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Introduction

Globalization and internationalization has an impact on the development 
of medical education. Medical education communication channels between 
countries come open, both through a variety of international medical education 
conferences and through publications in various international journals of 
medical education.1 Many concepts and innovations in medical education, 
including teaching and learning processes, are now conveyed widely over 
the world. However, research shows that medical education concepts and 
innovations cannot easily be transferred from one country to another due to 
cultural differences in teaching and learning.2-6 

To stimulate medical schools to improve and maintain their educational 
quality, the World Federation for Medical Education (WFME) developed Global 
Standards for Quality Improvement based on international recommendations.7 
Medical schools in many countries try to adapt their curriculum to meet these 
international standards to gain international recognition. Therefore, when 
implementing global standards, cultural differences between countries, local 
context and need have to be taken into account.7-11 

Feedback is one of the educational concepts recommended by the global 
standards.7 Feedback has to be given timely, specific, constructive and fair to 
students on basis of assessment results.  The influence of culture in feedback 
processes has been acknowledged outside the field of medical education.12,13 

However, empirical evidence about how feedback processes relate to differences 
in culture and what this means for the instructiveness of feedback in medical 
education is lacking. This thesis explores cultural differences in feedback process, 
how feedback can be implemented effectively based on literature by considering 
and facing the cultural differences as challenges, and the effect of feedback to 
the perceived learning value and competencies of students in medical education, 
especially in undergraduate clerkship.

Background

Medical schools must ensure that students acquire sufficient skills to be able to 
take appropriate responsibility after graduation.7 Clerkship is the relevant setting 
for students to learn clinical skills, e.g. history taking, physical examination, 
professionalism, clinical judgment and communication. These competencies 
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can be achieved through patient-based learning activities, either by independent 
learning or formal teaching-learning activities in the ward, outpatient clinic, 
emergency department and operating theatre.

To improve learning and clinical competencies during clerkship, students 
need feedback.14-19 Unfortunately, it is not easy to provide sensible feedback 
effectively.14,20,21 Inadequate feedback has been acknowledged as one of the major 
problems and challenges in clinical teaching.21-23

Feedback in Clerkships 

Van de Ridder et al (2008) define feedback in clerkships as: “specific 
information about the comparison between a trainee’s observed performance 
and a standard, given with the intent to improve the trainee’s performance”.24 
Literature indicated that some approaches of feedback are more effective 
than others.18,19 The following characteristics were recommended in providing 
effective feedback during clerkships.
Feedback should focus on observable competencies such as history taking, 
physical examination, clinical judgment, patient management, communication, 
patient counseling, and professional behavior.24 It makes the feedback 
performance-oriented which is meaningful for students learning.7,18 
The feedback provider should be an expert and credible person who can envision 
a standard against which students’ performance can be compared.15,18,23,24 
Daelmans et al (2004, 2005) stated that seniority level can distinguish the quality 
of feedback.23, 25 However, students get more often feedback from residents or 
junior staff than from specialists or senior staff.23,25-28 Contrary to literature, Van 
Hell et al (2008) reported that feedback from the specialists had the same effect 
on student learning than feedback from residents.29 The question arises whether 
these empirical findings are generalizable to other settings.
Feedback should be based on direct observation, so the student performance gap 
can be identified.17,19,24,29-33 Feedback based on direct observation is very influential 
to the learning process; especially improve students’ competence. However, 
direct observations of student performance are quite rare during clerkships.21 
Parsell & Bligh (2001) report that students expect to be observed directly and 
in a regular manner during contact with patients.34 Direct observation offers the 
opportunity to the clinical teacher to stimulate and assess the level of students’ 
need and performance.34,35 



11

Introduction

Students should participate actively in the learning process during the clerkship.21 
In the context of feedback, students must take the initiative to ask for feedback 
from their clinical supervisors. The objective is to ensure that feedback given 
in accordance with the learning needs of students and can improve students’ 
internal motivation. Van Hell et al (2008) reported that feedback based on 
student initiative has more effect on the learning process than feedback based on 
the initiative of the clinical teacher.29

Students should know what was done well (i.e. strengths).17,31,32,36  The appraisal 
of good performance will enhance students’ confidence and, therefore, supports 
good practice. 
Students also need to know which aspect(s) of their performance need to be 
improved (i.e. weaknesses).17,31,32,36 Information about performance deficiencies 
will help students to set learning goals. 
Students’ performance should be compared with a standard such as professional 
judgment, local standard, or guideline.15,17,24,30,33 It facilitates students to become 
aware of their progress. 
Explanation of the correct performance that elaborates what, how and why 
a performance is correct or not should be given to the students.37 It will give 
students sufficient information to correct errors. 
The feedback provider should invite students to make plan of action to improve 
their performance and discuss it.17,24,31,34,36 This practice will help students to 
apply feedback in practice which is needed to narrow the gap between actual and 
desired performance.33,36

Feedback and assessment are two educational activities that are important for 
students learning and closely related.33 Together with adequate supervision, 
feedback and assessment are important factors to achieve clinical competencies 
during clerkship effectively.23

Assessment and feedback during clerkship 

Assessment has been acknowledged to optimize student learning.38-43 Assessment 
processes should not stop with the mere assessment of learning, but should 
be continued with using information provided by the assessment to optimize 
student learning such as training in clinical skills. Therefore, to influence 
learning, assessment should provide frequent and constructive feedback.40,44-50
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Feedback promotes student learning through information about their strengths 
and weaknesses.50  Information about strengths and weaknesses fosters self-
reflection and self-remediation, and promotes students to advanced training.47 
There is evidence that delivering feedback on an assessment promotes better 
memory for content.38, 51,52 The mini clinical evaluation exercise (Mini-CEX) is an 
assessment method that can facilitate feedback and has the potential to stimulate 
students learning effectively during clerkships.50,53,54

Mini Clinical Evaluation Exercise (Mini-CEX)

The Mini-CEX is a method that was developed to assess clinical skills through 
direct observation.55-57 There are seven clinical skills competences that can be 
assessed by mini-CEX; (1) medical interviewing skills or history taking, (2) 
physical examination skills, (3) humanistic qualities or professionalism, (4) 
clinical judgments, (5) communication or counseling skills, (6) organization 
and efficiency, and (7) overall clinical care. The Mini-CEX is a modification 
of the traditional oral bedside examination. In the implementation process, it 
needs real patients and assessors judging student’s clinical skills. The Mini-
CEX has a wide flexibility both for time and place and needs short time for 
accomplishment. Such an assessment must be conducted repeatedly because it 
is difficult to evaluate all clinical skills competencies at once. The mini-CEX is a 
valid and reliable method for rating clinical performance and it can be applied in 
postgraduate and undergraduate education.55-66

The mini-CEX was designed to identify strengths and weaknesses in individual 
students’ clinical performance based on direct observation in interaction with 
patients and as part of a longitudinal course with many occasions and assessors. 
Based on this information, assessors can give each student individual feedback in 
order to promote further development and improve their clinical competence.55-66 
The feedback in the mini-CEX, therefore, fulfils the requirements for effective 
feedback mentioned before. It focuses on observable competencies, is based on 
direct observation and provides a structure within which strengths, weaknesses 
and action plans can be discussed. The structure of the mini-CEX can facilitate 
the feedback provider in his role as an expert, encourage the comparison of 
student performance to standards and, consequently, the explanation of correct 
performance based on standards. Given its potential, the mini-CEX has been 
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used as a method to improve feedback during clerkships in many countries 
(Hauer 2000; Dewi & Achmad 2010).67,68

Many studies of mini-CEX implementation were conducted in America,55-61,67 
Europe,53,62-64 and Australia.69 Only a few studies were done in Asian countries, 
such as Indonesia.68 The way and impact of the implementation of mini-CEX may 
be different between countries since there are cultural differences in teaching 
and learning.70-71

Cultural differences in Teaching and Learning

Cultural differences in teaching and learning between countries have long been 
recognized.5,70-75 Nowadays, with growing globalization and internationalization 
of medical education, interest in cultural differences is increasing. Anderson 
(1988) has identified some fundamental differences in dimension and cognitive 
style between western and non-western societies.76 Klimidis et al (1997) found 
cultural differences between medical students from Australia, representative for 
a Western society, and medical students from an Asian society.72 Hoon Eng Khoo 
(2003) described the cultural differences of Asian societies that were considered 
to be compatible and incompatible with Problem Based Learning (PBL) which 
was developed in Western societies.2

Without an understanding of cultural differences in teaching and learning, 
misconceptions to the educational practices in certain societies can happen. 
Chalmers et al (1997) described the common misconceptions about medical 
students from Southeast Asia in Australia, e.g. students from Southeast Asia 
have been characterized as learners who want to learn the most to memorize 
information; do not have the skills to analyze and think critically, do not adjust 
their learning to a new context, passive, and did not want to mix with foreign 
students.77 Wear (2000) also found a misconception of medical students from 
Asia Pacific in the United States, e.g. they were perceived by faculty as being 
“quiet,” often too quiet, passive, or unassertive.73 
Realizing and understanding cultural differences in teaching and learning 
may help us to avoid misconceptions, and find out causes and solutions for the 
difficulties. By now, research of cultural differences in teaching and learning 
processes is still limited, particularly related to the teaching and learning 
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processes in clinical settings.5,72-75 Therefore, research to provide new empirical 
evidence about the cultural differences of teaching and learning process in the 
clinical setting is required

The Hofstede’s model of cultural dimensions

One model often used in studies to discuss the cultural differences between 
countries is the Hofstede’s model of cultural dimensions. Hofstede defines culture 

as “programming minds in groups so that the members of a group can be 
distinguished from other groups”.70,71 He classified cultural differences between 
countries in five dimensions of cultural differences: 
1. Power Distance, which is related to inequalities between people
2. Individualism, which is related to relationship between the individual and 

group
3. Uncertainty Avoidance, which is related to the way to deal with unpredictable 

situations 
4. Masculinity, which is related to the emotional role division between gender, 

and 
5. Long Term Orientation, which is related to the choice between present and 

future virtues. 

The model was based on research results in more than 50 countries. In each 
dimension of culture, there are differences in the pattern of interaction between 
people, between teachers and students, and between students. Hofstede’s 
dimensions are still very actual, as they are still used worldwide in university 
courses, cross-cultural training programs and research.78,79 In addition, over the 
past 30 years, Hofstede expanded and updated his work continuously.80 As to 
the globalization issue, Hofstede theorizes that cultures do evolve, but also that 
these differences tend to move together in one and the same cultural direction. 
This implies that the initial differences continue to exist.80

The Individualism dimension is the most popular dimension that is studied and 
discussed in understanding the cultural differences between countries.81 The 
Individualism dimension has a very strong relationship with the power distance 
dimension.71 Countries with large power distance are mostly countries with 
low individualism, and vice versa. Understanding the differences in these two 
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dimensions can be the basis and focus on understanding cultural differences in 
teaching and learning. 

Indonesia as country with Low Individualism and Large Power 
Distance

Indonesia has been classified as country with low individualism or collectivistic 
country.71 Hofstede (2001) defines collectivism as “a society in which people from 
birth onwards are integrated into strong, cohesive in-group, which throughout 
people’s lifetime continue to protect them in exchange for unquestioning 
loyalty”.71 In a collectivistic country, people are interdependent in which there is 
a sense that the self and others are intertwined.82 Therefore, they emphasize to 
promote others’ goal, being fit in to the group, occupy one’s proper place, engage 
in appropriate action; and be attentive to others feeling and unexpressed thought 
– reading others mind.82,83 The important motivation is the ability to adjust, 
retrain self, and maintain harmony with others.71,83 As the impact, personal 
needs, goals, and desires must be controlled and regulated so that they do not 
interfere with the needs and goals of significant others, and discussions of one’s 
performance openly are avoided. 

The characteristics of collectivistic culture can be applied to the teaching and 
learning processes.70,71 For example (table 1), the teacher will deal with students 
as a group rather than individuals and students will not take the initiative of 
communication especially not in front of a large group. 

Power distance is a measure to show the influence of inequality between 
someone who is more powerful – superior – and someone who is less powerful – 
subordinate.71 Generally, superiors strive to maintain and increase the distance 
with subordinates and the subordinate always will try to minimize the distance 
with a superior. However, in case of large power distance, superiors will take 
more attempts to maintain and increase the distance with a subordinate, so that 
the emotional distance between superior and subordinate remains large. For the 
subordinate who attempts to reduce the distance, it is very difficult to approach 
and contrary to the superior. Subordinates become dependent to the superior. 
This also applies to the patterns of interaction between teachers and students 
(Table 1).
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Table 1. Hofstede’s model of cultural dimensions: the individualism and power 
distance dimensions in educational contexts.70,71

Low Individualism (collectivism)
• Teachers deal with students as a 

group
• Students will not speak up in class 

or large groups
• Harmony, saving face and shaming 

in class

High Individualism
• Teachers deal with individual 

students
• Students expected to speak up in 

class or large groups
• Students’ selves to be respected

Large Power Distance 
• Students expect teachers to outline 

paths to follow
• Quality of learning depends on 

excellence of teachers
• Teachers initiate all communication 

in class

Small Power Distance 
• Teachers expect students to find 

their own paths
• Quality of learning depends on 

two-way communication and 
excellence of students

• Students initiate some 
communication in class 

In countries with large power distance, students tend to be dependent on 
teachers. The learning process is centered on the teachers, and the quality of 
learning is related to the excellence of them. Furthermore, the teacher is expected 
to give outlines to be followed by students, and teachers will generally initiate 
communication.70,71 

Cultural differences in Providing Feedback

Some studies found cultural differences in feedback between large power distance 
and low individualism societies and low power distance and high individualism 
have been studied in both medical education and outside of the field of medical 
education. We found two studies outside the field of medical education. Pratt et al 
(1999) found, by asking faculty and students from Hong Kong, that the purpose 
of giving feedback is to identify the weaknesses or errors of understanding the 
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learning material.84 Compared to teachers from expatriate western countries 
(United States or Britain), teachers in Hong Kong stated that balance between 
criticism and praise has to be achieved in feedback. Comparing post-graduate 
student in Hong Kong and United states, Morrison et al (2004) also found that 
feedback inquiry was related to self-assertiveness aspect of individualism, and 
to power distance. Individuals who scored high on self-assertiveness and low 
on power distance reported had more feedback inquiry than those low on self-
assertiveness and high on power distance.85

In the field of medical education, Wong’s study (2011) found differences between 
two countries.86 The faculty staff of anaesthesia residency training program 
in Thailand stated that the purpose of feedback is to correct behaviour, while 
faculty from Canada considered the emotional consequences and showed their 
reluctance to give negative feedback.

To summarize, current concepts concerning teaching and learning have spread 
widely throughout the world and have been adopted in curriculum innovations 
by medical schools in many countries. Feedback to students is an example of 
such an educational concept, which is being implemented in medical curricula 
all over the world. Instructive feedback facilitates learning during clerkships. 
Providing feedback to students occurs in an interactive process. How teachers 
and students interact is rooted in the culture of a society and it can be questioned 
whether the implementation of feedback processes should be the same in each 
country.

Towards this Thesis

To improve students’ learning and meet global standards, providing effective 
feedback during clerkships is critical. Innovations by implementing new feedback 
methods should be conducted in such a way that it meets the goal. However, to 
establish the effectiveness of feedback innovations in different cultures, we should 
explore common practice of feedback processes during clerkship. This thesis 
explores the common practice of feedback processes, and the implementation 
of a new method to improve feedback in clerkship. In this thesis we take into 
account the Indonesian culture as a country with low individualism (collectivist) 
and large power distance. 
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In Chapter 2 cultural differences in feedback processes and perceived 
instructiveness of feedback during clerkships between two countries, Indonesia 
and the Netherlands, are explored. By replicating a Dutch study in Indonesia, 
we Analyzed differences in feedback processes and their influence to the 
perceived instructiveness of feedback. Over a two-week period, Indonesian 
students recorded feedback moments during clerkships, noting who provided 
the feedback, whether the feedback was based on observations, who initiated the 
feedback, and its perceived instructiveness. Data were compared with the earlier 
Dutch study. Cultural differences were explored using Hofstede’s Model, with 
Indonesia and the Netherlands differing on ‘power distance’ and ‘individualism’ 
dimension.

Individual feedback is essential during clerkship. In collectivistic cultures, 
however, group feedback is common educational practice. Chapter 3 explains 
the characteristics and perceived learning value of individual and group feedback 
in a collectivistic culture.  

International standards recommended medical schools to ensure that students 
get timely, specific, constructive and fair feedback on basis of assessment results. 
Literature has explained the potential of the mini-CEX as an assessment method 
to facilitate feedback effectively in the clinical setting. Therefore, we implemented 
mini-CEX into the existing assessment program in clerkships to provide effective 
feedback and improve learning on clinical competencies. However, local culture 
might hamper innovation attempts.  Chapter 4 describes the challenges in 
implementing the mini-CEX in Indonesia and investigates its effect on students’ 
clinical competence.  Implementing the mini-CEX into the existing curriculum, 
while taking the Indonesian culture into account, implied a shift from group to 
individual feedback. We compared students’ final clinical competence before and 
after the implementation of the mini-CEX, using a modified Objective Structured 
Long Examination Record (OSLER). 

To establish the mini-CEX as an appropriate assessment tool for the Indonesian 
clinical setting, its practicality and impact on learning has to be investigated. 
Chapter 5 describes students and specialist perception on practicality and impact 
on learning of mini-CEX as assessment tool.
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Various feedback characteristics have been suggested as having a positive 
influence on student learning. However, there is little evidence for the effect 
of these characteristics and validation studies are needed. Furthermore, it 
is unknown how the learning value of feedback is perceived in cultures with 
low individualism and large power distance. In Chapter 6 we try to validate 
the theoretical assumptions by analysing the influence of different feedback 
characteristics on the perceived learning value. During the implementation of 
mini-CEX, we asked students to assess the learning value of mini-CEX feedback 
using a 5-point Likert scale, and to record for each mini-CEX encounter whether 
the examiner informed the student what went well, mentioned which aspects 
of performance needed improvement, compared the student’s performance to a 
standard, explained correct performance, and prepared an action plan with the 
student. 

Chapter 7 provides a general discussion of the thesis’s findings, which includes 
methodical considerations, and implications and recommendations for medical 
education practice and research.
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ABSTRACT

Context: Cultural differences between countries may entail differences in 
feedback processes.
Aims: By replicating a Dutch study in Indonesia, we Analyzed whether 
differences in processes influenced the perceived instructiveness of feedback. 
Methods: Over a two-week period, Indonesian students (n=215) recorded 
feedback moments during clerkships, noting who provided the feedback, 
whether the feedback was based on observations, who initiated the feedback, 
and its perceived instructiveness. Data were compared with the earlier Dutch 
study and Analyzed with chi-square tests, t-tests and multilevel techniques. 
Cultural differences were explored using Hofstede’s Model, with Indonesia and 
the Netherlands differing on ‘power distance’ and ‘individualism’.
Results: Perceived instructiveness of feedback did not differ significantly 
between both countries. However, significant differences were found in feedback 
provider, observation and initiative. Indonesian students perceived feedback as 
more instructive if provided by specialists and initiated jointly by the supervisor 
and student (βresidents=-.201, p<.001 and βjoint=.193, p=.001). Dutch students 
appreciated feedback more when it was based on observation.
Conclusions: We obtained empirical evidence that one model of feedback does 
not necessarily translate to another culture.  Further research is necessary to 
unravel other possible influences of culture in implementing feedback procedures 
in different countries.  
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Introduction 

As a result of growing globalization and internationalization, the influence of 
culture is becoming increasingly relevant in medical education.1-7 Current 
concepts concerning teaching and learning have spread widely throughout the 
world and have been adopted in curriculum innovations by medical schools in 
many countries.8 Feedback to students is an example of an educational concept 
which is being implemented in medical curricula all over the world. Instructive 
feedback facilitates learning during clerkships. Providing feedback to students 
occurs in an interactive process. How teachers and students interact is rooted in 
the culture of a society and it can be questioned whether the implementation of 
feedback processes should be the same in each country.9 Indeed, several authors 
suggest that educational concepts, for example feedback, cannot readily be 
transferred from one culture to another.10-12 However, empirical evidence about 
how feedback processes relate to differences in culture and what this means for the 
instructiveness of feedback is lacking. By replicating a Dutch study in Indonesia, 
we examined differences in Indonesian and Dutch feedback processes during 
clerkships, Analyzed the influence of the process on the perceived instructiveness 
of feedback and addressed the question of whether possible differences could be 
related to differences in culture. 

In medical education, the Hofstede Model has been used to explain cultural 
differences between countries.1,3 In this model, culture is defined as ‘the collective 
programming of the mind that distinguishes the members of one group or 
category of people from another’.9,13 Based on cultural data collected from more 
than 50 countries, Hofstede classified cultural differences between countries 
into five dimensions:
• Power Distance, which refers to the degree of human inequality that 

underlies the functioning of a particular society;
• Individualism, which refers to the degree to which individuals are supposed 

to look after themselves or remain integrated in groups;
• Uncertainty Avoidance, which refers to the degree to which a society 

attempts to control unpredictable, unclear or unstructured situations;
• Masculinity, which refers to gender role division within a society;
• Long-Term Orientation, which refers to the focus of people’s efforts: the 

future or the present.
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Based on the scores on each dimension, countries may have a large or small power 
distance, high or low individualism, high or low uncertainty avoidance, high or 
low masculinity, and long-term or short-term orientation. The individualism 
dimension was most widely studied,14 and has a strong relationship with the 
dimension of power distance.13,14 Large power distance countries usually have 
low individualism (collectivism), and small power distance countries usually 
have high individualism. To obtain a good understanding of cultural differences 
between countries, it is important to explore the consequences of both dimensions. 
In our study, we included two countries: a country characterized by large power 
distance and low individualism (Indonesia) and a country characterized by small 
power distance and high individualism (the Netherlands).9,13 Both countries are 
similar on the dimensions uncertainty avoidance (low), masculinity (low) and a 
long-term orientation. In this study, we will focus on the cultural dimensions on 
which the two countries differ: individualism and power distance. 

On national level, based on Hofstede’s Model, different patterns of interaction 
in the context of teaching and learning at school are described (Table 1).9,13 In 
countries with large power distance and low individualism, students tend to 
depend on their teacher’s input and the teacher is expected to outline paths 
which have to be followed by students. Most interactions between the students 
and their teacher will be initiated by the latter. Students use the group as 
their frame of reference, and within that group, saving face and maintaining 
harmony is of great importance. In countries with small power distance and 
high individualism, teachers and students treat each other more as equals. 
The students are expected to create their own way of learning and to take the 
initiative in communicating with teachers and solving problems.
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Table 1. Hofstede’s model of cultural dimensions: the Power Distance and 
Individualism dimensions in educational contexts 

Large Power Distance 
• Students expect teachers to 

outline paths to follow
• Quality of learning depends on 

excellence of teachers
• Teachers initiate all 

communication in class

Small Power Distance 
• Teachers expect students to find 

their own paths
• Quality of learning depends on 

two-way communication and 
excellence of students

• Students initiate some 
communication in class 

Low Individualism 
(collectivism)
• Harmony, saving face and 

shaming in class
• Students will not speak up in 

class or large groups
• Teachers deal with students as a 

group

High Individualism
• Students’ selves to be respected
• Students expected to speak up in 

class or large groups
• Teachers deal with individual 

students

In clerkships, feedback is an important factor for learning.15-19 It can enhance 
students’ behaviour and level of competence and, therefore, improve their 
performance.20-25 Feedback is considered to be most effective when it is 
systematically delivered from credible sources, discussed face-to-face in a safe 
environment, related to a specific standard and when it contains highly specific 
information.15,20,21,25 There are a few studies in which cultural differences in 
feedback have been explored. We found two studies outside the field of medical 
education. Faculty and students from Hong Kong hold the opinion that the 
purpose of feedback is to identify the weaknesses or errors while teachers from 
expatriate Western countries (such as the United States or Britain) stated that 
a balance between criticism and praise has to be achieved.26 Comparing post-
graduate students in Hong Kong and the United States, Morrison et al found 
that individuals high on self-assertiveness and low on power distance more 
frequently sought feedback than those low on self-assertiveness and high on 
power distance.27 Within the field of medical education, faculty of an anaesthesia 
residency training program in Thailand stated that the purpose of feedback 
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is to correct behaviour, while faculty from Canada considered the emotional 
consequences and showed their reluctance to give negative feedback.6 Based 
on the results of these studies, we can conclude that cultural differences seem 
to influence opinions about feedback. However, to our knowledge, there are 
no studies yet on how cultural differences might influence the process and the 
perceived instructiveness of feedback. 

In literature, it is suggested that the instructiveness of feedback is influenced 
by the status of the supervisor,28,29 observation of behaviour,15,30 and active 
participation of the student.15,20,21 In our Dutch study, we searched for empirical 
evidence for these expectations.31 Our study revealed that students perceived 
feedback provided by specialists and residents as more instructive than feedback 
from nursing and paramedical staff. No significant differences were found in 
perceptions of the instructiveness of feedback from specialists and residents. 
The feedback was considered more instructive if students were observed and 
when the feedback was initiated by them or based on a joint initiative rather 
than the supervisor’s initiative. The outcomes of our study did not support all 
expectations about feedback found in literature. We wondered whether these 
outcomes are influenced by the Dutch culture (small power distance and 
high individualism). Therefore, we investigated students’ perceptions of the 
instructiveness of feedback during clerkships in Indonesia, characterized by 
large power distance and low individualism. To enable the best comparison of 
students’ perceptions on the instructiveness of feedback, we replicated the Dutch 
study of Van Hell et al (2009).31 We investigated: (1) the feedback processes by 
analysing how often Indonesian students received feedback, who provided the 
feedback, whether it was based on direct observation of performance and the 
degree of student initiative in requesting feedback; (2) how the factors associated 
with the feedback provider, observation of performance and student initiative 
influenced the perceived instructiveness of feedback; and (3) differences between 
the results from the Indonesian and the Dutch study. Differences in feedback 
processes and perceived instructiveness of feedback between Indonesia and the 
Netherlands were then considered from the perspective of cultural differences 
on the dimensions power distance and individualism.
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Methods

Context 

This replication study was conducted at the Gadjah Mada University (GMU), 
Yogyakarta, Indonesia. The context of the Indonesian study is comparable to that 
of the Dutch study by Van Hell et al. (2009).31 In both universities, the curricula 
were problem-based and patient-centered, which means that the patient’s 
problem is the central issue of the curricular modules and their educational 
elements. The duration of the Gadjah Mada University medical curriculum was 
five years (compared to six years in the Dutch study), with students participating 
the last 1.5 years in clerkships (compared with 2 years of clerkships in the 
Dutch study). The GMU clinical phase implied rotating through twelve clinical 
departments (surgery, internal medicine, paediatric, obstetrics and gynaecology, 
neurology, ophthalmology, psychiatric, dermatology, otorhinolaryngology, 
radiology, medical forensic, and anaesthesiology) at the main teaching hospital 
or one of the eleven affiliated hospitals. The Dutch clerkships took place at the 
University Medical Center or one of seven affiliated hospitals. In both universities, 
students are averagely 8 hours per day in the hospital.

Participants and procedure

The students (n= 286) from all clinical departments were asked to record for two 
weeks, on a daily basis, all moments they received individual feedback on their 
performance. In this replication study, we used the form that was developed for 
the Dutch study, and translated it into Bahasa Indonesia, the national language 
of Indonesia. After a back-translation check, the Indonesian version appeared 
to represent the Dutch version as accurate as possible. A pilot study (n = 19) 
showed that the form was applicable in the Indonesian context. Each form was 
accompanied by a letter explaining the purpose of the research. All participants 
received IDR 50,000 (approx. USD 7) as a reward for their participation. We 
obtained ethical approval for this study from the Medical and Health Research 
Ethics Committee (MHREC) at Gadjah Mada University.
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Measures

Feedback was defined as comments/remarks on an individual student’s work or 
behaviour. The students were asked to record all individual feedback moments 
and note: 
-  Who provided the feedback: a specialist, a resident, a nurse or another 

member of the paramedical staff (variable “supervisor”).
-  Whether the feedback was based on direct observation of performance. 

Feedback that is not based on direct observation is often based on information 
from others or from the students themselves (variable “observation”).

-  Who initiated the feedback moment: the student, the feedback provider or 
both. The latter refers to a joint initiative of both student and supervisor 
(variable “initiative”). 

-  The instructiveness of each feedback moment as perceived by the student, 
using a 5-point Likert scale ranging from 0 = not instructive to 4 = very 
instructive. By ‘instructiveness’ we mean the perceived learning value of the 
feedback.

 As the perceived instructiveness of feedback might also be influenced by the 
student’s gender, we also included the variable ‘gender’. 

Statistical analysis

Descriptive figures were used to show the number of feedback moments the 
Indonesian students received. To analyse differences between the Indonesian 
and the Dutch data, we gained full access to the Dutch dataset. Differences in 
the percentage of feedback moments between Indonesia and the Netherlands 
were Analyzed with chi-square tests. Differences in perceived instructiveness 
of feedback between both countries were Analyzed with a t-test. Each student 
reported several feedback moments. Therefore, the perceived instructiveness 
of feedback could not be Analyzed independently. Because of the hierarchical 
structure of the data, where feedback moments were nested within students, we 
conducted a multilevel analysis in three stages. First, we estimated the empty 
model, describing the variation in perceived instructiveness associated with 
feedback moments and students (intraclass correlation). Second, the influence of 
the independent variables ‘supervisor’, ‘observation’, ‘initiative’ and ‘gender’ on 
perceived instructiveness was calculated using a main effects model. Third, all of 
the main effects and their interactions were estimated in a stepwise procedure. 
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The accuracy of a model is shown by the reduced difference in deviance between 
the model and the actual data. Significant differences were tested with a chi-
square test, with the number of degrees of freedom equal to the number of added 
parameters. Because adding the interaction effects did not significantly improve 
the model, the final model presented in the Results section only contains the 
main effects. T-tests were used to determine the significance of the contribution 
of each independent variable. Data were Analyzed with the multilevel computer 
program MLwiN (version 2.01). 

Results

Study in Indonesia

In total, 215 (response rate= 75,17%)  Indonesian students, of whom 54% were 
women, reported 1654 feedback moments. On average, the students reported 3.9 
individual feedback moments per week. They predominantly received feedback 
from residents, with their performance being observed in 82.3% of the feedback 
moments (Table 2). These feedback moments were mostly initiated by the 
supervisors (48.3%).

Table 2. Comparison of feedback processes between Indonesia and the 
Netherlands 

Indonesia The Netherlands* χ2 (p) 

% %

Supervisor
Specialists
Residents
Nursing and paramedical staff

31.1
61.7
7.2

68.3
22.5
9.1

415.8
(0.000)

Observation
Observed
Not observed

82.3
17.7

38.5
61.5

544.9
(0.000)

Initiator
Student
Supervisor
Joint

37.5
48.3
14.2

22.3
26.5
51.2

429.2
(0.000)

* Data retrieved from the previously published Dutch study
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The multilevel analysis showed that in the empty model, 49.3% of the variance was 
at student level and the other 50.6% was associated with the feedback moments. 
When the main effects were entered, the model improved (χ2 = 66.762, df = 6, 
p < 0.001) (Table 3). Adding interactions did not significantly improve the fit of 
the model. The main effects model shows that Indonesian students perceived 
feedback from specialists and residents as more instructive than feedback from 
nursing and paramedical staff (βspecialists =0.423, p = 0.001; βresidents = 0.207, p = 
0.01). Feedback from specialists was perceived as more instructive than feedback 
from residents (specialist as reference category, βresidents = - 0.201, p < 0.001). We 
found no significant difference in perceived instructiveness of feedback based 
on observed or non-observed behaviour. The students perceived feedback to 
be more instructive when the feedback moment was initiated by themselves 
or jointly by themselves and the supervisor, than when it was initiated by the 
supervisor (βstudent = 0.099, p < 0.01; βjoint = 0.292, p < 0.01). In addition, students 
perceived feedback to be more instructive when the feedback moment was jointly 
initiated by the themselves and the supervisor, than when it was solely initiated 
by themselves (student initiative as reference category, βjoint = 0.193, p = 0.001). 
We found no significant difference in perceptions about the instructiveness of 
feedback between male and female students. 
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Table 3. Multilevel analysis for perceived instructiveness of feedback in 
Indonesia

Variables
Empty model Main effects model

Coeff.       (SE) Coeff.         (SE)
Intercept 2.932***  (0.051) 2.522***   (0.109)
Supervisor (ref #: nursing and 
paramedical staff)
Specialists 0.423***   (0.075)
Residents 0.207**    (0.070)
Observation (ref #: not 
observed)
Observed 0.056       (0.050)
Initiator (ref #: supervisor)
Student 0.099**    (0.041)
Joint 0.292***   (0.056)
Gender (ref #: men)
Women 0.045       (0.102)
Variance
Between students 0.407     (.050) 0.407       (0.050)
Within students 0.418     (.015) 0.399       (0.015)
Deviance 3623.823 3557.061***

* p < 0.05; **p < 0.01; ***p < 0.001; SE = standard error; # ref: reference group

Indonesia versus the Netherlands

Indonesian students reported an average of 3.9 individual feedback moments 
per student per week, which did not differ significantly from the average of 4.4 
moments in the Dutch study (p = 0.203). The Indonesian students received less 
feedback from specialists and more feedback from residents than their Dutch 
counterparts (χ2 = 415.8, df = 2, p < 0.001) and the feedback was more frequently 
based on directly observed performance (χ2 = 544.9, df = 1, p < 0.001), (Table 
2). In Indonesia, most feedback moments were initiated by the supervisor, while 
in the Netherlands, most feedback moments were jointly initiated by the student 
and the supervisor (χ2 = 429.2, df = 2, p < 0.001). 
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In Indonesia, the overall mean of ‘perceived instructiveness’ was 2.93 (SE = 
0.88), which did not differ significantly from that in the Dutch study (2.92, 
SE = 0.87). The Indonesian study revealed that feedback from specialists was 
perceived as more instructive than feedback from residents, while in the Dutch 
study no significant difference in perceptions of the instructiveness of feedback 
from specialists and residents was found. In Indonesia, we found no significant 
difference in perceptions of the instructiveness of feedback based on observed 
and non-observed behaviour, whereas in the Netherlands, feedback based on 
direct observation was perceived as more instructive. In Indonesia, feedback was 
perceived as more instructive when the feedback moment was jointly initiated by 
the student and the supervisor than when it was solely initiated by the student. 
The Dutch study, however, showed no significant difference in perceptions 
about the instructiveness of feedback resulting from student or joint initiative. 
Whereas Dutch female students perceived the instructiveness of feedback to be 
higher than their male peers, we did not find such a gender difference among the 
Indonesian students. 

Discussion

To examine cultural differences in feedback processes during clerkships, we 
replicated a Dutch study in the Indonesian context. Data analysis showed 
no statistically significant differences between the countries in perceived 
instructiveness of feedback. However, we did find differences in feedback 
processes, as well as in the influence of the variables ‘supervisor’, ‘observation’, 
and ‘initiative’ on the perceived instructiveness of feedback. We used Hofstede’s 
model of cultural differences to explain the findings, using the concepts of power 
distance and individualism.

During clerkships, Indonesian students mostly received feedback from residents, 
while the Dutch students more often received feedback from specialists. The 
Indonesian students perceived feedback from specialists as more instructive, 
while the Dutch students experienced feedback from residents and specialists 
as equally instructive. In both countries, specialists are higher in the hierarchy 
in the clinical setting than residents are, and residents are higher than students. 
However, in cultures larger on power distance, this hierarchy influences 
relationship patterns more, because superiors tend to maintain distance 
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between themselves and their subordinates.9,13 This might explain why students 
in the Indonesian situation receive most feedback from superiors close to them, 
such as residents. At the same time, they perceived feedback from specialists as 
more instructive than feedback from residents, probably because they consider 
specialists as experts in the field.13,26 In small-power-distance countries, such 
as the Netherlands, hierarchy is more dependent on roles and responsibilities. 

Outside their roles and responsibilities, supervisors and trainees will treat 
each other more as equals.9,13 In the Netherlands, part of the specialists’ role is 
to provide trainees, residents and students with feedback. This explains why 
the Dutch students received more feedback from specialists than residents. 
Furthermore, countries with smaller power distance are characterized by two-
way communication between supervisor and trainee. This might explain why 
Dutch students value the feedback from residents and specialists equally. Besides 
the aforementioned, in both countries, students received the least amount of 
feedback from nursing and paramedical staff and perceived this kind of feedback 
as least instructive. The explanation for this finding, however, may be different 
for both sites. In Indonesia, it may be because nursing and paramedical staff have 
expertise in another field and, therefore, are not superior to the students (i.e. 
have less  power). In large-power-distance countries, authority within the field 
implies expertise in the field and, therefore, is necessary for the instructiveness 
of feedback.13,26 In the Netherlands on the other hand, students may perceive 
feedback from nursing and paramedical staff mainly as least instructive because 
they are from another field (different educational background), which may affect 
the credibility of the feedback.20

Indonesian students reported that their performance had been directly observed 
more frequently than their Dutch counterparts. While the Dutch students 
perceived feedback based on direct observation as being more instructive, 
Indonesian students valued feedback based on observed and non-observed 
performance equally. These differences in results may be explained by differences 
in individualism and power distance. In collectivist cultures, the workplace 
in itself is an ‘in-group’. Frequent observation is needed for supervisors to 
identify students’ deviations from the group standards. By focusing on such 
deviation, supervisors encourage students to adapt to the in-group. However, 
as a consequence of teachers dealing with individuals as a group, they usually 
observe individual students in front of the group, which makes students afraid 
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of failing and losing face. Therefore, Indonesian students may not experience 
feedback based on these observations as more instructive. Besides, in a large-
power-distance country like Indonesia, students need to follow the outlines from 
the teacher.9,13 As a result, it might be that students appreciate any feedback, 
irrespective of whether the feedback was provided on observed action or not. 
In individualistic cultures, the student’s unique identity is important and, as a 
consequence, they are encouraged to operate more independently. Consequently, 
they are less frequently observed. The wish to be more independent and to 
express themselves freely, results in Dutch students using their own initiative 
to learn new things.9,13,32 However, they need to be observed in order to gain 
an impression of their abilities. This might explain why Dutch students value 
feedback based on observed behaviour more than feedback based on behaviour 
that was not directly observed. 

In Indonesia, most feedback moments were initiated by the supervisors, whereas 
in the Netherlands, most feedback was based on a joint initiative of the student 
and the supervisor. 
Furthermore, the Indonesian students perceived feedback arising from a joint 
initiative as most instructive. The Dutch students perceived feedback initiated by 
the student or arising from joint initiative as more instructive. This difference in 
results may be explained by power distance and individualism. In large-power-
distance cultures, supervisors are perceived as more difficult to approach than 
in small-power-distance cultures. Even though students need feedback from 
their supervisor as an outline to be followed, they feel less comfortable asking 
for feedback. Furthermore, in collectivist cultures, students are more reluctant 
to speak up as they want to avoid losing face by making a mistake. They will 
generally strive to fit into the group, adjust their behaviour to achieve this, try 
to maintain group harmony and focus on the priorities of the group rather than 
on their own desires. In an individualistic culture, on the other hand, students 
will identify themselves as separate, independent people and will generally look 
after themselves, strive to be unique, express themselves freely and make their 
own decisions.13,32 Students are expected to initiate their own learning process 
and therefore, ask for feedback.9,13 In combination with small power distance, 
frequent feedback based on a joint initiative, which students highly value, is a 
logical result.
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In literature, it is suggested that the quality of feedback is positively influenced 
by the seniority of the person providing it,28,29 observation of students’ 
performance,15,30 and the initiative of students.15,20,21 This means that feedback 
is expected to be most instructive if it is provided by specialists, based on 
observation and initiated by the student. Such an ‘ideal’ situation was not 
found in either country. In Indonesia, the country with large power distance 
and low individualism, students received most feedback from residents, they 
were often directly observed and most feedback moments were initiated by 
the supervisor. In the Netherlands, the country with small power distance and 
high individualism, students received most feedback from specialists, were less 
observed and about half of the feedback moments were based on a joint initiative. 
We found comparable differences when analysing the influence of these variables 
on the perceived instructiveness of feedback. Remarkably, the differences in 
feedback processes did not lead to differences in general appreciation of the 
instructiveness of feedback. Our outcomes suggest that it might be important to 
take cultural differences into account when implementing feedback processes. 
Cultural adaptations of feedback processes might be necessary to guarantee 
instructiveness. However, much more research is needed to support this idea. 

One strength of our study is that we replicated the design of the original Dutch 
study and, thus, were able to compare two countries with different cultures on 
their feedback processes in clerkships. The countries are similarly classified on the 
dimensions of ‘uncertainty avoidance’, ‘masculinity’ and ‘long-term orientation’, 
but they differ on the dimensions of ‘power distance’ and ‘individualism’, as 
defined in Hofstede’s model.9,13 By replicating a Dutch study in Indonesia, we 
created a design in which cultural differences on a national level can be studied 
in the best manner possible.33

We limited our study to a replication study to find out whether differences in 
feedback processes during clerkships could be explained from the perspective 
of cultural differences on the dimensions power distance and individualism as 
described by Hofstede’s framework. This implies that we did not investigate 
additional aspects of the feedback provided, such as the content of feedback. 
Further research might investigate the content of feedback and its relation with 
the perceived instructiveness of feedback. A second limitation of our study is that 
we used students’ perceptions of instructiveness as the outcome measurement. 
Students recorded feedback moments over a period of two weeks and indicated 
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how instructive the moments were. We do not know their actual learning 
output. However, since positive perceptions are conducive to learning,34 student 
satisfaction with the learning value of feedback may improve their learning 
outcomes. A third limitation is that cultural differences between the two student 
populations may affect the interpretation of instructions in the questionnaires. 
By replicating the Dutch study, we tried to control for ‘noise’ in our research 
design as much as possible. Further qualitative research might shed more light 
on such cultural differences. A fourth limitation is that we only compared one 
medical school in each country. Considering that cultural dimensions may be a 
simplification of reality35 and that cultural climates can differ between regions 
of a country,36 we realize that we need to be cautious in our interpretations. 
However, research also showed that national culture is reflected in the 
subcultures embedded in it.35 This is also true for our setting: we observed clear 
differences between the Indonesian and the Dutch setting that were in line with 
Hofstede’s theory: the Indonesian setting was higher on Power Distance and 
lower on Individualism than the Dutch setting. Therefore, Hofstede’s model was 
appropriate to explain cultural differences.1,3 

In conclusion, we found evidence that cultural aspects may influence how 
feedback is perceived. Although feedback during clerkships was perceived as 
equally instructive by the Indonesian and the Dutch students, we found significant 
differences in feedback processes and in underlying factors influencing the 
perceived instructiveness of feedback. These differences correspond to cultural 
characteristics of each country and can be explained by the Power Distance and 
Individualism dimensions of Hofstede’s model. Thus, we obtained empirical 
evidence that one model of feedback does not necessarily translate to another 
culture at a time when homogenous, global models of education are being 
promoted. We recommend educationalists who implement educational concepts 
from other cultures to be aware of cultural differences, consider possible 
influences on the learning processes of students, and take the local culture into 
account while not changing the underlying concept. Further research is necessary 
to unravel possible positive or negative influences of culture in implementing 
feedback processes in different countries.  



43

Exploring cultural differences in feedback processes and perceived instructiveness during 
clerkships: replicating a Dutch study in Indonesia

References

1. Klimidis S, Minas IH, Stuart GW, Hayes C. Cultural diversity in Australian 
medical education. Med Educ 1997;31:58–66.

2. Wear D. Asian/Pacific Islander women in medical education: Personal and 
professional challenges. Teach Learn Med 2000;12:156–163.

3. Jippes M, Majoor GD. Influence of national culture on the adoption of 
integrated and problem-based curricula in Europe. Med Educ 2008;42:279–
285.

4. Mitchell BS, Xu Q, Jin L, Patten D, Gouldsborough I. A cross-cultural 
comparison of anatomy learning: Learning styles and strategies. Anat Sci 
Educ 2009;2:49–60.

5. Tavakol M, Dennick R. Are Asian international medical students just rote 
learners? Adv Health Sci Educ 2010;15:369–377.

6. Wong AK. Culture in medical education: Comparing a Thai and a Canadian 
residency programme, Med Educ 2011;45:1209–1219.

7. Chandratilake M,  McAleer S, Gibson J. Cultural similarities and differences 
in medical professionalism: A multi-region study. Med Educ 2012;46:257–
266.

8. Harden RM. International medical education and future directions: A global 
perspective. Acad Med 2006;81(12 Suppl):S22–S29.

9. Hofstede G. Cultural difference in teaching and learning. Int J Intercult Rel 
1986;10:301–332.

10. Gukas ID. Global paradigm shift in medical education: Issues of concern for 
Africa. Med Teach 2007;29:887–892.

11. Bleakley A, Brice J,  Bligh J. Thinking the post-colonial in medical education. 
Med Educ 2008;42:266–270.

12. Lam TP, Lam YYB. Medical education reform: The Asian experience. Acad 
Med 2009;84:1313–1317. 

13. Hofstede G. Culture’s Consequences, Comparing Values, Behaviors, 
Institutions, and Organizations Across Nations. Newbury Park, CA: Sage 
Publications 2001.

14. Smith PB, Bond MH, Kağitçibaşi Ç. Understanding Social Psychology 
Across Cultures: Living and Working in a Changing World. Thousand Oaks, 
CA: Sage Publications 2006.



44

Chapter 2

15. Ende J. Feedback in clinical medical education. JAMA 1983;250:777–781.
16. Hewson MG, Little ML. Giving feedback in medical education: Verification 

of recommended techniques. J Gen Intern Med 1998;13:111–116.
17. Branch WT Jr, Paranjape A. Feedback and reflection: Teaching methods for 

clinical settings. Acad Med 2002;77:1185–1188.
18. Hattie J, Timperley H. The Power of Feedback. Rev Educ Res 2007;77:81–

112.
19. Ramani S, Leinster S. AMEE Guide no. 34: Teaching in the clinical 

environment. Med Teach 2008;30:347–364.
20. Sachdeva AK. Use of effective feedback to facilitate adult learning. J Cancer 

Educ 1996;11:106–118.
21. Kilminster SM, Jolly BC. Effective supervision in clinical practice settings: A 

literature review. Med Educ 2000;34:827–840.
22. Veloski J, Boex JR, Grasberger MJ, Evans A, Wolfson DB. Systematic 

review of the literature on assessment, feedback and physicians’ clinical 
performance: BEME Guide No. 7. Med Teach 2006;28:117–128.

23. Kilminster S, Cottrell D, Grant J, Jolly B. AMEE Guide No. 27: Effective 
educational and clinical supervision. Med Teach 2007;29:2–19.

24. Nicholson S, Cook V, Naish J, Boursicot K. Feedback: Its importance in 
developing medical student’s clinical practice. Clin Teach 2008;5:163–166. 

25. Van de Ridder JMM, Stokking KM, McGaghie WC, ten Cate, OThJ. What is 
feedback in clinical education? Med Educ 2008;42:189–197.

26. Pratt DD, Kelly M, Wong WSS. Chinese conception of “effective teaching” 
in Hongkong: Towards culturally sensitive evaluation of teaching. Int J 
Lifelong Educ 1999;18(4):241–258.

27. Morrison EW, Chen YR, Salgado SR. Cultural differences in newcomer 
feedback seeking: A comparison of the United States and Hong Kong. 
Applied Psychology: An International Review 2004;53(1):1–22.

28. Daelmans HEM, Hoogenboom RJI, Donker AJM, Scherpbier AJJA, 
Stehouwer CDA, van der Vleuten CPM. Effectiveness of clinical rotations as a 
learning environment for achieving competences. Med Teach 2004;26:305–
312.

29. Daelmans HEM, Hoogenboom RJI, Scherpbier AJJA, Stehouwer CDA, 
van der Vleuten CPM. Effects of an in-training assessment programme on 
supervision of and feedback on competencies in an undergraduate internal 
medicine clerkship. Med Teach 2005;27:158–163.



45

Exploring cultural differences in feedback processes and perceived instructiveness during 
clerkships: replicating a Dutch study in Indonesia

30. Smith CS, Irby DM. The roles of experience and reflection in ambulatory 
care education. Acad Med 1997;72:32–35.

31. Van Hell EA, Kuks JBM, Raat AN, van Lohuizen MT, Cohen-Schotanus 
J. Instructiveness of feedback during clerkships: Influence of supervisor, 
observation and student initiative. Med Teach 2009;31:45–50.

32. Markus HR, Kitayama S. Culture and the self: Implication for cognition, 
emotion, and motivation. Psychol Rev 1991;98:224–253.

33. Artino AR Jr. Why don’t we conduct replication studies in medical education? 
Med Educ 2013;47(7):746–747.

34. Kirkpatrick D. Great ideas revisited: revisiting Kirkpatrick’s four-level 
model. Training and Development 1996;50(1):54–59.

35. Bik OPG. The Behavior of Assurance Professionals: A Cross-cultural 
Perspective. [PhD thesis University of Groningen]. Delft: Eburon Academic 
Publisher; 2010.

36. Hofstede G, de Hilal AVG, Malvezzi S, Tanure B, Vinken H. Comparing 
Regional Cultures Within a Country: Lessons from Brazil. Journal of Cross-
Cultural Psychology (JCCP) 2010;41(3):336–352.



46

Chapter 2



47

Introduction

Chapter 3

Clinical workplace learning: perceived learning 
value of individual and group feedback in a 

collectivistic culture 

 Yoyo Suhoyo
 Johanna Schönrock-Adema

Ova Emilia
Jan B. M. Kuks

Janke Cohen-Schotanus

Under review of BMC Medical Education



48

Chapter 3

ABSTRACT

Background Feedback is essential for workplace learning. Most papers in 
this field concern individual feedback.  In collectivistic cultures, however, 
group feedback is common educational practice. This study was conducted to 
investigate the perceived learning value and characteristics of individual and 
group feedback in a collectivistic culture.  
Methods During two clerkship weeks, students (n=215) at Universitas Gadjah 
Mada, Yogyakarta, Indonesia, recorded for individual and group feedback 
moments: the providers, focus and perceived learning value of feedback. Data 
were analyzed with logistic regression and multilevel techniques.
Results Students reported 2687 group and 1535 individual feedback moments. 
Group feedback more often focused on history taking, clinical judgment, patient 
management, communication/patient counselling and professional behaviour 
(OR ranging from 1.232, p<.01, to 2.152, p<.001), but less often on physical 
examination (OR=.836,  p<.01). Group feedback less often aimed at correcting 
performance deficiencies (OR=.523,  p<.001) and more often at comparing 
performance to the standard (OR=2.447,  p<.001) and planning action to 
improve performance (OR=1.759,  p<.001). Group feedback was perceived 
as more valuable than individual feedback (M=4.08 and 3.96, respectively, 
βgroup=.065, SE=.026,  p<.01). 
Conclusion In collectivistic cultures, group feedback may add to the array 
of educational measures that optimize student learning. Congruence between 
culture and type of feedback may be important for the effectiveness of feedback. 
Keywords: clinical workplace learning, group feedback, individual feedback, 
collectivistic culture
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Background

Students need feedback during clerkships to improve their learning and clinical 
competencies.1-6 Most studies about the effectiveness of feedback in the clinical 
work place focus on individual feedback to students. However, there are 
cultures in which group feedback is a common educational practice.7 Group 
feedback is defined as ‘feedback from one teacher to more than one student at 
the same moment, with a message that is based on the individual performance of 
anonymous students’. The question arises whether group feedback adds equally 
to clinical workplace learning as individual feedback does.

Based on a literature review of feedback studies, feedback in the clinical setting 
was defined as ‘specific information about the comparison between a trainee’s 
observed performance and a standard given with the intent to improve the 
trainee’s performance’.8 Research has shown that feedback in a clinical setting is 
more effective if the following requirements are met: the feedback is specific in 
content by focusing on observable competencies, compares student performance 
to a standard, corrects performance deficiencies, and contains a plan of action 
to improve performance.8 However, these requirements are mainly derived 
from research with a focus on individual feedback. Whether these requirements 
also apply to group feedback has – to the best of our knowledge – not yet been 
investigated.

Individualism has been acknowledged as a cultural dimension influencing 
feedback processes.7,9,10 In collectivistic cultures, teachers usually deal with 
students as a group rather than as individuals, also when they give feedback.7,11 
The question arises what the perceived learning value is of individual versus 
group feedback in collectivistic cultures. In this study, we therefore investigated 
in a collectivistic culture how students perceive the learning value of individual 
and group feedback during clerkships. Besides, we compared individual and 
group feedback on the focus of feedback and on how often the requirements 
for effective feedback (as defined for individual feedback) were satisfied. Our 
research questions were:
• How often do students receive individual or group feedback during 

clerkships?
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• Are there any differences between individual and group feedback with 
regard to the focus of feedback and regarding how often the requirements 
for effective feedback (as defined for individual feedback) are satisfied?

Some studies showed that students value feedback from specialists differently 
than feedback from residents.10,12-14 For instance, Indonesian students perceived 
feedback from specialists as more instructive than feedback from residents.10 
Therefore, we also took the feedback provider into account in our study.

Methods

Context 

This study was conducted at Universitas Gadjah Mada, Yogyakarta, Indonesia. 
Indonesia is classified as low on individualism and is, therefore, considered as a 
collectivistic country. 11 Data have been obtained in the final part of the five-year 
medical curriculum, when students had to rotate through 12 clerkships at the 
main teaching hospital and/or one or more of the eleven affiliated hospitals.

Participants and procedure

We asked students (n= 286) from 12 clinical departments to record – for two 
weeks on a daily basis – all moments on which they received feedback on their 
performance. For each feedback moment, students had to note down: 
a. whether the feedback was given to them as an individual or as a group of 

students;
b. the kind of feedback provider: specialist or resident; 
c. the clinical competencies on which the feedback was focused: history taking, 

physical examination, clinical judgement, patient management, patient 
counselling and/or professional behaviour;

d. whether the feedback provider (1) compared student performance with 
a standard such as a protocol, guideline, standard of medical services, 
standard operating procedure or clinical skills’ book, (2) gave information to 
correct performance deficiencies (i.e. mentioned the student’s weaknesses 
and explained what the correct performance looks like/implies), and (3) 
planned action to improve performance; 

e. the perceived learning value of the feedback on a 5-point Likert scale (1 = 
not valuable to 5 = very valuable).
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We obtained ethical approval for this study from the Medical and Health 
Research Ethics Committee (MHREC) at Universitas Gadjah Mada.

Data analysis

We conducted logistic regression to examine differences between individual 
and group feedback and between specialists and residents with regard to the 
focus and characteristics of feedback. In addition, we investigated whether there 
were any interactions between feedback type and feedback provider. We used 
multilevel analysis to examine whether the perceived learning value of individual 
and group feedback differed (MLwiN version 2.01). In multilevel analysis, we 
Analyzed feedback moments as measurements that were nested within students 
because each student reported several and a varying number of feedback 
moments. We conducted a multilevel analysis in two stages: (1) we estimated 
the empty model, which describes the variation in learning value associated with 
feedback moments and students separately; and (2) we used the main effects 
model to calculate the impact of feedback type – individual or group feedback – 
on perceived learning value. Then, the difference in deviance between the models 
was used to assess the fit of the main effects model to the data. We Analyzed 
differences using a chi-square test with the degrees of freedom being equal to the 
number of parameters added.

Results

The results are summarized in table 1. In total, 215 students (75%) reported 
4222 feedback moments during the two weeks. Of these, 2687 moments were 
reported as group feedback (64%, average 6.3 per student per week) and 1535 
as individual feedback (36%, average 3.6 per student per week). Group feedback 
was more often given by specialists (66%) and individual feedback more often by 
residents (66%). 

Focus of feedback

Compared to individual feedback, group feedback was more often reported 
as focusing on history taking, clinical judgment, patient management, 
communication/patient counselling, and professional behaviour (OR ranging 
from OR = 1.232, p<.01 to OR = 2.152, p<.001), whereas individual feedback 
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was focused more on physical examination (OR = .836, p<.01). Closer inspection 
of the outcomes shows that two of these findings were attributable to significant 
interactions between feedback type and feedback provider: in group feedback, 
specialists were reported to focus more often on communication/patient 
counselling (OR=.587, p<.01) and professional behaviour (OR=.470, p<.001) 
than residents were. We did not find such differences in case of individual 
feedback. Furthermore, specialists were reported to focus their feedback more 
often on clinical judgement than residents were, both in group and in individual 
feedback (OR=.764, p<.001).

Characteristics of feedback

Students reported that, in group feedback, their behaviour was significantly more 
often compared with the standard than it was in individual feedback (around 
50%, OR = 2.447, p<.001), and this held especially if the feedback was provided 
by specialists (OR=.602, p<0.01). Information on performance deficiencies was 
more often provided in the individual feedback situation (OR = .523, p<.001), 
whereas actions to improve student performance were more often planned in 
group feedback (OR = 1.759, p<.001). 

Perceived learning value of feedback

Overall, respondents perceived group feedback as more valuable than individual 
feedback (M = 4.08 and 3.96, respectively, βgroup = .065, SE = .026, p<.01, not 
shown in the table). 
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Table 1. The percentages of individual and group feedback moments, provided 
by specialists or residents, that include the focus of feedback specified in the 
first column and/or that satisfy the specific characteristics of feedback, and 
differences between these percentages1

Characteristic 
feedback

The percentage of reported feedback 
moments  (Number of Students = 215) Logistic regression

Individual feedback Group feedback

specialist
(nfm=
515)
(%)

resident
(nfm=
1020)

(%)

specialist
(nfm=
1760)
(%)

resident
(nfm=
927)
(%)

predic-
tor2 β SE β

eβ

(OR)

Focus feedback
History taking 40 39 46 44 ft .229 .068 1.257*
Physical 
examination

61 61 56 57 ft -.180 .069 .836*

Clinical judgment 61 51 63 58 ft .208 .068 1.232*
fp -.269 .066 .764**

Patient 
management

46 42 54 51 ft .361 .068 1.435**

Communicat-
ion and 
patient 
counselling  

14 14 22 14 ft .535 .138 1.708**

fp -.004 .154 .996
ft*fp -.532 .189 .587*

Professional 
behaviour

16 17 30 17 ft .766 .130 2.152**

fp .019 .146 1.019
ft*fp -.755 .178 .470**

Compare 
students’ 
performance to 
the standard

30 33 52 42 ft .895 .107 2.447**

fp .118 .117 1.125
ft*fp -.508 .142 .602**

Information 
on correct 
performance 
deficiency
provided

72 70 55 57 ft -.648 .072 .523**

Plan to improve 
performance 
provided

17 16 28 24 ft .565 .085 1.759**

1 OR=Odds Ratio; ft=feedback type (0=individual, 1=group);  fp=feedback provider (0=specialist, 
1=resident); ft*fp=interaction feedback type*feedback provider; nfm=number of feedback 
moments; *p<.01; **p<.001       2 only significant predictors were included in the table
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Discussion

Our study in Indonesia, a country classified as a collectivistic culture,11 showed 
that during clerkships, group feedback was more often provided than individual 
feedback and its learning value was perceived higher. According to the students, 
the conditions for effective feedback were more often met in group feedback: 
the recognition of observable competencies (except physical examination), the 
use of standards and the provision of a plan of action to improve performance. 
Furthermore, individual feedback was more often used to correct performance 
deficiencies.
 
Several findings in this study can be related to the context of a collectivistic 
culture, for instance, that group feedback was appreciated more, that it was 
provided more often than individual feedback was, and especially more often 
by specialists.7,11,15 That group feedback is provided and appreciated more than 
individual feedback may be explained from the fact that – in collectivistic cultures 
– group feedback serves to maintain harmony and integration in the group.11,15 
The fact that students received group feedback more often from specialists may 
reflect the large power distance in Indonesia – a cultural dimension that refers 
to the degree of human inequality that underlies the functioning of a particular 
society11  and that has been acknowledged to influence feedback processes.9,16 In 
cultures with a large power distance, hierarchy strongly influences relationship 
patterns, since superiors tend to maintain distance between themselves and 
their subordinates.11,15 In the clinical setting, specialists are higher in hierarchy 
than residents, and residents, in turn, are higher than students. Providing 
group feedback rather than individual feedback helps specialists to preserve the 
hierarchical distance. This power distance line of reasoning may also explain 
why students received individual feedback more often from residents than from 
specialists. Residents are closer to the students in the hierarchy than specialists 
are, because residents are also trainees in the clinical setting10  and, hence, more 
eligible to seek individual feedback from residents than specialists.9 

Residents – compared to specialists – less often focused their feedback on 
clinical judgment. This may be explained from the fact that residents have less 
experience and, therefore, a lower level of competency than specialists have,17,18 
as a result of which they may feel less confident to focus their feedback on clinical 
judgment.



55

Clinical workplace learning: perceived learning value of individual
and group feedback in a collectivistic culture 

Group feedback focused more on all clinical competencies except on physical 
examination. This may be explained from the fact that feedback on physical 
examination requires the teacher to observe the individual student in action 
during the examination.19

We found that in group feedback, specialists provided more often feedback on 
observable competencies than residents did. This might be because of the fact 
that specialists are more skillful and experienced in teaching. 

We found that feedback on communication/patient counselling and on 
professional behaviour were mainly provided by specialists during group 
feedback. The explanation for this finding may be plural: first, communication/
patient counselling, and professional behaviour are complex competencies 
which have already been mastered by specialists, whereas residents may not 
yet be such professionals that they have enough confidence to give feedback 
on these aspects.17,18 Second, the group feedback setting may be considered as 
more suitable than individual feedback for teaching these competencies, since 
in a collectivistic culture, the most important motivation is meeting group 
expectations.20 Giving this feedback in the group setting may emphasize the 
importance of acquiring these competencies and increase students’ motivation 
to improve their performance. Third, in a collectivistic culture, meeting the 
expectations of specialists as their teachers in clinical setting is an important 
motivating factor in student learning. The combination of receiving feedback 
from the specialist in the group setting may create a higher awareness of the 
significance of these competencies and stimulate the students to achieve higher 
competency levels.

In group feedback, we found that specialists compared students’ performance 
more often to the standards than residents did. This finding may be explained in 
a similar way as our findings with regard to communication/patient counselling 
and professional behaviour: higher competency levels of specialists,17,18 the 
advantages of using the group setting to provide this kind of feedback and the 
influence of the specialists’ higher rank in the hierarchy as a motivating factor. 

We found that – compared to individual feedback – group feedback less often 
included information to correct performance deficiencies. A possible explanation 
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for this finding is that the individual feedback setting is more appropriate 
for correcting performance deficiencies since it offers more opportunities 
to be specific. The group setting is less suitable for correcting performance 
deficiencies, because group feedback requires more subtle and indirect ways 
of communication in order to avoid that students lose face because of making 
a mistake in front of other students, and, thus, to maintain harmony in the 
group.10,11,15 Therefore, in group feedback, direct communication and discussing 
the performance of identified students in front of others should be avoided.11,20

Our study showed that group feedback more often contained a plan of action 
than individual feedback did. The objective of making a plan of action is that 
students apply the feedback in practice in order to narrow the gap between actual 
and desired performance.21,22 Again, the group setting may be more effective 
for providing a plan of action to improve performance, not only since it will be 
valued more,7,11 but also because it may be interpreted as goal or target that has 
to be achieved by the group: in a collectivistic culture, people will control and 
regulate their personal goals to meet the goals of their groups.11,20

A limitation of our study was that it was based on students’ perceptions and not 
on actual learning outcomes. However, positive perceptions are a precondition 
to learning,23 which implies that student satisfaction with the learning value of 
feedback is vital to good learning outcomes. A second limitation is that Indonesia 
is a very large country in which cultural conditions can differ from region to 
region24  so that or results may not be extrapolatable to other regions. However, 
the national group culture is reflected in the subcultures embedded in it25 and, 
in general, cultural differences between countries are larger than those between 
subcultures within countries. So, our result may be generalizable to other medical 
schools in countries with collectivistic cultures. To ascertain the generalizability 
of the current outcomes, replication studies are needed.

The practical implication of our outcomes is that, in a collectivistic culture, 
group feedback adds to the array of educational measures that optimize 
students’ learning processes. Our findings may, therefore, add to the existent 
body of feedback literature, which mainly focuses on individual feedback in 
individualistic cultures, as it provides new insights from a different culture. It 
may be that congruence between culture and type of feedback is essential for the 
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effectiveness of the feedback. We found that group feedback is highly valued by 
Indonesian students. However, individual feedback seems to focus distinctively 
on specific learning objectives. We are inclined to conclude that different kinds 
of feedback (individual versus group) seem to suit different purposes. Future 
research should focus on the importance of congruence between culture and 
educational concepts for the effectiveness of these concepts.

Conclusion

We conclude that the concept of feedback as described in the literature, formulated 
from a rather individualistic perspective, is not comprehensive enough for the 
needs of collectivistic cultures. The degree to which group feedback satisfies the 
requirements for effective feedback and the high perceived learning value of 
group feedback underline the importance of group feedback.
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ABSTRACT

Background: Medical schools all over the world try to adapt their programmes 
to meet international standards. However, local culture might hamper innovation 
attempts.
Aims: To describe challenges in implementing the mini-CEX in Indonesia and 
investigate its effect on students’ clinical competence.  
Methods: The study was conducted in the Internal Medicine and Neurology 
departments of the Universitas Gadjah Mada, Indonesia. Implementing the 
mini-CEX into the existing curriculum, while taking the Indonesian culture 
into account, implied a shift from group to individual feedback. We compared 
students’ final clinical competence before (Internal Medicine n=122, Neurology 
n=183) and after (n=183 and 186 respectively) the implementation of the mini-
CEX, using a modified Objective Structured Long Examination Record (OSLER). 
The Mann Whitney-test was used to analyse the data.
Results: We took power distance and individualism into account to facilitate the 
implementation process. After implementing the mini-CEX, the OSLER results 
were significant higher in Internal Medicine (p<0.05). However, no differences 
were found in Neurology.
Conclusion: By managing the innovation process carefully and taking culture 
and local context into account, the mini-CEX can be implemented without 
changing the underlying concept. The shift from group to individual feedback, 
seems to have a positive effect on student learning.  



63

Meeting international standards: a cultural approach in implementing
the mini-CEX effectively in Indonesian clerkships 

Introduction

Within the scope of globalization and internationalization, medical schools all 
over the world try to adapt their curriculum to meet international standards and, 
therefore, gain international recognition.1 To help medical schools to improve 
their educational quality, the World Federation for Medical Education (WFME) 
has developed Global Standards for Quality Improvement for educational and 
assessment programmes.2-6 The recommendations for assessment programmes 
include methods to ensure that students achieve the intended clinical competence 
in clerkships. Although the value of these standards is evident, the local context, 
needs and culture have to be taken into account while implementing standards.7-15 
However, in taking into account these factors, the underlying concept should be 
kept intact.16

In 2009, we started the implementation process of the Mini Clinical Evaluation 
Exercise (mini-CEX) in our Indonesian faculty to meet the WFME global standard 
of 2003 that reads “the number and nature of examinations should be adjusted 
by integrating assessment of various curricular elements to encourage integrated 
learning”. The mini-CEX is designed to identify strengths and weaknesses 
in individual students’ clinical performance based on direct observation in 
interaction with patients and on longitudinal assessment including many 
occasions and assessors. Based on this information, assessors can give students 
constructive individual feedback to promote further development and improve 
their clinical competence.17-20 We implemented the mini-CEX adjusted to the 
Indonesian culture without changing the underlying concept. The first aim of 
this paper is to describe the implementation process in our Indonesian faculty 
and its effects on students’ clinical competence. 

The Indonesian culture has been classified as high on power distance and low 
on individualism.21,22 In educational practice, high power distance means that 
hierarchy plays a role in teacher-student relationship patterns. Due to this high 
power distance, students in clinical training do not receive most feedback from 
specialists, but from residents, as these are closer to students than specialists 
are. However, students perceive specialists’ feedback as more instructive.15 
A consequence of low individualism is that clinical supervision is often given 
to groups of students instead of to individual students.12 Using the mini-CEX, 
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however, implies that individual students need direct contact with their clinical 
teachers to obtain feedback.18-20 Thus, the implementation of the mini-CEX 
requires a shift in the usual Indonesian pattern of teacher-student interaction: 
the specialist should provide more often feedback to individual students instead 
of groups. We aimed to present the strategic choices that we made to implement 
the mini-CEX as effectively as possible in our Indonesian culture.

A second aim of our study was to investigate whether the implementation of the 
mini-CEX in the Indonesian culture had an effect on students’ clinical competence 
at the end of their clerkships. Although the mini-CEX has the potential to 
facilitate students’ learning effectively during clerkships,20,23,24 only a few studies 
demonstrated improved clinical competence due to its implementation in an 
educational programme.25 Indonesian students indicated before, that they 
appreciated feedback from medical specialists as more instructive than feedback 
from residents, which can be explained by large power distance.15 Therefore, we 
implemented the mini-CEX in such a way that only specialists were allowed to 
administer the mini-CEX to students. We expected that this procedure, together 
with the shift to individual feedback, has a positive effect on students’ clinical 
competence at the end of their clerkships.  

In our study, we implemented the mini-CEX into the existing clerkship 
programme in two departments: Internal Medicine and Neurology. To examine 
the effects of the implementation, we compared the clinical competence levels 
of students who followed the curriculum before the implementation of the mini-
CEX (baseline measure) with those of students who followed the curriculum 
after its implementation.

Method

Context 

This study was conducted at the Faculty of Medicine, Universitas Gadjah Mada, 
Indonesia. The clinical phase consists of two years of clerkships in a department-
based system. The clerkships take place in two main teaching hospitals and several 
affiliated hospitals. Four clerkships last 8-10 weeks (Internal Medicine, Surgery, 
Obstetrics-Gynaecology, Paediatrics), and the other clerkships last 2-4 weeks 
(Neurology, Psychiatry, Dermatology, Ophthalmology, Otorhinolaryngology, 



65

Meeting international standards: a cultural approach in implementing
the mini-CEX effectively in Indonesian clerkships 

Anaesthesiology, Radiology and Forensic Medicine). The current study was 
performed in the Internal Medicine and Neurology Departments. 

The existing assessment programme in clerkships

Students’ clinical knowledge during clerkships is assessed using clinical 
tutorials and case reflections. Clinical tutorials are case-based discussions in 
which students present a patient case from the ward or ambulatory care setting. 
Case reflections are students’ reflections on a perceived interesting case. In 
the 10-week clerkship in Internal Medicine, knowledge is assessed using 10 
clinical tutorials and 10 case reflections. In the 4-week clerkship in Neurology, 
student knowledge is assessed using 4 clinical tutorials and 4 case reflections. 
To assess clinical skills, students have to demonstrate their abilities by reporting 
their achievements on a list of clinical skills in their logbooks, which have to 
be approved by their supervisors afterwards. In Internal Medicine, 40 clinical 
skills are required to complete the logbook and in Neurology 20. The assessment 
of professional behaviour in both departments is based on weekly supervisor 
feedback. All assessments are included in the students’ individual logbooks. In 
the final week of both clerkships, students’ final clinical competence is assessed 
using a modified Objective Structured Long Examination Record (OSLER). In 
this assessment method, each student is observed when he/she performs history 
taking and the physical examination, explains the possible diagnosis and the 
management plan, and educates/counsels a patient. Thereafter, he/she makes a 
patient report and finally answers questions of the examiner.

Implementation process of the mini-CEX

Implementation of the mini-CEX into the existing assessment programmes of 
the clerkships, asked for a shift in feedback provider (from resident to specialist) 
and feedback receiver (from group to individual). To manage these changes, 
we followed Gale & Grant’s (1997) steps for managing innovations in medical 
education: establish the needs and benefits, find the power to act, design the 
innovation, consult, publicize the change widely, agree on the detailed plan, 
implement, provide support, modify plans and evaluate outcomes.26 During the 
implementation process, we took the characteristics of our country – which is 
classified as high on power distance and low on individualism – into account. 
This implied that during innovation (1) higher level hierarchy people had to be 
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involved in decision making and (2) decisions had to be made collectively by all 
stakeholders.22 

All stakeholder groups – representatives of experts, policy makers, managers 
and top leaders in our medical school – were involved in the implementation 
process of the mini-CEX since expertise, key people, and authority are vital 
for obtaining the power to act in managing an innovation process.26 The needs 
and benefits were discussed with the Department of Medical Education, the 
Clinical Rotation Team (Clerkships Committee), the vice dean for academic 
affair and the Education Coordinator of both Internal Medicine and Neurology 
Departments. The meetings resulted in a broad support by all stakeholders. We 
consulted the Clinical Rotation Team (Clerkships Committee), the Education 
Coordinator of both departments and the Assessment Committee and discussed 
the new assessment blueprint, the design of the mini-CEX assessment form and 
the strategic choices of implementation until consensus was reached. 

We used Miller’s pyramid of competence as our framework in developing the new 
assessment blueprint for our clerkships (Figure 1).27-29 In the existing assessment 
programme, only professional behaviour was assessed on the “does” level, using 
formative feedback from the supervisor. Consequently, feedback on clinical 
competence was lacking. The implementation of the mini-CEX fills this gap in 
the existing assessment programme. To create space for the implementation 
of the mini-CEX and to keep the assessment programme lean and feasible (see 
also Driessen et al. 2012),30 we decided to slightly decrease the number of case 
reflections from 10 to 6 times in the Internal Medicine Department, and from 4 
to 2 times in the Neurology Department.
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Figure 1. Assessment program during clerkships before and after the 
implementation of mini CEX

All stakeholders agreed on the mini-CEX forms that were adjusted to our 
assessment policy. Agreement about the form is needed to encourage the 
stakeholders’ participation in the implementation of the mini-CEX.20 Eight 
clinical competencies were defined for assessment (history taking, physical 
examination, diagnosis, patient management, communication/patient 
counselling, professionalism, organization/efficiency, and overall clinical care) 
and 4 scales for scoring (1 = under expectation, 2 = meet expectation, 3 = above 
expectation, and 4 = outstanding). All assessment forms are incorporated in 
mini-CEX books, which the students have to bring along during their clerkships 
in both departments. All procedures were incorporated in the students’ mini-
CEX book as written guidelines for both examiners and students.18 

Strategic choices pertaining to the examiner 

1. For learning during clerkships, high power distance implies that specialists 
are perceived as experts in the field, that students tend to depend on their 
teacher’s input and that the teacher is expected to outline paths that have to 
be followed by the students.21,22 In addition, Indonesian students were found 
to perceive feedback from specialists as more instructive than feedback from 
other health professionals.15 Therefore, we decided that the examiner has to 
be a specialist.
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2. In the mini-CEX, we wanted students to be assessed individually by 
specialists. Since the implementation process required more specialists 
than there were available in the main reaching hospital, we had to recruit 
additional examiners. Therefore, we decided that the examiner has to be a 
specialist at the main teaching hospital or at one of the affiliated hospitals. 

3. Since the majority of the specialists are not university staff, but hospital 
staff, for whom teaching is not their core business and whose burden is 
increased by administering the mini-CEX, we wanted to reward them for 
their participation and involvement to strengthen commitment to perform 
the task conscientiously. Paying for examining may be a possibility to address 
the lack of incentives and reward for teaching in the clinical setting.31,32 
Therefore, we decided to pay the examiners for their participation.

4. Since the examiner is acquainted with the experience and performance 
levels of his or her students, the examiner is able to judge whether students 
work within their competence and to avoid unsafe situations for patients 
that may occur if inexperienced students examine them.33 Therefore, we 
decided that the examiner has to select the patients for the mini-CEX.

5. Direct observation is needed in order to make concrete suggestions for 
improving students’ clinical performance.34-39 It is suggested that, if tasks 
are complex, providing feedback shortly after direct observation may 
be most effective, because it may prevent error from being encoded into 
memory.35,36,40 Oral feedback offers the opportunity to clarify the learning 
points. The advantage of written feedback is that it can be reread, which 
will remind the students about the content of the feedback and may be 
considered more seriously.40-42 Therefore, we decided that immediately 
after direct observation, the examiner has to provide feedback on the 
student’s performance both orally and written on the mini-CEX form.

6. Information about students’ strengths and weaknesses is important to 
guide their future learning, foster their self-reflection and self-remediation, 
and promote advanced training.43 To optimize the effectiveness of this 
information and correct performance deficiencies, the examiner should 
discuss with the student how his/her performance relates to the standard or 
desired performance.34,36,37 Therefore, we decided that the examiner has to 
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provide feedback that includes information about students’ strengths and 
weaknesses, and corrects performance deficiencies.

7. Feedback literature suggests that teachers should discuss action plans for 
performance improvement with students, because it will guide them how to 
apply the feedback in practice to change their performance.35,37,40 Teachers 
and students should work together as allies.34,36 However, in a country with 
large power distance, education is centred around the teacher. For instance, 
the teacher is expected to outline the paths the student has to follow.21,22 
The power distance that exists between teachers and students may impede 
the discussion between both of them. To facilitate the discussion about the 
action plan for performance improvement, we decided that the examiner 
and the student have to discuss and draw up action plans for performance 
improvement together.

8. Using the mini-CEX books offers the opportunity to get insight in students’ 
progress over time, coverage of the curriculum content and patient problems 
that are related to student performance on the mini-CEX.18 Therefore, the 
examiner has to record the assessment on the form in the mini-CEX book.

Strategic choices pertaining to the student (examinee)

1. Literature suggests that feedback is considered effective and useful when 
students need feedback, play an active part in the feedback process, get 
the opportunity to receive it in time and are able to use it.40,41  However, 
Indonesia is a country low on individualism in which feedback is commonly 
given to groups. This cultural characteristic creates a threshold for students 
to speak up and discuss their performance with specialists: if they make 
a mistake in front of other students they may lose face.21,22 Besides, in 
countries with large power distance, teachers initiate all communication, 
including providing feedback.15,21,22 Requiring students to ask the specialist 
for feedback individually and making it the assessment policy that is known 
by both of them, may encourage students to be more active and encourage 
specialists to create space for students to take the initiative. In addition, if 
feedback is given individually, students’ threshold to speak up may decrease. 
Therefore, we required that students have to ask the specialist, authorized 
as the examiner, for feedback provided directly after observation, and 
discuss action plans to improve their performance.
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2. For feasibility and effectiveness reasons, the number of mini-CEXs should be 
limited.44 This way, students have ample time to improve their performance 
and teachers get the opportunity to adjust the teaching process to students’ 
needs based on the mini-CEX information.35,36 We decided that students 
have to perform the mini-CEX at least 4 times in Internal Medicine and 
at least 2 times in Neurology, and that only one mini-CEX is allowed per 
week.

3. To influence student learning, assessment should have consequences,45 
for example by using the mini-CEX as a summative assessment tool. Next 
to summative assessment, formative assessment should be provided, as it 
enables students to learn from the feedback provided by the examiner.29,45-47 
Therefore, we decided that scores on the mini-CEX are part of the final 
clerkship grade (15% of total score). The summative mini-CEX score is 
determined on the basis of the two best performances on the mini-CEX. 
Students are allowed to fail a mini-CEX assessment, as long as they meet the 
expectations of the last two mini-CEXs.

4. By using the mini-CEX book, the students are expected to be aware of their 
progress. Students should keep record of their achievements to be used in 
discussions of further training.33 Therefore, we decided that students have 
to keep record of the assessment process in the mini-CEX book and bring 
the book along in case the supervisor asks for assessments.

To publish and prepare the implementation of the mini-CEX, we arranged 
training sessions for the specialists in both departments. Participants were 
introduced and trained in the basic concepts of the mini-CEX (criteria and 
assessment procedure), providing constructive feedback and making plans of 
action after providing feedback. The training included the use of a video and 
simulations.

Effect study

Participants and procedure

The participants in our study were the last group of students before (baseline 
group) and the first group of students after the implementation of the mini-CEX 
(mini-CEX group). The baseline group consisted of 183 students from Internal 
Medicine (41% male and 59% female) and 186 students from Neurology (42% 
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male and 58% female). The mini-CEX group consisted of 122 students from 
Internal Medicine (45% male and 55% female) and 183 students from Neurology 
(48% male and 52% female). The examiners involved in the implementation of 
the mini-CEX were 66 internists (64% male and 36% female) and 22 neurologists 
(59% male and 41 % female).
 
To examine the effect of the implementation of the mini-CEX on students’ clinical 
performance, we used their scores on the OSLER examination. For the baseline 
as well as the mini-CEX group, the OSLER was taken during the final clerkship 
week to assess students’ final clinical competence levels. The examiners of the 
OSLER were specialists from the main teaching hospitals. Ethical approval 
for using the administrative data was received from the Ethical Committee of 
Research in Medical Health. 

Instrument (OSLER)

The original OSLER form contains 10 items: 4 on history taking, 3 on physical 
examination; and 3 on investigation, management and clinical acumen.48 The 
initial assessment is criterion referenced through a P+ (very good/excellent, 
60-80), P (pass/borderline pass, 50-55), and P– (below pass, 35-45) which is 
followed by the selection of an appropriate mark from a list of possible marks, 
with each mark being illustrated by a written descriptive profile (e.g. “50 = 
Adequate presentation of the case and communication ability. Nothing to 
suggest more than just reaching an acceptable standard in physical examination 
and identification of the patient’s problems and their management. Clinical 
acumen just reaching an acceptable standard. Safe borderline candidate who 
just reaches a pass standard”). We used a modified version of the OSLER which 
was developed in collaboration with the specialists in the Internal Medicine and 
Neurology departments. This modified version was used for both the baseline 
and the mini-CEX group. In Internal Medicine, students were assessed on 
9 clinical competencies: 1) doctor–patient relationship; 2) history taking; 3) 
physical examination; 4) classify data, synthesize, determine & review patient 
problem; 5) propose and explain the possible results of investigations; 6) 
arrange and explain management plan; 7) educating/counselling; 8) secondary 
prevention; and, 9) overall performance. The rating scales ranged from 1-100 
(1 = very poor, 100 = outstanding). In the Neurology Department, 4 groups of 
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clinical skills were scored: 1) history taking (9 items); 2) physical examination (7 
items); 3) Clinical Judgment (2 items); and, 4) patient management, including 
professional behaviour (10 items). The rating scales ranged from 1-3 (1 = poor, 3 
= outstanding). The total score can, therefore, range from 28 up to 84.  

Statistical analysis

To examine whether the implementation of the mini-CEX in the clerkships 
improved students’ final clinical competence, we performed a Mann-Whitney U 
test in which the dependent variable was the score on the modified OSLER. Since 
pre-clerkship Grade Point Average (GPA) was found to be the most important 
predictor of student performance,49 we examined the similarity between the 
baseline and the mini-CEX group by comparing students’ pre-clerkship GPA 
scores. We used the Mann-Whitney U test, since the distribution of the data was 
not normal.

Results

Students’ performance on the mini-CEX in both Internal Medicine and 
Neurology was on average higher after the first mini-CEX (Table 1). Kendall’s 
W tests and Wilcoxon’s tests, respectively, showed that in departments, the 
improvement over time was significant for each of the clinical competencies 
(Internal Medicine p<.001 for each clinical competency, Neurology p<.01 for 4 
or 5 clinical competencies, and p<.001 for the other competencies). 
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Table 1. Students’ performance on the mini-CEX (means and standard 
deviations)

Clinical 
competen-

cies

Internal Medicine (n =122) Neurology (n =183)

Mini-CEX 1 
(1-4)

Mini-CEX 2
(1-4)

Mini-CEX 3
(1-4)

Mini-CEX 4
(1-4)

Mini-CEX 1 
(1-4)

Mini-CEX 2
(1-4)

Mean SDa Mean SDa Mean SDa Mean SDa Mean SDa Mean SDa

Anamnesis 1.88 .69 2.53 .56 2.54 .55 2.77 .54 2.98 .90 3.21 .74

Physical 
Examina-
tion

1.80 .64 2.51 .50 2.51 .53 2.63 .60 2.87 .81 3.17 .66

Diagnosis 1.79 .69 2.57 .53 2.52 .53 2.62 .57 2.96 .89 3.23 .76

Patient 
Manage-
ment

1.79 .66 2.52 .53 2.57 .56 2.64 .56 2.89 .86 3.14 .71

Communi-
cation and 
Con
sultation

2.07 .68 2.58 .50 2.56 .58 2.73 .60 2.95 .86 3.31 .70

Profession-
alism

1.97 .64 2.54 .59 2.54 .53 2.76 .58 3.03 .87 3.28 .72

Organi-
zation/ 
Efficiency

1.75 .66 2.52 .55 2.52 .55 2.66 .58 2.87 .81 3.14 .67

Overall 
clinical 
care

1.84 .66 2.55 .52 2.54 .55 2.70 .57 2.95 .88 3.20 .72

a. Standard Deviation

In both departments, the pre-clerkship GPA scores of students before and 
after implementation were similar (Z=–.45, p > 0.05, see Table 2). In Internal 
Medicine, the OSLER results of the students who entered the clerkships after the 
implementation of the mini-CEX were significantly higher than those of students 
who entered the clerkships before the implementation of the mini-CEX (Mann-
Whitney U test, Z=–2.34, p<.05, Table 2). No significant differences were found 
in the Department of Neurology (Mann-Whitney U test, Z=–.57, p>.05). 
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Table 2. The comparison of students’ pre-clerkship GPA and OSLER 

Depart-
ment

Pre-clerkship GPA Modified OSLER results

Before im-
plementing 

the mini-
CEX
(1-4)

After i
mple-

menting  
the mini-

CEX
(1-4)

Mann-
Whit-

ney test

Before 
imple-

menting
the mini-

CEX
(1-100)

After 
imple-

menting the 
mini-CEX

(1-100)

Mann-
Whit-
ney 
test

N
Medi-

an 
(IRa)

N
Medi-

an 
(IRa)

N Median 
(IRa) N

Medi-
an 

(IRa)
Internal 
Medi-
cine

183
3.48 

(3.23-
3.72)

122
3.50

(3.17-
3.72)

Z=–.45,
p=0.66 183

85.78
(80.30-
89.10)

122
86.37 

(81.08-
90.85)

Z=–
2.34,

p=0.019
Neurol-
ogy 186

3.50
(3.25-
3.70)

183
3.51

(3.21-
3.72)

Z=–.56, 
p=0.58 186

77.28
(73.92-
79.91)

183
77.28

(75.60-
79.80)

Z=–.57,
p=0.57

a. Interquartile Range

Discussion

To meet global standards for medical education, we implemented the mini-
CEX in the clerkships taking into account the recommendations of the WFME 
(2003).4 We applied a careful procedure and considered culture and local context 
in implementing the mini-CEX into the existing programme. Despite tensions 
between the preconditions for applying the mini-CEX and the characteristics of 
the Indonesian culture, we made a series of decisions to reduce these tensions, 
while keeping the underlying concept of the mini-CEX intact. At the end of the 
Internal Medicine clerkship, the clinical competence scores of students who took 
the mini-CEX were significantly higher than those of students who completed 
the clerkships before the implementation of the mini-CEX. In Neurology, we did 
not find such differences. 

To facilitate the implementation process, we took the cultural characteristics 
of our country into account. First, power distance facilitated obtaining support 
for the innovation: the fact that the top of our organization desired to meet 
international standards was instrumental in obtaining the power to act and 
encouraging specialists to participate as examiners. This effect was strengthened 
by the fact that in the Indonesian culture subordinates (in this case teachers) 
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expect to be told what to do because decisions are made at the top.22,50 Second, we 
took collectivistic characteristics of the Indonesian culture into account: together 
with policy makers and managers, we made collective decisions on the practical 
aspects of the implementation that may help examiners in performing the mini-
CEX, for example written guidelines in the mini-CEX book and examiner training 
prior to the implementation.18-20,44,51,52 Involvement and collective decisions from 
all stakeholder groups are important in collectivist countries.22

To retain the underlying concept of the mini-CEX, we took both these two cultural 
characteristics – power distance and individualism – and our local context into 
account. Power distance was taken into account by recruiting specialists to 
administer the mini-CEX. Since students were found to attach more value to the 
feedback from specialists higher in the hierarchy, we intended to optimize their 
learning processes as much as possible by making use of this cultural aspect. The 
collectivistic aspect of the Indonesian culture was taken into account by having 
specialists provide feedback individually. By taking students out of the group 
setting, they did not need to fear that they would lose face because of making a 
mistake in front of other students.15,21,22 Finally, to attune the implementation 
of the mini-CEX to our local context, we kept the assessment programme lean 
and feasible by reducing the number of case reflections and incorporating the 
mini-CEX into the existing assessment programme in both Internal Medicine 
and Neurology Departments.30

The implementation of the mini-CEX has facilitated the provision of individual 
constructive feedback based on direct observation. These results are in line with 
the revised version of the WFME recommendations in 2012 that all medical 
schools should “ensure timely, specific, constructive and fair feedback to students 
on the basis of assessment results”.5 The fact that our new situation matches the 
new recommendations, supports our implementation process as well-thought-
out.

Our study showed that in Internal Medicine, the final clinical competence 
of students who followed the clerkship after the implementation of the mini-
CEX was significantly better than that of the baseline group. In addition, the 
mini-CEX results showed a significant improvement between the first and 
subsequent assessments. As no other curricular elements had been changed, 
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the implementation of the mini-CEX may have improved students’ clinical 
competence by driving their learning.20,23,24,53 The positive effects may be 
attributable to the shift in the pattern of teacher-student interaction from group 
to one-to-one teaching, which was highly valued by the students.19 In the mini-
CEX, each student was individually observed and supported to participate as an 
actor in performance instead of only being a passive observer, which was needed 
for the development of competences.54 By receiving individual feedback during 
the mini-CEX, students got insight into their strengths and weaknesses, which 
is important to guide them to future learning, foster them to do self-reflection 
and self-remediation, and promote them to advanced training.20,28,29,39,40,43,46,55-61 
In high power distance countries, individual feedback from specialists may be 
even more effective, because students perceive specialists as experts in the field 
whose feedback should be applied to practice.21,22,62 As a result of the feedback, 
students may have put more effort in practicing and giving attention to the 
clinical competencies, because they realized that they would be directly observed 
and assessed individually during interactions with patients.19

Although we did not find significant improvements in students’ final clinical 
competence in Neurology, the students appear to receive higher scores on the 
second mini-CEX on all the competencies as compared to their scores on the 
first mini-CEX. That we did not find significant improvements may be caused 
by a “ceiling effect”. The neurology examiners tended to give high scores on 
the OSLER before the implementation of the mini-CEX, so there was not much 
space left to improve scores after the implementation of the mini-CEX. Another 
explanation for not finding a significant difference may be that there was too 
little time for improvement to find a significant effect considering the 4-week 
duration of the Neurology clerkships. To improve students’ clinical competence, 
they need time for learning, practicing, elaboration and reflection.43,54,63 Future 
research might investigate how much time is needed by students to demonstrate 
the effect of implementation to their final clinical competence. 

Our study was limited to only one medical school in Indonesia. Indonesia is a very 
large country with cultural differences between different parts of the country. We 
know from literature that cultural climates can differ between regions within a 
country.64 In general, however, cultural differences between countries are larger 
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than those between subcultures within countries.15,65 Therefore, our findings may 
be generalizable to other medical schools in Indonesia. Nevertheless, replication 
studies are needed to strengthen the current outcomes. 

Another limitation of this study is that we used a single modified OSLER to 
evaluate the effect of implementing the mini-CEX on students’ final clinical 
competence. Although one single OSLER might not produce reliable outcomes 
for individual students, on group level, the outcomes can be considered reliable. 
To make reliable decisions about individual students, multiple assessment 
moments and methods are recommended.16,28,29,43,51,55,59,66-68 Therefore, in 
our assessment programme, decisions about students are based on multiple 
assessment moments: the modified OSLER is only a part of the summative 
assessment programme, with other assessment methods including clinical 
tutorials, case reflections and students’ reports on their achievements on a list of 
clinical skills in their logbooks. 

A third limitation is that, because of practical and feasibility reasons, the 
effect study included only Internal Medicine and Neurology. Considering the 
differences in students’ final clinical competence in both departments, further 
research is necessary to explore student learning in preparing the mini-CEX and 
internalizing feedback. 

The main reason for the decision to implement the mini-CEX was meeting 
the WFME global standards for quality in medical education. To accomplish 
the implementation process effectively, we followed Gale & Grant’s (1997) 
steps for change management in education.26 We observed that meeting global 
standards goes along with cultural tensions. This raises the question whether 
global standards are as global as they pretend to be. In our study, we were able 
to overcome cultural frictions by using local characteristics to engineer the 
management of change. Our positive results even facilitated the acceptance 
of the mini-CEX, which was an unexpected success, as the mini-CEX is an 
educational concept that does not directly fit in the Indonesian culture. The 
practical implication of our study is, therefore, that culture is not necessarily 
an obstacle when implementing educational concepts stemming from countries 
with a different culture. The lessons that can be learned from this individual 
case is that successful implementation of concepts developed in another culture 
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requires taking into account the characteristics of the local culture. Our study – 
in which we decreased possible tensions between the old and the new situation 
by using our knowledge about cultural differences together with the systematic 
steps in the implementation process – could be taken as an example.

In conclusion, in our Indonesian faculty, the implementation of the mini-CEX 
required a shift from feedback from residents to feedback from specialists and 
from group feedback to individual feedback. By carefully taking into account 
culture, local context and demands and using systematic steps, the mini-CEX 
could be implemented as intended. We did find a positive effect of implementing 
the mini-CEX on students’ final clinical competence at Internal Medicine. We call 
on other medical schools, who wish to meet international standards, to report 
their experiences with implementing educational and assessment concepts that 
do not directly match their cultural features. Additional knowledge about all 
the challenges which have to be faced, might shed more light on the value and 
applicability of international standards. 
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ABSTRACT

Background: Cultural differences might challenge the acceptance of the 
implementation of assessment formats that are developed in other countries. 
Acceptance of assessment formats is essential for its effectiveness; therefore, we 
explored the views of students and specialists on the practicability and impact on 
learning of these formats. 
Aims: To explore Indonesian students’ and specialists’ appreciation of the 
implementation of the Mini-Clinical Evaluation Exercise (Mini-CEX) in 
Indonesian clerkships.
Methods: This study was conducted at the Universitas Gadjah Mada, 
Indonesia. Participants were 52 students and 21 specialists in neurology and 78 
students and 50 specialists in internal medicine.  They were asked to complete 
a 19-item questionnaire that covered the characteristics of the mini-CEX such 
as observation and feedback, its practicability, and the impact on learning and 
professional development. We used a Mann-Whitney U test to analyse the data.
Results: In total, 124 students (46 from neurology and 78 from internal 
medicine) and 38 specialists (13 from neurology and 25 from internal medicine) 
participated in this study. 
Students and specialists were positive about the practicability of the mini-
CEX and the impact of this assessment format on learning and on professional 
development. The Mann-Whitney U test showed that there were no significant 
differences between students’ and specialists’ opinions on the mini-CEX, 
except for 2 items: the appreciation for direct observation from specialists 
(mean rank=93.16) were statistically significantly higher than students (mean 
rank=77.93), z=2.065, p<0.05, but the appreciation to the item that students’ 
past mini-CEX results affected their recent mini-CEX outcomes from students 
(mean rank=85.29) were statistically significantly higher than specialists (mean 
rank=69.12), z=2,140, p<0.05.
Conclusion:  Students and specialists were positive about the mini-CEX 
in Indonesian clerkships, although it was developed and validated in another 
culture. We found only small differences between their appreciations, which 
could be explained by the patterns of specialist-student interaction in Indonesian 
culture as large power distance and low individualism country. 

Keywords: mini-CEX, acceptability, cultural differences, undergraduate 
clerkship
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Introduction

Most medical schools intend to meet the international quality standards for 
medical education.1 Meeting these quality standards often means implementing 
teaching and/or assessments formats that are published and recommended 
in international journals or conferences. An example of such an assessment 
format is the Mini Clinical Evaluation Exercise (mini-CEX), which was originally 
developed in the USA and is now being implemented all over the world. The 
implementation of assessment formats from other countries is a challenge 
because of the differences in culture. Cultural differences may inhibit the 
acceptance of new assessment formats by important stakeholder groups.2 
Acceptance of assessment formats is essential for its effectiveness 3,4 so cultural 
differences in this context should be recognized.2, 5

To gain insight in the acceptance of new assessment formats, it is important to 
explore the views of stakeholders – for instance, students and specialists who 
function as teachers in clinical setting – on the practicability and impact on 
learning of these formats.6,7 In this study, we explored Indonesian students’ and 
specialists’ appreciation of the implementation of the mini-CEX in Indonesian 
clerkships. 

The mini-CEX is widely used as a valid and reliable assessment method to assess 
clinical skills.8,9,10,11,12 It was designed to evaluate the trainee’s performance with a 
real patient using a structured form.8 Direct observation and structured feedback 
based on this observation are needed to facilitate learning during training.8,9,10,13,14 
When used regularly in the real clinical setting,8 the mini-CEX will stimulate 
students’ development of clinical skills.2,15 Any undesirable behaviour that may 
occur during student-patient interaction can be detected early through observing 
the students. The provision of feedback shortly after the interaction enables 
immediate correction.16,17

The mini-CEX has been acknowledged as a practical and very useful assessment 
instrument.18,19,20,21,22,23 Furthermore, it is regarded as a valuable tool to 
document direct supervision of clinical skills,9,21,22,23,24,25 improve specialist-
student relationships,21,23 facilitate effective feedback,9,18,20,21,22,23,26 and improve 
learning.9,18,21,23,26,27 The mini-CEX was also acknowledged as a valuable tool for 
improving professional development.9,19,23
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It is important to investigate the acceptance of the mini-CEX in Indonesia since 
the views and values of teachers and students about teaching, learning and 
assessment processes have been found to differ between cultures.5,28,29 
The mini-CEX has been positively evaluated with high acceptance in countries 
with a culture similar to the culture in which the mini-CEX was developed. 
These countries are classified high on individualism and low on power distance. 
Indonesia, however, is classified low on individualism and high on power 
distance.30 It is the question, therefore, whether the mini-CEX does also fit in 
this different culture. 

From literature, we know that differences between countries on the cultural 
dimensions of individualism and power distance can be related to differences 
in student-teacher interactions.31,32 The implementation of the mini-CEX in 
Indonesia, therefore, was a real challenge. In the first place, the mini-CEX focuses 
on individual feedback instead of on group feedback, which is more common in 
countries classified low on individualism.2 In the second place, this individual 
feedback is expected to be given by specialists, whereas - traditionally - residents 
provide most feedback in the clinical learning place since residents are closer 
to students in terms of power distance than specialists are.33 If the set-up of a 
new assessment format like the mini-CEX is not compatible with the culture, 
the risk of non-acceptance will be high, which may negatively affect the use and 
effectiveness of the mini-CEX.3,4,5, 34 Therefore, in this study, we investigated 
the appreciation of the mini-CEX by students and specialists after a careful 
implementation process. 

Methods

Context 

This study was conducted at the Faculty of Medicine, Universitas Gadjah Mada, 
Indonesia. The duration of the medical curriculum is 5.5 years. The clinical phase 
consists of two years of department-based clerkships. The clerkship program 
takes place in two main teaching hospitals and several affiliated hospitals. The 
mini-CEX was carefully implemented in 2009 involving all stakeholders in the 
process.2
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The implementation of the mini-CEX

During the 11-week clerkships, students were required to schedule at least 4 mini-
CEX encounters, and during 4-week clerkships at least 2 mini-CEX encounters. 
Based on consensus between the Clinical Rotation Team (Clerkships Committee), 
the Education Coordinator and the Assessment Committee, students were 
assessed on eight clinical competencies: history taking, physical examination, 
diagnosis, patient management, communication/counselling, professionalism, 
organization/efficiency, and overall clinical care. A 4-point scale was used for 
scoring (1 = below expectations, 2 = meeting expectations, 3 = above expectations, 
and 4 = outstanding). Each student received a logbook with guidelines about 
the assessment process and assessment forms. All students had to bring their 
logbooks along during clerkships in all departments. The guidelines for the 
assessment process prescribe that the student asks a specialist to conduct a mini-
CEX and to provide individual feedback immediately after observation. Specialist 
must select the patient for the mini-CEX. The specialists have been introduced 
to and trained in the basic concepts of the mini-CEX (criteria and assessment 
procedure) and trained in providing constructive feedback. Performances on the 
mini-CEX were part of the final clerkship grade. 

Questionnaire

We developed a questionnaire based on existing studies that investigated 
trainees and specialists’ views of the mini-CEX.18,19,26 This resulted in a 19-
item questionnaire that covered the characteristics of the mini-CEX such as 
observation and feedback, its practicability, and the impact on learning and 
professional development. The items had to be answered on a 5-point Likert 
scale (1= strongly disagree, 5= strongly agree). 

Participants and procedure

We distributed the questionnaires to students and specialists to measure their 
experiences with the mini-CEX. We handed out questionnaires to 130 students: 
52 students in Neurology and 78 in Internal Medicine. In addition, we handed 
out questionnaires to 71 specialists: 21 specialists working at the Neurology 
department and 50 working at the Internal Medicine department.
We obtained ethical approval for the study from the Medical and Health Research 
Ethics Committee (MHREC) at Gadjah Mada University. 
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Data analysis

We compared students’ and specialists’ perceptions using the Mann-Whitney U 
test to explore whether differences in responses existed between students and 
specialists.

Results

In total, 124 students (response rate = 95%) students participated in this study. 
Of these 124 students, 46 came from Neurology and 78 from Internal Medicine. 
From the 71 specialists invited, 38 specialists participated (response rate = 54%). 
Of these 38 specialists, 13 came from Neurology and 25 from Internal Medicine. 
We found no significant differences between both departments. 
In general, students and specialist were positive to very positive about the 
practicability of the mini-CEX and about the impact of this assessment format 
on learning and on professional development. The Mann-Whitney U test showed 
that there were no significant differences between students’ and specialists’ 
opinions on the mini-CEX, except for 2 items. Specialist felt  direct observation 
more important for judging student’s skills than students did themselves   
(p=0.039). On the other hand, students felt that outcomes from previous mini-
CEXs influenced their current results than teachers did  (Table 1).



91

How students and specialists appreciate the Mini-Clinical Evaluation
Exercise (Mini-CEX) in Indonesian clerkships

Ta
bl

e 
1.

 S
tu

de
nt

s 
an

d 
sp

ec
ia

lis
ts

 p
er

ce
pt

io
n 

on
 th

e 
im

pl
em

en
ta

ti
on

 o
f t

he
 m

in
i-

C
E

X
 

N
o

 
W

h
a

t 
is

 y
o

u
r 

o
p

in
io

n
 o

n
 t

h
e 

M
in

i-
C

E
X

? 

--
--

--
-S

tu
d

en
ts

 (
n

=
12

4
)-

--
--

--
-

- 
--

--
--

S
p

ec
ia

li
st

s 
(n

=
3

8
)-

--
--

--
--

 

S
tu

d
en

ts
 –

 S
p

ec
ia

li
st

s’
 c

o
m

p
a

ri
so

n
  

M
ed

ia
n

 o
f 

S
tu

d
en

ts
 

(I
R

) 

M
ed

ia
n

 o
f 

S
p

ec
ia

li
st

s 
(I

R
) 

M
a

n
n

-W
h

it
n

ey
 

U
 T

es
t 

S
D

 
(%

) 
A

 
(%

) 
N

 
(%

) 
A

 
(%

) 
S

A
 

(%
) 

S
D

 
(%

) 
A

 
(%

) 
N

 
(%

) 
A

 
(%

) 
S

A
 

(%
) 

Z
 

S
ig

. 

A
 

A
ss

es
sm

en
t 

to
o

l 
 

 
 

 
 

 
 

 
 

 
 

 
 

 

1 
T

h
e 

M
in

i-
C

E
X

 is
 a

 p
ra

ct
ic

al
 a

ss
es

sm
en

t 
to

ol
 

0
 

5 
11

 
6

9
 

15
 

3 
0

 
11

 
74

 
13

 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
-0

.1
72

 
0

.8
6

3
 

2
 

T
h

e 
M

in
i-

C
E

X
 is

 e
as

y 
to

 u
se

 f
or

 e
xa

m
in

er
s 

in
 

ob
se

rv
in

g 
st

u
d

en
ts

’ p
er

fo
rm

an
ce

 
0

 
2

 
14

 
6

5 
2

0
 

3 
8

 
8

 
6

8
 

13
 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

-1
.0

78
 

0
.2

8
1 

3 
W

h
en

 a
ss

es
si

n
g 

cl
in

ic
al

 s
ki

ll
s,

 d
ir

ec
t 

ob
se

rv
at

io
n

 
is

 im
p

or
ta

n
t 

0
 

2
 

5 
6

6
 

2
7 

3 
0

 
0

 
53

 
4

5 
4

.0
0

 
(4

.0
0

-5
.0

0
) 

4
.0

0
 

(4
.0

0
-5

.0
0

) 
-2

.0
6

5 
0

.0
39

* 

4
 

T
h

e 
M

in
i-

C
E

X
 f

or
m

s 
ar

e 
cl

ea
r 

2
 

3 
18

 
6

5 
12

 
0

 
3 

2
4

 
58

 
16

 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

4
.0

0
 

(3
.0

0
-4

.0
0

) 
-0

.0
32

 
0

.9
74

 

5 
T

h
e 

M
in

i-
C

E
X

 f
or

m
s 

of
fe

r 
su

ff
ic

ie
n

t 
sp

ac
e 

fo
r 

fe
ed

b
ac

k 
0

 
4

 
19

 
6

5 
13

 
0

 
3 

16
 

71
 

11
 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

-0
.2

14
 

0
.8

30
 

B
 

E
d

u
ca

ti
o

n
a

l 
to

o
l 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

1 
T

h
e 

M
in

i-
C

E
X

 s
ti

m
u

la
te

s 
cl

in
ic

al
 t

ea
ch

er
s 

to
 

ob
se

rv
e 

st
u

d
en

t’
 in

te
ra

ct
io

n
s 

w
it

h
 p

at
ie

n
ts

 
1 

0
 

5 
8

0
 

15
 

3 
0

 
8

 
58

 
32

 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

4
.0

0
 

(4
.0

0
-5

.0
0

) 
-1

.4
55

 
0

.1
4

6
 

2
 

D
ir

ec
t 

ob
se

rv
at

io
n

 is
 a

 s
tr

en
gt

h
 o

f 
th

e 
M

in
i-

C
E

X
 

1 
0

 
6

 
6

8
 

2
6

 
3 

3 
3 

58
 

34
 

4
.0

0
 

(4
.0

0
-5

.0
0

) 
4

.0
0

 
(4

.0
0

-5
.0

0
) 

-0
.7

2
8

 
0

.4
6

6
 

3 
T

h
e 

M
in

i-
C

E
X

 h
as

 a
 p

os
it

iv
e 

ef
fe

ct
 o

n
 t

h
e 

st
u

d
en

t-
te

ac
h

er
 r

el
at

io
n

sh
ip

 
1 

1 
14

 
6

8
 

17
 

3 
3 

2
1 

55
 

18
 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
4

.0
0

 
(3

.0
0

-4
.0

0
) 

-0
.9

0
7 

0
.3

6
5 

4
 

T
h

e 
M

in
i-

C
E

X
 h

as
 im

p
ac

t 
to

 s
tu

d
en

ts
’ l

ea
rn

in
g 

p
ro

ce
ss

 
1 

1 
8

 
6

7 
2

3 
3 

3 
13

 
6

8
 

13
 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

-1
.8

17
 

0
.0

6
9

 

5 
T

h
e 

M
in

i-
C

E
X

 h
el

p
s 

st
u

d
en

t 
p

re
p

ar
e 

fo
r 

th
e 

as
se

ss
m

en
t 

in
 t

h
e 

fi
n

al
 w

ee
k 

of
 a

 c
le

rk
sh

ip
 

1 
0

 
8

 
6

5 
2

6
 

5 
5 

8
 

53
 

2
9

 
4

.0
0

 
(4

.0
0

-5
.0

0
) 

4
.0

0
 

(4
.0

0
-5

.0
0

) 
-0

.5
38

 
0

.5
9

0
 

6
 

T
h

e 
as

se
ss

or
s 

fe
ed

b
ac

k 
h

el
p

s 
st

u
d

en
t 

to
 im

p
ro

ve
 

h
is

/h
er

 w
ea

kn
es

se
s 

1 
1 

7 
6

2
 

2
9

 
0

 
5 

11
 

6
3

 
2

1 
4

.0
0

 
(4

.0
0

-5
.0

0
) 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
-1

.3
4

0
 

0
.1

8
0

 

7 
T

h
e 

as
se

ss
or

’s
 f

ee
d

b
ac

k 
is

 h
el

p
fu

l i
n

 d
ai

ly
 c

li
n

ic
al

 
p

ra
ct

ic
e 

2
 

1 
10

 
6

0
 

2
7 

0
 

5 
16

 
6

1 
18

 
4

.0
0

 
(4

.0
0

-5
.0

0
) 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
-1

.4
0

8
 

0
.1

59
 

8
 

F
ee

d
b

ac
k 

is
 a

 s
tr

en
gt

h
 o

f 
th

e 
m

in
i-

C
E

X
 

1 
0

 
10

 
54

 
35

 
0

 
5 

16
 

53
 

2
6

 
4

.0
0

 
(4

.0
0

-5
.0

0
) 

4
.0

0
 

(4
.0

0
-5

.0
0

) 
-1

.5
9

3
 

0
.1

11
 

9
 

T
h

e 
M

in
i-

C
E

X
 h

as
 im

p
ac

t 
to

 s
tu

d
en

t’
 s

el
f-

d
ir

ec
te

d
 le

ar
n

in
g 

1 
1 

11
 

6
5 

2
2

 
3 

8
 

11
 

58
 

2
1 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

-0
.8

6
9

 
0

.3
8

5 

10
 

S
tu

d
en

t’
s 

p
as

t 
M

in
i-

C
E

X
 r

es
u

lt
 a

ff
ec

te
d

 h
is

/h
er

 
re

ce
n

t 
M

in
i-

C
E

X
 o

u
tc

om
es

 
1 

2
 

13
 

6
5 

19
 

3 
5 

2
6

 
53

 
13

 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

4
.0

0
 

(3
.0

0
-4

.0
0

) 
-2

.1
4

0
 

0
.0

32
* 

11
 

E
xp

er
ie

n
ce

s 
st

u
d

en
t 

ga
in

ed
 f

ro
m

 M
in

i-
C

E
X

 
as

se
ss

m
en

ts
 a

re
 a

p
p

li
ca

b
le

 t
o 

d
ai

ly
 c

li
n

ic
al

 
p

ra
ct

ic
e 

1 
1 

8
 

6
8

 
2

3 
0

 
5 

8
 

6
3

 
2

4
 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
4

.0
0

 
(4

.0
0

-4
.2

5)
 

-0
.2

19
 

0
.8

2
7 

C
 

P
ro

fe
ss

io
n

a
l 

d
ev

el
o

p
m

en
t 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

1 
T

h
e 

M
in

i-
C

E
X

 h
as

 in
fl

u
en

ce
d

 s
tu

d
en

t’
 

p
ro

fe
ss

io
n

al
 d

ev
el

op
m

en
t 

as
 a

 d
oc

to
r 

1 
0

 
7 

73
 

19
 

3 
3 

11
 

6
6

 
18

 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
-0

.8
6

1 
0

.3
8

9
 

2
 

T
h

e 
M

in
i-

C
E

X
 h

as
 in

fl
u

en
ce

d
 s

tu
d

en
t’

 
p

er
sp

ec
ti

ve
 o

n
 p

at
ie

n
t 

ca
re

 
1 

0
 

11
 

6
9

 
19

 
3 

3 
13

 
6

3
 

18
 

4
.0

0
 

(4
.0

0
-4

.0
0

) 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

-0
.7

18
 

0
.4

73
 

3 
T

h
e 

M
in

i-
C

E
X

 h
as

 in
fl

u
en

ce
d

 s
tu

d
en

t’
 

in
te

ra
ct

io
n

s 
w

it
h

 p
at

ie
n

ts
 a

n
d

 t
h

ei
r 

fa
m

il
ie

s 
1 

2
 

15
 

6
4

 
18

 
3 

3 
18

 
55

 
2

1 
4

.0
0

 
(4

.0
0

-4
.0

0
) 

4
.0

0
 

(3
.7

5-
4

.0
0

) 
-0

.1
9

1 
0

.8
4

8
 

 
N

ot
e:

 S
D

=
 S

tr
on

gl
y 

D
is

ag
re

e;
 D

=
 D

is
ag

re
e;

 N
=

 N
ei

th
er

 a
gr

ee
 o

r 
d

is
ag

re
e;

 A
=

 A
gr

ee
; S

A
=

 S
tr

on
gl

y 
A

gr
ee

; 
IR

=
In

te
rq

u
ar

ti
le

 R
an

ge
; *

p
<

.0
5 

 



92

Chapter 5

Discussion

The aim of our study was to investigate how students and specialists as clinical 
teachers appreciate the mini-CEX in Indonesian clerkships, and whether there 
are differences between them. In general, students and specialists appreciated 
the practicability and were positive about the general impact of the mini-CEX 
on learning and about its impact on professional development. We found no 
significant differences between students’ and specialists’ appreciation, except that 
specialists were significantly more positive about the topic ‘direct observation’ 
and students were more convinced that ‘past Mini-CEX results affected recent 
mini-CEX outcomes’.

The positive evaluation of the mini-CEX showed that students and specialists 
accepted the mini-CEX even though the educational concept of the mini-CEX 
did not directly fit in the Indonesian culture. This finding strengthened the result 
of our previous study that managing the implementation process carefully and 
taking culture and local context into account can facilitate the acceptance of the 
mini-CEX.2 The careful implementation of the mini-CEX in an existing program 
may have positively influenced the appreciation for its practicality. The positive 
appreciation of the mini-CEX may also have been influenced by the fact that 
in the Internal Medicine Department, the students who were assessed with 
the mini-CEX showed significantly more improvement between the first end 
subsequent assessments than the students who completed the clerkships before 
the implementation of the mini-CEX.2

We found a significant difference between students and specialists in their 
appreciation of ‘observation’ with specialists being even more convinced of its 
importance than students were. This outcome may be related to the fact that 
Indonesia is a country classified low on the dimension of individualism.30,31 In 
collectivist cultures, specialists, as clinical teachers, need frequent observation 
to identify students’ deviations from the group standards to maintain harmony 
and integration in the group. However, because in this culture specialists will 
deal with students as a group, observing students is usually done in front of other 
students. So, for students, being observed may be a straining experience because 
they are afraid of failing and losing face. Although in the mini-CEX students 
were observed individually, they might still feel insecure and need time to get 
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used to being observed individually by specialists. It might be the reason why 
students– compared to specialists – appreciate observation as less important for 
assessing clinical skills. 

We also found that students rated the effect of ‘students’ past mini-CEX results 
on their recent mini-CEX outcomes’ significantly higher than specialists did. A 
possible explanation for this outcome is that the specialist does not know the 
results of students on former tests. Therefore, the specialist might interpret 
this question from a general opinion. Students, on the other side, might reflect 
on former results and feel stimulated to perform better at the next mini-CEX. 
They will interpret this question from an individual context. In the mini-CEX, 
students get individual feedback from specialists instead of the usual group 
feedback. Because of this individual encounter they don´t have to be afraid for 
´losing their face´ in front of other students2,30 and might be more focused on 
the feedback that was provided by specialists. As a result, students felt the past 
mini-CEX experience affect their recent mini-CEX experience.  

This study has some limitations. First, our study was limited to only one 
medical school in Indonesia. Therefore, we were not able to identify differences 
attributable to cultural climate within organisations and differences between 
regions within a country.35 However, cultural differences between countries are 
in general larger than those between subcultures within countries.36 Therefore, 
our findings may be generalizable to other Indonesian medical schools. To 
strengthen our study, we suggest a replication study in other medical schools. 
Second, we limited our study to the appreciation of the mini-CEX in Internal 
Medicine and Neurology because the mini-CEX was implemented only in these 
two departments.2

In conclusion, students and specialists highly appreciated the mini-CEX in 
Indonesian clerkships even though the concept was developed and validated 
in another culture. We found only small differences between students and 
specialists, which could be explained by Indonesian culture. We invite 
medical schools from other cultures to evaluate their students’ and specialists’ 
appreciation of educational concepts such as the mini-CEX that were developed 
in a different culture, to get a better understanding of the influence of culture on 
globally implemented educational concepts. 
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ABSTRACT

Background Various feedback characteristics have been suggested to positively 
influence student learning. It is not clear how these feedback characteristics 
contribute to students’ perceived learning value of feedback in cultures classified 
low on the cultural dimension of individualism and high on power distance. This 
study was conducted to validate the influence of five feedback characteristics 
on students’ perceived learning value of feedback in an Indonesian clerkship 
context. 
Methods We asked clerks in Neurology (n=169) and Internal Medicine (n=132) 
to assess the learning value of the feedback they received on a 5-point Likert 
scale. We asked them to record whether the feedback provider (1) informed the 
student what went well, (2) mentioned which aspects of performance needed 
improvement, (3) compared the student’s performance to a standard, (4) 
further explained or demonstrated the correct performance and (5) prepared an 
action plan with the student to improve performance. Data were analyzed using 
multilevel regression. 
Results  A total of 250 students participated in this study, 131 from Internal 
Medicine (response rate 99%) and 119 from Neurology (response rate 70%). Of 
these participants, 225 respondents (44% males, 56% females) completed the 
form and reported 889 feedback moments. Students perceived feedback as more 
valuable when the feedback provider mentioned their weaknesses (β=0.153, 
p<0.01), compared their performance to a standard (β=0.159, p<0.01), explained 
or demonstrated the correct performance (β=0.324, p<0.001) and prepared an 
action plan with the student (β =0.496, p<0.001). Appraisal of good performance 
did not influence the perceived learning value of feedback. No gender differences 
were found for perceived learning value.
Conclusions In Indonesia, we could validate four out of the five characteristics 
for effective feedback. We argue that our findings relate to culture, in particular 
to the levels of individualism and power distance. The recognized characteristics 
of what constitutes effective feedback should be validated across cultures.\

Keywords: feedback, clerkship, culture
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Background

To meet international quality standards for medical education an increasing 
number of medical schools all over the world try to improve their curricula.1 
One of these standards addresses feedback in the clinical setting, because 
this kind of feedback is one of the most important tools to encourage student 
learning.2-6 Medical schools are advised to ensure that students receive timely, 
specific, constructive and fair feedback to enhance their learning.1 Several 
feedback characteristics have been described in literature as vital for the 
effectiveness of feedback.2-4,6-15 However, recent research indicates that the 
significance of feedback characteristics for the learning value of feedback may 
not hold for countries with different cultures.16 We wondered whether feedback 
characteristics that were perceived to provide great learning value in a certain 
culture are also perceived to have great learning value in other cultures, and 
thus, whether feedback procedures that were developed in a certain culture 
can be implemented straight in a different culture. Therefore, in this study, we 
investigated how feedback characteristics, suggested in literature as essential for 
the effectiveness of feedback, influence Indonesian students’ perceived learning 
value of feedback.

Cultural differences seem to influence feedback processes and, therefore, may have 
implications for the applicability and effectiveness of feedback characteristics. 
In literature, it is suggested that the instructiveness of feedback is influenced 
by the status of the supervisor3,17, observation of behaviour2,18. In the replication 
of a Dutch feedback study14 in Indonesia,16 we considered the influence of the 
feedback provider and the role of direct observation on learning value, two 
recognized characteristics of effective feedback. Students were asked to register 
every feedback moment and asses the learning value of the feedback during a two 
week period, and to report whether feedback was provided by a specialist who was 
perceived as an expert and as a credible person, and whether the feedback was 
based on direct observation. Overall, no differences in perceived learning value 
of feedback were found between the two countries. However, the two feedback 
characteristics under study were found to influence the perceived learning 
value differently, which could be explained from cultural differences between 
the two countries on the dimensions individualism and power distance.16,19 In 
Indonesia, a country classified as high on power distance,20 feedback provided 



100

Chapter 6

by a specialist was perceived to have more learning value than feedback provided 
by a resident. In the Netherlands, classified as low on power distance20, feedback 
from specialists and residents was perceived as equally valuable. In Indonesia, it 
did not make a difference whether the feedback was based on observation of the 
candidate or not. In the Netherlands, feedback based on observation was valued 
higher than feedback that had not been based on observation. It appears that the 
feedback requirements that should be met to optimize the effectiveness of the 
feedback differ between cultures. 

The Indonesian replication study only took two feedback characteristics into 
account that were suggested as important for the effectiveness of feedback, 
namely the feedback provider and direct observation. However, five further 
feedback aspects have been described as essential for the effectiveness of 
feedback.2-4,6-15 First, students should be told what they have done well, to know 
their strengths.4,7,9,12,13 Appraisal of good performance enhances students’ self-
confidence and reinforces good practice. Second, students should be made aware 
of aspects of their performance that need to be improved.7,9,12,13 Information about 
performance deficiencies helps students to set learning goals. Third, students’ 
performance should be compared against a standard, such as a professional 
judgment, a local standard or existing guidelines.2,4,6,8,9 This helps students to 
become aware of their progress towards mastery. Fourth, an explanation of the 
correct performance – what, how and why a task should be performed– should 
be provided to students to equip them with sufficient information to correct 
their errors.10,15 It is even more effective for student learning if the feedback 
provider models the correct performance.13 Finally, the feedback provider 
should invite students to make a plan of action to improve their performance 
and discuss it.4,6,9,12,13 Preparing plans for self-improvement helps students apply 
the feedback they received in practice and narrow the gap between actual and 
desired performance.4,12 

Considering the differences between the two countries with regard to the 
importance of feedback provider and direct observation, the question arises 
what the influence is of the other five recognized feedback characteristics on 
Indonesian students’ perceived learning value of feedback, all the more since 
the importance of these aspects for the effectiveness of feedback has mainly 
been investigated and explored in countries classified as high on individualism 
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(individualistic) and low on power distance. The aim of this study was to validate 
the importance of the other five characteristics for the effectiveness of feedback 
in a country with a low on individualism (collectivistic) culture and high power 
distance. We investigated the influence of these characteristics on the perceived 
learning value of feedback in the context of the Mini Clinical Evaluation Exercise 
(mini-CEX). We formulated the following research questions:
1. How often do Indonesian students perceive the five internationally 

acknowledged characteristics of effective feedback during a mini-CEX?
2. How do these feedback characteristics influence Indonesian students’ 

perceived learning value of feedback?

Methods

Context 

This study was conducted at the Faculty of Medicine, Universitas Gadjah Mada, 
Indonesia. The clinical phase consists of two years of clerkships in a department-
based system. There are four eleven-week clerkship rotations in major clinical 
disciplines: Internal Medicine, Surgery, Obstetrics-Gynaecology and Paediatrics. 
There are seven four-week clerkship rotations in Neurology, Psychiatry, 
Dermatology, Ophthalmology, Otorhinolaryngology, Anaesthesiology, Radiology 
and Medical Forensics. Students do their rotations in two main teaching hospitals 
and several affiliated hospitals. Because we included only the departments where 
the mini-CEX was implemented, this study focused on the Internal Medicine and 
Neurology clerkships.

Mini-CEX

We decided to analyse the effectiveness of feedback characteristics in the context 
of the mini-CEX which allows for and facilitates the application of all mentioned 
characteristics of effective feedback.21-26 The mini-CEX focuses on observable 
competencies, is based on direct observation and provides a structure within 
which strengths, weaknesses and action plans can be discussed. The structure 
of the mini-CEX can facilitate the feedback provider in the role of expert and 
encourage comparison between students’ performance levels and performance 
standards. Consequently, the mini-CEX encourages the feedback provider to 
explain – on the basis of standards – what constitutes correct performance. 
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Because of its potential, the mini-CEX has been used as a method to improve 
feedback during clerkships in many countries.27-29 

Students are obliged to have themselves assessed with the mini-CEX at least four 
times during the eleven-week Internal Medicine clerkship, and at least twice 
during the four-week Neurology clerkship. The assessment form contains eight 
clinical competencies: history taking, physical examination, diagnosis, patient 
management, communication and counselling, professionalism, organization/
efficiency and overall clinical care. Judgments are given on a 4-point scale (1 – 
under expectation, 2 – as expected, 3 – above expectation and 4 – outstanding). 
Immediately after being observed, students are expected to ask a specialist 
for feedback and, subsequently, discuss their action plans to improve their 
performance. The two highest scores on the mini-CEX in each rotation are part 
of the summative, final grade at the end of the rotation. All assessment forms 
are recorded in the students’ logbooks, which they have to bring along during 
clerkships in all departments. Guidelines for all procedures, for both students 
and examiners, are also provided in the logbooks.

At all times, the mini-CEX examiners, to whom we will refer to as the feedback 
providers, are required to be specialists and clinical teachers at the main 
teaching hospital or one of the affiliated hospitals. All feedback providers had 
been introduced to the basic concepts of the mini-CEX (criteria and assessment 
procedure) and trained in providing constructive feedback.

Participants and procedure

We asked students in Neurology (n=169) and Internal Medicine (n=132) to 
participate in the study. They were asked to assess the learning value of the mini-
CEX feedback using a 5-point Likert scale ranging from 0 – not valuable to 4 – 
very valuable. Furthermore, we asked them to record for each mini-CEX whether 
the feedback provider: 
1. informed the student what went well (‘strength’ variable);
2. mentioned which aspects of performance needed improvement (‘weakness’ 

variable);
3. compared the student’s performance to a standard, such as a protocol, 

guideline, standard of medical services, standard operating procedure or 
clinical skills’ book (‘comparison to standard’ variable);
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4. explained the correct performance (‘correct performance’ variable);
5. prepared an action plan with the student to improve performance (‘action 

plan’ variable).

We have piloted the instrument and we have used these questions for our previous 
studies.14,16 Ethical approval for the study was obtained from the Medical and 
Health Research Ethics Committee (MHREC) at Universitas Gadjah Mada.

Statistical analysis

Because each participant reported several and a varying number of feedback 
moments, the feedback moments needed to be dealt with as measurements 
that were nested within students. Because of this hierarchical data structure, 
we conducted a multilevel analysis. The analysis process comprised three 
stages. First, we established the necessity for multilevel analysis by calculating 
the Infraclass Correlation Coefficient (ICC). An ICC near zero would indicate 
no variance at the student level, while a higher number would indicate that 
variance in instructiveness stemmed from both the feedback moment level and 
the student level. Second, the empty model was estimated, which describes the 
variation in learning value associated with feedback moments and students 
separately. Third, the main effects model was used to calculate the impact of the 
feedback characteristics ‘strength’, ‘weakness’, ‘comparison to standard’, ‘correct 
performance’ and ‘action plan’ on the perceived learning value. The impact of the 
feedback characteristics was adjusted for gender and department, which were 
also added to the model. Subsequently, we examined the difference in deviance 
between models – the deviance assesses the extent to which a model deviates from 
the data – to compare the fit of the models with the data. Differences between 
models were determined using chi-square tests with the degrees of freedom 
being equal to the number of parameters added. We analyzed the data using 
MLwiN (version 2.01), a program specifically designed for multilevel analysis.

Results

A total of 250 students participated in this study, 131 from Internal Medicine 
(response rate= 99%) and 119 from Neurology (response rate=70%). Of these 
participants, 25 were excluded for having completed their forms inaccurately 
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or incompletely. The remaining 225 respondents (44% males, 56% females) 
reported 889 feedback moments. 

During the mini-CEX, the feedback providers mentioned students’ strengths 
in 59% and weaknesses in 72% of the feedback moments. Furthermore, they 
compared students’ performance to a standard in 49%, explained the correct 
performance in 68%, and prepared an action plan with the student to improve 
performance in 55% of the feedback moments. 

The ICC was 0.38, indicating that 38% of variance in instructiveness was 
explained at the student level, which indicates that a multilevel approach 
was necessary. The overall mean of the perceived learning value of feedback 
was 3.5 on a 4-point scale (SE = 0.03). Students perceived feedback as more 
valuable when the feedback provider mentioned their weaknesses (β = 0.183, 
p < 0.01) and compared their performance to a standard (β = 0.174, p < 0.01). 
Explaining or demonstrating the correct performance (β = 0.322, p < 0.001) and 
preparing an action plan with the student to improve performance (β = 0.471, 
p < 0.001) both influenced the perceived learning value of feedback positively. 
Mentioning strengths did not influence the perceived learning value of feedback 
(β = -0.01, p > 0.05). We found no significant gender differences in students’ 
perceived learning value of feedback (β = 0.052, p > 0.05). Feedback received in 
the Neurology department was perceived to have a higher learning value than 
feedback received in the Internal medicine department (β = 0.151, p < 0.01). 
The main effects model fitted the data significantly better than the empty model 
(χ2(7)=220; p < 0.0001).



105

Influence of feedback characteristics on perceived learning value of
feedback in clerkships: does culture matter?

Table 1. Influence of different feedback characteristics and the receiver’s 
gender on the perceived learning value of the feedback expressed in regression 
coefficients and standard errors

Variables
Empty model Main effects 

model
Coeff.    (SE) Coeff.    (SE)

Intercept 3.519** (0.043) 2.732** (0.086)
Strengths mentioned -0.01 (0.06)
Weaknesses mentioned 0.183* (0.061)
Comparison of performance to standard 0.174* (0.056)
Explanation of correct performance 0.322** (0.053)
Action plan prepared 0.471** (0.055)
Department (0 = internal/1 = neurology) 0.151* (0.056)
 Gender (0 = male/1 = female) 0.052 (0.082)
Variance
Between students 0.244 (0.035) 0.245 (0.033)
Within students 0.387 (0.021) 0.291 (0.015)
Deviance 1928.225 1707.981**

* p < 0.01; **p < 0.001; SE = standard error

Discussion 

The aim of our study was to validate the importance of five feedback characteristics 
for the perceived the learning value of feedback in Indonesia, a country that is 
classified as low on individualism and high on power distance. All five feedback 
characteristics – ‘mentioning students’ strengths’, ‘mentioning students’ 
weaknesses’, ‘comparing students’ performance to a standard’, ‘explaining or 
demonstrating the correct performance’, and ‘preparing an action plan with 
the student’ – were perceived by the students, but not in all feedback moments. 
We found a positive influence of the latter four feedback characteristics, but 
mentioning strengths did not influence Indonesian students’ perceived learning 
value of feedback.
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Teachers’ goals and expectations are important factors affecting student 
motivation for learning in cultures low on individualism and high on power 
distance.20,30,31 Because of the power distance, students expect their teachers to 
determine the learning paths. This might explain the positive influence of four 
of the five feedback characteristics on Indonesian students’ perceived learning 
value of feedback. Students probably interpreted feedback based on these 
characteristics as outlines that serve to improve their learning and, thus, help 
them live up to their teachers’ expectations. The fifth characteristic of effective 
feedback – mentioning strengths – did not positively influence the perceived 
learning value of feedback, whereas, in literature, mentioning strengths has been 
perceived as conditional for feedback to be effective.4,7,9,12,13 An explanation for this 
outcome may be that mentioning strengths does not relate to teachers’ goals and 
expectations. Students probably interpreted the reported strengths as no more 
than an act of kindness from the part of the feedback provider. Furthermore, in 
Indonesian society, there is a tendency towards modesty, which implies that not 
standing out from but fitting in with others is valued.31 As such, compliments 
regarding personal performance may have little learning value for students. 

We found that some feedback characteristics were more frequently used than 
others and we do believe that a cultural component is involved here as well. 
The characteristics ‘mentioning students’ weaknesses’ and ‘explaining or 
demonstrating the correct performance’ were used most frequently. Teachers 
can probably use these characteristics best to explain their expectations of the 
students. In countries classified as low on individualism and high on power 
distance, the goal of giving feedback is to correct errors and behaviour.32,33 
Communicating clear expectations seems to be most effective to achieve this 
goal. The feedback characteristic ‘comparing performance to a standard’ was 
used least frequently in feedback. A possible explanation is that standards are 
perceived as just additional learning sources. Education in countries that are 
high on power distance, such as Indonesia, is teacher-centred.20,30 Teachers’ 
comments about students’ weaknesses and correct performance place them more 
in the centre of education than their comments about students’ performance 
in relation to the standards do. As such, teachers may feel that comparing 
performance to standards may be a less effective tool to communicate goals and 
expectations to the students. However, other factors may also influence the use of 
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certain feedback characteristics. To get more insight into the feedback dynamics, 
we recommend qualitative research to explore why feedback providers attach 
more value to some than to other feedback characteristics and how this may be 
influenced by culture.

Seven feedback characteristics are described in literature as having a positive 
influence on student learning. In the current study, we examined five of these 
characteristics and in a former study we investigated the other two.16 Based 
on both studies, we conclude that – in the Indonesian context – two out of the 
seven characteristics did not positively influence Indonesian students’ perceived 
learning value of feedback: ‘direct observation’ and ‘mentioning strengths’. 
Besides, whether a feedback provider can serve as a good role model seems to 
be dependent upon the status of the feedback provider. Whereas in the Dutch 
context, it did not matter whether students received feedback from residents or 
specialists, in the Indonesian context feedback from specialists – higher in status 
than residents – was rated more positively than feedback from residents was. 
The differences between the findings described in literature and our outcomes 
can be explained by cultural differences, especially by differences with regard 
to the cultural dimensions individualism and power distance. More research on 
different cultures is needed to strengthen our outcomes.

A strength of our study is that we used the context of the mini-CEX, with trained 
specialists as feedback providers,29 to analyze the relations between feedback 
characteristics and students’ perceived learning value of feedback. The mini-CEX 
provides a structure that allows for and facilitates application of all mentioned 
characteristics of effective feedback.21-26 Another strength is that the current 
study was performed in two departments – Internal Medicine and Neurology 
– in which the mini-CEX had been systematically implemented in the clerkship 
programme two years before.29 We assumed that the specialists from these 
departments had become familiar with providing constructive feedback as they 
had been trained to do so and had already gained experience. However, further 
studies are needed to strengthen the generalizability of our results. 

A limitation of our study is that only one Indonesian medical school was 
included. We are aware that our findings should be interpreted carefully because 
the cultural dimensions discussed could be a simplification of reality,34 since 
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Indonesia is a very large country in which cultural conditions can differ from 
region to region.35 However, in general, subcultures reflect the overarching 
national culture in which they are embedded, with cultural differences between 
countries being larger than those between subcultures within countries.34 
Therefore, our results may be generalizable to other medical schools in countries 
with a culture characterized by low individualism and high power distance. To 
strengthen the current outcomes, replication studies are needed.
Another limitation lies in the use of students’ reports and perceptions. We did 
not measure their actual learning. Even though perceived learning value is not 
the same as actual learning output, we feel perceptions of learning value provide 
a good indication of the quality of feedback, because positive perceptions by 
students are conducive to their learning processes.36 As a corollary, positive 
perceptions of the learning value of feedback can be expected to improve 
learning and future performance. However, more research is needed to unravel 
the impact of feedback characteristics on students’ actual learning. 

Conclusion

In conclusion, some of the recognized feedback characteristics seem to be 
valid in different countries. However, the learning value of the characteristics 
‘feedback provider’, ‘observation’ and ‘mentioning strengths’ seems to depend 
on the prevailing culture of countries, in particular on the levels of individualism 
and power distance. Therefore, we recommend that culture should be considered 
when implementing international standards for feedback in order to optimize 
student learning and development. We also suggest to further validate our 
findings in different cultural settings in order to improve our understanding of 
what constitutes effective feedback in different cultures and why. 
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In this era of advances in information and communication technology, many 
studies and development in medical education have been shared and published 
globally through web based media –website, webinar, online journal–, printed 
journals and conferences. All medical schools over the whole world can access 
the information regarding educational principles easily and can take part in 
further developments and publications. This trend stimulated development of 
international standards for medical education.1 Many medical schools around 
the world try to get international acknowledgement by meeting and achieving 
international standards. However, the existence of cultural differences in 
teaching and learning between countries in medical education might hamper 
these efforts.2-8 The question arises whether and how cultural differences will 
influence the implementation of educational principles and international 
standards and how to deal with this challenge. 

Providing effective feedback during clerkships is an example of an educational 
principle that is recommended in international standards. Although the power 
of feedback for students’ learning and performance has been acknowledged,9-19 

and the influence of culture in medical education has been realized, 2-8 not 
many studies in the field of medical education provide empirical evidence 
about the role of culture in giving feedback during clerkships. Five studies in 
this thesis investigated and explored the role of culture in feedback processes. 
We focused on cultural differences in the perceived learning value of feedback, 
the implementation of the mini-CEX to improve feedback during clerkship, the 
acceptance of the mini-CEX, and the influence of characteristics of effective 
feedback facilitated by the mini-CEX. The outcomes of the five studies in this 
thesis add to the existent body of feedback literature in medical education.

Main findings

From the replication of a Dutch study in Indonesia, we learned that feedback 
processes are influenced by culture (Chapter 2). Although the Indonesian and 
the Dutch students perceived feedback during clerkships as equally instructive, 
we found significant differences in feedback processes and in underlying factors 
influencing the perceived instructiveness of feedback. In Indonesia, ae country 
with large power distance and low individualism, students received most feedback 
from residents, they were often directly observed and the supervisor initiated 
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most feedback moments. In the Netherlands, a country with small power distance 
and high individualism, students received most feedback from specialists, were 
less observed and about half of the feedback moments were based on a joint 
initiative. However, while the Dutch students perceived feedback from residents 
and specialists as equally instructive, feedback based on direct observation as 
being more useful, and feedback initiated by the student or arising from joint 
initiative as more instructive, the Indonesian students perceived feedback from 
specialists as more instructive, feedback based on observed and non-observed 
performance equally useful, and feedback arising from a joint initiative as most 
instructive. By using Hofstede model of culture as framework, these differences 
can be explained by the Power Distance and Individualism dimensions (see later 
on). We concluded that one model of feedback does not necessarily translate to 
another culture.

Literature mainly focuses on individual feedback because it comes predominantly 
from authors from countries with individualistic cultures. We investigated, 
however, in a collectivistic culture how students perceive the learning value of 
individual as well as of group feedback during clerkships. We further analyzed 
the focus of feedback and how often the requirements for effective feedback 
(as defined for individual feedback) were met (Chapter 3). We found that the 
feedback-principles that have been described in literature and formulated 
from a rather individualistic perspective, are not fully suitable for the needs 
of collectivistic cultures. The degree to which group feedback satisfies the 
requirements for effective feedback and the high-perceived learning value of 
group feedback in collectivistic societies underline the importance of group 
feedback in these cultures.

To meet international standards, and at the same time to improve feedback 
processes during clerkships, we implemented the mini-CEX into the existing 
clerkship program of two departments of our Indonesian university hospital: 
Internal Medicine and Neurology. We applied a careful procedure in which 
we took culture and local context into account (Chapter 4). We made a series 
of decisions to reduce tensions between the preconditions for applying the 
mini-CEX and the characteristics of the Indonesian culture, while keeping the 
underlying principles of the mini-CEX intact. For example we decided that only 
medical specialists were allowed to use mini-CEX, because, for learning during 
clerkships, high power distance implies that specialists are perceived as experts 
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in the field so   Furthermore the implementation of the mini-CEX required a shift 
from group feedback, which is common in cultures with low individualism,  to 
personal  feedback. 

An assessment method can only be effective when it is acceptable for all important 
stakeholder groups. Therefore, we explored Indonesian students’ and specialists’ 
appreciation of the mini-CEX in Indonesian clerkships. Both groups appreciated 
the practicability and were positive about the general impact of the mini-CEX on 
learning and about its impact on professional development. (Chapter 5).

The structure of the mini-CEX includes characteristics of feedback as recomended 
in literature. We investigated the influence of five feedback characteristics to the 
perceived learning value of feedback in Indonesia, a country that is classified 
as low on individualism and high on power distance (chapter 6). We found a 
positive influence of four feedback characteristics –  ‘mentioning students’ 
weaknesses’, ‘comparing students’ performance to a standard’, ‘explaining or 
demonstrating the correct performance’, and ‘preparing an action plan with 
the student’ –, however,  ‘mentioning strengths’ did not influence Indonesian 
students’ perceived learning value of feedback. Therefore, the effectiveness of 
some feedback characteristics seems to depend on the prevailing culture of 
countries, in particular on the levels of individualism and power distance. 

Overall focus of the thesis

In an era where homogenous and global models of education are  promoted, 
the question arises whether educational principles and educational practices, 
feedback being one of thes, that are developed in certain cultures can be 
implemented in other cultures. 

International standards recommend feedback as part of educational principles 
and practice for optimizing students learning.1 Some characteristics of effective 
feedback and methods to improve feedback that have been identified and 
suggested are:9,11,15,17,19-27

• the feedback provider should be an expert and credible person; 
• feedback should be based on direct observation; 
• students should be told what they have done well; 
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• students should be made aware of aspects of their performance that need to 
be improved; 

• students’ performance should be compared against a standard, such as a 
professional judgment, a local standard or existing guidelines; 

• an explanation of the correct performance – what, how and why a task should 
be performed – should be provided to students to equip them with sufficient 
information to correct their errors; 

• the feedback provider should invite students to make a plan of action to 
improve their performance and discuss it 

However, with reference to Hofstede´s model of cultural dimensions, these 
principles are mostly developed and founded in countries which are classified high 
on the cultural dimension individualism and low on power distance.28 Whether 
these principles can be easily implemented in countries that are classified low on 
individualism and high on power distance, such as Indonesia, is a challenging 
question. Therefore, more empirical evidence on this matter, for example from 
Indonesia, needs to be added to the existent body of feedback literature.

The understanding of cultural differences in feedback processes may help medical 
schools all over the world to improve the quality of feedback to their students. 
Using the mini-CEX to improve the quality of feedback during clerkships29-31 
implies that individual students need direct contact with their clinical teachers 
to obtain feedback.30-32 In individualistic and low power distance countries, 
like the United States (US) where the mini-CEX was originally developed,33 
the implementation of the mini-CEX may be not a problem. However, for 
countries with collectivistic and large power distance cultures like Indonesia, 
the implementation of the mini-CEX requires a shift in the usual pattern of 
teacher-student interaction in feedback processes. For instance, specialists, as 
teachers in the clinical setting should provide more often feedback to individual 
students instead of to a group.28 Therefore, studies how to deal with this cultural 
challenges are needed to increase the acceptability and applicability of the mini-
CEX as method to improve the quality of feedback during clerkships in different 
cultural contexts.
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Individualism and power distance in feedback processes 

Feedback plays an important role in facilitating the learning process in 
clerkships.9,17,19,22,24,25,27 The interaction patterns how clinical teachers provide 
feedback to students, and the social position between teachers and students 
are deeply rooted in the culture of a society.28,34 It is the cultural dimensions of 
individualism and power distance which are at stake here. 

Indonesia is a country which is classified high on the cultural dimension power 
distance and low on the dimension individualism.28 In countries with a large 
power distance, the interaction pattern is more hierarchical; therefore, most 
individual interactions are with persons whose social position is closest to them. 
This explains why Indonesian students receive most feedback from residents. 
Students, however, perceive feedback from specialist as more instructive. This 
outcome could also be explained by power distance, the larger the power distance, 
the more respect students have for the expertise of teachers and the higher the 
perceived instructiveness is. In the Netherlands, a country classified as low on 
power distance, students receive most feedback from specialists and the Dutch 
students perceive feedback from residents and specialists as equally instructive. 
Due to the high power distance and group culture, Indonesian specialists are 
used to provide more often group feedback than individual feedback. In a group 
culture, students are expected to maintain harmony and fit with the group while 
in an individual culture students are expected to be unique and independent. 
Also, in a group culture students are afraid of failing and loosing face while in 
an individual culture students need to gain an impression of their abilities.28,34,35 
These differences imply that one model of feedback is not necessarily effective in 
another culture.

Studies on the effectiveness of feedback in the clinical work place mostly focus 
on individual feedback to students. However, there are cultures in which group 
feedback is a common educational practice.36 We found that in Indonesia, group 
feedback was more often provided than individual feedback and that the learning 
value of group feedback was perceived higher during clerkships. Furthermore it 
appeared from our study that in Indonesia, four conditions for effective feedback 
– i.e. the recognition of observable competencies (except physical examination), 
the use of standards and the provision of a plan of action to improve performance 
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- were more often met in group feedback than in individual feedback. Correcting 
performance deficiencies was the only characteristic that was found more often in 
individual feedback, and it offers more opportunities to be specific. This outcome 
can be explained by the fact that in collectivist cultures, the expectation of the 
teacher is important for learning, and students expect teachers to determine their 
learning paths.28,34,35 Feedback based on the four conditions mentioned above, is 
probably perceived as an outline from the specialist that needs to be followed 
and achieved. Students might perceive mentioning strengths, however, as an act 
of kindness because in a collectivist culture there is tendency toward modesty; 
it values not standing out but fitting in with others.35 Therefore, mentioning 
strengths may have little learning value for students. 

We concluded that in a collectivist culture, group feedback has the role to 
maintain harmony and integration in the group which is the main characteristic 
of a collectivist culture. 28,34,35 The group will control and regulate personal aims to 
meet the goal of their groups. We conclude that the congruence between culture 
and type of feedback is essential for the effectiveness of the feedback. 

Implementation of the mini-cex to improve the quality of feedback 

To meet international standards, we implemented the mini-CEX that was 
recommended in literature as an effective method to improve feedback in the 
clinical setting29-31 and self-evidently, we met some cultural challenges with this 
implementation. First, Indonesian students receive most individual feedback 
from residents instead of specialists. To shift to individual feedback from 
specialists means a major change in the interaction patterns between supervising 
specialists and students. Second, direct observation might – but should not by 
all means - occur in front of other students and this may make students afraid of 
loosing their face. Third, formerly, group feedback from specialists was the most 
common practice during clerkships. Therefore, the shift from group feedback 
to individual feedback was also a major change for specialists. To optimally 
implement the mini-CEX, retaining the strengths and dealing optimally with 
the challenges of the mini-CEX, we developed thorough implementation 
strategies. We decided to give clear ‘directives’ on how the mini-CEX should be 
implemented. For instance, the examiner has to be a specialist, and observation 
and feedback have to be conducted individually. Furthermore, we tried to take 
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our cultural context into account by keeping the new assessment programme 
lean and feasible. Detailed strategies choices have been explained in chapter 4. 
The acceptance of assessment formats, such as the mini-CEX, is essential for 
its effectiveness.37-39 Several studies revealed high satisfaction with the mini-
CEX,30,40-47 but again most of these studies have been conducted in countries 
with a culture similar to the culture in which the mini-CEX was developed, 
namely individualistic and small power distance countries. We found that by 
carefully taking into account culture, local context and demands, and using 
systematic and directive steps, the mini-CEX could be implemented as intended 
in a collectivistic country high on power distance. The high satisfaction scores of 
Indonesian specialists and students with the mini-CEX support our conclusions 
that the implementation process was successful. This finding emphasizes that 
culture is not necessarily an obstacle when implementing educational principles 
stemming from countries with a different culture. We just need to take into 
account the characteristics of the local culture.

Methodological considerations

Currently, there is a growing awarenes in the medical education society of 
cultural differences in medical education. A strength of this thesis is that all 
studies focus on the existence of cultural differences and how these relate to 
educational practise, in this case providing feedback. Feedback is one of the 
topics in medical education literature that is believed to be influenced by culture. 
There are only a few studies discussing the cultural differences in feedback 
processes during clerskhips. By using Hofstede’s model of cultural differences, 
this thesis provides insight in how cultural differences influence feedback during 
clerskhips. The replication of a Dutch study in Indonesia revealed how cultural 
differences influence feedback processes during clerkships. In this thesis, we 
created a possible design in which cultural differences can be studied.48 

The second strength is that this thesis gives examples how to deal with cultural 
differences when implementing new educational principles. We explained how 
the mini-CEX can be successfully implemented by relating the structure and the 
recommended characteristics of feedback of the mini-CEX to cultural aspects. 
We identified cultural aspects that may inhibit the implementation process and 
and the effectiveness of feedback. We showed strategies how to implement an 
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educational principle developed in a different culture as effective as possible. 
Therefore, in the era of standardization of medical education at international 
level,  the studies of this dissertation add to the dispute on how to implement 
educational principles stemming from countries with different cultures.
There are also some limitations. The first limitation of this thesis concerns its 
generalizability. All studies are conducted in one medical school in Indonesia. 
There is a possibility that different regions of this country vary in (aspects of) 
culture.49 However, national culture is reflected in the subcultures embedded 
in it.50 Therefore, we believe that the results of the studies in this thesis can be 
generalized in Indonesia. However, replication studies are needed to support 
this premise. In addition, we do not know whether our results also apply to 
other collectivist and large power distance countries since such countries may 
also display differences with the Indonesian culture. This is why one should be 
cautious to generalise our results to other collectivistic cultures high on power 
distance without further replication studies.

The second limitation of this thesis is that all studies on the learning value of 
feedback during clerkships are based on students’ perceptions. Actual learning 
of students during clerkships was not measured. However, a positive perception 
of learning value is conducive for a effective learning processes.37 As a corollary, 
positive perceptions of the learning value of feedback can be expected to improve 
learning and future performance. More research is needed to unravel the impact 
of feedback characteristics on students’ actual learning.

Practical implications

Feedback, being one of the hallmarks of medical education can be used effectively 
in different cultures but principles cannot be transferred from one culture to 
another without appropriate adjustments. This may hold for other elements 
in education as well. Feedback is only one principle in medical education that 
could depend on culture.  For all educational principles, which are based on the 
interaction of teacher and student, cultural differences have to be considered 
because the patterns of teacher-student interaction are rooted into the culture 
of each country. Examples are reflection, supervision, self directed learning, 
small group discussion. More studies on how the implementation of educational 
principles that do not directly match with local culture can be facilitated are 
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needed. Improving medical education by meeting international standards can 
not only be done by just adopting and implementing educational principles 
that have been proven successful in other countries. Managing the innovation 
process carefully and taking culture and local context into account increases the 
chances that educational principles can be implemented without changing the 
underlying learning principles. 
This thesis can be used to develop the principles of feedback in clinical education 
further. We also hope this thesis can inspire and encourage other medical 
educationalist to explore more the cultural differences in medical education. 
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All over the world there is a need for high quality medical doctors. High quality 
education is conditional to satisfy this need. In medical education many practices 
are developed and empirical evidence is continuously explored and found. As 
a result, most of these practices are, based on their evidence, recommended 
as international standards. The advances of communication and information 
technology have facilitated stakeholders of medical education to easily access 
these standards and promote them globally. However, the existence of cultural 
differences between countries has raised questions about the universal value and 
general applicability of such standards.  Educational principles and practices 
developed in different cultures may not be directly translated into another 
culture. Feedback is an example of an educational principle that might need 
different operationalisations in different cultural contexts. In this thesis, the 
existence and the influence of cultural differences on the feedback processes 
during clerkships are explored. The findings of our studies can be added to the 
body of feedback literature in medical education, especially the literature that 
tries to explain how to provide effective feedback in clinical setting.

In Chapter 1, three themes regarding feedback in clerkships are highlighted: 
(1) the characteristics of feedback that are recommended as effective for 
student learning in the clinical setting, (2) the role of feedback and assessment 
in facilitating student learning, inclusive the use of mini-CEX as a method to 
improve feedback in clinical setting, and (3) the role of culture in feedback 
during clerkships.  Feedback is an example of an educational principle that is 
essential to facilitate learning during clerkships and, following international 
standards, should be implemented in medical curricula all over the world. 
However, how teachers and students interact during the feedback process is 
rooted in the culture of a society. The fact that cultures between countries are 
different implies that characteristics of feedback that proved to be effective in 
one country might not be directly applicable in other countries. This has been 
recognized by the Dutch psychologist Geert Hofstede and chapter 1 is based on 
Hofstede’s Model of cultural dimensions, explaining that Indonesia is a country 
that is classified high on the cultural dimension of power distance and low on the 
dimension individualism. Based on these two dimensions, we ended this chapter 
by explaining the Indonesian teaching and learning cultures and the possible 
influence of these characteristics to the feedback process during clerkship. 
Cultural differences are the rationale behind the purpose of the studies in this 
thesis. 
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In Chapter 2 we explored cultural differences in feedback processes and their 
influence to the perceived instructiveness of feedback. We Analyzed whether 
differences in feedback processes influenced the perceived instructiveness 
of the feedback by replicating a Dutch study in Indonesia. Over a two-week 
period, Indonesian students (n=215) recorded feedback moments during 
clerkships, noting who provided the feedback, whether the feedback was based 
on observations, who initiated the feedback, and its perceived instructiveness. 
Data were compared to the earlier Dutch study and Analyzed with chi-square 
tests, t-tests and multilevel techniques. Cultural differences were explored using 
Hofstede’s Model. We found that perceived instructiveness of feedback did not 
differ significantly between both countries. However, significant differences 
were found in feedback provider, observation and initiative. The Indonesian 
study revealed that feedback from specialists was perceived as more instructive 
than feedback from residents, while in the Dutch study no significant difference 
in perceived instructiveness of feedback from specialists or residents was found. 
In Indonesia, we found no significant difference in perceived instructiveness 
of feedback based on observed and non-observed behaviour, whereas in the 
Netherlands, feedback based on direct observation was perceived as more 
instructive. In Indonesia, feedback was perceived as more instructive when the 
feedback moment was jointly initiated by the student and the supervisor than 
when it was solely initiated by the student. The Dutch study, however, showed 
no significant difference in perceptions about the instructiveness of feedback 
resulting from student or joint initiative. These differences correspond to cultural 
characteristics of the respective countries and can be explained from the cultural 
dimensions Power Distance and Individualism. The conclusion was that, at a 
time that homogenous, global models of medical education are being promoted, 
one model of feedback does not necessarily apply to another culture. 

In Chapter 3, the perceived learning value and characteristics of individual 
and group feedback in a collectivistic culture were studied. During two 
clerkship weeks, students (n=215) at Universitas Gadjah Mada medical school, 
Yogyakarta, Indonesia, recorded the following characteristics for individual 
and group feedback moments: the provider, the focus and perceived learning 
value of feedback. Data were Analyzed with logistic regression and multilevel 
techniques. We found that group feedback more often focused on history 
taking, clinical judgment, patient management, communication/patient 
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counselling and professional behaviour, but less often on physical examination. 
Group feedback less often aimed at correcting performance deficiencies and 
more often at comparing performance to standards and planning action to 
improve performance. Group feedback was perceived as more valuable than 
individual feedback. Based on this study, the concept of feedback as described 
in literature, formulated from a rather individualistic perspective, is not enough 
comprehensive for the needs of collectivistic cultures. The degree to which group 
feedback satisfies the requirements for effective feedback and the high perceived 
learning value of group feedback underlines the importance of group feedback in 
a collectivistic culture.

Medical schools all over the world try to adapt their programs to meet international 
standards, including feedback to optimize students learning. However, local 
culture might hamper the implementation of new concepts like the mini-CEX. 
In Chapter 4, we focus on the challenges in Indonesia to implement the mini-
CEX as method to improve feedback in clerkship, and to stimulate students’ 
clinical competence. The main challenge was how to change the patterns of 
specialist-student interaction. Following the results of the replication study that 
showed that student perceived feedback from specialists as the most instructive, 
we decided that the examiner has to be a specialist. However, as an effect of 
high power distance, students did not receive most feedback from specialists, 
but from residents, as they are closer to students than specialists are. Second, 
as the consequence of low individualism, specialists usually give feedback to 
groups instead of to individual students. During the implementation of the mini-
CEX, we had to shift from feedback from residents to feedback from specialists, 
and from group feedback to individual feedback. The study describes how we 
dealt with both cultural problems. We compared the final clinical competence of 
students who completed their clerkships  before and after  the implementation 
of the mini-CEX. All students were examined with help of a modified Objective 
Structured Long Examination Record (OSLER). After implementing the mini-
CEX, the OSLER results were significant higher in Internal Medicine. However, 
no significant differences were found in Neurology (where scores were very high 
already anyway). We concluded that by carefully taking into account culture, 
local context and demands and using systematic steps, the mini-CEX could 
be implemented as intended. We advised other medical schools, who wish to 
meet international standards, to report their experiences with implementing 
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educational and assessment concepts that did not directly match their cultural 
features. Additional knowledge about all the challenges that have to be faced 
might shed more light on the value and applicability of international standards.

The mini-CEX was developed in countries with a culture  that differs from the 
Indonesian culture. The acceptability of the mini-CEX may therefore be reduced 
in Indonesia. In Chapter 5, we examined the appreciation of students and 
specialists towards the mini-CEX. They completed a 19-item questionnaire, 
divided into two categories: practicability of the mini-CEX (5) and its impact 
on learning, which – in turn – was divided into general impacts on learning (11) 
and professional development (3). In total, 124 students (46 from neurology 
and 78 from internal medicine) and 38 specialists (13 from Neurology and 25 
from Internal Medicine) participated in this study. Students and specialists 
were positive about the practicability of the mini-CEX and the impact of this 
assessment format on learning and on professional development. There were no 
significant differences between students’ and specialists’ opinions on the mini-
CEX, except for 2 items. The first item was about observation: teachers were 
significantly more positive about direct observation than students. This difference 
could be explained by culture. In collectivist cultures, specialists need frequent 
observation to identify students’ deviations from the group standards to maintain 
harmony and integration in the group. On the other hand, being observed may 
be a straining experience for students, because they are afraid of failing and 
losing face. The second item dealt with past mini-CEX experiences:  students 
were significantly more positive than teachers were about the expectation that 
students’ past mini-CEX experiences affected their recent mini-CEX outcomes.  
A possible explanation for this outcome was that the specialists did not know the 
results of students on former tests. Therefore, the specialist might give a general 
unbiased opinion. Students, on the other side, might interpret this question from 
an individual viewpoint and feel stimulated to perform different (better) at the 
next mini-CEX. The conclusion of this chapter was that students and specialists 
were positive about the mini-CEX in Indonesian clerkships, even though it was 
developed and validated in another culture. 

In this thesis, we identified seven characteristics for effective feedback that 
could be facilitated by the mini-CEX.  Two characteristics, the feedback provider 
should be an expert and feedback should be based on direct observation, have 
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already been studied in the replication study. Therefore, we analyzed how the 
other five feedback characteristics contributed to students’ perceived learning 
value of feedback in cultures classified low on individualism and high on power 
distance. In Chapter 6, we present the data of this study.  Students were asked 
to assess the learning value of the feedback they received on a 5-point Likert 
scale. They also were asked to record whether the feedback provider (1) informed 
the student what went well, (2) mentioned which aspects of performance needed 
improvement, (3) compared the student’s performance to a standard, (4) 
further explained or demonstrated the correct performance and (5) prepared an 
action plan with the student to improve performance. Data were analyzed using 
multilevel regression. Of 250 participants, 225 respondents (44% males, 56% 
females) completed the form and reported 889 feedback moments. Students 
perceived feedback as more valuable when the feedback provider mentioned 
their weaknesses, compared their performance to a standard, explained or 
demonstrated the correct performance and prepared an action plan with the 
student. Appraisal of good performance did not influence the perceived learning 
value of feedback. No gender differences were found. In conclusion, in Indonesia, 
four out of the five characteristics for effective feedback can be validated. We 
argued that our findings relate to culture, in particular to the cultural dimensions 
of individualism and power distance. 

The results of this study support the recommendation that culture should be 
considered when implementing international standards for feedback in order to 
optimize student learning and development. We also suggest to further validate 
our findings in different cultural settings in order to improve our understanding 
of what constitutes effective feedback in different cultures and why.

In Chapter 7 our most important findings, educational implications and 
suggestions for further research are discussed as well as the study’s strengths 
and weaknesses. We argue that cultural differences do exist in medical 
education, including in feedback process during clerkships. Our studies show 
that there are significant differences between countries in feedback processes 
and in the use of underlying factors that influence the perceived instructiveness 
of feedback. The differences of feedback processes can be explained by 
differences in classification on the cultural dimensions individualism and power 
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distance. Furthermore, we discussed that the importance of group feedback in 
clerkship learning in collectivistic countries supports the idea that culture has 
to be taken into account in education. The fact that the effectiveness of some 
feedback characteristics could, but of others could not be validated in different 
countries, strengthened this premise. The studies in this thesis showed that by 
taking into account culture, local context and demands and using systematic 
steps, the mini-CEX could be successfully implemented in another culture than 
the one in which it was developed. The positive appreciation from specialists 
and students of the mini-CEX underlines the success of the implementation 
strategies chosen. The empirical evidence for cultural differences in feedback 
processes during clerkships and providing a strategy how to take culture into 
account when implementing ‘foreign’ educational principles, are strengths 
of this thesis. However, possible limitations are: generalizability, and using 
students’ perception to evaluate the learning value of feedback. Last but not 
least, we advised studying cultural differences in educational principles that also 
have been recommended by international standards and in literature to get more 
empirical evidence on the universal value and general applicability of global 
standards and to achieve better medical education in whole the world.



134

Chapter 8



135

Introduction

Samenvatting



136

Samenvatting

Overal ter wereld zijn hooggekwalificeerde dokters nodig. Dat vraagt om een niet 
minder  hooggekwalificeerde opleiding. Ontwikkelingen in medisch onderwijs 
zijn aan de orde van de dag en probeert deze zo goed mogelijk empirisch en 
wetenschappelijk te onderbouwen. Vele van deze ontwikkelingen worden 
vervolgens als internationale standaard aanbevolen en snel verspreid dankzij 
de technische communicatie mogelijkheden. De vraag is echter of al deze 
ontwikkelingen wereldwijde toepasbaar zijn en wat dan de waarde is van deze 
aanbevelingen en de standaarden die daaruit voortvloeien. Er zijn immers 
aanzienlijke culturele verschillen tussen diverse landen en dat maakt dat 
principes en toepassingen die op de ene plaats ontwikkeld zijn niet zo maar in 
een andere cultuur doorgevoerd kunnen worden. Neem bijvoorbeeld het geven 
van feedback; hier moet men de culturele context goed in acht nemen, wil men 
dit in de praktijk brengen. 

In dit proefschrift wordt nagegaan of er in de context van feedback culturele 
verschillen bestaan, en zo ja, wat daarvan dan de invloed in leeromgeving van de 
coassistentschappen kan zijn. 

De uitkomsten van deze studie geven meer inzicht in feedback in het medische 
onderwijs, vooral wanneer het gaat om de vraag hoe deze feedback in de klinische 
omgeving moet worden gegeven.

In hoofdstuk 1 komen er drie onderwerpen met betrekking tot feedback in de co-
assistentschappen aan de orde: (1) de kenmerken van feedback die in de klinische 
setting als doeltreffend worden beschouwd, (2) de manier waarop feedback en 
beoordeling in de klinische fase het leerproces kunnen bevorderen, en (3) de 
betekenis van culturele achtergrond bij feedback tijdens de co-assistentschappen. 
Feedback is van essentieel belang bij de opleiding van coassistenten en deze 
terugkoppeling zou, afgaande op internationale standaarden, wereldwijd een 
onderdeel moeten zijn van alle medische opleidingen. Men moet zich echter 
bedenken dat de wijze van wisselwerking tussen docenten en studenten geworteld 
is in de cultuur van de maatschappij. Het feit dat culturen in verschillende landen 
verschillend zijn betekent dat de kenmerken van feedback die in het ene land van 
bewezen belang zijn niet zo maar kunnen worden toegepast in andere landen. 
De Nederlandse psycholoog Geert Hofstede heeft dat onderkend en daarom 
is hoofdstuk 1 gebaseerd op Hofstede’s culturele dimensies model. Vanuit dit 
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model kan verklaard worden dat  er in Indonesië grote machtsafstand en in 
het algemeen een geringe mate van individualisme bestaat. Op grond van deze 
twee dimensies wordt aan het einde van dit hoofdstuk uitleg gegeven over de 
onderwijscultuur in Indonesië en de manier waarop daarin feedback in de co-
assistentschappen plaatsvindt. Culturele verschillen vormen het uitgangspunt 
bij de onderzoeken die in dit proefschrift vervat zijn. 

In hoofdstuk 2 worden culturele verschillen in het feedback proces onderzocht 
en vervolgens wordt nagegaan hoe die verschillen invloed hebben op de manier 
waarop de feedback van onderwijskundig belang is. We onderzochten dit door 
een studie die reeds in Nederland verricht was in Indonesië te herhalen en de 
uitkomsten te vergelijken. Indonesische studenten (n=215) werd verzocht 
gedurende twee weken de feedback momenten die er tijdens hun coschap waren 
bij te houden. Ze moesten daarbij  noteren wie het initiatief tot feedback genomen 
had en in hoeverre ze deze feedback als nuttig ervaren hadden. Deze gegevens 
werden vergeleken met die van het eerder verrichte Nederlandse onderzoek en 
verschillen werden geanalyseerd met behulp van chi-kwadraat toetsen, t-toetsen 
en multilevel technieken. Culturele verschillen tussen Nederland en Indonesië 
werden volgens Hofdstede’s model beschreven en inachtgenomen. We vonden 
dat de mate waarin feedback leerzaam werd gevonden niet duidelijk verschilde 
tussen beide landen. Wel werden significante verschillen gevonden waar het ging 
om de feedback-gever, om de wijze waarop de coassistent geobserveerd werd en 
om degene die de feedback gaf. In de Indonesische studie kwam naar voren dat 
feedback die door specialisten werd gegeven als meer instructief werd gegeven 
dan wanneer die van assistenten in opleiding afkomstig was; in de Nederlandse 
studie werd in dit opzicht geen verschil gevonden. In Indonesië vonden de 
studenten feedback naar aanleiding van geobserveerd en niet-geobserveerd 
handelen even nuttig; in Nederland was dit anders, daar werd feedback naar 
aanleiding van observatie door studenten als veel leerzamer beoordeeld. In 
Indonesië werd feedback als nuttiger ervaren wanneer deze gegeven werd naar 
aanleiding van een initiatief dat door student en supervisor tegelijk genomen 
was, meer dan wanneer de student zelf het initiatief hiertoe genomen had. In 
Nederland vond men die verschillen niet. Deze verschillen kunnen verklaard 
worden vanuit de culturele dimensies machtsafstand en individualisme. We 
kunnen hieruit concluderen dat we wel een wereldwijd gelijkvormig medisch 
onderwijsmodel kunnen proberen te stimuleren maar dat een bepaalde manier 
van feedback niet zo maar hoeft aan te slaan in een andere cultuur. 
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In hoofdstuk 3 werden de ervaren onderwijskundige waarde en de kenmerken 
van individuele en groepsfeedback in een zogenaamde collectivistische cultuur 
onderzocht. Coassistenten (n=215) van de medische faculteit van de Universitas 
Gadjah Mada in Yogyakarta (Indonesië) noteerden gedurende twee weken de 
volgende kenmerken van de feed back die ze – hetzij individueel dan wel in 
groepsverband - kregen: wie de feedback gaf, waarop de feedback gericht was 
en hoe leerzaam de feedback ervaren werd. De verkregen gegevens werden 
geanalyseerd middels logistische regressie en multileve-technieken. We vonden 
dat groepsfeedback vooral anamnese afnemen, klinische beoordeling, omgaan 
met patiënten, communicatie, professioneel gedrag en patiëntenvoorlichting 
betrof en slechts in mindere mate lichamelijk onderzoek. Groepsfeedback 
had minder vaak directe verbetering van vaardigheden ten doel en was meer 
gericht op het vergelijken van het uitvoeren van verrichtingen met bestaande 
standaarden en het formuleren van voornemens om vaardigheden te verbeteren. 
Groepsfeedback werd meer dan individuele feedback als waardevol ervaren. Uit 
ons onderzoek kan geconcludeerd worden dat het concept van feedback, zoals 
dat algemeen in de literatuur beschreven wordt, in indidualistische culturen kan 
werken maar dat dat in collectivistische culturen niet zo maar het geval hoeft 
te zijn. De mate waarin groepsfeedback als nuttig en effectief ervaren wordt 
benadrukt het belang van groepsfeedback in een collectivistische cultuur. 

Medische faculteiten proberen overal in de wereld hun curricula op internationale 
standaarden af te stemmen, dit geldt ook voor feedback dat onderdeel is van 
opleiding van studenten. Plaatselijke cultuur kan echter de invoering van nieuwe 
methoden in de weg staan. In hoofdstuk 4 hebben we de uitdagingen zoals die bij 
de invoering van de mini-CEX tijdens de coassistentschappen voor het voetlicht 
gebracht. De mini-CEX heeft als doel de feedback tijdens coassistentschappen 
te voorbeteren en de klinische vaardigheden van studenten te stimuleren. De 
grootste uitdaging was de interactie tussen specialist-docent en de student en 
te veranderen. Omdat in de replicatiestudie (hoofdstuk 2) duidelijk werd dat 
feedback van de specialisten door de studenten als het meest instructief werden 
beschouwd, besloten we dat examinatoren specialisten moesten zijn. Feit was 
echter, dat door de grote machtsafstand, studenten niet de meeste feedback 
van specialisten maar van artsassistenten kregen. De laatsten stonden namelijk 
dichter bij de studenten. Ten andere geven specialisten, vanwege de lage mate 
van individualisme in de Indonesische cultuur, gewoonlijk groepsfeedback en 
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minder feedback aan individuele studenten. Bij de invoering van de mini-CEX, 
moest er dus meer individuele feedback en wel door specialisten gegeven worden. 
In hoofdstuk 4 wordt beschreven hoe deze culturele problemen benaderd 
werden. We vergeleken de uiteindelijke klinische competentie van studenten 
die hun coassistentschappen vóór de invoering van de mini-CEX afsloten met 
die van andere studenten die ze na de invoering van de mini-CEX afsloten. 
Alle studenten kregen uiteindelijk een examen volgens de gemodificeerde 
OSLER (Objective Structured Long Examination Record). Bij de studenten die 
na de invoering van de mini-CEX op deze wijze geëxamineerd werden, waren 
de OSLER resultaten significant beter op de afdeling interne geneeskunde. Er 
werden echter geen significante verschillen op de afdeling neurologie gevonden 
maar daar moet opgemerkt worden dat de resultaten hoe dan ook reeds heel 
gunstig waren. Onze conclusie was dat de mini-CEX wel kon worden ingevoerd 
zoals ze bedoeld was, maar dat cultuur, plaatselijke omstandigheden en vereisten 
in acht moeten worden genomen en ook dan dient men het stapsgewijs te doen. 
Ons advies aan andere medische faculteiten, die aan internationale standaarden 
willen voldoen, is dan ook om hun ervaringen met het invoeren van onderwijs- 
en examen-systemen, die niet vanzelfsprekend zijn in hun cultuur, zorgvuldig op 
te tekenen. Iedere extra wetenschap en ervaring met betrekking tot uitdagingen 
die genomen moeten worden kan meer duidelijkheid over de waarde en 
toepasbaarheid van internationale standaarden geven. 

De mini-CEX werd ontwikkeld in landen met een andere cultuur dan de 
Indonesische. Dat zou kunnen betekenen dat de acceptatie van de mini-CEX 
in Indonesië minder groot is. In hoofdstuk 5 gingen we na hoe studenten en 
specialisten de mini-CEX waardeerden. Een vragenlijst met 19 vragen werd 
afgenomen. Er waren twee categorieën: de praktische uitvoerbaarheid van 
de mini-CEX (5 vragen) en het vermeende effect van dit instrument op de 
leerontwikkeling (14 vragen). Wat betreft dit effect waren er 11 vragen over de 
algemene leerontwikkeling en 3 over professionele ontwikkeling. 124 studenten 
(46 neurologie, 78 interne geneeskunde) en 38 specialisten (13 neurology en 
25 interne geneeskunde) namen deel. Zowel studenten als specialisten waren 
positief met betrekking tot de practische uitvoerbaarheid van de mini-CEX als 
ook over de invloed van deze beoordelingsmethode op het leerproces en op de 
professionele ontwikkeling. Slechts op twee onderdelen was er een verschil tussen 
de mening van studenten en specialisten. Het eerste verschil betrof observatie: 
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docenten waren beduidend positiever met de waarde van directe observatie van 
studenten dat waren. Dit verschil kon op basis van cultuur worden uitgelegd. 
In collectivistische culturen hebben specialisten de mogelijkheid van frequentie 
observatie nodig om afwijkend gedrag en prestatie van een student ten opzichte 
van de groepsstandaarden te onderkennen. Van de andere kant is geobserveerd 
worden en spannende ervaring voor studenten, ze zijn namelijk beducht 
voor mislukkingen en gezichtsverlies. Het tweede verschil betrof ervaringen 
aangaande voorgaande mini-CEX beoordelingen: studenten waren beduidend 
positiever dan docenten in de verwachting dat voorgaande mini-CEX ervaringen 
hun latere mini-CEX beoordelingen zouden beïnvloeden. Een mogelijke 
verklaring voor deze bevinding was dat specialisten de resultaten van studenten 
bij vorige mini-CEX beoordelingen niet kenden en de studenten uiteraard 
wel. Specialisten gaven daarom een meer algemene en onbevooroordeelde 
beoordeling. Studenten keken hier meer vanuit hun persoonlijke standpunt tegen 
aan: omdat ze in het verleden al eens zo beoordeeld waren voelden ze zich ertoe 
aangezet om nu beter te presteren. De conclusie aan het einde van dit hoofdstuk 
was dat zowel studenten als docenten positieve gevoelens ten opzichte van mini-
CEX in Indonesische coassistentschappen hadden, ook al was dit instrument in 
een andere cultuur ontwikkeld. 

In dit proefschrift hebben zeven eigenschappen van effectieve feedback, die 
door de mini-CEX konden worden bevorderd, bestudeerd. Twee van deze 
eigenschappen – de feedbackgever moet deskundig zijn en feedback moet 
gebaseerd zijn op directe observatie – werden al onderzocht in de replicatie 
studie (hoofdstuk 2). In hoofdstuk 6 onderzochten we hoe de andere vijf 
feedback kenmerken bijdroegen aan de onderwijskundige waarde van feedback, 
zoals die door studenten in een cultuur met laag individualisme en hoge 
machtsafstand werden waargenomen. Te dien einde werd studenten gevraagd 
de onderwijskundige waarde van feedback te beoordelen op een 5-punts Likert-
schaal. Verzocht werd verder te noteren of de feedback gever (1) de student 
aangaf wat goed ging, (2) vertelde in hoeverre kunde en vaardigheden voor 
verbetering vatbaar waren, (3) de prestaties van de student vergeleek met 
daarvoor bestaande standaarden, (4) verder uitlegde en voordeed hoe men 
correct te werk moest gaan en (5) met de student een actieplan ontwierp om tot 
verbetering te komen. Voor de analyse van deze data werd multilevel regressie 
gebruikt. 225 van de 250 deelnemers (44% mannen, 56% vrouwen) vulden hun 
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formulier in en deden verslag van 889 feedback momenten. Studenten ervoeren 
feedback als waardevoller wanneer de feedback gever hun zwakheden blootlegde, 
hun prestatie met een standaard vergeleken, voordeden hoe het goed moest en 
een actieplan met de student opstelden. Wat dat betreft was er geen verschil 
tussen mannen en vrouwen. Samenvattend kan gezegd worden dat vier van de 
vijf kenmerken van effectieve feedback ook in Indonesië als zodanig gewaardeerd 
werden. Ook deze bevindingen plaatsten we in het licht van cultuur, vooral waar 
het ging om de dimensie individualisme en machtsafstand. Ook hier geldt ons 
inziens dat cultuur in acht genomen moet worden als internationale standaarden 
voor feedback worden ingevoerd ten einde het leer- en ontwikkelingsproces 
bij studenten te bevorderen. We menen dat deze bevindingen in verschillende 
culturele settingen moeten worden nagegaan en gecontroleerd opdat we meer 
begrip krijgen hoe de effectiviteit van feedback bepaald wordt en waarom dat zo 
is.

In hoofdstuk 7 worden onze belangrijkste bevindingen, gevolgen voor het 
onderwijsproces en aanbevelingen nog eens uiteengezet. Ook worden de sterke 
en zwakke kanten van die onderzoeksproject aangegeven. We zijn van mening 
dat culturele verschillen in het medisch onderwijs bestaan en dat hiertoe ook het 
proces van feedback gedurende de coassistentschappen behoort. Ons onderzoek 
toont aan dat er beduidende verschillen met betrekking tot feedback in 
verschillende landen bestaan en ook wat betreft het omgaan met de verschillende 
factoren die de leerzaamheid van de feedback, zoals die ervaren wordt, bestaan. 
De verschillen in feedback, zoals die gegeven wordt, kunnen worden verklaard 
door verschillen in individualisme en machtsafstand. We gaven verder aan dat  
het belang van groepsfeedback, zoals dat  in de collectivistische landen ervaren 
werd, de gedachte dat omgevingscultuur van belang is in onderwijsprocessen. 
Het feit dat de effectiviteit van bepaalde feedback kenmerken wel en andere juist 
niet kon worden vastgesteld in verschillende landen, versterkte deze gedachte. 
Onze onderzoeken toonden aan dat de mini-CEX met succes kon worden 
ingevoerd in een andere cultuur dan waarin het instrument ontwikkeld was, 
mits cultuur, locale omstandigheden en eisen werden geëerbiedig en mits dit 
stapsgewijs en systematisch gebeurde. De positieve waardering van de mini-
CEX door specialisten en studenten geeft aan dat de procedure die we gekozen 
hebben voor de invoer van dit instrument een succes is geweest.  
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Een belangrijke uitkomst van dit proefschrift is het aantonen dat culturele 
verschillen in acht moeten worden genomen bij feedback processen in 
de coassistentschappen en het bieden van een strategie om ‘vreemde’ 
onderwijskundige methoden in te voeren.  

Daar staat tegenover dat de gegevens betrekking hebben op een beperkte groep en 
dat de waarneming van studenten als maat is gebruikt om de onderwijskundige 
waarde van feedback vast te stellen. 

Tenslotte is het ons advies om onderwijskundige principes, die internationaal 
worden aanbevolen, steeds weer te beschouwen in het licht van culturele 
verschillen opdat hun werkelijke universele waarde en toepasbaarheid beter 
onderbouwd worden ten einde wereldwijd beter medisch onderwijs te krijgen. 
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