as EQA, EQB and EQ C 
respectively. 
 
Semi-Structured Interviews 

The semi-structured interviews were transcribed and analyzed by the primary researcher 

using a general inductive analytical approach (Thomas, 2006). This is a qualitative method of 

analysis in which the researcher groups data into categories and themes that reflect the big ideas 

within the data.  

Questions from each round of interviews were grouped by subject and the raw data 

within each group were analyzed together to develop axial codes and themes. For example, 

questions 2 and 6 in round 1 of resident interviews were asking about self-regulation, and so the 
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data from the answers to these questions were analyzed and coded for axial codes and themes 

together. Below I have described this analysis in the stages in which the analysis was performed, 

first starting with conceptions of feedback, then to the identification of themes in both rounds of 

resident interviews, and finally the identification of themes identified in the supervising surgeon 

interviews. Appendix 5: Developing Themes from the Interview Data Analysis outlines the 

interview question groups and the axial codes and themes from each grouped set of data. 

Conceptions of feedback. In the first round of interviews, residents and supervising 

surgeons were asked to describe their conception of feedback. This data was analysed separately 

from the rest of the interview using a general inductive approach (Thomas, 2006).  

Resident and supervising surgeon interviews. The resident interviews were analysed 

using Thomas’s (2006) general inductive approach. The five first round supervising surgeon 

interviews were analysed using Thomas’s (2006) general inductive approach. Themes from this 

analysis and which enabling question they contribute to answering may be found in Tables 11 and 

12 in Chapter 4: Results.  

As previously described, only one supervising surgeon (supervising surgeon B) used 

video playback twice and went through the second round of interview questions with the second-

use experience. Given there was only a single subject for this data set using different interview 

questions tailored to a different perspective, the data set was excluded from analysis. 

Culminating Analytical Phases 

Two final culminating analytical phases were performed, the first to answer each of the 

enabling questions, and the second to identify the big ideas and answer the overarching research 

question. The triangulation of the data sources, the intraoperative dialogues, the video playback 

dialogues and the interviews, provided a more complete understanding of the data, improving 
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reliability and trustworthiness (Yin, 2003). In the first culminating phase, all themes answering 

each of the enabling questions were examined holistically and grouped together to develop 

broader themes (see Tables 13, 14 & 15 in Chapter 5: Discussion). These broader themes were 

then explored and connected with existing knowledge from existing literature to generate a richer 

answer to each enabling question.  

In the second culminating phase, the broader themes were iteratively grouped together by 

commonality to identify the big ideas (Table 16 in Chapter 5: Discussion). The big ideas were 

then explored through the lens of the conceptual framework, social cognitive theory, to develop a 

richer answer to the overarching research question. This process, and a description of the broader 

themes and big ideas, is described in greater detail in Chapters 4 and 5.  
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Chapter 4 

Results 

 In the following chapter I will present the study results using supporting evidence in the 

form of direct quotations from the data. First, recorded answers to the postoperative 

questionnaires followed by the results of the deductive analysis of the intraoperative and video 

playback verbal interactions between supervising surgeons and surgical residents will be 

presented. Following this, a description of the findings from the hermeneutic analysis of the 

verbal interactions between residents and supervising surgeons during video playback will be 

presented. Finally, I will review and describe the themes arising from participant semi-structured 

interviews.  

Postoperative Questionnaires 

Table 6 lists the written responses to the postoperative questionnaires. Refer back to 

Table 1 for the full version of the questions. 
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Table 6 

Resident and Supervising Surgeon Responses to Postoperative Questionnaires 

Case Difficulty Scale – rate 
on the scale 

Question 1 – what went well? Question 2 – what needs improvement? Question 3 – number of 
times done this 

procedure 
 Resident Supervising 

Surgeon 
Resident Supervising 

Surgeon 
Resident Supervising 

Surgeon 
Resident Supervising 

Surgeon 
1-1A Simple Complex, 

frequently 
seen 

Identifying the 
ureters and taking 
down the IP + 
round ligament 
pedicle 

Laparoscopic 
“freeing” of both 
adnexa 

Adhesiolysis with 
the L-hook 

Anterior colpotomy a. 80 
b. 8 

c. 250 
d. 250 

1-2B Simple  Simple  Cauterization just 
below the tube, 
well away from the 
ovary 
Putting the 
specimen in the 
Endocatch bag 

Follows 
instructions well 
and acts only when 
directed – not 
overly aggressive 

Infraumbilical port 
insertion 
Manipulating/ 
visualizing the 
adnexa 

Learn to employ 
both hands at the 
same time to 
facilitate 
visualization 
Don’t leave an 
instrument that is 
not in use in the 
operative field 
because it blocks 
the view 

a. 0 
b. 6 

a. 20 
b. 30 

1-3C Simple  Simple Using gyrus to 
cauterize and cut 

Problem solving 
Cautery of the IP 
ligament 

Camera work + 
moving bowels + 
grasping 
appropriate 

Focusing the 
camera 

a. 0 
b. 1 

c. 5 
d. 40 
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structures to get a 
good view 

2-1E Complex, 
frequently 
seen/ 
complex, 
rarely 
seen 
(circled 
both) 

Complex, 
frequently 
seen 

Taking down 
pedicles 
Hemostasis of 
pedicle 

Colpotomy Intracorporeal 
suturing 

Suturing a. 80 
b. 4 

c. >100 
d. >100 

2-2B Complex, 
frequently 
seen 

Complex, 
frequently 
seen 

The initial 
laparoscopic 
portion 
Tight knots 
vaginally 
The ant/post 
colpotomies 

Salpingectomy  ? Appropriate 
placement of 
stitches on pedicles 
Visualization after 
hyst – pushing 
back the bowel 

Technique to 
control the bleeders 
with bipolar + 
obtain optimal 
visualization 

a. 1-2 
b. 1 

a. 60 
b. 40 

2-3D (question 
missed) 

Complex, 
frequently 
seen 

Port entry Port insertions Cautery of IP à 
round 

Speak clearly and 
loudly with 
directions for 
support staff 
Anticipate what 
you need in 
advance 

a. 0 
b. 4 

c. 100 
d. 150 

Note. This table includes the responses of both the residents and supervising surgeons to the postoperative questionnaires. You may 
refer to Table 1 for the content of the difficulty scale and Questions 1-3. The resident and supervising surgeon answers are listed in 
parallel for easy comparison.  
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Deductive Analysis of the Intraoperative and Video Playback Verbal Interactions 

 Deductive analysis of intraoperative interactions yielded 1195 interactions (see Table 7) 

in the 376 audio recorded minutes of the six operative cases. The a priori codes from the 

literature captured almost all of the interactions (1095). The remaining interactions (105) were 

captured by the de novo codes (process described in Chapter 3). 
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Table 7 

Results from Deductive Analysis of Intraoperative Interactions 

   Percentage* 
Codes from the 

Literature 
 Total in 

all cases 
without de novo 

codes 
with de novo 

codes 
Instrumental Didactic 525 48 44 

Corrective 120 11 10 
Two-way 96 9 8 

Pure Teaching Didactic 63 6 5 
Corrective 4 0.4 0.3 
Two-way 1 0.1 0.1 

Instrumental + 
Teaching 

Didactic 119 11 10 
Corrective 35 3 3 
Two-way 6 0.6 0.5 

Banter 15 1 1 
Non-specific Praise 82 8 7 
Conflicting Educational 
Commitments 

21 2 2 

Narrative Stories 3 0.3 0.3 
Total deductive 1090   

De Novo Codes  
Distractions 10 N/A 0.8 
Probing 24 N/A 2 
Specific Praise 1 N/A 0.1 
Confirmation related to Instrumental 
+ Teaching communication 

70 N/A 6 

Total de novo 105 N/A 9 
Total 1195   

Note. Results from deductive analysis of intraoperative interactions between the supervising 
surgeons and surgical residents. This table outlines the raw totals and percentages of these 
interactions. The raw totals and recalculation of percentages including the de novo codes 
identified in the data are also presented. *Percentages are rounded to the nearest whole number 
except if the number was less than 1. 
 
 The majority of interactions (44%) were instrumental didactic, followed by instrumental 

corrective and instrumental didactic with a teaching component (10% and 10% respectively). 

These three types of interactions accounted for 64% of the total interactions. Only 27% of 
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interactions in the operating room contained a teaching component, while 73% contained no 

teaching component.  

 Of the 105 interactions falling under the de novo codes, the majority of these interactions 

(70%) were supervising surgeon confirmations of a correct or incorrect performance following 

an instrumental teaching interaction. This type of comment provided immediate feedback to the 

resident that they were performing the instructed skill appropriately. The other types of 

interactions – distractions, probing and specific praise – made up 10%, 24% and 1% of de novo 

interactions respectively.  

 When the deductive codes identified from the literature were applied to the video 

playback session the distribution of interaction types appeared very different (Table 8). 

Table 8 

Results from Deductive Analysis of Interactions During Video Playback  

Codes from the 
Literature  

Total in all 
cases Percentage* 

Instrumental Didactic 0 0 
Corrective 0 0 
Two-way 0 0 

Pure Teaching Didactic 95 63 
Corrective 22 15 
Two-way 0 0 

Instrumental + 
Teaching 

Didactics 0 0 
Corrective 0 0 
Two-way 0 0 

Banter 1 0.7 
Non-specific Praise 28 18 
Conflicting Educational 
Commitments 

0  

Narrative Stories 6 4 
Total  152  

Note. Results from deductive analysis of the interactions between supervising surgeons and 
surgical residents when using video playback. *Percentages are rounded to the nearest whole 
number except if the number was less than 1 
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 In total, 152 interactions that matched the deductive codes were identified in 155 minutes 

of video playback. There were no instrumental nor instrumental with teaching interactions 

identified. The majority of interactions were pure teaching didactic, followed by non-specific 

praise and pure teaching corrective interactions (63, 15, and 18% respectively). Banter and 

narrative stories were the only other codes identified.  

This analysis identified the dramatic difference between interactions in the operating 

room and interactions during video playback. Given that the task in the operating room is 

performing surgery, the heavy emphasis on instrumental interactions in the operating room is 

necessary. Meanwhile, during video playback, the resident and supervising surgeon are no longer 

performing surgery, and therefore the need for instrumental interactions is eliminated and the 

emphasis is shifted towards teaching. This information suggests these two teaching and learning 

scenarios occur in two fundamentally different contexts to which the same deductive codes 

cannot be applied. 

Hermeneutic Analysis of Feedback during Video Playback Opportunities 

 The hermeneutic phenomenological results are presented as a descriptive summary of 

each individual video playback session (VPS) conversation between supervising surgeon and 

resident and then as a culminating summary of themes within all six VPSs. The VPSs are 

labelled according to the resident and supervising surgeon participants within the case. The 

number and letter identifiers for each case are presented in Table 2. Following the written 

summaries of the VPS conversations, the themes from the hermeneutic analysis are presented in 

Table 9.  

VPS 1-3C. Throughout the interaction between resident 3 and supervising surgeon C 

there were many problem-solving based discussions between the resident and supervising 
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surgeon focused on improvement of surgical skill performance. The suggestions and reflections 

on how to improve performance were generalizable, with applicability to different clinical 

scenarios in the future. Although most teaching points came from the supervising surgeon, the 

resident’s questions and reflections made these interactions dialogic. The resident’s reflections 

and questions were occasionally prompted by visual cues from the video, for example, when 

resident 3 said, “Can I just let go and maybe slide? I feel like that would have been better 

technique, when I’m watching myself now.” These reflective questions prompted by what was 

seen in the video led to a bidirectional discussion that added depth to the learning point. This 

depth developed within the discussion when the statements made from each participant 

continued to add new knowledge to the learning point. There were also a number of teaching 

points made by the supervising surgeon, some prompted by visual cues from the video and some 

that were not directly related to what was being watched in the video, for example, general 

comments on improvement of technique when using an instrument that was being used in the 

video, but not specific to the procedure being reviewed.  

Some non-specific praise was given by the supervising surgeon, however, it was usually 

in reference to something seen on the video, “that was good”, and therefore anchored to a 

specific visual reference. Most often the praise was paired with a specific reason for why the 

skill was performed well, for example, Supervising surgeon C: “so this was good I thought, you 

sort of, hugged the ovary and tube well”.  

VPS 2-3D. The interaction between resident 3 and supervising surgeon D was dialogic 

throughout. There were probing questions asked by the supervising surgeon both to confirm the 

resident’s knowledge, and also to guide the resident through the development of new knowledge 

through recall of the resident’s prior knowledge and self-reflection. There were many instances 
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when the video was paused, and the picture was further described by the supervising surgeon 

with the intention to teach the resident about the anatomy in view. What was being watched in 

the video also prompted may verbalized reflections and teaching points from the supervising 

surgeon. This was demonstrated when the supervising surgeon or resident would reference the 

video when they were making a statement. There were a number of times when the supervising 

surgeon reflected on her own performance of a task being reviewed in the video, with directed 

teaching to the resident on how the supervising surgeon’s performance could have been 

improved. There were a few explanations given for why the supervising surgeon performs the 

task in a specific way, either by describing the anatomy or the surgical technique being observed 

in the video.  

This was the resident’s second opportunity to review their performance using video 

playback. In this case, the resident referenced a learning point which has also been referenced in 

her first case (case 1-3C), staying off the pelvic side wall:  

Supervising surgeon D: “Did you notice how the traction is always good, or is always so 

important?”  

Resident 3: “Mhm, especially to get away from the pelvic side wall.”  

Resident driven reflection prompted by visual cues in the video also occurred commonly 

throughout, for example when the resident said, “I could have been more centered with my 

camera.” 

VPS 1-2B. During the video review of this case, supervising surgeon B recalled and 

reiterated many teaching points he had made in the OR. Resident 2 asked a few questions 

concerning some surgical steps that were not visually captured in the video, but relevant to the 

procedure, such as tips on laparoscopic port entry. There were many references to the video 
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when teaching anatomy and making procedural skill improvement suggestions, such as pointing 

out when the resident had an instrument in the field or was not using both instruments. There was 

also specific positive feedback with reference to surgical skills performed well, for example, 

when supervising surgeon B stated, “You did this perfectly, just ran up the side of the tube.”  

The interaction was dialogic, with both resident- and supervising surgeon-driven 

teaching. For example, sometimes the resident would initiate conversation through a statement or 

question, and sometimes the supervising surgeon would do this. All of the teaching was 

generalizable, with potential applicability to surgeries the resident would perform in the future. 

All teaching on surgical technique also included an explanation for why procedural steps could 

be performed in the way being described. There were a couple of instances when the supervising 

surgeon referred to personal stories or experiential insight to make a teaching point. 

VPS 2-2B. The conversation when reviewing the video footage of this case was dialogic. 

Resident 2 would recall the procedural steps being watched in the video and supervising surgeon 

B would contribute with confirmation or correction. There were many instances of supervising 

surgeon teaching that was prompted by an image on the video, referring to the anatomy or 

referring to what was being observed in the video and adding an additional explanation of “why” 

that surgical step was performed that way. This teaching included points that were specific to the 

context of the current case, however because it also included an explanation, it was potentially 

applicable to the future, for example when supervising surgeon B stated, “See that stopped very 

quickly there when you gave it a little buzz.” Some of the supervising surgeon’s teaching 

referenced his previous experience and lessons learned, for example,  
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Supervising surgeon B: “If we had done lots of irrigation I would try and suck out all the 

cul-du-sac before we make the posterior or anterior colpotomy otherwise the blood sprays out. I 

made that mistake once before.”  

Resident 2: “Ok.” 

Supervising surgeon B: “I had a lot of irrigation and then we make the cut and it looked 

like, we thought we’d hit the aorta, it was all sorts of…”  

Some supervising surgeon teaching was prompted by questions from the resident, for 

example when resident 2 asked, “And then I was wondering, how far do we go down the anterior 

portion of the broad?...” Supervising surgeon B then responded to this question providing the 

resident with new knowledge. There were some resident questions that were hypothetical and 

applicable to future surgical cases in different clinical scenarios. There was some praise attached 

to teaching points based on the resident’s procedural performance and anchored to a visual cue 

from the video, for example:  

Supervising surgeon B: “And again, you want to stay just a little bit away from the 

uterus...”  

R: “Ok.”  

Supervising surgeon B: “…to avoid the uterine artery, which you did. You did that 

properly.”  

VPS 1-1A. In this case, there were a number of quiet moments when both resident 1 and 

supervising surgeon A were simply sitting and observing the video. There were moments of 

resident reflection on things that were being watched in the video and comments from the 

resident about how things could have been done better, for example when resident 1 said, “I 

think we could have asked, also our assistant to put it more, to move the uterus a little more the, 
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the left, the patient’s left”, and, “I think I just need to get quicker at deciding how much to grasp, 

like just the right amount so that it’s, I’m not wasting a burn, but I’m also not pushing tissue 

that’s not in the paddles.” Supervising surgeon A then confirmed the resident’s statement with 

the remark, “Right.” There was also a moment of resident reflection that was more guided by the 

supervising surgeon. This meant that although the resident knew there was a learning point, she 

needed some further probing and guiding from the supervising surgeon in order to gain the new 

knowledge.  

The resident did ask a couple questions about surgical steps, which were clarified with a 

clear answer followed by further discussion with the supervising surgeon simultaneously with 

reviewing exactly what happened in the video, for example, when the resident asked, “When you 

take the uterines vaginally, how do you decide how low to go laparoscopically?” The supervising 

surgeon then replied with, “Well I go to essentially just above the bladder flap, essentially, cause 

I don’t develop the bladder flap.” Later in the discussion, prompted by the video, the resident 

stated, “Oh, you can see the bladder flap better here, OK and we stopped right above it”, 

indicating a visual confirmation and reinforcement of what was just described and learned.  

There were a couple moments of supervising surgeon self-reflection on self-

improvement. The interaction was more often a two-way discussion than one-sided teaching. 

There was one moment when the supervising surgeon recalled using video in their training and 

their perceived benefits of visually reviewing procedures. Much of the teaching from the 

supervising surgeon included application to future procedures. There were a few instances when 

the supervising surgeon praised the resident’s performance and these comments were anchored 

to visual cues in the video.  
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VPS 2-1E. This interaction between resident 1 and supervising surgeon E is a dialogue 

about how the case went and how things could have been done better, with specific emphasis on 

strategies for future cases. An example of this is when supervising surgeon E gave advice for 

future cases, anchored in their experience of similar cases to the one being reviewed, “If you’re 

having trouble, you always want to double check the cup yourself…” Both the resident and 

supervising surgeon stated that this was a relatively challenging case and so there was a good 

amount of reflection by both the supervising surgeon and resident on ways to improve efficiency 

of performance if they encountered a similarly challenging scenario in the future. Some of the 

discussion involved bidirectional problem solving, while using the video as a visual prompt, on 

what could have been improved and how, for example, in the dialogue below: 

 Resident 1: “We could have tried to go posteriorly quicker.”   

Supervising Surgeon E: “True.”  

Resident 1: “I think is another thing, ‘cause this seems like when we did that it was pretty 

clear as to where we were.  

Supervising Surgeon E: “Yes, and watching the video now, you can sort of appreciate 

how much time we actually spent.”  

Resident 1: “Yes, it didn’t feel that long in the case.”  

During this video review, there was reflection by the resident with the resident making 

specific comments on how things were done and how things could have been improved. There 

was also a moment when the resident commented on a specific skill she felt had improved during 

the case, for example, when she stated, “I do find that I got a little bit quicker at manipulating the 

needle with my two instruments, like transferring it from instrument to instrument, and so, I’m 

happy about that.” The supervising surgeon made a number of specific comments on how to 
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improve using visual cues, for example, “And the other thing, just as I’m seeing it here now, is I 

think you might have been able to choke up a little bit more on your needle when you were 

loading it.” There were a couple instances when the supervising surgeon reflected on certain 

aspects of her own performance, and how it could be improved. This point of reflection was then 

used as a teaching point for the resident. There was also a moment when the supervising surgeon 

asked for feedback from the resident on what they could have done better to teach and instruct 

during the case, when she said, “So, I guess, here for you, as you were working, was there 

anything different that you wanted me to be doing in terms of giving you instruction or assisting 

better?” The resident seemed to offer genuine feedback in response to this request. There were 

several times when the supervising surgeon gave specific praise to the resident. The conversation 

ended with a stated summary from both parties on points learned from the session and what they 

would like to take forwards into the next case. 

Themes from the hermeneutic analysis of the video playback session dialogues 

 Table 9 summarizes the themes emerging from the hermeneutic analyses and identifies 

which enabling theme they contribute to answering. Each of these themes is further described 

below and supported by quotations from the data. 
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Table 9 

Themes from Hermeneutic Analysis of Feedback During Video Playback 

Theme EQA EQB EQC 
Comfortable discussion    
Professional improvement    
Enrichment of teaching points    
Prompting by the supervising surgeon    
Guiding from the supervising surgeon    
Visual cues prompting reflection    

Note. This table summarized the themes that emerged from the hermeneutic analysis of the video 
playback session dialogues. A shaded box reflects the enabling question that each identified 
theme addresses. 
 

Comfortable discussion. The conversations between supervising surgeons and residents 

that occurred when using video playback was comfortable. Discussion pertaining to surgical 

performance was initiated by both resident and supervising surgeon comments of reflection. 

There was no sense of hesitation on behalf of the residents to ask questions, request clarity about 

a comment or state their own reflection on their perception of the performance in the video. 

There were also a number of instances of supervising surgeon reflections on their own 

performance. This reflection was light hearted and jovial and often turned into a teaching point 

for the resident. These interactions demonstrated a level of comfort between the supervising 

surgeon and resident, and respect for each other as surgeons and professionals. In the 

conversation below, the supervising surgeon identifies that she was not providing optimal 

visualization with the laparoscopic camera. She identifies this issue and is open about this with 

the resident, using the demonstration as a teaching point.  

So now, here, tell your camera person to follow you into the pelvis. Who was holding the 

camera here? Oh, was that me?  
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(said in a sarcastic tone and followed by laughing from both Supervising Surgeon E and 

Resident 1) 

If you’re not happy with your view, be vocal about it, because if you’re not seeing and 

you’re not happy, then that’s not an ideal situation to be operating in. You’re the surgeon, 

so you can say, can you adjust the view a little bit, zoom in, zoom out, and I think that’s 

very reasonable to be doing and I won’t be offended at all. 

(again laughing from both parties) 

 …cause sometimes I’m thinking about one piece of the surgery and you’re trying to do 

something else. (Supervising Surgeon E_VPS 2-1E) 

Professional improvement and enrichment of teaching points. The conversations 

during video playback were focused on improvement of performance and surgical skill, 

improving knowledge and understanding of surgical steps and anatomy, and problem solving on 

improving surgical efficiency often for both the supervising surgeon and resident.  

Events that the resident and supervising surgeon were observing on the video were 

frequently referenced by both parties and used in various ways to promote learning. Throughout 

their interactions the visual cues in the video were often referenced and became a source of both 

resident and supervising surgeon reflection. On some occasions, residents made reflective 

comments based on their own perceptions of the performance they were observing. Resident 

reflection was prompted in three different ways; self-prompted, through observation of the video; 

supervising surgeon-prompted, through a direct supervising surgeon comment telling the resident 

a learning point based on something observed in the video; and supervising surgeon-guided, 

when the supervising surgeon guided a resident towards the teaching point upon observing 

events in the video. For example, when Resident 3 states, “Can I just let go and maybe slide? I 
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feel like that would have been better technique, when I’m watching myself now” (VPS 1-3C), 

her statement of reflection is self-prompted, through observation of the video. 

 Prompting by the supervising surgeon and guiding by the supervising surgeon. 

Supervising surgeon reflection was prompted in two ways; self-prompted, through observation of 

the video; and resident-prompted, by questions or comments from the resident upon observing 

events in the video. In the dialogue below, from VPS 2-2B, the supervising surgeon guides the 

resident to an understanding of this particular technique. 

Supervising Surgeon B: …see here, you’re trying to grab it, and the problem with 

grabbing it is you can burn through your sutures as well… 

Resident 2: K. 

Supervising Surgeon B: So, the idea of just doing a surface thing. The other thing is, I 

don’t think you have to burn until the music stops (referring to the sound on the tri-polar 

surgical device). I think when you’re on an area like the bladder, or something where 

you don’t want to burn to deep, you just do it… 

Resident 2: A buzz. 

Supervising Surgeon B: …till the bleeding stops. 

Resident 2: A buzz or two. 

Supervising Surgeon B: Ya, it doesn’t take much. Well, like, literally one… 

Resident 2: Ok. 

Supervising Surgeon B: See, that stopped very quickly there once you gave it one little 

buzz. 

The dialogue below is an example of supervising surgeon reflection and teaching 

prompted by a resident’s reflection and question. The resident asks a question about a procedural 
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step in anticipation of reviewing that step later in the video. When that step is reviewed, the 

resident then demonstrates self-reflection and consolidation of the learning point she had 

previously asked about. 

Resident 1: When you take the uterine’s vaginally, how do you decide how low to go 

laparoscopically? 

Supervising Surgeon A: Well, I go to essentially just above the bladder flap, essentially, 

cause I don’t develop the bladder flap. 

(several minutes and events pass in between) 

Resident 1: Oh, you can see the bladder flap better here. OK. And we stopped right above 

it. 

 Visual cues prompted reflection. The visual cues provided by video playback also 

appeared to offer new perspectives on teaching points that arose during the procedure. Both 

residents and supervising surgeons perceived the visual replay of the performance in a slightly 

different way to what they remembered intraoperatively, and this contributed positively to their 

learning and understanding. The dialogue below from VPS 1-3C, demonstrates this point. The 

video provided resident 3 with new insight into where her instruments were positioned relative to 

surrounding structures. 

Resident 3: I’m a little close there. (referring to surrounding anatomical structures) 

Supervising Surgeon C: Ya, ya. We talked about that during the case, right? 

Resident 3: Ya, I remember this. 

Supervising Surgeon C: Ya, I said, ‘Pull it away’. 

Resident 3: Pull it away, pull it away, oh there it goes. 
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Supervising Surgeon C: Ya. That’s right. Alright, that’s a good one to remember. Ya, I 

think I got a little nervous at that moment, so… 

Resident 3: And now watching it I do too, cause I see it now, ya. 

In the dialogue below from VPS 2-1E, both the resident and supervising surgeon were 

reviewing what occurred during the surgical case that caused the suture to become tangled. This 

was something they had not been able to appreciate during surgery, but reviewing video 

provided them with an opportunity to realize the cause of the mistake with insight into how to 

prevent it in the future. This was an issue they would not have been able to accurately figure out 

without reviewing video of the performance. 

Supervising Surgeon E: Ya, cause you can see it in there, and so we’re trying to kind of 

get a bite here, and then, yes, so your needle is driving. 

Resident 1: There you go, ya. 

Supervising Surgeon E: Ya, there it is, I think that’s probably… 

Resident 1: What happened. 

Supervising Surgeon E: …how it’s getting, how it’s getting stuck. 

Resident 1: Makes sense. 

Supervising Surgeon E: So then in retrospect, I think this stitch was too close to the last 

one. 

Resident 1: Too close to the last one. 

Supervising Surgeon E: This is interesting! It’s so fun to be able to go back! 

 Praise from the supervising surgeon, a traditionally weaker form of feedback, was 

occasionally prompted by visual cues in the video. In these instances, however, the praise was 

anchored to a visual cue and therefore to a surgical step performed by the resident, making it 



 60 
 

inherently more specific and stronger feedback. More often, when using the video, praise was 

associated with a clear explanation of what aspect of the surgical performance was being 

complimented, making it specific and potentially generalizable to future surgical cases. 

Examples of this are demonstrated in the quotations below: 

So this was good, I thought, you sort of hugged the ovary and tube well. (Supervising 

Surgeon C, VPS 1-3C) 

Supervising Surgeon B: And again, you want to stay just a little bit away from the uterus. 

Resident 2: Ok.  

Supervising Surgeon B: So you avoid the uterine artery, which you did. You did that 

properly. (VPS 1-2B)  

Themes within the Semi-Structured Interviews 

Conceptions of feedback. In the first round of interviews, residents and supervising 

surgeons were asked to describe their conception of feedback. This data was analysed separately 

from the rest of the interview using a general inductive approach (Thomas, 2006). Table 10 lists 

the themes that emerged from the responses to this question. 
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Table 10 

Resident’s and Supervising Surgeon’s Conceptions of Feedback 

 Themes 
Residents Information reviewing a learner’s performance given by a more experienced 

person that will help the learner become better at surgery 
 Feedback happens in many settings 

 
Supervising 
Surgeons 

The purpose is to reinforce things done well and correct any error in technical 
skill with the overall goal of improving the resident’s future performance 

 Constructive criticism is provided by the supervising surgeon 
 The setting and patient safety are considered when giving feedback 

 
Note. This table contains themes emerging when residents and supervising surgeons were asked 
to describe their conceptions of feedback.  
 
 Themes within the resident and supervising surgeon semi-structured interviews. 

From the remainder of the interview data nineteen themes were identified from both resident and 

supervising surgeon interviews. First, the nine themes from the first round of resident interviews 

are described below, then the eight themes from the second round of resident interviews are 

described. Lastly, the seven themes from supervising surgeon interviews that followed one 

experience with video playback are explored.  
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Table 11 
 
Themes Identified in Round 1 and Round 2 Resident Interview Transcripts 

Note. This table lists themes emerging from general inductive analysis of the first and second round of resident interviews. A shaded 
box reflects the enabling question that each identified theme contributes to answering. Some themes in each round overlap in concept, 
these have been placed next to each other in the table. 
 

Round 1 Round 2 
Themes EQA EQB EQC Themes EQA EQB EQC 

Recognizing layers of learning.    More thoughtful and self-regulated surgeons.    
The visual replay of the learner’s performance 
consolidated specific learning points on surgical 
technique. 

   Correction through critical visual review.    

Video playback offered the time to generate 
greater understanding of topics discussed in the 
OR. 

   Time is a barrier to use that can be overcome with 
accommodation. 

   

Learning is not the priority in the OR because 
there are too many other things to consider. 

   Provided another opportunity, outside of the OR, to 
revisit and clarify teaching points, which was 
helpful moving forward. 

   

Recognition of a need for improvement provides 
forward momentum towards mastery. 

   Residents view themselves as active, independent 
learners with lots to learn. 

   

Suggestions to improve surgical performance.    More to gain from reviewing a more complex case 
with a supervising surgeon. 

   

Learners find feedback in which they play an 
active part to be the most helpful. 

   In the OR the residents are too focused on the 
surgical steps to remember teaching points. 

   

Positive internal statements about performance.    The second video playback session differed from 
the first. 

   

Generating a deeper understanding of the surgical 
process. 
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Themes within the First Round of Resident Interviews  

 The themes identified in the first round of resident interviews are summarized in Table 

11. In the following pages, these themes are described in greater detail with supporting 

quotations from the data.  

Recognizing layers of learning. There was a metacognitive recognition by the residents 

of additional learning during the video playback sessions. Not only did they recognize the setting 

and medium to optimize learning, but they themselves recognized how and what additional 

learning was occurring.  

Phrases such as, “I didn’t realize until I could see it” (Resident 2) and “When I reviewed 

the video I notice that there were times I could have been a better judge of that” (Resident 1) 

imply the resident’s self-recognition of the learning benefits and process of learning when 

reviewing video. The residents did uniformly comment that most of the teaching points made 

during the video playback were similar to those made in the OR, however they recognized that 

this additional review provided “reinforcement” (Resident 1) of those points. One resident noted 

that although the comments made were similar, the context of video playback allowed her to 

focus more on the feedback and therefore gain more from it. “I’m just focusing literally on what 

they’re telling me to fix, so I think I kind of consolidated more, or got more out of it, I have to 

say.” (Resident 3) 

 The same resident also identified that her ability to see her own error and self-identify 

these mistakes and ways to improve was more meaningful to her than simply being told the same 

information. One resident stated, “I self-identify it, which is kind of…it’s almost more 

meaningful” (Resident 3) which demonstrates the perceived learning value of video in her ability 

to self-reflect on her own performance. 



 64 
 

The visual replay of the learner’s performance consolidated specific learning points 

on surgical technique. In addition to the relaxed time provided, residents found the visualization 

component of video playback contributed positively to their learning. The visual representation 

of the performance on video was sighted as both an accurate reminder and a new perspective of 

the surgical performance. “I thought it was excellent because it allows you to really 100%, play 

by play, revisit the procedure” (Resident 2). 

 The video capture with visual replay demonstrates what occurred in the OR with one 

hundred percent accuracy. There is no element of recall bias or issues with accurate memory 

when reviewing video as both the supervising surgeon and resident are watching exactly what 

happened during the case. This visual feedback provides material for both an internal source of 

feedback (the resident’s own perception of her performance on reviewing the video) and an 

external source of feedback (more specific and accurate feedback given to the resident by the 

supervising surgeon on the supervising surgeon’s review of the video). 

I know I should use two instruments, like I know that, but then when you actually 

physically see it…I didn’t realize that until I could see it. I wasn’t focused on it, I was 

focused on what the other instrument is doing. (Resident 2) 

Resident 2 expresses the value of visual replay in changing the learner’s perspective on 

preconceived perceptions of their performance. Actively using both surgical instruments was a 

point made by the supervising surgeon intraoperatively. However, seeing herself post hoc in the 

video not using both instruments helped her recognize that she truly was making this error and 

how correcting this could significantly improve her performance.  

 The next quote illustrates the power of the visual replay in clarifying feedback in which 

the path to improvement is poorly understood by the resident. The video provided residents with 
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an additional source of feedback, in addition to comments and suggestions made by their 

supervising surgeon, visually demonstrating to them their current performance level and the error 

made. In this way, it becomes clear to the resident how they can change their technique to 

improve their performance. “You told me this, but I’m not really sure how I could have done it in 

a different way and seeing it on video was actually very clearly see what you can fix.” (Resident 

3) 

 Therefore, residents perceived that visually reviewing an exact representation of their 

own performance helped them to better appreciate exactly how they may improve their surgical 

technique. 

Video playback offers the time to generate further understanding of topics discussed 

in the OR. The high-pressure environment of the OR is in part due to the time pressures of 

moving forward with the surgical case to ensure there is time to complete all the surgical cases 

booked in a day. Residents describe the video playback session as an opportunity, outside of the 

OR, in a more relaxed, less time-sensitive setting to review their intraoperative performance. 

This more time-relaxed setting provides the time required to engage with feedback on surgical 

performance and generate a clearer understanding of it. In the quote below one resident describes 

how the more relaxed setting contributed positively to her understanding of how to improve 

surgical process. “I think it makes the path from A to B a bit clearer when the feedback is given 

in a calm setting versus kind of in the midst of things” (Resident 3). This task specific feedback 

had been given to her in the OR, but the video playback provided the time to engage with the 

feedback and clarify her understanding of it. 

 Additionally, the time-relaxed setting during video playback provided an opportunity to 

review every aspect of the procedural steps they were reviewing. This added detail is something 
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valued by residents, implied by the statement “actually go over” from Resident 2 in the quote 

below. This resident felt she had a good understanding of the procedure upon leaving the OR, 

however, the ability to review the case in such detail was appreciably different from routine 

feedback and surgical performance, and something she valued. The review of teaching points 

from the OR while watching the procedure in a less time-sensitive setting contributed positively 

to her feedback experience.  

I didn’t really have any questions about it, I felt like those questions were sort of 

answered during the procedure, but looking at reviewing the video, you know, again, it 

allowed you to actually go over pretty much every step, where we wouldn’t have done 

that otherwise. (Resident 2) 

 In summary, video playback provided an opportunity to review what was learned in the 

OR, in a more time-relaxed setting. Although many of the learning points discussed at the time 

of video playback may have been similar to points discussed at the time of surgery, the 

additional learning time allowed the learner to develop a deeper, and more comprehensive 

understanding of these points. 

Learning is not the priority in the OR because there are too many other things to 

consider. The physical and cognitive demands on the supervising surgeon and resident in the OR 

limits the potential for high yield intraoperative feedback and learning. For a supervising 

surgeon, the OR demands significant attention to patient safety factors, procedural factors, and 

their supervisory role, in addition to the physical coordination of assisting in surgery. One 

resident appreciated the OR demands on their supervising surgeon and recognized instruction 

and their learning are not the priority in this setting. 
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There’s a million things going through their mind, they’re not going to tell you every 

one-minute, you know, things that went well, things that went wrong, they’re focused on 

keeping the patient alive, moving the OR day along… (Resident 2) 

 For a resident, the OR is a context in which they are trying to learn many complex things. 

A resident may be early in training and therefore learning the subtleties of using the surgical 

tools, or they may be advanced in training and therefore learning to perform more complex 

procedures. In addition to learning these new things, they must physically perform the surgery 

under their supervising surgeon’s supervision, constantly needing to adapt to the supervising 

surgeon’s instructions and corrections. The quote below illustrates the cognitive and physical 

demands of a resident in the OR and one resident’s recognition that this demand limits the 

potential for learning.  

I think intraoperatively there’s…you’re focusing on a lot of different things, so, you 

partially filter out all of the corrective comments and sort of take, I think you can only 

kind of process so much… (Resident 3) 

In summary, the OR was an environment in which there were significant cognitive and 

physical demands upon both the learner and supervising surgeon. The priority for both parties in 

this setting was on performing surgery safely and in a timely manner, which both took the 

emphasis off of learning, and made teaching and learning more challenging in this setting. 

Recognition of a need for improvement provides forward momentum towards 

mastery. Residents described recognizing areas for improvement, either through internal or 

external sources of feedback, provided motivation and stimulus towards improving their 

performance. The two quotes below are examples of residents describing their use of feedback 

towards improving performance. Both of these circumstances included both an input of feedback 
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from an external source and an internal recognition and acceptance of their need to improve to 

achieve mastery. 

I remember in c-sections, (a supervising surgeon) said I could work on my left-hand 

dexterity, and I ate with my left hand for the next three weeks until I felt like my left hand 

was getting the hang of things, right, you know like pick one or two things and work on 

‘em. (Resident 3) 

And if they’re saying, ‘do this’, then you’re just like, ‘OK, in this exact situation, I know 

how to change. (Resident 2) 

The quote below demonstrates an example of a resident’s use of internal sources of 

feedback in improving a future performance. In this case the resident describes the experience of 

returning to the operating room and recalling lessons learned in a previous case to improve the 

present performance. She was using internal sources of feedback and self-recognition of need for 

improvement to progress towards mastery. “Whenever you encounter a similar situation that 

you’ve experienced you try to bring forward things that you’ve learned from your prior 

experiences.” (Resident 1) 

This theme reflects the self-regulated nature in which residents aim to improve their 

performance. Using both prospective deliberate practice (Ericsson, 2004) based upon feedback, 

and retrospective recollection of feedback about a previous performance while in the middle of 

their next performance, residents leverage both internal and external sources of feedback to set 

goals and improve. 

Suggestions to improve surgical performance. Residents find feedback most helpful 

when it is anchored in a specific personal experience or performance. “I think the most helpful is 
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when people talk about the situation that, or the procedure that you did, how you did it, and how 

they would have liked it done.” (Resident 2) 

 In the quote below, the resident is referring to a specific step in a surgery on which she 

may receive feedback. She says that if there was something she could improve with the surgery 

she performed, she would want a specific description within the feedback of why she didn’t 

perform it correctly and how she should perform it next time – suggestions for improvement. 

“When you were sewing up the fascia, ok, well, what did I do that you thought I could have done 

better and explain to me what you would have done.” (Resident 2) 

 Further, another resident refers to a specific circumstance in which she might seek out 

feedback from the supervising surgeon. She describes a complication of surgery (the 

“extension”) for which she would want specific feedback on how to prevent or how to better 

correct the complication in a future performance. “When I’ve had a section or something, that 

maybe had an extension…” (Resident 3) Again, this feedback would be about improvement of 

performance and anchored to a specific surgical experience. 

Learners find feedback in which they play an active part to be the most helpful. 

Residents have enough personal experience in receiving feedback that they have identified what 

type of feedback they find the most helpful. They actively seek out this type of feedback that 

they can use towards improvement in their performance. In addition, the residents appeared to 

favour an active role in their feedback, describing their preferred feedback to be sought out, 

following their own personal reflection, and a discussion. This attitude implies an element of 

metacognition on the resident’s behalf, in developing an awareness of how they learn best. 

One resident explained that when she struggles with a particular technique, or doing 

something incorrectly, she prefers the technique to be demonstrated correctly so that she may 
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have a visual representation to model her performance after. She identified where she was 

struggling, asks for a demonstration, and was actively watching and learning vicariously through 

this role modelled experience. 

I think that the most helpful feedback is the type of feedback that is visually demonstrated 

in terms of surgical skill, so I think that in the past when I had an issue with a particular 

technique or procedure sometime verbalizing what I should do isn’t as helpful as let’s 

say, doing one side and then I can visualize it and see it myself how I can reproduce it. 

(Resident 1) 

 Resident 3 described actively seeking out feedback from a supervising surgeon after self-

identifying moments in a procedure where she thought she could have improved. She found this 

approach yielded very helpful and “meaningful” feedback. 

I felt that the staff (supervising surgeon) was really responsive when I went up to them 

and said, you know what, that wasn’t super smooth, I felt like I could have done 

better…I’ve done that probably only 3 or 4 times, to tell you the truth, but each time I feel 

like it came up with some really meaningful feedback. (Resident 3) 

 Resident 2 described how a thorough review of how the case went and specific points 

from improvement was the most helpful feedback for her. She described the interaction as “when 

people talk about the situation”, implying a two-way conversation between herself and the 

supervising surgeon. She also described feedback that prompt her to actively remember aspects 

of her own performances as particularly meaningful and helpful. 

The most helpful is when people talk about the situation that, or the procedure that you 

did, how you did it and who they would have liked it done. So they use a concrete 

example, where you can remember what you did and why you did it…what did I do that 
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you thought could have been done better, and explain to me what you would have done. 

(Resident 2) 

 In summary, these residents identified that playing an active role in the feedback process 

yielded the most helpful feedback. 

 Positive internal statements about performance. In general, residents felt like they 

performed the surgery well and the video provided a visual confirmation of this perception. One 

resident states that she thought the surgery performed and reviewed was relatively simple, so 

during the video playback session, there were no additional points of feedback made that had not 

already been made during the OR. “Our OR wasn’t terribly complicated, so I don’t think, there 

were no new comments or suggestions…” (Resident 3). This statement is suggesting that she felt 

good about her performance after reviewing the video. Another resident stated that upon leaving 

the OR initially, she perceived the case had gone well. The video provided further confirmation 

of this existing perception of a good performance. “I felt like it went pretty well…I didn’t think it 

went poorly, but you know, it confirmed for me that it did go well” (Resident 2). 

Generating a deeper understanding of the surgical process. In contrast to task specific 

feedback in the OR, the discussions during video playback include reflection on the outcome of 

surgical manipulation on the tissue, surrounding structures, and the patient, and an appreciation 

for the value of correct surgical technique. This develops a more in-depth discussion around 

surgical process. In the quote below a resident describes how she learned a new way to use a 

surgical tool, the “L-hook”, on the patient’s tissue. She developed an appreciation for the reason 

to use the L-hook in this new way in preventing injury to surrounding structures and ultimately 

have a better surgical outcome for the patient. This feedback on using a surgical tool was 

transformed from task-oriented feedback in the OR to feedback on surgical process. 
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I also learned that, in some instances, if you are going to use cautery with the L-hook, 

you can use the back of the L-hook as opposed the actual hook itself to prevent injury to 

surrounding structures. (Resident 1) 

In the quote below, one resident describes her own reflection on watching the video. She 

perceived that she was using the surgical instrument in the correct surgical plane and the video 

playback session allowed the supervising surgeon to confirm this perception for her. This 

illustrates the resident had an appreciation for the value of being in the correct position with the 

instrument, as opposed to simply performing the surgical step and using the instrument correctly. 

The video playback session confirmed holistically that she was doing this correctly, which 

implies applicability to future performances. 

I think the plane I had between the tube and the, you know, just inferior to the tube was 

good, and you know, he (Supervising Surgeon B) physically commented, ‘oh yah, this 

part, you did well’. (Resident 2) 

 Therefore, the video playback session provided residents with an opportunity to review 

their performance holistically, with an improved appreciation for the impact of correct surgical 

technique on surgical outcome. 

Themes within the Second Round of Resident Interviews 

 The themes identified in the second round of resident interview are summarized in Table 

11. In the following pages, these themes are described in greater detail with supporting 

quotations from the data.  

More thoughtful and self-regulated surgeons. Following the second video playback 

session, residents reflected on their performance improvement in a way that suggested they had 

returned to the OR after the first video review with purposeful goals in mind. One resident stated, 
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“I find myself correcting myself more often than having to be corrected for that stuff.” (Resident 

3) This statement suggests that she had been actively trying to notice and correct errors that she 

had previously identified in the first video playback session.  

 Another resident noted, after reviewing the second case on video playback, that she had 

improved on particular aspect of her performance that she had received feedback on during the 

first review session. In addition, she reflected on one part of the surgery that was similar between 

the two cases and how she had purposefully approached that aspect of the case on the second 

occasion, following the feedback after the first case.  

I was able to not, I was holding my instruments in the camera view too much (last time) 

and I was trying not to do that as much (this time), and I was, we did sort of take the tube 

sort of off individually, and that was the same as before, so I was staying really close to 

the tube, avoiding the ovary. (Resident 2) 

Correction through critical visual review. As seen in the first round of interviews, 

residents value the ability to visually see their performance on a video in front of them. This 

visual review provides a source for internal feedback and constructive review of the 

performance. In particular, the critical review of specifically their performance with visualization 

of the performance during the review was valuable in reinforcing surgical learning. Residents 

identified that this critiquing process could be in collaboration with the supervising surgeon, or 

from their own internal standards as sources of feedback and self-regulation. Below Resident 1 

often uses “we” to describe their collaboration with the supervising surgeon in figuring out how 

their suture (stitch) had become locked (stuck). Although they knew the suture had become 

locked intraoperatively, how it became so was unclear to both of them, and a critical review of 

the video clarified this. 
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…with the intracorporeal suturing, when we locked ourselves the first time around we 

weren’t able to actually throw down that stitch, we didn’t really know what went wrong, 

so we were able to kind of review and see exactly where I ended up kind of locking 

myself. (Resident 1) 

 Another resident described this collaborative effort between the resident and supervising 

surgeon in improving the resident’s learning. Again, the word “we” is used to describe how the 

video was used to critically and systematically review the procedure and how performance could 

have been improved. In this case, the video was also used for teaching purposes as the 

supervising surgeon and resident would discuss the steps of the procedure before they appeared 

in the video. In addition, there was an explanatory component to the feedback described by the 

resident where the reason for the procedural step was clarified as it was being reviewed. 

We would pause it and talk about what we were going to do next, then we would watch 

what we did and then we would criticize what we did and how we could have done it 

better, or what we did and what we did well, or what we did and why we did it… 

(Resident 3) 

 The following quote illustrates how residents perceive value in the video’s provision of a 

forum for self-critique and self-reflection, and the specific benefits this offers their learning. 

Although she may have had a perception of how the surgery went overall, the visual review 

provided her with a better and more specific understanding of what she could improve in a future 

performance. 

I totally see what I should have done, and I’ll probably never do it again, and I mean you 

don’t want to have to make mistakes to do that, but it really allowed me to see that more 

and understand it more. (Resident 2) 
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 Residents were also asked to reflect on the use of expert surgical videos for learning 

purposes. All residents said they had reviewed an expert video at some point and had found this 

experience valuable for learning. The expert videos, however, were most helpful in preparation 

for surgery or in learning the steps of a procedure. They found additional value in the video 

playback because it allowed them to review their own performance and form a critique specific 

to this performance which provided them with specific information for personal goal setting. 

I’m criticizing my own technique, my own decision making, it’s different. … You watch 

an expert video to get an idea of what to do, you watch yourself to get an idea of what to 

improve. (Resident 3) 

Time is a barrier to use that can be overcome with accommodation. Finding the time 

to review the video within a busy day was the most commonly sighted barrier to using video 

playback as a regular part of surgical training. However, residents offered a number of 

suggestions on how to overcome this barrier. One resident suggests that if video playback is 

made an expectation of the program, then it will be done and people will find the time. 

I mean, if it’s an expectation, maybe it can be incorporated into the culture just as resident 

evaluations are, but I think right now, just in terms of the actual time it takes to review 

and finding the actual time to sit down and review it is probably one of the main 

limitations. (Resident 1) 

 Another resident suggests it would be important to strike a balance between the time 

required to review the video, the value gained in terms of added learning, and the frequency of 

reviewing the video.  
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Time. It’s hard to make half an hour out of your day to just sit down and watch yourself 

and do feedback…you have to find a happy medium of when you’re going to do it and 

how often you’re going to do it. (Resident 3) 

 Ultimately, time appears to be a barrier to use that can be overcome with appropriate 

accommodation and optimization of use. 

Provided another opportunity, outside the OR, to revisit and clarify teaching points, 

which was helpful moving forward. Given the challenges of the OR as a learning environment, 

one sighted advantage of video playback was its occurrence outside of the OR while still 

accurately reflecting the contextual factors of the surgical performance. In the quote below, one 

resident identifies the value of the video playback in reviewing how one of her stitches got 

locked intraoperatively, when neither her, nor the supervising surgeon, had seen how this 

happened during the procedure. The video playback provided an exact demonstration of how this 

had happened in the context of that specific surgical case at a time when the focus of both the 

supervising surgeon and resident was on feedback and performance improvement. Towards the 

end of this quote the resident identifies exactly how this review is useful in optimizing her next 

performance and preventing this error from occurring again. 

In terms of going back and figure out what exactly went wrong with the sutures I think 

that without the video playback it wouldn’t have been clear because both the supervising 

surgeon and I were not clear on how it ended up getting locked, so I think that for things 

that were only noticed after the fact, I think that would help review on what step there 

could have been more attention paid or how we could prevent it next time. (Resident 1) 

 Below, one resident reflects on the value she perceives in using video playback. The 

reinforcement of learning points she experienced was very different from any teaching or 
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feedback she received in the OR. She explains that being outside of the OR environment allowed 

her to remember more of it while the visual replay retained the contextual accuracy of the OR 

performance.  

… that reinforcement during the video is very different, like I feel like I more retaining 

that feedback, so I think it’s a nice way to facilitate feedback from the OR perspective 

which I don’t think we really do effectively right now. (Resident 3) 

Sure, the more time you’re in the OR, the better, but it’s like anything, if you sit down 

and actually more formally review it, you might get a little bit more out of it, and 

especially anatomy wise… (Resident 2) 

 In the quote above, a resident reflects on the surgical learning paradigm that more 

surgical experience will make you a better surgeon. She appears to value this perspective and 

increased operative experiential exposure. However, she also reflects on the additional learning 

gained during the video playback session. She speaks specifically to developing a stronger 

appreciation for surgical anatomy implying her appreciation for video playback in maintaining 

the contextual factors of the surgery, as every human’s anatomy is slightly varied. The structure 

of her sentence and wording implies that simply repetition by increasing OR experience is 

perhaps not a good enough learning experience; that the video playback offers an additional 

learning experience that the OR may never provide, the ability to review, reflect and further 

understand in the moment.  

Residents view themselves as active, independent learners with lots to learn. 

Throughout the interviews there was a common sense that residents were driven to learn and 

improve performance. They reflected positively on the value of learning specifically what they 

had done wrong and how to improve when reviewing their performance on video and they 
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frequently spoke of setting goals and planning for the next performance based on what was 

learned from the video review. One resident describes a self-reflection on her noted improvement 

in her camera handling skills between the first video playback session and the second. She states 

that she noticed, without prompting, improvement in those skills she had been working to 

improve since her first video review. “…I don’t keep saying, ‘oh, that camera, oh, that camera, 

oh, that camera’, like that’s not something that we talked about very much, it was more other 

things.” (Resident 3) 

 Later, the resident describes her goals moving forward following the second video 

review, stating that what she had learned will help her set specific goals in trying to be a more 

thoughtful and active surgical resident.  

I think more I’ll go into the OR just more thoughtful…try to have more of an active 

involvement in the decision making of the surgery instead of a passive role in just doing 

what I’m told and doing the steps. (Resident 3) 

 Part of the reason for which residents continue to actively learn is their recognition that 

they still have much to learn. They value, respect, and seek out input from their supervising 

surgeons on how they may continue to improve and move closer towards mastery. “When you’re 

a resident you’ve only been in training for a few years.” (Resident 2) 

 Residents recognize their potential weaknesses and recognized opportunities that may 

help to close these performance gaps. One resident reflects on how she has not spent as much 

time in the OR recently, and so the video provides her with a “second chance” to review a 

surgery she had performed, or a “second chance” to be in the OR again, compensating for her 

reduced OR exposure. 
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In my clinical year, I’m not really in the OR as often as I would be in any other year, so I 

think it’s great to be able to do a procedure and then a few days later watch a video on it, 

and then talk about it, because it’s almost like your second chance to look at it. (Resident 

2) 

 Residents are excited about new and valuable learning opportunities where they may see 

their own faults and review their progress. This resident was excited by the idea of an 

opportunity to compare her performance of the same procedure done at the beginning and end of 

their junior obstetrics clinical rotation and then self-reflect on the overall cumulative 

improvement in performance. “Imagine how cool it would be (to review your caesarean sections) 

from your first or second one to the end of your junior OB (rotation).” (Resident 2) 

More to gain from reviewing a more complex case with a supervising surgeon. 

Residents found that learning was optimized during video playback when a more complex case 

was reviewed. Although residents did not have the opportunity to review the video without a 

supervising surgeon in this study, they all noted the value of supervising surgeon contributions 

and feedback during these sessions and felt they would not have been as valuable without a 

supervising surgeon present. The supervising surgeon contributions were both informative in 

providing insight about how to improve and validating, confirming the resident’s perceived level 

of performance. 

The second one in general was just a more challenging case that even the attending 

(supervising surgeon) thought that it was more challenging in that there were some things 

that we could look back on a really gain something from. (Resident 1) 

 In the quote above, the resident is saying that there was significant value and learning 

“gain” from reviewing a case that both she and the supervising surgeon found complex. She uses 
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the term “we” to explain who was learning from reviewing the case, implying that she thought 

the supervising surgeon also learned from reviewing this particularly challenging case. Below, 

the same resident describes how the supervising surgeon’s reflection on the case complexity 

validated her own sense of performance level in the context of a challenging surgical case. This 

sense of understanding that it was a truly challenging case was unclear to the resident at the time 

of surgery and it is implied that having this additional knowledge made her feel better about her 

overall performance. 

She (the supervising surgeon) also felt that it was a little bit of a more challenging one 

and I think that reviewing that with her and hearing her feedback on the video just kind of 

confirmed that it was a more of a challenging case and that, ya, she kind of felt the same 

way, I think that wasn’t clear at the time of surgery. (Resident 1) 

In reflecting on the value of the supervising surgeon’s comments and presence during 

video playback, the residents found there was significant value in their contributions.  

I think if I reviewed it on my own I would have noticed a lot less stuff…a lot of the more 

meaningful stuff came from reviewing with the staff (supervising surgeon). (Resident 3) 

It would have been a far inferior exercise if it was just by yourself. (Resident 2) 

 Additionally, residents found that there were more learning points to discuss with 

increased surgical complexity. There was also the potential for further elaboration on how the 

case could have been done differently, and why things were done the way they were in this 

particular instance. “It was a more complex surgery and there was more to talk about so we were 

able to talk about what we did and why and what other ways we could have done stuff.” 

(Resident 3) 
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 In the OR the residents are too focused on the surgical steps to remember teaching 

points. As noted in the first round of resident interviews, residents often referred to the OR as a 

setting in which the focus of their attention is on performing the steps of the surgery. In addition, 

residents must continuously integrate the corrective comments or instructions from the 

supervising surgeon on surgical steps they are performing. These circumstances make it difficult 

for residents to fully engage with the corrective comments being made and therefore makes the 

comments difficult to remember. This suggests that even if a supervising surgeon does try to 

shift some focus towards resident teaching, it is unlikely the resident will remember the feedback 

given. The quote below from Resident 3 begins to demonstrate this theme. This resident 

discusses how in the OR she is so focused on following the supervising surgon’s 

“recommendations”, there is little opportunity to reflect on why these “recommendations” are 

being made, suggesting a lack of engagement and understanding of the feedback. 

When you’re in the moment there’s a lot less, I don’t think I was giving as much thought 

to what I was doing, other than following (the supervising surgeon)’s recommendations, 

but not thinking fully through about why…cause I was just focused on getting down and 

doing the next thing. (Resident 3) 

Later on, the same resident again reflects on why the lack of intraoperative reflection is 

detrimental for future learning – this lack of reflection prevents her from understanding the 

rational for a surgical step or corrective movement, which prevents the future application of this 

learned technique.  

She told me to grab the tube proximal to the bleeding, which stopped the bleeding and I 

was like, ‘oh, that’s great’, but I didn’t actually think at the time of what’s the thought 

process behind that? Can that be applied again? (Resident 3) 
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 Similarly, another resident explains a similar concept in the quote below. She discusses 

the lack of intraoperative opportunity to ask questions, given the focus of both the resident and 

the supervising surgeon on the surgical procedure. This again reflects the need to immediately do 

as the supervising surgeon is instructing without opportunity to gain a deeper understanding of 

why the instruction or correction was made, and a lower likelihood of remembering the learning 

point. “At the time there’s bleeding so you’re trying to deal with the bleeding but you’re not 

asking, ok, well, what is this, where are we? Cause you don’t have time.” (Resident 2) 

 Below, a resident discusses her difficulty with remembering teaching points from surgical 

cases that had occurred only a couple days prior. She explains that this is in part due to her 

returning to the OR and performance of the same procedure on a different patient between the 

recorded case and the video playback session. This led her to mentally mix up the events in each 

case. She states that the video playback prompted her memory to the learning points from the 

case being reviewed. On reflection, she was surprised by how easily and quickly she had 

forgotten major intraoperative events and lessons she had learned at the time of the surgery.  

I think it was pretty much what I expected, though, I’m surprised by how much I 

forgot…the next day I did another LAVH and they were just blurred together, and you 

kind of forget what you did next, and what lessons you learned, so it was a good reminder 

of that. And then when I saw it again I was like, ‘oh ya, I remember learning that’, but I 

had totally forgotten about it. (Resident 3) 

The second video playback session differed from the first. Residents felt the second 

experience using video playback was different from the first for a number of reasons. The first 

reason was the difference in case complexity. Across all three residents, the case complexity 

increased from the first to the second case.   
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It was a bit different because the first case we reviewed I think was just like a 

salpingectomy, or bilateral salpingectomy, so it was much more straight forward, and this 

case had more not serious complications, but there were things that we had to go back 

and follow up on… (Resident 2) 

 The quote above demonstrates that the resident found the second case was more complex 

and involved more surgical steps and attention. In the quote below, a resident describes how the 

increased complexity of the second case prompted her excitement to review it on video as she 

had a clear sense that there were areas to improve and she wanted to identify specifically what 

those areas where. 

I felt that this time was a little bit of a different experience in terms of I was kind of eager 

to see it and see what I could have improved on, whereas the last time I felt as though I 

did the case reasonably well so I wasn’t as excited to review it. (Resident 1) 

 In addition, the familiarity of reviewing a video of their performance contributed to the 

changed experience between the first and second review session. One resident states that her 

familiarity with the technology made her less apprehensive about the second video review. She 

felt more prepared, with a clear idea of skills she wanted to visually review and critique. 

I think it made me less apprehensive about it… in addition to sort of watching what was 

going on, in the back of my mind, like I said, I was thinking, ‘Ok, compared to last time, 

did I improve on this? (Resident 3) 

 Similarly, another resident commented on how having used the video playback once 

before, and knowing what to expect from the experience, contributed to her comfort level with 

the tool. “It was doing the whole practice, or the premise of the exercise, a second time, so we 

knew what to expect, it wasn’t I guess, as new to us.” (Resident 2) 
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Themes within the Supervising Surgeon Interviews 

 The themes identified from the data are summarized in Table 12 below. In the following 

pages, these themes are described in greater detail with supporting quotations from the data.  

Table 12 

Themes Identified in Round 1 Supervising Surgeon Interviews 

 Theme EQA EQB EQC 
Round 1 More is noticed during video playback.    
 Video playback offers the opportunity to review specific 

aspects of a surgery, providing material for richer 
feedback. 

   
 

 There were no new teaching points brought up because 
the resident performed well. 

   

 While feedback in the OR is valuable, the OR context 
prevents careful consideration of feedback on 
performance. 

   

 Video playback offers the opportunity to increase 
resident exposure to surgical learning outside the OR. 

   

 The video allows residents to see the specific things 
they need to improve. 

   

 Residents performing at all levels will learn something 
they may use to improve next time. 

   

Note. Summary of themes emerging from general inductive analysis of the first round of 
supervising surgeon interviews. EQ A, B, and C represent enabling question A, B, and C 
respectively. A shaded box reflects the enabling question that each identified theme answers. 
 

More is noticed during video playback. During surgery, the primary focus of the 

resident and supervising surgeon is on the task at hand – doing the surgery properly and safely. 

As such, minor teaching points, such as improvement in technique that could have made the 

surgery move forward more efficiently, are not noticed at the time of surgery. In reviewing the 

video, these points are noticed, prompting the supervising surgeons to reflect on the fact that they 

went unnoticed in surgery. These points were sometimes related to the resident’s surgical 

technique, and sometimes related to their own technique.  
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I think it was good to look at what she was doing as well as what I was doing, so for my 

own self, I even caught myself doing some sloppy camera work, which was interesting, 

and if I was watching a resident do that I would have corrected it, but it was me. 

(Supervising Surgeon E) 

When they’re doing the surgery, they’re so focused on the task they many not appreciate 

their style if you wish, and as an assistant to that type of surgery, you’re actually more 

focused on the style. Cause you’re more of an observer when you’re the assistant. 

Whereas when I viewed the video and I was now not even the assistant, I was just the 

observer, then you actually pay more attention to your own skills, your own helper skills. 

(Supervising Surgeon A) 

 The second quote speaks to the supervising surgeon’s appreciation for the cognitive 

demands of residents during surgery and understanding of their limited ability to notice their 

“style”. This supervising surgeon used the word ‘style’ to capture the concept of smooth 

procedural flow and efficiency of surgical movements. When a resident is still learning a 

procedure and too focused on the earlier stages of learning – learning how to use the instruments, 

remember the anatomy and where to place the instruments, remember surgical steps – they do 

not notice inefficiencies in their movements.  

This supervising surgeon then noted, upon reviewing the video, that supervising surgeons 

face similar demands in the OR. They are too focused within their role as surgical teacher and 

assistant to notice some of the ways they could improve their assisting skills. The video review 

allowed for the opportunity to notice, acknowledge, and discuss these missed learning 

opportunities. 
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I think I did catch some small errors, nothing super big, but you know things I didn’t 

necessarily think to fix or comment on at the time of the OR, but then I was able to 

identify when I was focused more on just reviewing just specifically what was going on. 

(Supervising Surgeon E) 

Supervising surgeons perceived that the video provided them with a different perspective 

on both the resident’s and their own surgical performance. In contrast to the OR context, in 

which there are many other cognitive demands, during video playback they were able to focus 

only on observing the performance, providing a new perspective and better critique of the 

performance. They noticed things they otherwise may not have.  

 Video playback offers the opportunity to review specific aspects of a surgery 

providing material for richer feedback. The visual aspect of reviewing the video helped the 

supervising surgeon and resident discuss and reflect on specific moments in surgery. The 

supervising surgeon occasionally used the video as a visual aid, or demonstration, for a point 

they were trying to make, as in the quote below.  

I think that’s what’s nice about the video is that you can see it as it’s happening, and so 

you can pause and be like, ‘look right there, your needle isn’t loaded exactly the right 

way’ (Supervising Surgeon E) 

 Supervising surgeons also identified the realistic nature of the video playback – an exact 

representation of what happened during surgery – as a source to facilitating the specific and more 

detailed feedback that occurred during the video playback sessions. In particular, supervising 

surgeons find it difficult to retrospectively describe (without video), after surgery, a moment 

where a resident had struggled, and give specific feedback on how to improve. This is 

particularly difficult if the resident was also unaware of why they were struggling on that 
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procedural step. In these cases, video playback provides an exact representation of these 

moments of struggle, facilitating specific feedback from the supervising surgeon.  

The video it just really, truly, allows you to be specific about, a part that was done well, 

or not, otherwise if the resident doesn’t perceive what part they struggled with then it’s 

actually hard to mentally rewind them to that stop, so, I think it’s easier to give feedback 

when you’ve got the visual replay. (Supervising Surgeon A) 

 The video was also used as a memory aide to trigger further discussion around a specific 

learning point that may not have otherwise been remembered and discussed. 

I think it was interesting to have it right in front of you because it certainly triggered our 

memories as to what was going on….it gave you something concrete to talk about. 

(Supervising Surgeon C) 

 Supervising surgeons also identified that the visual component of video playback added 

value in terms of the resident’s appreciation and interpretation of the feedback they were giving. 

In the quotes below the supervising surgeons speak to the value of the resident actually seeing 

what they are speaking about. The visual aspect provides an additional layer to the accuracy and 

specificity of the feedback. 

If I can sit and look at a TV screen with you and say, ‘see here’s where I’m talking about, 

you’re actually burning some of the ovary’, I think it reinforces to the student, to the 

learner, that, ‘oh, maybe that’s right’. It’s just a way to, it’s documentary evidence that 

you’re doing something right or something wrong. (Supervising Surgeon B) 

I feel the resident is going to take more in because they can actually see it again, what 

we’re talking about, so I do think it helps. (Supervising Surgeon A) 
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I think for her it sort of reinforced the importance of what I had said about staying away 

cause she hadn’t at the moment seen where she was. (Supervising Surgeon C) 

 In the last quote, the supervising surgeon is speaking to the value of resident self-

reflection on reviewing the video. The supervising surgeon notes that she had given this resident 

the same feedback on staying away from the pelvic side wall both at the time of surgery and 

during the video review, but the resident’s ability to actually see a truthful representation of 

where her surgical tools had been too close to the side wall solidified the resident’s 

understanding of this concept. Although the resident had received this instructional feedback 

intraoperatively, she was trying to focus on so many different things, she didn’t really notice 

where her tools were relative to the surrounding anatomy. 

There were no new teaching points brought up because the resident performed well. 

In general, supervising surgeons identified that similar learning points were discussed during the 

video playback session compared with the OR. This was, in part, because of the nature of 

surgical learning in an academic hospital. It is the role of a supervising surgeon to ensure that 

procedures are performed correctly, primarily for patient safety and in part for resident learning. 

Supervising surgeons make many intraoperative corrections and suggestions to residents on-the-

fly and catch any potential mistakes in incorrect movements before they happen. As such, 

supervising surgeons identified that there were no new topics discussed at the time of video 

review.  

It’s not like there was a big obvious mistake that I caught on the video that I didn’t see, 

you know, of course, and I think that those major things we pick up at the time of the OR 

itself. (Supervising Surgeon E) 
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 In addition, the supervising surgeons identified that the residents were performing well 

for their expected level and that this also contributed to the lack of new topics discussed during 

the video review. “I think (the resident) was very good, and it was only her second case and she 

did really well, so I don’t think that I had a tonne of information to give her in that.” 

(Supervising Surgeon C) 

 As such, the supervising surgeons identified that the value of video playback was 

primarily in the opportunity to review and reinforce these intraoperative learning points, as 

opposed to identifying major new learning points at the time of video review.  

I’m not sure we learned anything as much as reinforced things… (Supervising Surgeon 

C) 

It just gave us a little more chance to discuss certain points about where to grab the IP 

ligament, and if you see steam going out the IP ligament stop for a second, I told her that 

during a case… (Supervising Surgeon B) 

In summary, supervising surgeons felt the residents performed well and so there were no 

new major teaching points at the time of video review. However, the video review provided an 

opportunity to reinforce points that had already been made at the time of the OR. 

While feedback in the OR is valuable, the OR context prevents careful consideration 

of feedback on performance. Supervising surgeons emphasize the importance of just-in-time 

feedback or corrections made in the OR at the time of a surgical performance. This type of 

feedback is important in surgical training for a number of reasons. The OR is a fundamental 

learning context for surgical skills where residents safely perform surgery under the supervision 

a more experienced supervising surgeon. This task specific feedback and instruction in this 
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context is imperative for appropriate performance of a surgery and patient safety. One participant 

illustrates this point in the quote below.  

There’s never going to be a subsidy for in the moment feedback, direct, as you’re 

working, you know, ‘you need to adjust this’, ‘you need to grasp this differently’, cause 

you’re always going to be doing that as you go… (Supervising Surgeon E) 

 Despite this, supervising surgeons recognize the limitations of the OR as a teaching and 

learning context. First, in addressing the challenge of teaching in the OR, one supervising 

surgeon speaks to the cognitive and physical demands of the supervising surgeon in this 

environment. Not only is she physically assisting in performing surgery and cognitively ensuring 

the surgery is done safely, her focus is spread between conversations with nurses or other parties 

in the room. Often these side conversations are with the scrub or circulating OR nurse and are 

instrumental to the surgery moving forward smoothly. In addition to these different demands, the 

supervising surgeon is also trying to teach the resident this procedure and on clinical topics 

related to this surgical case. In this context, the participant identifies her challenges with 

providing ongoing thoughtful feedback to the resident. 

When you’re operating there are so many other things and even if you don’t necessarily 

realize it, you’re moving your instruments while trying to give feedback, while 

potentially there’s a nurse or someone else also talking to you, there’s other things 

happening in the room… (Supervising Surgeon E) 

 Supervising surgeons also recognize the challenges of the OR as a learning environment 

for residents. Not only do they identify their own challenges with giving feedback in this setting, 

but they also recognize the residents’ challenge in receiving and engaging with feedback. In the 

OR, residents experience the physical demands of performing the surgery and learning to use 
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surgical tools in addition to the cognitive demand of listening to and making immediate 

corrections based upon their supervising surgeon’s instructions, and developing their situational 

awareness in communicating with anesthesia and nursing throughout the surgical case. In 

addition, residents are trying to perform well in front of their supervising surgeon, adding a 

component of anxiety to the learning context. 

When you’re operating there’s so much, I think it can be a little bit like performance 

anxiety, and you really want to do it properly and again you’re focused on so many 

things… (Supervising Surgeon E) 

My perception is they’ve got ten different things they’re thinking about and I don’t think 

it sinks in quite as much as sitting at a video where they’re calm, there’s no other 

interference, and you say, look here’s where the bubbles are going out…it may give an 

opportunity for a little reflective learning for the resident that they may not fully enjoy 

during a case when there’s kind of pressure on them to do stuff. (Supervising surgeon B) 

 The second quote also identifies the perceived benefit of video playback in bringing the 

surgical learning outside of the OR into a different context; a calmer setting with fewer physical 

and cognitive demands on the supervising surgeon and learner.  

Video playback offers the opportunity to increase resident exposure to surgical 

learning outside the OR. As has been stated above, supervising surgeons value surgical 

learning in the OR and recognize that in some instances including management of a complication 

or in consideration of patient safety, that task specific instruction and feedback must happen in 

the OR context. They do however recognize the limitations of learning in the OR, also identified 

above. As such, supervising surgeons identified the value of video playback in offering this 

realistic surgical feedback outside of the OR context, in a lower pressure environment. The video 
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provides an exact representation of the surgical case, providing an experience similar to having 

another opportunity to perform the surgery, while outside of the OR, in a lower stress 

environment.  

I think it’s valuable for them to have a chance to review how they’re doing in a bit of a 

lower pressure situation and to get that feedback then … I think you can really appreciate 

when you’re watching things what’s, what exactly, where things could be improved or 

even things that went really well. (Supervising Surgeon E) 

Supervising surgeons also identify the advantages that the realistic nature of video 

playback offers for surgical learning within the current structure of residency education, with 

increasing limitations on work hours and lower surgical volumes. Given these structural 

constraints, this feedback tool provides a means to maximize surgical learning outside of the OR 

while maintaining the realistic nature of the case-specific surgical context. 

The more times you’re exposed to the same feedback, the more it’s engrained in your 

head, so ya, clearly there’s some benefit to watching it again, because the amount of OR 

cases that residents are getting now are less than in the past… (Supervising Surgeon B) 

In summary, supervising surgeons perceive that video playback provides a second 

opportunity to learn from a specific surgical case. The video maintains the contextual verity of 

the surgical case and the resident’s surgical performance, therefore providing the potential for 

reinforcement of learning points from the OR. 

The video allows residents to see the specific things they need to improve. The video 

provides visual feedback to the resident on specific aspects of a surgical performance that need 

improvement. This theme identifies that it is not only the specificity of the feedback that is 

enhanced by the video, but also the visual replay and provision of visual feedback as a source to 
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the residents’ own internal sources of feedback that the supervising surgeons perceive as an 

advantageous component of video playback. 

I think, especially for juniors, to really see if you know, fix little things that they don’t 

even know they’re doing, sooner, and I think we’ll probably have even stronger seniors 

then because they’ve had all this added feedback along the way. (Supervising Surgeon A) 

 In the quote above, a supervising surgeon identifies this additional visual source of 

feedback as potentially improving surgical performance more efficiently, leading to stronger 

surgical performances as residents progress towards the end of residency. In the quote below, a 

supervising surgeon discusses her perception that the resident better understood the feedback 

when she had the opportunity to review the video despite the fact that she had also gotten this 

feedback intraoperatively. There was something valuable added with provision of a visual replay 

that made the teaching point more obvious to the resident, independent of the verbal feedback 

provided by the supervising surgeon. 

I got a sense that it was more obvious to her in the replay than it had been the first time 

around. (Supervising Surgeon C) 

Another supervising surgeon describes the advantage that the visual replay provides in 

reinforcing immediate solutions to any poor aspects of a resident’s performance. She contrasts 

this to being in the OR context, where, although you are seeing the surgery performed in real 

time, there is no opportunity to rewind and see the error a second time. The video playback 

provides this opportunity, and the review of the error provides immediate clarity on how that 

performance can be improved. 

Seeing a problem, you can sort of make an, reinforce an immediate solution, were as in 

real time you don’t have time to go back again. (Supervising Surgeon C) 
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In summary, the supervising surgeons perceived that being able to see specific things 

they needed to improve added value to the feedback discussion and improved the residents’ 

understanding of the learning points. 

Residents performing at all levels will learn something they may use to improve next 

time. Supervising surgeons provided insight about how residents may benefit from using video 

playback. All supervising surgeons spoke to the advantages for residents at many different 

levels, including junior and senior residents, and those residents who may be struggling or 

excelling in surgery.  

I think it would be a better tool used in a junior, right? But I think it’s still a useful tool 

for her (referring to a senior resident) too, just to watch herself operate, to appreciate her 

style. (Supervising Surgeon A) 

If you were to notice a certain problem … you could certainly videotape a lot of cases 

and then just not keep it, and look at if there was a problem, or again, if you know you’ve 

got a resident who’s got some concerns or some difficulties, you could do it. (Supervising 

Surgeon C) 

 Ultimately, supervising surgeons identified the value of this tool for any resident is in 

reinforcing specific learning points from the surgery, seeing specifically what happened in that 

surgical moment – providing both external and internal sources of feedback – and based upon 

this, the provision of ways in which to improve for the next performance and set goals towards 

this.  

Summary of the Results 

 This study yielded a broad base of data from which came a rich set of resulting themes. 

Supervising surgeon-resident interactions were different when reviewing video, focusing more 
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upon learning by review than on the performance of surgery itself. In addition, the video 

playback was reviewed in a quiet setting, allowing greater dedication of thought to review, 

feedback and learning. Finally, the visual cues provided an exact representation of the surgical 

performance, cueing both reflection upon and memory of the performance. Learning in the OR 

and learning when reviewing video playback were two fundamentally different teaching and 

learning experiences. 
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Chapter 5 

Discussion 

Introduction to the Discussion 

This study aimed to understand the OBGYN residents’ and supervising surgeons’ 

feedback experiences when using video playback as a feedback tool. In addition, given the 

significant difference in perception of feedback quality between residents and supervising 

surgeons (Iobst et al., 2010; Jensen et al., 2012; Liberman, Liberman, Steinert, McLeod & 

Meterissian, 2005), this exploratory study aimed at understanding their perspectives on feedback 

given in the OR and feedback given when using video playback has added insight into this 

divide. 

 This research study provided very rich data and many themes emerged from each section 

of inductive analysis. For this reason, each theme was grouped according to which enabling 

question it contributed to answering. These themes were then further grouped into broader 

themes, as demonstrated in Tables 13, 14, and 15. Following this, all the afore-mentioned 

broader themes were grouped into the big ideas to answer the overarching question (presented in 

Table 16).  

In the following discussion, I will draw on the resulting themes, broader themes and big 

ideas from this research, in addition to the deductive analysis of the recorded intraoperative 

audio data, to answer the enabling and overarching research questions. The first section titled, 

The Nature and Focus of Feedback during Video Playback, answers Enabling Question A. The 

second section titled, Resident Perception of Effectiveness of using Video Playback for 

Feedback Purposes, answers Enabling Question B, and the third section titled, Supervising 

Surgeon Perception of the Value and Effectiveness of their Feedback when using Video 
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Playback, answers Enabling Question C. Following this, the overarching research question is 

answered in the section titled Supervising Surgeons’ and Residents’ Feedback Experiences when 

using Video Playback, framing this through the perspective of social cognitive theory. To 

conclude the discussion, I will outline the implications for this research in the context of PGSE, 

with appreciation given to both the strengths and weaknesses of the study and highlight some 

potential areas for future research. 

The Nature and Focus of Feedback during Video Playback 

Feedback is a powerful tool for improving learner performance, however there has been 

considerable variability in effect size of feedback reported in previous studies, “indicating that 

some forms of feedback are more powerful than others” (Hattie & Timperley, 2007, pg 84). The 

impact of feedback is dependent, in part, upon the nature and focus of the feedback. In reviewing 

the results of the current study, feedback interactions between residents and supervising surgeons 

that occur when using video playback capture many features of high quality feedback, described 

in Chapter 2, that contribute positively to learning including its provision of visual cues, the 

dialogic nature and the greater proportion of feedback directed at the process level.  

Enabling Question A was as follows; what is the nature and focus of the conversation 

between residents and supervising surgeons while using video playback during feedback 

opportunities? All themes from the VPS and interview analysis that contributed to the answering 

of Enabling Question A were further grouped into Broader Themes in Table 13. The following 

section will explore these broader themes and their contribution to answering Enabling Question 

A. This section will also draw upon the deductive observations of the intraoperative interactions, 

to contrast the nature and focus of feedback in each setting; during video playback and in the 

OR.  
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Table 13 

Grouping of Themes Answering Enabling Question A 

Themes Broader Themes 

Comfortable discussion 
Telling by the supervising surgeon 
Guiding by the supervising surgeon 
Visual cues prompting reflection 

A reflective discussion 
prompted by visual cues  

Professional improvement  
Suggestions to improve their surgical performance  
Enrichment of teaching points 

Providing information to 
better understand how to 
improve 

There were no new teaching points brought up because the resident 
performed well  
Provided another opportunity, outside of the OR, to revisit and 
clarify teaching points, which was helpful moving forward 
Video playback offers the opportunity to review specific aspects of 
a surgery providing material for richer feedback 

Revisiting learning 
points 

Note. This table lists all themes identified from the video playback scripts and interviews which 
answer Enabling Question A (What is the nature and focus of the communication between 
residents and supervising surgeons while using video playback during feedback opportunities?).  
  

 Feedback during video playback was a reflective discussion prompted by visual cues. 

These features were beneficial to both the resident and supervising surgeon for a number of 

reasons. First, the conversational, dialogic nature of the feedback suggested greater learner 

engagement and active participation in the feedback process. Feedback dialogues were defined 

by Blair and McGinty (2013) as “a collaborative discussion about feedback which enables shared 

understanding and subsequently provides opportunities for further development based on the 

exchange” (pg. 466-467). This active participation developed “a sense of agency and 

responsibility” (Yang & Carless, 2013, pg. 292) within the learner, i.e., the resident, increasing 

the potential for engagement of the resident self-regulatory processes and making efforts towards 
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improvement. Second, feedback that provides the learner with cues or reinforcement has been 

noted to have a large effect size improving learner knowledge or performance (Hattie & 

Timperley, 2007). The video playback provided accurate visual cues of exactly what happened 

during the surgical performance, providing not only a visual cue for the resident, but also adding 

strength to the task level feedback provided by the supervising surgeon by ensuring an accurate 

recall of the performance by both the resident and supervising surgeon (Hattie & Timperley, 

2007).   

 The feedback during video playback provided residents with a better understanding of 

how to improve. Residents frequently described receiving more information on why a procedural 

step was performed a certain way, and tangible suggestions for actions to take to improve their 

performance. This was through the combined effect of dedicated time for provision of feedback 

and review of the learning points from the surgical case, and the level of accuracy and detail 

provided by the visual cues within the video. This demonstrated that although some of the 

feedback was still focused on the performance and surgical skill (task level) as described above, 

some of the feedback was directed at the process level. At the process level, feedback involved 

generating a deeper understanding of the task at hand, including explanations of why a task was 

performed a certain way, or how to change an aspect of the performance to improve overall, and 

was potentially transferable to more difficult or new tasks (Hattie & Timperley, 2007). Notably, 

any non-specific praise given during the video review was anchored to visual cues that the 

resident could see in the video, making the praise inherently at the task level or process level, as 

opposed to focused on the learner as a person. The powerful interaction between task and process 

level feedback had the potential to both inform resident self-efficacy and equip the resident with 
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tools to approach different, and perhaps more challenging tasks in the future (Hattie & 

Timperley, 2007).  

 The nature of feedback observed during video playback was in direct contrast to the 

nature and focus of feedback observed in the operating room. In the OR environment, feedback 

rarely became dialogic. The vast majority of interactions in the OR were at the task level and 

didactic or corrective in nature. This is in keeping with previous literature (Ahmed et al., 2013). 

Although didactic, corrective, task level feedback can be powerful, it is often not generalizable to 

future tasks. In addition, the non-specific praise style of feedback given in the OR can be 

detrimental to resident learning. Although given with good intension by the supervising surgeon, 

often to boost surgical confidence, this kind of evaluative feedback does not explicitly identify 

the reasons for which the learner is receiving praise, can distract the learner from task or process 

level feedback, and can lead to poor performance (Hattie & Timperley, 2007). 

Resident Perception of Effectiveness of using Video Playback for Feedback Purposes 

Enabling Question B was as follows; How do residents perceive the effectiveness of 

using video playback for feedback purposes on their ability to use or take action as a result of the 

feedback? All themes from the VPS and interview analysis that contributed the answering 

Enabling Question B were further grouped into Broader Themes in Table 14. The following 

section will explore these broader themes and their contribution to answering Enabling Question 

B. 
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Table 14 

Grouping of Themes Answering Enabling Question B 

Themes Broader Themes 
Positive internal statements about performance  

Recognizing layers of learning 

Generating a deeper understanding of the surgical process 

More thoughtful and self-regulated surgeons 

Residents view themselves as active, independent learners with 

lots to learn  

Recognition of a need for improvement provides forward 

momentum towards mastery  

Learners find feedback in which they play an active part to be the 

most helpful  

Suggestions to improve their surgical performance 

The second video playback session differed from the first 

More to gain from reviewing a more complex case with a 

supervising surgeon 

Contribution to self-

regulatory capability 

The visual replay of the learner’s performance consolidated 

specific learning points on surgical technique 

Correction through critical visual review  

The opportunity to 

visually review one’s 

own performance 

Video playback offered the time to generate greater understanding 

of topics discussed in the OR  

Learning is not the priority in the OR because there are too many 

other things to consider 

In the OR you are too focused on the surgical steps to remember 

teaching points 

Provided another opportunity, outside of the OR, to revisit and 

clarify teaching points, which was helpful moving forward  

Time is a barrier to use that can be overcome with accommodation 

Learning in the OR 

versus outside the OR 
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Note. This table lists all themes identified from the video playback scripts and interviews which 
answer Enabling Question B (How do residents perceive the effectiveness of using video 
playback for feedback purposes on their ability to use or take action as a result of the feedback?)  
 

Residents valued the environment in which video playback was used. Video playback 

occured outside of the OR, in a more relaxed setting with fewer distractions and more time to 

review and better understand the feedback. In contrast, the OR was frequently described as an 

environment in which there were many things happening which distracted their attention from 

any feedback or teaching given. Residents described having difficulty remembering teaching 

points from the OR only a few days later. This suggests that differing cognitive load in each 

environment contributed to the residents’ ability or inability to learn from and deeply understand 

the feedback provided to them.  

Cognitive load theory defines and considers cognitive capacity for the purpose of 

optimizing instruction and learning (van Merriënboer & Sweller, 2010). The data gathered in this 

study, suggests significant resident cognitive load, and perhaps overload, in the OR. On the other 

hand, the residents’ ability to truly understand and engage in the feedback discussion during 

video playback suggests an optimized cognitive load for learning. Figure 5 demonstrates the 

cognitive load of a resident in the OR and during video playback.  

 

INTRINSIC EXTRINSIC  

a. cognitive overload in the OR 

INTRINSIC               GERMANE EXTRINSIC 

b. optimized cognitive load when using video playback outside of the OR 

 
Figure 5. Cognitive Load Theory applied to learning in the operating room (a) versus during 
video playback (b) (see Endnote 4). From “Cognitive load theory in health professional 
education: design principles and strategies,” by J. J. G. van Merriënboer & J. Sweller, 2010, 
Medical Education, 44, p. 85-93. Copyright [2010] by John Wiley and Sons. Adapted with 
permission.  
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 Residents appreciated the exact visual representation of their performance level that 

video playback provided for their feedback experience. This visual replay alerted the residents to 

two things; it reminded them of learning points that were mentioned at the time of the OR, and it 

more clearly defined their current performance level, the performance gap between their current 

level and an expert level, and strategies they may use in the future to improve their performance 

(or close the performance gap). Of particular note, the residents’ experience of developing a 

deeper understanding of surgical process and the provision of strategies to improve performance 

demonstrates their reception of feedback at the process level, implying greater potential for 

learning and more general application of acquired knowledge (Hattie & Timperley, 2007). The 

visual representation within the video, in combination with the information provided from the 

feedback dialogue, provided both internal and external sources of feedback to more deeply 

inform self-regulatory processes and motivate the residents in closing the performance gap 

(Bandura, 1991; Hattie & Timperley, 2007; Kauffman & Mann, 2014). 

Supervising Surgeon Perception of the Value and Effectiveness of their Feedback when 

using Video Playback  

Enabling Question C was as follows; How do supervising surgeons perceive the value 

and effectiveness of their feedback to residents when using video playback? All themes from the 

VPS and interview analysis that contributed the answering Enabling Question C were further 

grouped into Broader Themes in Table 15. The following section will explore these broader 

themes and their contribution to answering Enabling Question C. 
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Table 15 

Grouping of Themes Answering Enabling Question C 

Themes Broader Themes 

More is noticed during video playback. 
Video playback offers the opportunity to increase resident 
exposure to surgical learning outside the OR. 
The video allows residents to see the specific things they need to 
improve. 
Residents performing at all levels will learn something they may 
use to improve next time. 

The visual replay 
provides an exact 
representation of what 
happened in surgery 

Video playback offers the opportunity to review specific aspects 
of surgery, providing material for richer feedback. 
There were no new teaching points brought up because the 
residents performed well. 

The same points were 
covered, but in more 
detail   

While feedback in the OR is valuable, the OR context prevents 
careful consideration of feedback on performance. 

Benefits and challenges 
of different learning 
environments 

Note. This table lists all themes identified from the video playback scripts and interviews which 
answer Enabling Question C (How do supervising surgeons perceive the value and effectiveness 
of their feedback to residents when using video playback?)  
 

Supervising surgeons valued the video playback as a visual representation of exactly 

what occurred during surgery. The video provided a memory aide, prompting supervising 

surgeons to recall events during surgery that they may not have otherwise remembered. This 

allowed them to provide more specific and tailored feedback, as opposed to relying on only their 

memory of what happened. In addition, the supervising surgeons perceived that residents gained 

a more comprehensive understanding of the feedback they gave about a particular aspect of the 

performance because the residents were also able to see the performance, rather than rely on their 

memory of what occurred (Hattie & Timperley, 2007). The supervising surgeons perceived that 
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this provided the residents with a clearer picture of how the resident may improve on a particular 

technique or aspect of the procedure. 

 Supervising surgeons also reflected on the advantages and challenges of feedback in the 

operating room and feedback when using video playback for resident learning. In particular, they 

noted the difference in the environments in which each of these feedback opportunities happen. 

Feedback that occurs in the operating room is necessary for patient safety and surgical 

efficiency. In addition, it is a valuable opportunity to provide contextual feedback within a time-

constrained clinical schedule. On the other hand, supervising surgeons did note the challenges 

with giving and receiving feedback in this environment, including that the focus of attention is 

on patient care as opposed to learning. In contrast, feedback during video playback opportunities 

was given in a more relaxed environment, with more time to reflect on the performance being 

reviewed and provide more specific and detailed feedback. Additionally, the visual replay of the 

performance maintained the contextual verity of the procedure, even though the feedback was 

occurring outside of the OR environment. All of this suggests that supervising surgeons perceive 

advantages to the learner in reviewing the surgical case outside of the OR environment as it 

provides an opportunity to experience context-specific surgical learning in a lower cognitive 

demand setting. 

Supervising Surgeons’ and Residents’ Feedback Experiences when using Video Playback 

 The following section answers the overarching research question driving the study; What 

are OBGYN supervising surgeons’ and residents’ feedback experiences when using video 

playback of laparoscopic cases during feedback opportunities? To ground the answer in the 

themes emerging from the data, the broader themes identified under each of the enabling 

questions (previously seen in Tables 13, 14 and 15) were again grouped to develop big ideas (see 
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Table 16). Thus, themes answering each of the enabling questions, and therefore representing all 

different aspects of the data, were adequately and equally reflected within the big ideas.  

Table 16 

Grouping Broader Themes to Develop the Big Ideas 

Broader Themes Big Ideas 

Providing information to better understand how to improve 
Learning environments – in the OR versus outside the OR 
Benefits and challenges of different learning environments 
 

The environment in which 
video playback occurred 
contributed positively to the 
feedback experience. 

The same points were covered, but in more detail   
The visual replay provides an exact representation of what 
happened in surgery 
The opportunity to visually review one’s own performance 
Contribution to self-regulatory capability 
Revisiting learning points 
A reflective discussion prompted by visual cues 

Feedback using video 
playback is a dialogic critical 
visual review of the 
performance. 
 

Note. This table lists all the broader themes and how they are grouped into the big ideas to 
answer the overarching research question (What are OBGYN supervising surgeons’ and 
residents’ feedback experiences when using video playback of laparoscopic cases during 
feedback opportunities?) 
  

Two big ideas emerged from this study.  First, the environment in which video playback 

occurred contributed positively to the feedback experience. This more relaxed environment, 

outside of the OR, contributed positively to both the supervising surgeon’s ability to provide 

high quality feedback, and the residents ability to learn from the feedback and potentially apply it 

to future performances. Both the residents and supervising surgeons described the OR as an 

environment in which there are many distractions from resident learning. In addition, the busy 

schedule of the OR day does not often allow for dedicated review and feedback opportunities. 

Reviewing the performance on video, after the procedure was done, and in an environment 
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outside of the OR, allowed for improved resident engagement with the feedback and greater 

potential to link new knowledge with long term memory, suggesting optimized cognitive load. 

Second, feedback using video playback is a dialogic critical visual review of the 

performance. The ability to visually review the surgical performance played a significant role in 

the feedback experience of supervising surgeons and surgical residents. The video provided an 

exact representation of what occurred during the surgery, maintaining the contextual verity of the 

procedure, even when the feedback was occurring outside of the OR. Both residents and 

supervising suregons perceived that the understanding of current performance level and 

necessary steps to take to improve performance were made clearer with the provision of a visual 

replay of the procedure.  

Social Cognitive Theory and Surgical Learning. Social cognitive theory states that 

learning is determined by behavioural factors (the learning activity), environmental factors, and 

personal factors (the learner) (Bandura, 1991). Application of this theory to learning in the 

operating room and during video playback, aids in explaining the resident and supervising 

surgeon feedback experience in each of these environments within the current study. Figures 6 

and 7 offer a visual representation of the interaction between these three factors in the OR and 

video playback contexts respectively. 

Behavioural factors. In both scenarios (in the OR and during video playback) the 

learning activity was ‘how to do surgery’. What varied between these two scenarios was that 

during the OR, the learning activity involved physically performing the surgery, whereas during 

video playback the learning activity was watching the surgery they had performed. Physically 

performing surgery involved significant focus and occupied much of the resident’s cognitive 

capacity, limiting the use of germaine load and therefore the potential for long-term retention of 
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new knowledge and skills. The verbal interactions between residents and supervising surgeons in 

this setting were primarily unidirectional and specific to the task at hand, limiting transferability.  

Watching surgery during video playback removed the physical requirement of 

performing the surgery while maintaining the contextual verity of the procedure they performed. 

The focus of conversation shifted towards in depth teaching and learning, with greater potential 

for transferability of learned knowledge to surgical skills more broadly. The verbal interactions 

between the residents and supervising surgeons during video playback became more dialogic, 

suggesting improved resident engagement with the feedback they were receiving.   

Environmental Factors. The OR was described by participants as a time-pressured, high 

cognitive demand environment. Although all participants, both residents and supervising 

surgeons, valued the OR as a learning environment, they recognized its limitations for learning, 

namely the time constraints of the OR schedule and the prioritization of patient safety. These 

factors limited a resident’s ability to engage with feedback and ask questions and limit the 

opportunity to review cases after they have finished. 

Video playback provided an opportunity to review the surgical performance outside the 

OR, while maintaining the contextual verity of the procedure. It provided a dedicated amount of 

time, in a low-pressure environment, allowing learners to better engage in the conversation about 

their performance. It also allowed supervising surgeons to expand upon teaching points brought 

up in the OR, enhancing the quality of feedback and making it more generalizable. 

Personal Factors. The learner, the resident, remains the same both during the OR and 

during video playback. The difference between these two scenarios is the point of focus and 

priority in each. Patient safety is appropriately the priority in the OR. This patient safety focus 

meant that while the supervising surgeons did give feedback during the OR, the feedback tended 
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to be task specific, ensuring the resident was performing the surgery properly and safely. There 

was little opportunity for engagement with feedback or elaboration on teaching points as 

prolonging surgery to allow for improved teaching and learning, would mean longer anesthetic 

exposure, placing the patient at higher risk for complications (Mlodinow et al., 2015; Whippey et 

al., 2013). The emphasis in the OR is not on the resident. 

During video playback, other than ensuring the video is reviewed in a private location, 

there was no longer the need to consider patient safety. The priority shifted to the resident’s 

learning with reviewing the video and identification of teaching and learning points. Residents 

identified that they were able to better appreciate things they had done well and areas for 

improvement both through self-recognition on watching the video and though comments and 

feedback given by the supervising surgeon in this context.  
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Figure 6. Illustration of the dynamic relationship between the determinants of learning in the OR 
environment within social cognitive theory (adapted from Kauffman & Mann, 2014, p. 10). As 
illustrated in Figure 1 (Conceptual Framework), social cognitive theory considers the 
relationships between the learner, the environment and the learning activity. In the OR 
environment these are the resident, the operating room, and doing surgery, respectively. These 
three factors dynamically influence each other and impact learning. In this diagram, the box 
around ‘Doing Surgery’ is green to reflect that the focus of attention in the OR is on patient 
safety and performing the surgery correctly and efficiently. 
  

 

 

 
 
Figure 7. Illustration of the dynamic relationship between the determinants of learning when 
using video playback. In this circumstance, the learning activity is watching the surgery, and the 
feedback discussion that accompanies this, as opposed to performing the surgery. The 
environment is moved outside of the operating room, and the focus of the resident and 
supervising shifts from doing surgery to learning, with emphasis on reviewing the learner’s 
performance. In this diagram, the box around ‘Learner’ is green to illustrate the increased 
attention given to the learning in this context, therefore optimizing resident learning.  
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Of particular consideration in the current study was the contribution of feedback to a 

resident’s self-regulation processes (Bandura, 1986). The use of video playback during feedback 

opportunities appeared to improve the perceived quality of feedback, making it more dialogic, 

improving its specificity, and increasing the proportion of process level feedback. Video 

playback also provided an additional visual source of feedback, better informing the resident’s 

evaluative reactions of their performance. This changed perspective of the performance, when 

reviewing the video outside of the OR and when the focus is not on performing the surgery itself, 

appears to stimulate cognitive reflection and metacognitive processes (Charteris & Smardon, 

2013; Guichon, 2009). This cognitive conflict between the remembered and visually perceived 

performance, more clearly revealed the performance gap and stimulated resident goal setting for 

their next performance. 

The feedback experiences of residents and supervising surgeons explored in the present 

study, when considered with previous studies demonstrating objective improvement in surgical 

skill with the use of video playback (Bonrath et al., 2015; Carter et al., 2015; Farquharson et al., 

2013; Grantcharov et al., 2007; Hamad et al., 2007; Singh et al., 2015), suggest that video 

playback is a valuable tool to use in PGSE. This study has identified the nature and focus of 

feedback during video playback as dialogic and focused on the surgical process. These qualities 

are both features of feedback with high potential for learning and improvement of future 

performance. This study has also confirmed what had been identified in previous literature on the 

communication between a resident and supervising surgeon in the operating room – didactic and 

instrumental in nature – qualities that yield limited potential for transferability and future 

learning.  
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The results of this study also bring to light the benefits and challenges of the operating 

room as a teaching and learning environment. Participants have identified that giving and 

receiving feedback to residents in the OR occurs out of necessity, as the procedure must be 

performed correctly and safely. In addition, this real-time feedback, is valued by residents as it is 

timely and practical. However, while giving residents feedback in the OR is true to surgical 

context, the present study has identified that the OR environment may not be optimal for giving 

and receiving feedback. Participants identified the OR as a time pressured and highly demanding 

environment, and as such, is an environment in which giving and receiving feedback can be 

challenging, in particular when considering feedback for future application and transferability. 

Video playback offered an opportunity to review the surgical case in a lower pressure 

environment, with more time, while maintaining the contextual verity of the procedure itself.  

Strengths of the Study 

This study has helped develop an understanding of the feedback experiences, perceived 

benefits, and challenges when using video playback in PSGE, filling the gap in the current body 

of literature on this topic. There were a number of contextual factors that required consideration 

when exploring feedback in PGSE and feedback when using video playback. These included 

patient flow and the operating room work environment (Luhanga, 2015), in addition to 

participant factors such as residents’ stage of training and years of experience of the supervising 

surgeon in giving resident feedback. Selection of a case study methodology allowed for 

consideration of these different contextual factors adding merit and credibility to the emerging 

themes.  

Employment of a number of data sources in studying this phenomenon ensured it was 

explored through a variety of perspectives, enhanced the credibility of the findings, and provides 
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a more complete understanding of the nature of feedback and formative assessment when video 

playback is introduced (Baxter & Jack, 2008; Yin, 2003). In addition, the triangulation of this 

data in a culminating analytical process increased the reliability, credibility and trustworthiness 

of this research (Yin, 2003). Finally, as a form of member checking, the results of this thesis 

were presented to the OBGYN department under study on two occasions, and both times 

participants from the study were in the audience. At the conclusion of each presentation there 

was opportunity for questions or concerns from the audience. None of the study participants who 

attended voiced any concern that their opinions and experiences were misrepresented. 

Limitations 

 There are four particular limitations for this study: limited information on the effect of 

comfort with video playback on the experience of using it, limitation to laparoscopic cases, 

limitation to a single discipline at a single center, and potential impact of the Hawthorne effect 

(Onwuegbuzie & Leech, 2007). 

Within this study, I had hoped the same resident-supervising surgeon pair would work 

together and use video playback on two occasions. Unfortunately, due to OR and resident 

scheduling, this did not work as planned. Each resident used video playback twice, but two of 

three residents worked with a different supervising surgeon on the second round. Only one 

resident performed surgical cases and used video playback twice with the same supervising 

surgeon. This limited the information gained about the effect of comfort with video playback as a 

feedback tool upon the feedback experience of supervising surgeons. 

Laparoscopic cases were chosen to record and review in this case study in part because 

the laparoscopic equipment at the institution under study already had recording equipment 

attached to the laparoscopic cameras. This worked well for the current study and given the lack 
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of literature exploring the resident and supervising surgeon experience with video playback, the 

results still contribute positively to surgical education. It does limit the transferability of results 

somewhat, however, given that a large number of surgical cases are still performed using open 

technique. 

Only one surgical specialty, OBGYN, was chosen for this case study. This was done to 

keep the scope of the case subject more narrow and focused. I believe that the big ideas of this 

study are general enough to transfer to other surgical specialties and learning from video 

playback of laparoscopic cases, however, the surgical education field would benefit from 

exploring these questions within the various surgical specialties, to be sure. 

Onwuegbuzie and Leech (2007) discussed the potential impact of the Hawthorne effect 

on reactivity in qualitative research. The Hawthorne effect may be defined as the “impact of the 

researcher on the research subjects or setting, notably in changing their behavior” (Pope & Mays, 

1995, p. 43). Given the nature of many qualitative research methods, this phenomenon is an 

intrinsic challenge in this approach, with potential impact upon internal credibility. Within the 

current study, the Hawthorne effect could have affected the quality and quantity of feedback in 

both the operating room environment and during video playback to an unquantifiable degree. 

Efforts were taken within this study to minimize this effect including the small size and light 

weight of the microphones in the OR, hopefully making them more easily forgotten, the 

researcher sitting out of sight in the OR, and the researcher leaving the room while video 

playback occurred. In addition, the deductive analysis demonstrated similar communication 

styles compared with previous literature, which suggests any Hawthorne effect may be 

comparable with that in previously conducted studies of a similar nature. 
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Future Directions 

 The results of this study lend themselves to both practical implementation and further 

research exploration of video playback. This study demonstrated that video playback was 

perceived as valuable, both by OBGYN residents and supervising surgeons. The limiting factor 

sited by participants for implementation of video playback in surgical residency training was the 

time required for video review, however, this was also seen as a barrier that could be overcome. 

Perhaps, as video playback is integrated into day-to-day surgical practice in academic centers 

where surgical residents are in training, it would not seem as burdensome. Additionally, maybe 

initially, video playback may be used four to six times a year for each surgical resident to reduce 

the perceived time burden until the residents and supervising surgeons were more familiar with 

the tool. Consideration could also be given to providing incentives for residents and supervising 

surgeons to use video playback as compensation for time. For example, perhaps rewarding 

academic credits, or keeping a log book of number of cases reviewed using video playback with 

recognition awarded following a certain number of cases reviewed. Alternatively, the review 

time could be divided between senior surgical residents and supervising surgeons. For example, 

a more straight forward surgical case during which the senior resident is operating with the 

junior resident could lend itself well to a VPS in which the senior resident reviews the case with 

the junior resident. However, for more complex cases, perhaps the supervising surgeon does the 

VPS with the resident, or residents, involved in the case.  

 Another potential way to overcome the challenge of time limitation is group video 

review. In this scenario residents would review video of surgical performances in groups, 

potentially providing some learning benefit to many residents at one time. Hattie and Timperley 

(2007) identify that task level feedback may be delivered in groups, however when delivered in 
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this manner, one must ensure the learners appreciate the relevance of the feedback to themselves. 

It is possible that the process level feedback that was observed in this case study may provide 

relevance to all learners who are reviewing the video, as process level feedback tends to be 

directed at how one might improve surgical technique in the future, more generally. An 

exploration of the nature, focus, and level of feedback delivered when using video playback in a 

group setting may provide some insight into this potential avenue for use. 

In the previously discussed scenarios, only surgical cases selected in advance by the 

resident or supervising surgeon would be recorded for review. The challenge with only recording 

selected surgical cases is the occasion when a planned straight forward case becomes more 

complex and an unanticipated potential benefit from video playback arises. An example of this 

was demonstrated in Case 2-1E, when a laparoscopic suture became knotted and the supervising 

surgeon and resident were only able to identify how this unexpected complication occurred by 

reviewing the video at the time of the VPS. I would suggest that the standard or practice becomes 

the non-selective recording of all surgical procedures to provide opportunity for review and 

surgical coaching for performance improvement. While, perhaps not all cases require video 

review, the documented video recorded would provide the opportunity for review should the 

necessity or desire arise.  

Additional future directions for research could include the quantitative evaluation and 

qualitative exploration of the use of video playback with one surgical procedure over time. For 

example, at the academic center under study, OBGYN residents perform cesarean sections from 

their first to fifth and final year of training. This is also a procedure performed under many 

different clinical scenarios, including in a planned, elective manner or emergently, under 

significant time pressure. In an exploration of the use of video playback for this procedure, one 
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might follow the same resident participants using video playback to review cesarean sections 

over the duration of their residency, or one might perform a cross sectional analysis, comparing 

the experience of residents at different levels using video playback to review cesarean sections.   

The case examples of the cesarean section described above would also provide a platform 

for the quantitative evaluation of the effect of video playback on performance improvement. One 

could assess change in quantitative metrics of surgical performance when video playback is used 

to review the same procedure over time and compare this to a control group in which no video 

playback was used. In addition, one could explore the experience with, and use of, video 

playback to review a single procedure over a longer period of time and at various stages of 

training.  

 Extrapolation of video playback to use in continuous professional development is also 

conceivable for supervising surgeons both in academic centers and community centers. The 

supervising surgeons within this study stated they appreciated reviewing their performance (in 

addition to the resident’s performance) on the video. Perhaps, then, video playback is a tool that 

could be used amongst supervising surgeon to review their surgical performance and for peer 

coaching for improvement. Video playback for supervising surgeon continuous professional 

development is an area for further academic exploration and experimentation.  

There are many other surgical disciplines that use the laparoscopic approach for surgical 

procedures. The results of this research may be transferred to those specialties as they are 

operating in the same OR environment with residents at various stages of training, as in this 

study. Additionally, the results of this study could be transferred to use with the open surgical 

approach. In both of these scenarios, supervising surgeons and residents would face the same 

challenges within the OR learning environment and in managing cognitive load. Further 
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research, however, would help guide the use of video playback in other specialties and the 

context of open surgical cases.  

Significance of the Study 

The results of this study have significant implications for teaching and learning in 

surgical education. Considering the goals of feedback and the cognitive load of the resident in 

the OR environment, this study suggests that the cognitive load of both the resident and 

supervising surgeon is very high in the OR, perhaps leaving limited to no working memory to 

actively receive or give quality feedback. It is also clear that the feedback experience of residents 

in the present study in terms of quality of feedback for goal setting was improved with video 

playback. In addition, supervising surgeons found it easier to give more specific feedback in the 

more relaxed setting and with the provision of visual prompts during video playback. Therefore, 

although feedback in the OR is necessary, I believe video playback should be used as an 

additional feedback tool in PGSE. Video playback moves surgical feedback outside of the OR to 

enhance the quality of feedback and promote resident self-reflective and self-regulatory 

processes, while maintaining the contextual verity of the procedure performed. 

The results have contributed meaningful information to our understanding of the 

operating room as a learning environment and its effects upon feedback in that setting. Video 

playback is a feedback tool that provides an exact review of a surgical performance in a setting 

outside of the OR, creating a feedback experience with greater potential for learning, goal setting 

and improvement of future performance. 
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End Notes 

1. Reproduced from The Royal College of Physicians and Surgeons of Canada (Accessed 2018.). 
Under the Competence by Design curriculum, a resident will progress through the stages of 
residency from transition to discipline through to transition to practice (in an upward direction on 
the diagram). Residents advance to each subsequent stage on successful competent achievement 
of all expectations of their current stage.  
 
2. Formative assessment, represented by the blue circle, involves gathering information about a 
performance (particularly with respect to current and expected level of performance) and the 
learner’s actions that result from the formative assessment process. This is why the blue circle 
surrounds all components of this diagram. Feedback, represented by the green circle, is the 
process of using language to describe this gathered information to the learner. Feedback is in the 
center of the ‘formative assessment’ circle to reflect the centrality of feedback in formative 
assessment. Feedback includes information on the learner’s current level and expected level and 
should guide a learner in closing the performance gap. Feedback given can effect the learner’s 
actions in different ways (represented with the green downwards arrow from feedback to 
learner’s actions), which, in turn, affects the learner’s progression (or not) towards an expected 
level of performance. The green arrow, representing the effect of feedback, is larger than the 
smaller black arrows connecting ‘task performance’ to ‘learner’s actions’ and ‘learner’s actions’ 
to ‘expected performance’, because a learner’s progress (or actions) in closing the performance 
gap can be significantly and positively affected by high quality feedback (Hattie & Timperley, 
2007).  
 
3. Recreated from (van Merriënboer & Sweller, 2010). The rectangles that have a thicker outline 
is the cognitive capacity of a person’s working memory. a. Demonstrates a scenario where the 
extrinsic cognitive load (unshaded rectangle extending outside of the cognitive capacity) is too 
great and therefore the working memory is overloaded. The intrinsic load is represented by the 
shaded rectangle. b. Demonstrates a scenario where overload is prevented by reducing the 
extrinsic load (unshaded rectangle) while maintaining the intrinsic load (shaded rectangle). It 
may be noted that both the intrinsic load and extrinsic load fit within the total capacity of the 
working memory. c. Demonstrates optimization of germane load by increasing intrinsic load. 
The increased difficulty of the task (greater intrinsic load represented by a larger shaded area) 
allows for some learning to happen. In other words, the germane load (shaded and lined area) is 
dedicated to connecting information in the working memory to the long-term memory. 
 
4. In the operating room (a) the resident’s focus is on learning the steps of surgery and 
performing the steps of surgery. In addition to this there are multiple distractions in the OR, 
including the time pressure of completing the case efficiently, and other health care providers 
speaking to the resident, as two examples. This is a learning environment in which the learner is 
cognitively overloaded, allowing very little room, if any, for connection of new knowledge to 
existing schema (germane load) for long-term storage and future application. When reviewing 
the surgical performance using video playback (b), the intrinsic load is dramatically reduced, as 
the resident is no longer performing surgery. Extrinsic load was also optimized as the videos 
were reviewed in a quiet and private setting. This optimized germane load, allowed for a deeper 
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understanding of feedback given and provided greater potential for learning and future 
application of the newly acquired knowledge. 
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Appendices 

 
Appendix 1: Resident Postoperative Questions 

Please rate the difficulty of this procedure by circling one option below: 
 

Simple Complex, 
frequently seen 

Complex, 
rarely seen 

 
1. Reflecting on the laparoscopic case you have just performed, what procedural step do you 

think you performed well? 

2. Again, reflecting on the same laparoscopic case, in what procedural step do you think you 

require improvement? 

3. Approximately how many times have you performed this procedure (excluding today) 

a. without laparoscopic equipment?   _________ 

b. with laparoscopic equipment?         _________ 

Appendix 2: Supervising Surgeon Postoperative Questions 

Please rate the difficulty of this procedure by circling one option below: 
 

Simple Complex, 
frequently seen 

Complex, 
rarely seen 

 

1. Reflecting on the laparoscopic case you have just performed with this resident, what 

procedural step do you think the resident performed well? 

2. Again, reflecting on the same laparoscopic case, in what procedural step do you think the 

resident requires improvement, or would like to improve? 

3. Approximately how many times have you performed this procedure (excluding today) 

a. without laparoscopic equipment?   _________ 

b. with laparoscopic equipment?         _________ 
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Appendix 3: Prompts for video playback session 

 
Please read all four steps before you begin. 

Step 1: Before you begin the video review please press record on the recording device. 

Step 2: Once you have pressed the record button please state your PGY status OR your number 

of years as a practicing attending physician. 

Step 3: Please review the following two video segments and discuss the performance. You are 

free to discuss any aspects of the performance. You are also free to rewind and re-watch different 

moments of the video segments as required or as desired.  

Step 4: Once you have finished your video review and discussion, please stop recording and 

inform me that you have finished. 

 

Thank you! 
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Appendix 4: Interview Protocols 

First Round of Interview Data Collection 

 
Resident interview protocol. Thank you for your participation in the current study. As 

you know, this is a study aimed at understanding the feedback experience of residents and 

supervising surgeons when using video playback for feedback purposes. I will be asking you 

questions about your experience with using video playback. I have not yet listened to the 

recording from the time you and your attending viewed the video, so please describe any 

memories in as much detail as you can. This interview will be recorded.  

Do you have any questions before we begin? 
 
 

1. To help me understand your perception of the concept of feedback, I’m going to begin by 

asking you to please state your definition of feedback… 

The next questions will be more open-ended. 

2. What did you learn from the feedback you received when reviewing the video? 

3. How was the video playback different from other instances of feedback you have 

received in surgical situations? 

4. How did the video playback session affect your understanding of the feedback you were 

given? 

5. In what ways was the video playback session valuable to your learning? 

a. Why do you think this was so? 

6. How did the video affect your perception of your performance level compared to when 

you first left the OR? 
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a. Was this in keeping with your previous perception of your own performance 

level? 

i. If yes, how so? / If no, how so? 

7. Of all past experiences, tell me about the kind of feedback that has been the most helpful 

to your learning of laparoscopic surgery. 

8. Tell me about how you use feedback to improve your surgical skill. 

a. Do you set goals for the next OR? What are they? Why those goals? 

9. Do you have any additional thoughts you would like to add? 

This concludes the interview. Thank you again for your participation and answers. If you 

have any further thoughts on anything we have discussed today, please feel free to email me with 

your ideas.  

Supervising surgeon interview protocol. Thank you for your participation in the current 

study. As you know, this is a study aimed at understanding the feedback experience of resident 

and attending surgeons when using video playback for feedback purposes. I will be asking you 

questions about your experience with using video playback. I have not yet listened to the 

recording from when you and your resident viewed the video, so please describe any memories 

in as much detail as you can. This interview will be recorded.  

Do you have any questions before we begin? 

1. To help me understand your perception of the concept of feedback, I’m going to begin by 

asking you to please state your definition of feedback… 

The next questions will be more open-ended. 

2. What did you learn from reviewing the video with the resident? 

a. Is there any information you learned that you did not discuss? 
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b. What was your reason? 

3. How was the video playback different from other instances of feedback you have given in 

surgical situations? 

4. How did you perceive the quality of feedback you gave during the video playback 

session? 

a. Why did you perceive it to be that way? Or of that quality? 

b. How did this compare with the way in which you usually give feedback? 

5. In what ways do you think the video playback session was valuable for resident learning? 

a. Why do you think that was? 

6. How do you think the video playback session affected the resident’s understanding of the 

feedback you gave? 

a. How do you know? 

7. Of all past experiences, tell me about the kind of feedback that has been the most helpful 

to your teaching of laparoscopic surgical skills? 

8. How did the video affect your perception of the resident’s performance level? 

a. Was this in keeping with your previous perception of their performance level? 

i. If yes, how so? / If no, how so? 

9. Do you feel your feedback during the video review session allow the resident to set goals 

for their future performance? 

10. Do you have any additional thoughts you would like to add? 

 
This concludes the interview. Thank you again for your participation and answers. If you 

have any further thoughts on anything we have discussed today, please feel free to email me with 

your ideas.  
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Second Round of Interview Data Collection 

 
Resident protocol. Thank you for your participation in the current study. As you know, 

this is a study aimed at understanding the feedback experience of resident and attending surgeons 

when using video playback for feedback purposes. I will be asking you questions about your 

experience with using video playback. As this is your second interview and experience with 

video playback, I will also have some questions about any difference or similarities between the 

two experiences. I have not yet listened to the recording from when you and your attending 

viewed the video, so please describe any memories in as much detail as you can. This interview 

will be recorded.  

Do you have any questions before we begin? 
 

1. What do you remember learning from the first video playback session?  

a. How did you apply that to your next few experiences in the operating room? 

b. How are your actions related to goal setting? If you set goals, what were they? 

How do you feel you achieved those goals you set? 

2. What did you learn from the feedback you received when using video playback the 

second time? 

3. In what ways has each video playback session benefited your learning? 

a. Did each session have the same effects? Or were they different? 

4. How, if at all, did video playback affect your perception of your surgical ability? 

a. Please explain if the feedback from your supervisor had an influence on your 

perceptions. 

5. Have you ever reviewed an ‘expert’ video performance for your learning? 
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a. How did reviewing an ‘expert’ video compare with the experience of watching 

your own performance? 

6. How do you think your familiarity with video playback (having used it once before) 

changed your experience of the second video playback session, if at all? 

7. What are some of the benefits you would anticipate if video playback were on a regular 

basis as part of your training? 

8. What are some of the potential barriers to using video playback on a regular basis in your 

program and other surgical training programs? 

9. Do you have any additional thoughts you would like to add? 

 
This concludes the interview. Thank you again for your participation and answers. If you 

have any further thoughts on anything we have discussed today, please feel free to email me with 

your ideas. 

 
Supervising surgeon protocol. Thank you for your participation in the current study. As 

you know, this is a study aimed at understanding the feedback experience of resident and 

attending surgeons when using video playback for feedback purposes. I will be asking you 

questions about your experience with using video playback. As this is your second interview and 

experience with video playback, I will also have some questions about any difference or 

similarities between the two experiences. I have not yet listened to the recording from when you 

and your resident viewed the video, so please describe any memories in as much detail as you 

can. This interview will be recorded.  

Do you have any questions before we begin? 
 

1. What did you learn from reviewing the video with the resident on the second occation? 
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a. Is there any information you learned that you did not discuss? 

b. What was your reason? 

2. In what ways have you perceived that each video playback session benefited your 

resident’s learning? 

a. Did each session have the same effects? Or were they different? 

b. Where they more or less receptive to your feedback in the OR or at the time of 

video review? 

3. How do you think your familiarity with video playback (having used it once before) 

changed your experience of giving feedback during the second video playback session, if 

at all? 

a. How did it change your experience of giving feedback in the OR? 

4. Was there any benefit to using video playback as a feedback tool more than once? 

5. What role do you think an attending should play during a video playback session? 

a. Do you think you able to successfully fill this role and what benefit do you think 

this had on the resident’s learning?  

6. What are some of the benefits you would anticipate if video playback were on a regular 

basis as part of your training? 

7. What are some of the potential barriers to using video playback on a regular basis in your 

program and other surgical training programs? 

8. Do you have any additional thoughts you would like to add? 

 
This concludes the interview. Thank you again for your participation and answers. If you 

have any further thoughts on anything we have discussed today, please feel free to email me with 

your ideas.  
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Appendix 5: Developing Themes from the Interview Data Analysis 

Resident Round 1 
 
Question 1: What is Feedback 
To help me understand your perception of the concept of feedback, I’m going to begin by asking 
you to please state your definition of feedback… 
 
Axial Codes Themes 
How to be better at surgery Information reviewing a learner’s 

performance given by a more experienced 
person that will help the learner become better 
at surgery  

Specific information on a performance 
Holistic information on a performance 
Comes from someone more experienced 
Can be formal or informal Feedback happens in many settings 
The OR is a setting for feedback 

 
Questions 2+6: Self-regulatory Capability 
What did you learn from the feedback you received when reviewing the video? 

How did the video affect your perception of your performance level compared to when you first 

left the OR? 

 

Axial Codes Themes 
Affirmation of perception Positive internal statements about 

performance Confidence - ‘I am good’ 

There is this one thing Recognizing layers of learning 

Cognitive Overload 

Second chance to see it 

Outcome of surgery on the patient’s body Generating a deeper understanding of the 

surgical process  Use of laparoscopic tools 
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Questions 3-5: Self-reflection Capability 
How was the video playback different from other instances of feedback you have received in 
surgical situations? 
How did the video playback session affect your understanding of the feedback you were given? 
In what ways was the video playback session valuable to your learning?  

Why do you think this was so? 
 
Axial Codes Themes 
Visual reinforcement The visual replay of the learner’s performance 

consolidated specific learning points on 
surgical technique 

See themselves in action 
A focus on surgical technique 
Forcing time to think Video playback offers the time to generate 

further understanding of topics discussed in the 
OR 

New learning 
Things were discussed intraoperatively 
Normal is busy Learning is not the priority in the OR because 

there are too many other things to consider  Learning is not the focus in surgery 
 
Questions 7-8: Self-regulatory Capability (Self-reflection + Forethought) 
Of all past experiences, tell me about the kind of feedback that has been the most helpful to your 
learning of laparoscopic surgery. 
Tell me about how you use feedback to improve your surgical skill. 

Do you set goals for the next OR? What are they? Why those goals? 
 
Axial Codes Themes 
Forward momentum Recognition of a need for improvement 

provides forward momentum towards 
mastery  

Mastery  
Recognizing a need for improvement 
Suggestions on technique Suggestions to improve their surgical 

performance Things to do in surgery 
Active part Learners find feedback in which they play 

an active part to be the most helpful Helpful 
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Resident Round 2 
 
Questions 1, 2, 5, 6: What was noticed? 
What do you remember learning from the first video playback session? 
 How did you apply that to your next few experiences in the operating room? 

How are your actions related to goal setting? If you set goals, what were they? How do 
you feel you achieved those goals you set? 

What did you learn from the feedback you received when using video playback the second time? 
What you ever reviewed an ‘expert’ video performance for your learning? 

How did reviewing an ‘expert’ video compare with the experience of watching your own 
performance? 

How do you think your familiarity with video playback (having used it once before) changed 
your experience of the second video playback session, if at all? 
 
Axial Codes Themes 
Critiquing the performance  Correction through critical visual review  
Visualizing mistakes  
Reinforcement 
Pointers on surgical steps  
Thoughtful operating More thoughtful and self-regulated surgeons 
Self-correction as learners 
The second time was different The second video playback session differed 

from the first 
Hard to remember  In the OR you are too focused on the 

surgical steps to remember teaching points Just do, don’t think 
Preparing to perform surgery 
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Questions 3, 4, 7, 8: What does it mean? 
In what ways has each video playback session benefited your learning? 
 Did each session have the same effects? Or were they different? 
How, if at all, did video playback affect your perception of your surgical ability? 

Please explain if the feedback from your supervisors had an influence on your 
perceptions. 

What are some of the benefits you would anticipate if video playback was used on a regular basis 
as part of your training 
What are some of the potential barriers to using video playback on a regular basis in your 
program and other surgical training programs? 
 
Axial Codes Themes 
Another opportunity to revisit teaching 
points 

Provided another opportunity, outside of the 
OR, to revisit and clarify teaching points, 
which was helpful moving forward Provided clarity on certain aspects of the 

procedure 
Helpful moving forward 
Too much going on in the OR 
Hard to find the time Time is a barrier to use that can be overcome 

with accommodation  The time barrier can be overcome 
Still have lots to learn Resident view themselves as active, 

independent learners with lots to learn Residents view themselves as active learners  
Some value from watching independently 
More to gain from reviewing a more 
complex case 

More to gain from reviewing a more complex 
case with a supervising surgeon 

Supervising surgeon contribution was 
pivotal 

 
 
Supervising Surgeon Round 1 
 
Question 1: What is feedback? 
To help me better understand your perception of the concept of feedback, I’m going to begin by 
asking you to please state your definition of feedback… 
 
Axial Codes Themes 
Consideration given to context The setting and patient safety are considered 

when giving feedback Patient safety 
Supervising surgeon led discussion Constructive criticism is provided by a 

supervising surgeon Constructive criticism 
Designed to improve The purpose is to reinforce things done well 

and correct any error in technical skill with 
the overall goal of improving the resident’s 
future performance 

Reinforce things done well 
Correction of technical skills 
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Questions 2-4, 7, 8: What was noticed? 
What did you learn from reviewing the video with the resident? 

Is there any information that you learned that you did not discuss? 
What was your reason? 

How was the video playback different from other instances of feedback you have given in 
surgical situations? 
How did you perceive the quality of feedback you gave during the video playback session? 
 Why did you perceive it to be that way? Or that quality? 
 How did this compare with the way in which you usually give feedback? 
Of all past experiences, tell me about the kind of feedback that has been the most helpful to your 
teaching of laparoscopic surgical skills? 
How did the video affect your perception of the resident’s performance level? 
 Was this in keeping with your previous perception of their performance level? 
  If yes, how so? If no, how so? 
 
Axial Codes Themes 
Residents don’t see everything in the OR There are things that happen in surgery that 

neither the supervising surgeon nor resident 
notice 

I didn’t realize this happened 

Seeing it again Video playback offers the opportunity to 
review specific aspects of a surgery 
providing material for richer feedback 

Feedback during video playback is richer 
Specific surgical techniques 
There was nothing new There were no new teaching points brought 

up because the resident performed well The resident did well 
Feedback requires consideration While feedback in the OR is valuable, the 

OR context prevents careful consideration of 
feedback on performance 

Challenges with giving feedback in the OR 
Feedback in the OR is valuable 

 
Questions 5,6,9: What does it mean? 
In what ways do you think the video playback session was valuable for resident learning? 

Why do you think that was? 
How do you think the video playback affected the resident’s understanding of the feedback you 
gave? 

How do you know? 
Do you feel your feedback during the video review session allowed the resident to set goes for 
their future performance? 
 
Axial Codes Themes 
Learning by increased exposure Video playback offers the opportunity to 

increase resident exposure to surgical learning 
outside the OR 

OR as learning context  
Deeper understanding in a calmer setting 
Specific things they need to improve  The video allows residents to see the specific 

things they need to improve Seeing as a source for feedback 
Residents doing well Residents performing at all levels will learn 

something they may use to improve next time Learner with most to improve 
They’ll do better next time 
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Appendix 6: Letters of Information and Consent Forms 

PATIENT LETTER OF INFORMATION 
  

 

Enhancing surgical education using video playback: A case study on the influence of video 
playback on the nature and experience of feedback between supervising surgeons and 

surgical residents. 
 

This research is being conducted by Dr. Jena Hall1,3 under the supervision of Dr. Jamie Pyper1, Dr. Laura 
McEwen2 and Dr. Graeme Smith3. This study has been reviewed for ethical compliance by the Queen's 
University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board.  
 
1Faculty of Education, Queen’s University 
2Office of Postgraduate Medical Education, Queen’s University 
3Department of Obstetrics and Gynecology, Kingston General Hospital 
 
What is this study about? The purpose of this study is to explore the supervising surgeon and surgical 
resident feedback experience, including the perception of utility, effectiveness of the feedback process, 
and nature and focus of feedback when using video playback. 
 
What is involved to participate in this study? The study will require the video recording of your 
laparoscopic surgery. The video will be taken using pre-existing recording equipment attached to the 
laparoscopic instruments. The recording will begin once the camera is inside of the abdomen, therefore, 
the video will never capture your face, or any other identifying feature. The video recording will be 
reviewed by the resident and supervising surgeon at a time shortly after your surgery for teaching and 
learning purposes.  
The conversation between the resident and supervising surgeon performing your procedure will be audio 
recorded. If any of your identifying information is mentioned within this conversation, it will be removed or 
anonymized at the time of transcription. 
 
Is participation voluntary? Yes. You should not feel obliged to participate in this study. You may choose 
to withdraw from the study at any time with no effect. If you wish to withdraw, contact Dr. Jena Hall 
(jena.hall@queensu.ca). If you withdraw, you may request removal of all or part of your data from the 
study. Not participating in this study, or withdrawing your data from this study, will have no effects on 
current of future medical care at Kingston General Hospital or with your physician. 
 
What will happen to your responses? Your video and the associated teaching and learning discussions 
will be kept confidential. Only Dr. Jena Hall and Dr. Jamie Pyper will have access to this information. Your 
anonymity will be maintained to the extent possible. Results from this study may be presented at 
professional medical education conferences and/or published in professional medical education journals, 
but any such presentations will maintain individual confidentiality. In accordance with the Queen's 
University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board Standard Operating 
Procedures, data will be securely/password protected for a minimum of five years or beyond. If data are 
used for secondary analysis they will contain no identifying information. You are entitled to a copy of the 
findings, if you are interested. If you would like a copy of the findings, please contact Dr. Jena Hall 
(jena.hall@queensu.ca). 
 
What if you have concerns?  Any questions about study participation may be directed to Dr. Jena Hall 
at jena.hall@queensu.ca or (613) 453-5233 or Dr. Jamie Pyper at pyperj@queensu.ca. Any ethical 
concerns about the study may be directed to the Chair of the Queen's University Health Sciences and 
Affiliated Teaching Hospitals Research Ethics Board at clarkaf@queensu.ca or 1-844-535-2988. 
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Thank you for your interest in participating in this research study. 
 

 
RESIDENT LETTER OF INFORMATION 
  

 

 
Enhancing surgical education using video playback: A case study on the influence of video 

playback on the nature and experience of feedback between supervising surgeons and 
surgical residents. 

 
This research is being conducted by Dr. Jena Hall1,3 under the supervision of Dr. Jamie Pyper1, Dr. Laura 
McEwen2 and Dr. Graeme Smith3. This study has been reviewed for ethical compliance by the Queen's 
University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board.  
 
1Faculty of Education, Queen’s University 
2Office of Postgraduate Medical Education, Queen’s University 
3Department of Obstetrics and Gynecology, Kingston General Hospital 
 
What is this study about? The purpose of this study is to explore the supervising surgeon and surgical 
resident feedback experience, including the perception of utility, effectiveness of the feedback process, 
and nature and focus of feedback when using video playback. 
 
What is involved to participate in this study? The study will require the recording of one or two 
laparoscopic cases you will be performing, one or two 30-minute video playback sessions, and one or two 
approximately 45-minute interviews. The video playback sessions and interviews will be audio-recorded. 
There are no known physical, psychological, economic, or social risks associated with this study.  The 
benefit to this study is that you have the opportunity to review your OR performance on video with an 
attending surgeon. 
 
Is participation voluntary? Yes. You should not feel obliged to answer any questions that you find 
objectionable or that make you feel uncomfortable. You may choose to withdraw from the study at any 
time with no effect. If you wish to withdraw, contact Dr. Jena Hall (jena.hall@queensu.ca). If you 
withdraw, you may request removal of all or part of your data from the study. Not participating in this 
study, or withdrawing your data from this study, will have no impact on academic standing. 
 
What will happen to your responses? Your responses will be kept confidential. Only Dr. Jena Hall and 
Dr. Jamie Pyper will have access to this information. Your anonymity will be maintained to the extent 
possible. Results from this study may be presented at professional medical education conferences and/or 
published in professional medical education journals, but any such presentations will maintain individual 
confidentiality. In accordance with the Queen's University Health Sciences and Affiliated Teaching 
Hospitals Research Ethics Board Standard Operating Procedures, data will be securely/password 
protected for a minimum of five years or beyond. If data are used for secondary analysis they will contain 
no identifying information. You are entitled to a copy of the findings, if you are interested. If you would like 
a copy of the findings, please contact Dr. Jena Hall (jena.hall@queensu.ca). 
 
What if you have concerns?  Any questions about study participation may be directed to Dr. Jena Hall 
at jena.hall@queensu.ca or (613) 453-5233 or Dr. Jamie Pyper at pyperj@queensu.ca. Any ethical 
concerns about the study may be directed to the Chair of the Queen's University Health Sciences and 
Affiliated Teaching Hospitals Research Ethics Board at clarkaf@queensu.ca or 1-844-535-2988. 
 
Thank you for your interest in participating in this research study. 
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SUPERVISING SURGEON LETTER OF 
INFORMATION 
  

 

 
Enhancing surgical education using video playback: A case study on the influence of video 

playback on the nature and experience of feedback between supervising surgeons and 
surgical residents. 

 
This research is being conducted by Dr. Jena Hall1,3 under the supervision of Dr. Jamie Pyper1, Dr. Laura 
McEwen2 and Dr. Graeme Smith3. This study has been reviewed for ethical compliance by the Queen's 
University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board.  
 
1Faculty of Education, Queen’s University 
2Office of Postgraduate Medical Education, Queen’s University 
3Department of Obstetrics and Gynecology, Kingston General Hospital 
 
What is this study about? The purpose of this study is to explore the supervising surgeon and surgical 
resident feedback experience, including the perception of utility, effectiveness of the feedback process, 
and nature and focus of feedback when using video playback. 
 
What is involved to participate in this study? The study will require the recording of two or three 
laparoscopic cases you will be performing with a resident, two or three 30-minute video playback 
sessions, and two approximately 45-minute interviews. The video playback sessions and interviews will 
be audio-recorded. There are no known physical, psychological, economic, or social risks associated with 
this study.  The benefit to this study is that you will review an operative performance with your resident 
and given the opportunity to reflect and provide feedback upon this performance. 
 
Is participation voluntary? Yes. You should not feel obliged to answer any questions that you find 
objectionable or that make you feel uncomfortable. You may choose to withdraw from the study at any 
time with no effect. If you wish to withdraw, contact Dr. Jena Hall (jena.hall@queensu.ca). If you 
withdraw, you may request removal of all or part of your data from the study. 
 
What will happen to your responses? Your responses will be kept confidential. Only Dr. Jena Hall and 
Dr. Jamie Pyper will have access to this information. Your anonymity will be maintained to the extent 
possible. Results from this study may be presented at professional medical education conferences and/or 
published in professional medical education journals, but any such presentations will maintain individual 
confidentiality. In accordance with the Queen's University Health Sciences and Affiliated Teaching 
Hospitals Research Ethics Board Standard Operating Procedures, data will be securely/password 
protected for a minimum of five years or beyond. If data are used for secondary analysis they will contain 
no identifying information. You are entitled to a copy of the findings, if you are interested. If you would like 
a copy of the findings, please contact Dr. Jena Hall (jena.hall@queensu.ca). 
 
What if you have concerns?  Any questions about study participation may be directed to Dr. Jena Hall 
at jena.hall@queensu.ca or (613) 453-5233 or Dr. Jamie Pyper at pyperj@queensu.ca. Any ethical 
concerns about the study may be directed to the Chair of the Queen's University Health Sciences and 
Affiliated Teaching Hospitals Research Ethics Board at clarkaf@queensu.ca or 1-844-535-2988. 
 
Thank you for your interest in participating in this research study. 
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CONSENT FORM – PATIENT  

 

Enhancing surgical education using video playback: A case study on the influence of video 
playback on nature and experience of feedback between supervising surgeons and surgical 

residents. 
 

This research is being conducted by Dr. Jena Hall1,3 under the supervision of Dr. Jamie Pyper1, Dr. Laura 
McEwen2 and Dr. Graeme Smith3. This study has been granted clearance by the Health Sciences 
Research Ethics Board at Queen’s University.  
 
1Faculty of Education, Queen’s University 
2Office of Postgraduate Medical Education, Queen’s University 
3Department of Obstetrics and Gynecology, Kingston General Hospital 
 
Name (please print clearly): ________________________________________ 
 

1. I have read the Letter of Information and have had any questions answered to my satisfaction. 

 
2. I understand that I will be participating in the study called < Enhancing surgical education using 

video playback: A case study on the influence of video playback on nature and experience of 
feedback between attending surgeons and surgical residents >. I understand that this means that 
the laparoscopic procedure to be performed on myself will be video recorded, but that no 
personal identifying information will be linked to this video in any way. I also understand this 
means that the conversation between the resident and supervising surgeon performing my 
procedure will be recorded. 

 
3. I understand that my participation in this study is voluntary and I may withdraw at any time. I 

understand that every effort will be made to maintain the confidentiality of the data now and in the 
future. Only researchers affiliated with this study will have access to my data. The recorded video 
data will not be published in and professional journals or conferences. The data gathered from 
the recorded resident and supervising surgeon’s conversation may be published in professional 
journals or presented at scientific conferences, but any such presentations will be of general 
findings and will never breach individual confidentiality. I understand that I am entitled to a copy of 
the recorded video, if I am interested. 

 
4. I am aware that if I have any questions, concerns, or complaints, I may contact Dr. Jena Hall at 

jena.hall@queensu.ca or (613 453-5233 or Dr. Jamie Pyper at pyperj@queensu.ca. Any ethical 
concerns about the study may be directed to the Chair of the Health Sciences Research Ethics 
Board at clarkaf@queensu.ca or 1-844-535-2988. 

 
5. I have read the above statements and freely consent to participate in this research: 

 
Signature: _____________________________________   Date: ______________________________ 
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CONSENT FORM - RESIDENT 
  

 

 

Enhancing surgical education using video playback: A case study on the influence of video 
playback on the nature and experience of feedback between supervising surgeons and 

surgical residents. 
 

This research is being conducted by Dr. Jena Hall1,3 under the supervision of Dr. Jamie Pyper1, Dr. Laura 
McEwen2 and Dr. Graeme Smith3. This study has been granted clearance by the Health Sciences 
Research Ethics Board at Queen’s University.  
 
1Faculty of Education, Queen’s University 
2Office of Postgraduate Medical Education, Queen’s University 
3Department of Obstetrics and Gynecology, Kingston General Hospital 
 
Name (please print clearly): ________________________________________ 
 

1. I have read the Letter of Information and have had any questions answered to my satisfaction. 

 
2. I understand that I will be participating in the study called < Enhancing surgical education using 

video playback: A case study on the influence of video playback on nature and experience of 
feedback between attending surgeons and surgical residents >. I understand that this means that 
I will be asked to have up to two of my laparoscopic procedures recorded, participate in up to two 
video playback sessions, and participate in up to two interviews. 

 
3. I understand that my participation in this study is voluntary and I may withdraw at any time. I 

understand that every effort will be made to maintain the confidentiality of the data now and in the 
future. Only researchers affiliated with this study will have access to my data. The data may also 
be published in professional journals or presented at scientific conferences, but any such 
presentations will be of general findings and will never breach individual confidentiality. I 
understand that I am entitled to a copy of the findings, if I am interested. 

 
4. I am aware that if I have any questions, concerns, or complaints, I may contact Dr. Jena Hall at 

jena.hall@queensu.ca or (613 453-5233 or Dr. Jamie Pyper at pyperj@queensu.ca. Any ethical 
concerns about the study may be directed to the Chair of the Health Sciences Research Ethics 
Board at clarkaf@queensu.ca or 1-844-535-2988. 

 
5. I have read the above statements and freely consent to participate in this research: 

 
Signature: _____________________________________   Date: ______________________________ 
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CONSENT FORM – SUPERVISING SURGEON 
  

 

 

Enhancing surgical education using video playback: A case study on the influence of video 
playback on the nature and experience of feedback between supervising surgeons and 

surgical residents. 
 

This research is being conducted by Dr. Jena Hall1,3 under the supervision of Dr. Jamie Pyper1, Dr. Laura 
McEwen2 and Dr. Graeme Smith3. This study has been granted clearance by the Health Sciences 
Research Ethics Board at Queen’s University.  
 
1Faculty of Education, Queen’s University 
2Office of Postgraduate Medical Education, Queen’s University 
3Department of Obstetrics and Gynecology, Kingston General Hospital 
 
Name (please print clearly): ________________________________________ 
 

1. I have read the Letter of Information and have had any questions answered to my satisfaction. 

 
2. I understand that I will be participating in the study called < Enhancing surgical education using 

video playback: A case study on the influence of video playback on nature and experience of 
feedback between attending surgeons and surgical residents >. I understand that this means that 
I will be asked to have up to three of my laparoscopic procedures recorded, participate in up to 
three video playback sessions, and participate in up to three interviews. 

 
3. I understand that my participation in this study is voluntary and I may withdraw at any time. I 

understand that every effort will be made to maintain the confidentiality of the data now and in the 
future. Only researchers affiliated with this study will have access to my data. The data may also 
be published in professional journals or presented at scientific conferences, but any such 
presentations will be of general findings and will never breach individual confidentiality. I 
understand that I am entitled to a copy of the findings, if I am interested. 

 
4. I am aware that if I have any questions, concerns, or complaints, I may contact Dr. Jena Hall at 

jena.hall@queensu.ca or (613 453-5233 or Dr. Jamie Pyper at pyperj@queensu.ca. Any ethical 
concerns about the study may be directed to the Chair of the Health Sciences Research Ethics 
Board at clarkaf@queensu.ca or 1-844-535-2988. 

 
5. I have read the above statements and freely consent to participate in this research: 

 
Signature: _____________________________________   Date: ______________________________ 
 
 



 150 
 

 
 
Appendix 7: Ethics Board Approval Letter 

 
QUEEN'S UNIVERSITY HEALTH SCIENCES & AFFILIATED TEACHING 
HOSPITALS RESEARCH ETHICS BOARD (HSREB)  

HSREB Initial Ethics Clearance  

October 19, 2016  

Dr. Jena Hall�Department of Obstetrics and Gynaecology Kingston General Hospital  

ROMEO/TRAQ: #6019296�Department Code: OBGY-292-16�Study Title: Enhancing 
surgical education using video playback: A case study on the influence of video playback 
on the nature and experience of feedback between supervising surgeons and surgical 
residents�Co-Investigators: Dr. J. Pyper�Review Type: Delegated�Date Ethics Clearance 
Issued: October 19, 2016�Ethics Clearance Expiry Date: October 19, 2017  

Dear Dr. Hall,  

The Queen's University Health Sciences & Affiliated Teaching Hospitals Research Ethics Board 
(HSREB) has reviewed the application and granted ethics clearance for the documents listed 
below. Ethics clearance is granted until the expiration date noted above.  

   �  Interview Protocols � 

   �  Resident Postoperative Questionnaire � 

   �  Supervising Surgeon Postoperative Questionnaire � 

   �  Prompts for Video Payback Session � 

   �  Letter of Information - Resident � 

   �  Letter of Information – Supervising Surgeon � 
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   �  Letter of Information – Patient � 

   �  Consent Form – Resident � 

   �  Consent Form – Supervising Surgeon � 

   �  Consent Form - Patient �Documents Acknowledged: � 

� CORE Certificate – J. Hall  

Amendments: No deviations from, or changes to the protocol should be initiated without prior 
written clearance of an appropriate amendment from the HSREB, except when necessary to 
eliminate immediate  

hazard(s) to study participants or when the change(s) involves only administrative or logistical 
aspects of the trial.  

Renewals: Prior to the expiration of your ethics clearance you will be reminded to submit your 
renewal report through ROMEO. Any lapses in ethical clearance will be documented on the 
renewal form.  

Completion/Termination: The HSREB must be notified of the completion or termination of 
this study through the completion of a renewal report in ROMEO.  

Reporting of Serious Adverse Events: Any unexpected serious adverse event occurring locally 
must be reported within 2 working days or earlier if required by the study sponsor. All other 
serious adverse events must be reported within 15 days after becoming aware of the information.  

Reporting of Complaints: Any complaints made by participants or persons acting on behalf of 
participants must be reported to the Research Ethics Board within 7 days of becoming aware of 
the complaint. Note: All documents supplied to participants must have the contact information 
for the Research Ethics Board.  

Investigators please note that if your trial is registered by the sponsor, you must take 
responsibility to ensure that the registration information is accurate and complete.  

Yours sincerely,�Chair, Health Sciences Research Ethics Board  

The HSREB operates in compliance with, and is constituted in accordance with, the 
requirements of the TriCouncil Policy Statement: Ethical Conduct for Research Involving 
Humans (TCPS 2); the International Conference on Harmonisation Good Clinical Practice 
Consolidated Guideline (ICH GCP); Part C, Division 5 of the Food and Drug Regulations; Part 
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4 of the Natural Health Products Regulations; Part 3 of the Medical Devices Regulations, 
Canadian General Standards Board, and the provisions of the Ontario Personal Health 
Information Protection Act (PHIPA 2004) and its applicable regulations. The HSREB is 
qualified through the CTO REB Qualification Program and is registered with the U.S. 
Department of Health and Human Services (DHHS) Office for Human Research Protection 
(OHRP). Federalwide Assurance Number: FWA#:00004184, IRB#:00001173  

HSREB members involved in the research project do not participate in the review, discussion or 
decision.  

 
 


