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ABSTRACT 

Transnational medical educational programs are now commonplace. Given the impor-
tance of individualised feedback, this study explored how cultural factors influence 
feedback experiences across three transnational campuses of one medical school. A 
total of 57 final-year medical students were interviewed from a sampling frame of 514 
(269 male, 245 female). One-to-one semi-structured interviews were conducted and 
analysed using template analysis. Codes were iteratively refined into four themes, which 
were critically reviewed through the lenses of Hofstede’s cultural dimensions and 
Figured Worlds. Four themes were identified: (1) early socialisation into feedback 
shaped by family and schooling; (2) hierarchical learning environments positioning 
students as passive recipients; (3) strategies to cope with negative feedback; and (4) 
gendered differences in the interpretation of feedback. National identity played only a 
minor role, while prior experiences and hierarchical structures were more influential. 
Female students more often described humiliation and emotional burden, whereas 
some male students framed negative feedback as a ‘rite of passage.’ Feedback experi-
ences in transnational medical programs appear less determined by national culture 
than by early life experiences and hierarchical clinical environments. Hofstede’s frame-
work offered limited explanatory value, while Figured Worlds illuminated how identities 
are negotiated in feedback encounters. To enhance feedback cultures in transnational 
settings, faculty development should prioritise dialogic approaches, sensitivity to learn-
ers’ prior experiences, and awareness of gendered impacts. Institutional change is 
needed to move beyond transmissive practices and foster learner-centred, inclusive 
feedback. 
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Introduction 

Culture is frequently proposed as a key influence in learning. Educational practices are influenced by 
cultural and ideological values [1,2]. A socio-constructivist interpretation of feedback positions it as a 
‘social act’ [3]. Learners’ feedback interactions reflect their beliefs and experiences [4], and feedback 
messages and responses can vary culturally [5,6]. 

With over 200 medical schools now delivering international programmes, student populations are 
diversifying and evolving [7]. However, simply delivering an established (often Western or Global North- 
designed) programme in a different cultural and geographic context can pose significant challenges [8]. 
There are cross-cultural differences in perceptions of ‘good’ teachers [9]; international medical students 
may struggle in differing learning environments [10,11]; cultural and normative distance are recognised 
challenges for universities opening international branch campuses [12]. There is the further challenge that 
in curricular design, Western standards may be assumed as an ‘ideal’, with concerns that neo-colonialism 
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dictates educational values [1,13]. Simultaneously, with the non-Western voice being under-represented in 
health professions education research, there is further risk of accepting the published norm as a global 
norm in education [14,15]. 

Even without such challenges, learners are consistently dissatisfied with feedback [16], and while 
feedback has potential to be the most powerful single influence on achievement [17], there exist a number 
of enablers and barriers influencing feedback uptake [18–20] which limit this influence. Importantly, 
feedback does not occur in isolation but is embedded within broader systems of assessment and marking, 
both of which are shaped by cultural norms and expectations. Assessment practices are not culturally 
neutral; perceptions of fairness, hierarchy, and authority influence how marking is undertaken and 
interpreted, and in turn how feedback is received and acted upon [21,22]. Students’ expectations of 
assessment feedback are also shaped by their prior educational experiences, which vary significantly across 
cultures. Learners from systems dominated by summative assessment often interpret feedback as judg-
mental and final, while those accustomed to formative traditions anticipate dialogue and developmental 
guidance [23]. When these ingrained expectations clash with unfamiliar assessment methodologies, 
students can experience confusion and tension, hindering learning and adaptation. 

Large-scale analyses of postgraduate medical examinations further illustrate how ethnicity and cultural 
background intersect with assessment outcomes. Differential attainment across exam formats has been 
reported and may reflects broader, systemic cultural factors in assessment [24,25]. These findings under-
score those cultural influences extend beyond feedback encounters to the very structures of marking and 
assessment. As a result, suboptimal practices within these systems not only risk learner confusion and 
disengagement, but also perpetuate inequities in performance and progression, thereby influencing how 
feedback is perceived, valued, and acted upon [26]. 

It is known that cultural context is important in educational design. It is further known that feedback is 
a complex, contextualised process that is supported through learner-centred strategies. Although feedback 
literacy has been widely discussed, much of the literature assumes that it develops in a uniform way for all 
students [27], rather than recognising that it may emerge differently depending on cultural and contextual 
factors. Prior work has highlighted the influence of contextual, social, and individual elements [3,28]. 
However, the development of feedback literacy has not yet been explicitly examined within increasingly 
internationalised and intercultural higher education systems. There is therefore a gap in understanding of 
how cultural factors specifically interact with feedback, particularly in relation to undergraduate medical 
students. Our aim is to develop greater understanding of these cultural factors as they shape feedback 
experiences. By doing this, we aim to support educators in accounting for them in informed feedback 
design. Additionally, we aim to highlight the voices of students at non-Western sites and non-Western 
students at a Western site with regard to their feedback experiences. The objectives were to collect and 
analyse data on feedback experiences from diverse final-year medical students across three international 
campuses (Ireland, Bahrain, Malaysia). Our research question – in what way can cultural factors affect 
medical students’ clinical feedback experiences? – has not been previously answered and therefore offers 
new and novel contributions to the medical education literature. 

Theoretical framework 

Sociocultural and situated learning theories suggest that learning occurs through interaction and encul-
turation [29,30]. Within Communities of Practice, novices progress from peripheral to full participation by 
observing and engaging with group members. From a socio-constructivist stance, feedback must be 
understood across multiple cultural lenses – national identity, learning environment, and individual 
experience. To explore these complexities, we pragmatically draw on Figured Worlds theory, which has 
been applied in health professions education to illuminate learner identity formation. 

Figured Worlds 
Feedback responses are highly contextualised [4,26]. Figured Worlds describes how individuals make sense 
of their social worlds, navigate power, and construct identities within institutional and cultural contexts [31]. 
Health professions education has used this framework to examine identity in clinical settings [32,33]. 
Learners simultaneously inhabit multiple worlds – family, community, hospital ward – with medicine itself 
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representing a ‘landscape of communities’ [34]. These overlapping cultures, shaped by specialty, hierarchy, 
and geography, carry distinct norms around feedback [35]. 

Within these worlds, feedback influences professional identity formation (PIF) by shaping self- 
perception and belonging [36–38]. Identity is ‘figured’ through interactions that define what it means 
to be a ‘good student’ or ‘respected doctor’ [39,40]. Importantly, learners are active participants: their 
responses to feedback both reflect and reshape these worlds. We therefore use Figured Worlds to recognise 
feedback as a culturally mediated practice, central to how students construct professional identities across 
diverse contexts. 

Alternative theories 
Hofstede’s cultural dimensions (1984) offer a complementary lens to explore national influences on 
learning [41,42], though their validity in education is contested [43]. Critics argue that Hofstede over- 
simplifies cultural variability [44,45]. Despite these limitations, the model remains widely applied across 
the social sciences, demonstrating meaningful relationships between culture and societal practices. 

Methods and methodology 

Study design 

Deriving from a socio-constructivist epistemology, we believe participants construct their meaning of 
feedback influenced by their beliefs and experiences as situated in a specific social and cultural context. The 
methodological approach is exploratory, using qualitative methods in interpreting medical students’ 
interactions with feedback as they relate to cultural influences. This study is reported in accordance 
with criteria for reporting qualitative research (COREQ) [46]. 

Setting and participants 

The study was undertaken at XXXX, which is is ranked in the top 50 Times Higher Education World 
University Rankings for ‘International Outlook’, with students from over 101 countries (Reference 
available in non-anonymised text). The study population was final-year medical students enrolled at 
one of three campuses (Ireland, Bahrain, and Malaysia). The Irish campus has 80% international 
students, i.e., they are normally citizens or residents outside Ireland. Of the Bahraini students, 60% live 
in Middle Eastern countries, while 20% are American or Canadian. The remainder are from European, 
African and Asian countries. All of the Malaysian students are local citizens. The programme is 
delivered in English at all sites. Final-year students rotate through medical and surgical specialities, 
with each student spending four weeks on each of general intern al medicine and general surgery 
rotations. They also undertake an additional eight weeks of clinical rotations in medicine and surgery 
sub-specialities, e.g., neurology, nephrology fr medicine, plastics and reconstructive surgery, intensive 
care for surgery, as some examples. In Malaysia, four weeks of orthopaedics training are mandatory, 
while most only spend two weeks in this specialty at other sites. In Bahrain, intensive care attachments 
are not available. 

The students in the medical programme in Ireland enter via direct or graduate entry, with direct 
entry to either a six-year programme including a foundation year (pre-medical course) or immediate 
commencement in the five-year programme, based on the students’ second-level subject choices. The 
graduate entry programme is an accelerated four-year course, with the students joining those from both 
direct entry pathways for the final two clinical years. Feedback in the clinical environment is primarily 
verbal. Mandatory written end-of-rotation appraisals must be elicited; these are available to the student 
for their portfolio, but not provided to external bodies, e.g., intern or residency programmes. Students 
also have mandatory meetings with a staff member several times per year for progress reviews. There 
are two common supervisors at each site, who give feedback on the wards: consultants (attendings) 
and clinical lecturers (doctors at residency level employed by the medical school to teach and assess on 
the wards). 
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Reflexivity and rigour 

Our research team included medical doctors, educational and healthcare psychologists, an infectious 
diseases consultant and a recent medical school graduate, working across Ireland, UK, Bahrain and 
Malaysia. The medical school graduate had completed the graduate entry medicine programme in 
Ireland. As we iteratively explored the data, we applied crystallisation, introducing additional theories 
to a priori themes to view our data from multiple lenses and angles of approach to allow rich exploration 
of the complexities of culture in learner feedback experience [47,48]. We felt comfortable challenging each 
other’s preconceptions in refining and agreeing interpretation after independently reading the data. We 
undertook member validity in two ways – we showed them original transcripts and our interpretation, and 
our visual interpretations via the storyboard, (Figure 2), both of which were refined from their input. 

Sample and procedures 

A PowerPoint presentation introduced the study and research questions to the participants who were final- 
year medical students at each site, with recruitment announcements via the virtual learning environment 
and email. Participant information was provided in hard copy and digitally. M.S. developed the interview 
guide, based on the research questions and cultural theories, refining after a pilot interview (M.S., J.L., 
T.P.) (Appendix A). Semi-structured interviews explored students’ feedback experiences in the clinical 
environment. 

Data collection 

Participants provided verbal and written consent. Students provided their nationality and named the ‘Place 
I Call Home’ (PICH). We employed maximum diversity purposive sampling for gender, site of study and 
PICH, across three campuses. All student participants had completed the same amount of their clinical 
rotations at time of interviewing in similar rotations, as outlined above. Most interviews (n = 49) were 
conducted in person, some were by online meetings (n = 8). We recruited 57 final-year medical students 
across the three campuses. Planning of the sample size was guided primarily by the principle of 
information power, which recognises that the adequacy of a sample is not defined by numbers alone 
but by the richness and relevance of the data in relation to the study aim, participant specificity, theoretical 
framing, interview quality, and analytic strategy [49]. Our study aim was focused, the sample was specific 
(final-year students across three culturally distinct campuses), and analysis was theoretically informed, all 
of which indicated that a moderate sample would provide sufficient information power. To ensure 
adequacy, the first five interviews were reviewed and coded using template analysis, after which further 
interviews were undertaken iteratively. Recruitment continued until additional interviews yielded no 
substantively new insights, consistent with the operational use of saturation [50]. The final sample of 
57 participants was therefore judged to be adequate to address the study aims. Interviews ranged from 17 
to 66 minutes, and interviews were recorded and transcribed initially using transcription software 
(Otter.ai), edited for accuracy, and anonymised. Original recordings were destroyed after participants 
were given an opportunity to review transcripts. 

Data analysis 

Data were analysed using Template Analysis [51] a systematic form of thematic analysis that 
differs from Braun and Clarke’s reflexive approach [52] by explicitly permitting the use of a priori 
codes. This was appropriate for our study, which was informed by existing literature on feedback responses 
[26] and theoretical frameworks including Hofstede’s cultural dimensions [53] and Figured Worlds [54]. 

The initial coding and development of the template were led by MS (first author), a clinician-educator 
with experience in qualitative methods, and then discussed with J.L., C.R., and T.P., who contributed to 
refining codes and themes. Analysis began after the first five interviews, which were reviewed and coded to 
produce a preliminary template. This early analysis allowed emerging insights to inform minor adaptations 
to the topic guide and to shape the focus of subsequent interviews. Data collection and analysis therefore 
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proceeded iteratively, with the coding template refined in parallel with recruitment and interviewing 
(Table 1). 

The process followed King's six stages: familiarisation, preliminary coding, clustering, development of 
an initial coding template, iterative refinement, and final interpretation. This approach enabled us to 
combine theoretical concepts with inductive insights. Once all 57 interviews had been coded, the template 
was stabilised and themes were mapped to the theoretical frameworks. The evolution of the coding 
template and its links to Hofstede and Figured Worlds are summarised in Tables 2 and 3. 

Results 

Participant characteristics 

A total of 57 student interviews were conducted at the three sites (26 male students (46%), 31 female 
students (54%). In the full class, 269 students (52%) were male and 245 students (48%) were female. 
Regarding entry pathway, 47 students (82%) were enrolled in the Direct Entry programme, while 10 
students (18%) were in the Graduate Entry programme, compared with full class of 449 students (87%) in 

Table 1. Hofstede’s cultural dimensions and dimension ratings for countries at which campuses are located, derived 
from https://www.hofstede-insights.com/country-comparison-tool?countries=ireland%2cBahrain*%2cMalaysia. 

Ireland Bahrain Malaysia 

Power distance The extent to which the less powerful members of institutions and 
organisations within a country expect and accept that power is distributed 
unequally. 

Low High High 

Individualism The degree of interdependence a society maintains among its members. It 
has to do with whether people’s self-image is defined in terms of ‘I’ 
or ‘We’. 

Individualist Collectivist Collectivist 

Masculinity/ 
femininity 

Masculine society-driven by competition, achievement and success, with 
success being defined by the winner/best in field. 
Feminine society-dominant values in society are caring for others and 
quality of life. A Feminine society is one where quality of life is the sign of 
success and standing out from the crowd is not admirable. 

Masculine Masculine Equal 

Uncertainty 
avoidance 

The extent to which the members of a culture feel threatened by ambiguous 
or unknown situations and have created beliefs and institutions that try to 
avoid these. 

Low High Low 

Long-term 
orientation 

Normative-prefer to maintain time-honoured traditions and norms while 
viewing societal change with suspicion. 
Pragmatic-encourage thrift and efforts in modern education as a way to 
prepare for the future. 

Normative Not on record Normative 

Indulgence Indulgent indicates society that prioritises enjoying life and leisure time. 
Restrained societies prioritise work and minimise importance of 
leisure time. 

Indulgent Not on record Indulgent 

Table 2. Component of Figured Worlds used in analysis. Becoming a learner was shaped by culturally valued ways of 
knowing and acting peculiar to the cultural world of the clinical feedback world. The core practice within a feedback 
scenario was listening to the supervisor. Students rarely considered it a dialogue, or opportunity for discussion. 
Conversation centred on identifying and correcting weaknesses. Artefacts included supervisors referring to and 
demonstrating skills techniques themselves, or verbally representing descriptions of the ideal performance and standard. 
Figured World feature Definition Meaning as identified in interviews 

Meaningful acts Self-evident behaviours, 
rituals and events 

Ward based feedback- on ward rounds, in tutorials 
Feedback on formative and summative assessments 
End-of-rotation appraisals 

Figures Persons fulfilling 
prototypical roles 

The stern supervisor 
The collaborative junior faculty member 
The student peer 

Artefacts Regularly encountered 
resources with cultural 
meaning 

Cognitive representations of the ‘ideal standard’ 
Techniques for performing skills 

Figured language Typical linguistic and 
narrative strategies 

Feedback sandwiches 
Didactic monologue 
Castigate, remonstrate 
Bidirectional dialogue (uncommon) 
Commiserative (with student peers) 
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Direct Entry and 65 (13%) in Graduate Entry. Average student age was 25.1 years, with ages ranging from 
21 to 33. When asked about the place they call home, 8 students (14.0%) identified Europe, 20 students 
(35%) identified the Arab States, 14 students (25%) were from the US and Canada, 9 students (16%) were 
from South East Asia, and 6 students (11%) identified with another region. In the full class, 87 students 
(17%) called Europe home, 227 students (44%) were from the Arab States, 100 students (20%) were from 
the US and Canada, 69 students (13%) were from South East Asia, and 31 students (6%) identified with 
another region. 

The participants describe two socially constructed worlds impacting their feedback experiences: 

A. Feedback and early-life experience 
B. Clinical learning environment 

Figured World of early life experience 
Socialisation and early-life contexts 

Most students emphasised the formative role of family and early coaching experiences in shaping their 
orientations to feedback. These early experiences acted as formative Figured Worlds, establishing norms 
around authority and discipline that foreshadowed later experiences of power play in medicine. 

One student indicates they were accustomed to ‘harsh’ feedback, normalising a more combative 
feedback style: 

‘I think I take feedback really well, especially harsh feedback, because my parents have not been… they have no 
problem screaming, shouting “that's not enough” kind of thing.’ (S38, male, PICH: Ireland, Ethnicity: Asian Irish, 
Campus: Ireland) 

Another student was averse to ‘harshness’ because their mother showed ‘how good constructive 
criticism can be delivered from, a very early age’ (S36, female, PICH: Ireland, Ethnicity: White Irish, 
Campus: Ireland). 

Learners describe coaching experiences as formative in their feedback preferences. Indeed, they indicate 
that these experiences left them more or less equipped to process feedback in Clinical Medicine environ-
ments, which they described as homogenous, stylistically criticism-focussed. 

‘I’m used to that more kind of combative, (feedback) might be the right word… when you were training…someone 
would kinda shout at you, give out…so I suppose it's probably just if you're used to it, it might not be as bad.’ (S37, 
male, PICH: Ireland, Ethnicity: White Irish, Campus: Ireland) 

Identity and variation 

Despite shared broader contexts (e.g., national identity or campus location), individual experiences create 
diverse Figured Worlds, leading to differing responses to feedback (Figure 1). So while there was a 
prevailing perspective that their responses to feedback are deeply rooted in the social and cultural contexts 
of their early-life experiences, there was divergence in these experiences which cut across nationality, 
ethnicity, gender and campus, with students of similar background in these terms describing markedly 
different orientations. 

Examples in Figure 1 show contrasting experiences at the same campus. The contrasting views highlight 
the Figured World concept of variation in shared spaces- overlap of national identity and campus site does 
not homogenise experiences because individual Figured Worlds (e.g., parental style, coaching experiences) 
hold greater influence in shaping feedback orientations. 

Figured World of clinical medicine 

The dominant experience was of criticism-focused feedback as a global medical norm. Students across all 
campuses and regions described medicine as a profession characterised by harsh criticism and hierarchical 
feedback, often framed as a ‘rite of passage.’ The medical profession is depicted as a distinct Figured World 
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characterised by hierarchical structures and a criticism-focused approach to feedback, shaping students' 
identities and interactions within its norms. 

Criticism-focussed 

Participants describe harsh criticism as a ceremonial norm, likening it to a ‘rite of passage’ necessary for 
membership within the medical community. This mirrors the notion of cultural scripts in Figured 
Worlds, where rituals and shared practices sustain the culture- scripts, or guidelines for the enactment 
of the various figures of a specific world. 

Figure 1. Sample cases of students with similar background and differing life experiences influencing feedback 
preferences. 
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‘It’s like a rite of passage. I don't think it's just in Dublin, even back home (Caribbean), we would have doctors… 
there are just some consultants- I think it's just medicine. And I did my electives in North America. Everywhere.’ 
(S15, female, PICH: Trinidad, Ethnicity: Black Caribbean, Campus: Ireland) 

A Malaysian student in Dublin said her friends at home had similar experiences; 

‘when I asked my friends who study medicine in Malaysia- the professors are very, like, rude…they (students at this 
school) get anxiety as well.’ (S9, female, PICH: Malaysia, Ethnicity: Asian, Campus: Ireland) 

Reports were strikingly consistent across continents, suggesting a transnational figured world of 
medicine: with shared rituals of criticism and hierarchical interactions. 

Ward-based activities meant feedback was often public and students contended with ‘embarrassing’ 
experiences and ‘harsh’ supervisors. A participant described a typical witnessed encounter: 

‘A big doctor in the college just screamed, was not happy with her answer and told her “you HAVE to know this for 
the exam”, like, he doesn't say it twice. He's like, “you have to know” Stern.’ (S38, male, PICH: Ireland, Ethnicity: 
Asian Irish, Campus: Ireland) 

Despite this consensus, some students highlighted exceptions when supervisors modelled supportive 
practices 

‘She was a very nice consultant. A very caring one. And I remember this when she was explaining about the case. 
She said something that like, it'll remain with me to the last day of my life.’ (S40, male, PICH: Kuwait, Ethnicity: 
Arabic, Campus: Ireland) 

Gender also shaped accounts, with female students more likely to describe harsh public criticism as 
‘embarrassing’ and tied to anxiety. 

Hierarchy and positionality 

While generally, Hofstede's dimensions [53] did not feature in learners' experiences, participants did 
highlight power distance, where 

‘there's a clear mentality of “I am your boss and if you talk back to me, I consider”…they would consider that 
rudeness on the student's part.’ (S12, male, PICH: Kuwait, Ethnicity: Arabic, Campus: Dublin) 

Feedback is transmissive due to this power distance with students reluctant to discuss or challenge 
comments, feeling there is no scope for dialogue. 

‘If it's someone who is higher up the ranks than me, then I mean, medicine is really great for teaching us to keep 
your mouth shut.” (S8, female, PICH: Canada, Ethnicity: Asian Canadian, Campus: Ireland) 

This aligns with Figured Worlds principles where individuals' roles and agency are constrained by the 
social hierarchy. 

Burden and accessibility 

The Figured World of Clinical Medicine also imposes burdens on students due to systemic challenges like 
resource constraints and overworked staff. Students indicate that 

‘we oftentimes find ourselves getting scolded for asking for feedback.’ (S45, female, PICH: Malaysia, Ethnicity: Asian, 
Campus: Malaysia) 

They understand that staff are under-resourced and this makes accessing feedback challenging. They 
cannot direct feedback towards their needs because 

‘most of the time, it's kind of like you get what you can get, you know, there's no real option.’ (S50, male, PICH: 
Qatar, Ethnicity: Arabic, Campus: Bahrain) 

MEDICAL EDUCATION ONLINE 9 



Students' experiences suggest that medical education exists at the intersection of multiple figured worlds 
(e.g., education, healthcare systems), compounding their challenges. 

Learner identify formation and social positioning 

Students narrated feedback encounters as identity work within the figured world of medicine, where 
hierarchy and criticism operate as cultural scripts. They described reading supervisor cues 

‘trying to make fairly snap judgments on who's going to be approachable.’ (S37, male, PICH: Ireland, Ethnicity: 
White Irish, Campus: Ireland) 

They then position themselves into different roles dependent on context. 

Submissive recipient 

With senior consultants, students positioned themselves as passive actors, reproducing hierarchy 

‘because considering the hierarchy here, you just smile and nod, basically.’ (S12, male, PICH: Kuwait, Ethnicity: 
Arabic, Campus: Ireland) 

Students feel it is not in their interests to mount resistance to this ‘taken-for-granted’ status quo [55]. 

Stoic accepter 

When confronted with hostility, some normalised harshness as part of belonging to medicine: 

‘You sort of learn to deal with it. Like it's, it's no longer embarrassing for me like if someone shouted at me, like its 
fine. And I don't take it to heart at all anymore…whereas in third year, I would have cried, I would have just 
straight up cried.’ (S17, female, PICH: Tanzania, Ethnicity: Asian, Campus: Ireland) 

There is a multi-vocality in their figuring of these supervisors. They recognise the experience of senior 
supervisors is valuable in providing feedback: 

‘It's cool when you get a consultant to give you feedback on something specific, or someone who's like high status in 
college. Because you know that they know their things well.’ (S19, male, PICH: Tobago, Ethnicity: Black Caribbean, 
Campus: Ireland) 

This is tempered by fear: 

‘a bad experience from consultants will put me off and I'll be more scared to get more feedback from consultants cos 
they're mean.” (S19, male, PICH: Tobago, Ethnicity: Black Caribbean, Campus: Ireland) 

Performative appeaser 

Students described ‘playing the game,’ adapting to supervisors’ rigid expectations. Learners did this for 
‘show’ and not long-term implementation…Learners take a resigned tone, applying this feedback without 
any earnestness. Throughout the discourse, feedback activities are figured as something they survive 
through shrewd analysis of the supervisor’s agenda and playing towards that. 

‘So you then, you try to tailor it to whoever is going to examine you; say, Professor X likes to have us examine a 
certain way, Professor B has us examine a certain way…I try to bring the things they like, because I know if I don't, 
even if I was doing everything right, but it's not their way, they will still be like, that's not how you do it.’ (S10, male, 
PICH: Saudi Arabia, Ethnicity: Arabic, Campus: Ireland) 

Learners did this for ‘show’ and not long-term implementation 

‘So I just changed it for that one month I was there and then switch back to the normal way.’ (S6, female, PICH: 
Canadian, Ethnicity: White Canadian, Campus: Ireland) 
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Within all these personas, there is cultural reproduction, i.e., the students' acceptance of criticism- 
focused feedback as a norm, and their perceived need to adapt their identity accordingly, perpetuates the 
values of this figured world. 

Peer collaborator 

In contrast, approachable juniors and faculty enabled dialogic worlds, where learners could co-construct 
meaning 

‘have been where I was, closer, so they understand, like where I'm coming from.’ (S11, female, PICH: America, 
Ethnicity: White American, Campus: Ireland) 

This is bi-directional because ‘it's more like informal, and you can have a chat with them (faculty 
lecturers).’ (S10, male, PICH: Saudi Arabia, Ethnicity: Arabic, Campus: Ireland) 

‘Oh, I probably say, “Oh, I heard this from this resource. What are your opinions on that?” So I wouldn't say that to 
a consultant, I would probably say that to an intern or an SHO.’ (S14, female, PICH: Canada, Ethnicity: White 
Canadian, Campus: Ireland) 

In a discourse centred on concepts of hierarchy and supervisor-centred feedback, these interactions are 
contrasted for their informality and dialogical nature. 

National and ethnic identity 

National identity was less influential than relational dynamics. Some students felt initial affinity with 
shared backgrounds relating to the Figured World concept of social connectedness. 

‘there is kind of just a tendency to, naturally just gravitate towards people who are kind of more…more similar to 
you.’ (S37, male, PICH: Ireland, Ethnicity: White Irish, Campus: Ireland) 

Others emphasised that feedback quality outweighed shared identity. 

‘ If I saw, you know, someone that is Italian, and white and from Canada, I would probably be like, “wow, I'm also 
Italian, I'm white, from Canada!” But then, you know, when you get to talk to him and see he's also, you know, just 
completely different from me in every single way ……the most recent experience of a doctor I had, who, who gave me 
the best feedback ever, and made me want to almost change my, like, my specialty into like, cardiology was, she's a 
female, Arabic doctor, Muslim, completely different everything, right.’ (S50, male, PICH: Qatar, Ethnicity: Arabic, 
Campus: Bahrain) 

Students' notion of supervisors is figured more on their individual preferences rather than any ethnic or 
national-derived characteristics. While local context and personal identity formation now intersect, 
national identity is less intertwined: 

‘I think over time you adjust to the cultures of people who are there (in Medicine) and then you understand how 
they want things to be done. So I don't think it (nationality/ethnicity) matters in the end.’ (S27, female, PICH: 
United Arab Emirates, ethnicity: Asian Indian, Campus: Ireland) 

Battle buddies 

Peers were authored as ‘battle buddies,’ offering solidarity in this hierarchical world: 

‘Someone who yelled at all the other students, we can kind of joke about it after, it’s like, “oh, he said that same 
thing to me”.’ (S6, female, PICH: Canada, Ethnicity: White Canadian, Campus: Ireland) 

There is a camaraderie in sharing ‘gallows humour’. They ask them for second opinions when they 
doubt feedback credibility. 
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‘If it's bad feedback, sometimes I have to sort of vent it out and talk to my friends about it, like, oh, “did I really do 
that poorly?”, or this or that, and it helps me get through it. You know, it also helps me come to the fact that, “Hey, 
maybe I did do it very poorly.” (S50, male, PICH: Qatar, Ethnicity: Arabic, Campus: Bahrain) 

Peers acted as allies in hostile figured worlds of medicine, offering emotional support and validation 
that mitigated the negative impact of hierarchical, critical feedback cultures. Taken together, these 
positional identities indicate students navigate cultural scripts of medicine. By adopting submissive, 
stoic, or performative roles, they reproduce hierarchical norms, while collaboration with peers and 
approachable supervisors created alternative figured worlds that resisted dominant patterns of power. 

Discussion 

We sought to explore the role of cultural factors in medical students' feedback experiences, and how these 
affect their response to feedback. To align with our aim of examining factors at individual, environmental, 
and societal levels, we interpret our findings primarily through the Figured Worlds framework, comple-
mented by Hofstede's dimensions, with Figured Worlds emerging as the more dominant lens. 

Across three culturally distinct sites, learners described experiences marked by hierarchy, criticism, and 
limited access. These shaped a distinct context for learning with specific norms and expectations, i.e., a 
learning culture [35]. Students have modest expectations of medical teachers' feedback due to a pedagogy 
of ‘learning by doing’ and self-directedness, as previously reported [56]. Our findings support previous 
work that feedback experiences are impacted by the perceived learning culture in which they occur 
[57–59]. Hierarchy culture like our participants experienced, breeds negative experiences [57] and is a 
barrier to bi-directional feedback [59]. Hierarchy limits agency, and agency itself is conceptualised as a 
counter-cultural act [60], but it is also a critical characteristic of the proactive learner who seeks out and 
engages in the necessary back-and-forth to make feedback developmentally meaningful, showcasing an 
inherent tension for the learner. Our described learning culture contrasts with those of residents who were 
challenged by a ‘prevailing culture of niceness’ as a barrier to honest feedback [58]. This difference may be 
somewhat explained due to the nature of the relationship with residents as longer-term colleagues. Positive 
feedback experiences occur for medical students in the context of trusted relationships in longitudinal 
clerkships [61], underlining the importance of long-term relationship building for feedback. Therefore, 
medical schools should prioritise longitudinal placements and continuity of supervision where possible as 
these conditions foster the trust needed for constructive feedback to flourish. 

While students felt their national or ethnic background had little impact, the relationships in their 
upbringing also significantly influenced their feedback preferences. Parents and coaches represented 
formative cultures of feedback, aligning with Vygotsky's concept of ‘more knowledgeable others’ in the 
zone of proximal development (Vygotsky, 1978). Watling describes how learners who had experienced 
coached disciplines became accustomed to critical feedback [35]; our work adds that learners normalise 
feedback specifically in the style modelled by early influencers. Models like R2C2 emphasise relationship- 
building [62]; our findings suggest that part of this feedback relationship should explore learners' early 
feedback experiences to better align expectations. 

Building on how influential actors influence learners, we developed understanding of how students 
construct their identities and behaviours with specific types of teachers in their clinical workplace [63]. 
Our participants considered their role in terms of positionality to other actors, with identity formed as a 
function of cultural experience [31]. 

Senior clinical staff are ‘stern’ characters who students are reluctant to challenge. Learners self-author as 
submissive recipients in the ‘rite of passage’ of scaling the pecking order. Participants are stoic acceptors of 
humiliating feedback, echoing descriptions of maladaptive response to student mistreatment [64]. Students 
are performative appeasers – they align values with superiors and perform according to supervisor 
preference [64,65]. Students adapted to the demands and norms of their educational context [66], 
accepting criticism-heavy, infrequent feedback as a signature pedagogy of Medicine [67]. These findings 
reinforce that feedback is not only an instructional exchange but also a cultural practice that shapes 
professional identity [36,68]. This adaptability risks normalising outdated practices, reinforcing transmis-
sive roles of ‘provider’ and ‘receiver’ [69]. Learners may in fact avoid feedback to protect themselves from 
harm [26,70], rather than challenging the status quo, further concealing the problem. Our work furthers 
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Figure 2. A story-board representation of our students' experiences as developed via-member checking. Students from a 
diversity of backgrounds come to study at RCSI, Malaysia, Ireland and Bahrain. They bring with them feedback preferences 
developed in family and early-life teaching experiences. They contend with specific culture in Clinical Medicine with some 
supportive peer supervisors, a community of practice with peers, and hierarchical feedback experiences that can be hostile 
and where they feel burdensome, with senior consultant supervisors. 
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descriptions of learners who are often ‘striving to survive’, mirroring identities depicted in clinical 
assessments [71]. This underlines the challenge when learning culture embeds rather than resists unsup-
portive practice. Such adaptability, while resourceful, risks normalising outdated practices; faculty devel-
opment must therefore challenge transmissive feedback norms and support dialogic, learner-centred 
approaches instead. 

To combat unhelpful feedback experiences, students regularly reflected with other students. Supervisor- 
facilitated reflection supports feedback uptake [72,73]. Our work suggests there is potential to leverage peer 
feedback more formally in the curricula to optimise their own adapted practice with faculty support. 

While much previous work has considered cultural differences in terms of national and ethnic back-
grounds [74], students' feedback experiences were not clearly shaped by nationality. Power Distance was 
consistently relevant [75], but broader national cultural dimensions did not explain observed feedback 
behaviours. In a ‘glocalised’ world [76], traditional cultural boundaries may blur. Post-subculture theory 
suggests identity is increasingly shaped by individual and group interactions rather than national affiliation 
[77,78], which reflects our experience. We showcase the strength in researching across multiple sites and 
learner profile to likely reflect genuine global experiences [79]. This indicates that educators should look 
beyond nationality when considering feedback cultures, focusing instead on local interactions, relational 
dynamics, and identity work within specific learning environments. 

Our findings highlight that meaningful cultural change requires faculty who are skilled in providing in- 
the-moment, relationship-based feedback [80] and who are committed to fostering a positive learning 
environment at an institutional level. Embedding structured peer feedback into curricula could therefore 
provide an immediate, practical step towards counteracting hierarchical cultures and broadening access to 
meaningful feedback. 

Strengths and limitations 

This study included diverse, multinational students from both graduate- and direct-entry pathways, across 
three culturally distinct sites. This variety, combined with a sizeable qualitative sample of 57 interviews, 
enhances the transferability of the findings. Our analysis was situated within clearly articulated theoretical 
frameworks, supporting crystallisation [47] by allowing the data to be interpreted from multiple 
perspectives. 

In terms of rigor, member checking was undertaken at two levels: several participants reviewed their 
transcripts, and a sub-sample also reviewed the emergent themes, which they confirmed reflected their 
experiences. These steps enhanced the trustworthiness of the analysis. We did not, however, collect field 
notes or triangulate with other data sources such as supervisor perspectives or student performance 
measures, which may have provided further depth. Feedback is also a highly individualised experience, and 
although our sample was large for a qualitative study, it is unlikely to have captured the full range of 
possible perspectives (Figure 2). 

Future research would benefit from incorporating supervisor perspectives, other learner groups, and 
multiple data sources to further triangulate findings and broaden understanding of how cultural factors 
shape feedback practices. 

Conclusion 

This study demonstrates that students' responses to feedback are shaped not only by national or campus 
cultures, but also by early-life experiences, local clinical hierarchies, and the relational dynamics of the 
supervisor–student encounter. The prevailing figured world of medicine is characterised by hierarchical, 
criticism-focused feedback, yet students adapt in multiple ways – from submissive recipients to collabora-
tive peers – depending on the power relations at play. We highlight the need to create feedback practices 
that actively reduce unnecessary power distance and foster dialogue. Educators can improve feedback for 
diverse student groups by: 

• modelling constructive, collaborative approaches that signal respect and accessibility; 
• recognising that students arrive with varied cultural and early-life orientations to feedback; and 
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• intentionally providing safe spaces where learners can question, clarify, and co-construct meaning from 
feedback. 
By shifting from criticism-focused rituals to dialogic, learner-centred approaches, educators can better 

support feedback literacy, professional identity formation, and equitable learning experiences for culturally 
diverse students. 
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Appendices 

Appendix A: Guiding questions for semi-structured interviews 

1. What do you consider to be feedback? 
2. Tell me about your feedback experiences before you went to 0I557 
3. Are there certain types of feedback that you prefer to others? 
4. For you personally, when you seek feedback, what is your main goal? 
5. Do you seek feedback? If yes then move to question 7 
6. If not then why not? 

• Did you have a bad experience with feedback? 
• What would it take for you to seek out feedback? 

7. What motivates you to seek feedback? What are your goals when receiving feedback? 
• What motivates you to spend time thinking/engage with the feedback you receive? 
• If you did badly, what would you do? 
• If you disagreed with the feedback, what would you do? 
• How do you decide on who to ask for feedback or to discuss feedback with? 

8. Do you ever actively avoid feedback? 
When/what context? 

9. How important do you think feedback is in improving your future performance? Can you give an example of 
where the feedback you got helped you learn and do something better? 

10. Does the background of your teacher/supervisor influence whether you’re likely to seek feedback from them? If 
yes, what characteristics? 

a. How do you see yourself in the relationship with the supervisor? 
b. How do you see the supervisor? 

11. Do you consider consistency when asking for feedback? 
12. Does feedback change what learning strategies you use? (Learning strategies include using books, seeing patients, 

practicing exams on friends, etc.) How? 
13. Does feedback change how you implement/organise your learning? 
14. How do you check if applying feedback has helped your learning? 
15. Is there anyone else who is involved with giving you feedback? 

Questions are based on Hofstede’s dimensions [74]. A social-cognitive approach to motivation and personality 
[70] and Identity and Agency in Figured Worlds [31], Dweck, C. S., & Leggett, E. L. (1988). A social-cognitive 
approach to motivation and personality. Psychological Review, 95 (2), 256. Hofstede, G. (1984). Culture's conse-
quences: International differences in work-related values (Vol. 5): Sage. Holland, D., Lachicotte Jr, W., Skinner, D., & 
Cain, C. (2001). Identity and agency in cultural worlds: Harvard University Press. 

Appendix B: Consolidated criteria for reporting qualitative studies (COREQ): 32-item 
checklist 

Developed from: 
Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist 
for interviews and focus groups. International Journal for Quality in Health Care. 2007. Volume 19, Number 6: 
pp. 349–357. 

No. Item Guide questions/description Reported on page # 

Domain 1: research team and reflexivity 

Personal characteristics 

1. Inter viewer/ 
facilitator 

Which author/s conducted the interview or focus group? MHJ,JL,MS 

2. Credentials What were the researcher’s credentials? e.g., PhD, MD MS-MBBCHBAO, PG Dip HPE 
TP-MB BS MSc PhD MRCP DRCOG FRCPI 
JL-MHJ- BSC, PhD CSL-MB BS MSc 
SM-MD, FRCP, FRCPI, AM, DTM&H 
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No. Item Guide questions/description Reported on page # 

3. Occupation What was their occupation at the time of the study? MS – senior lecturer 
TP – Director HPEC 
JL – doctoral researcher 
MHJ – Post-doctoral researcher 
CSL – Associate Professor GP 
SM – Professor of ID 

4. Gender Was the researcher male or female? MS – female 
TP – female 
JL – male 
MHJ – male 
CSL – female 
SM – male 

5. Experience and 
training 

What experience or training did the researcher have? All experienced qualitative researchers. MS in final stages 
of PhD and has completed PG Dip in HPE. 

Relationship with participants 

6. Relationship 
established 

Was a relationship established prior to study commencement? No, interviewers introduced themselves to participants 
at time of interviews. 

7. Participant 
knowledge of the 
interviewer 

What did the participants know about the researcher? e.g., 
personal goals, reasons for doing the research 

Participants were briefed on the purpose of the study 
and understood it. 
Ethics had granted, participants reviewed the 
participant information documentation prior to giving 
their written informed consent to be involved. 

8. Interviewer 
characteristics 

What characteristics were reported about the interviewer/ 
facilitator? e.g., Bias, assumptions, reasons and interests in the 
research topic 

MS regularly provides feedback to students, and is 
completing a PhD on feedback, which is a potential 
source of bias. No other sources of bias were 
identified. 

Domain 2: study design 

Theoretical framework 

9. Methodological 
orientation and 
Theory 

What methodological orientation was stated to underpin the 
study? e.g., grounded theory, discourse analysis, ethnography, 
phenomenology, content analysis 

Socio-constructivist epistemology, template analysis of 
interviews, through lens of SRL theory. 

Participant selection 

10. Sampling How were participants selected? e.g., purposive, convenience, 
consecutive, snowball 

Purposive 

11. Method of 
approach 

How were participants approached? e.g., face-to-face, 
telephone, mail, email 

Virtual learning environment notice and face-to-face 
communication to explain study. Participants then 
emailed expression of interest to gatekeeper to 
arrange interview. 

12. Sample size How many participants were in the study? 57 

13. Non- 
participation 

How many people refused to participate or dropped out? 
Reasons? 

None 

Setting 

14. Setting of data 
collection 

Where was the data collected? e.g., home, clinic, workplace Meeting room in.HPEC, Dublin. Online for Manama 
(Bahrain) and Perdana (Malaysia). 

15. Presence of 
non-participants 

Was anyone else present besides the participants and 
researchers? 

No 

16. Description of 
sample 

What are the important characteristics of the sample? e.g., 
demographic data, date 

Available on request 

Data collection 

17. Interview guide Were questions, prompts, guides provided by the authors? Was 
it pilot tested? 

Yes. Interviews were semi-structured using a guide 
(Appendix A), follow-up questions were allowed. 
Yes, pilot-testing details. 

18. Repeat 
interviews 

Were repeat interviews carried out? If yes, how many? No 

19. Audio/visual 
recording 

Did the research use audio or visual recording to collect 
the data? 

Audio recordings 

20. Field notes Were field notes made during and/or after the interview or focus 
group? 

Yes, brief notes made after interviews to support 
reflexivity, but not analysed or used for triangulation. 

21. Duration What was the duration of the inter views or focus group? 

22. Data saturation Was data saturation discussed? 

23. Transcripts 
returned 

Were transcripts returned to participants for comment and/or 
correction? 

No 
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No. Item Guide questions/description Reported on page # 

Domain 3: analysis and findings 

Data analysis 

24. Number of data 
coders 

How many data coders coded the data? MS and TP 

25. Description of 
the coding tree 

Did authors provide a description of the coding tree? Table 3 

26. Derivation of 
themes 

Were themes identified in advance or derived from the data? A priori themes were developed from SRL theory. 
Subsequent themes were derived from the data. 
Themes were compared, edited, deleted when not 
relevant to the RQ, re-arranged hierarchically. 

27. Software What software, if applicable, was used to manage the data? Microsoft Word, Excel, N Vivo 

28. Participant 
checking 

Did participants provide feedback on the findings? Yes 

Reporting 

29. Quotations 
presented 

Were participant quotations presented to illustrate the themes/ 
findings? Was each quotation identified? e.g., participant 
number 

Yes 

30. Data and 
findings 
consistent 

Was there consistency between the data presented and the 
findings? 

Yes 

31. Clarity of major 
themes 

Were major themes clearly presented in the findings? Yes, themes were supported with direct quotes 
attributed to anonymised participants. 

32. Clarity of minor 
themes 

Is there a description of diverse cases or discussion of minor 
themes? 

Yes, minor and diverse themes are discussed in the 
manuscript. 

Appendix C: Template analysis process 

1. Familiarisation with data. 
2. MS read through the transcripts at least once and sometimes several times. 
3. Preliminary coding. 
4. MS undertook initial analysis of a selection of interviews representing each campus site and students of varying PICH and gender. She 

identified high-level themes and sub-themes relevant to the research questions. 
5. Clustering. 
6. Newly identified themes were clustered with existing a priori codes. 
7. Producing an initial template. 
8. A draft template was developed from the clustering of high-level themes (MS). 
9. Applying and developing the template. 

10. As further iterative analysis and discussion ensued (MS, TP), the template was revised to a final agreed hierarchy of major themes and lower- 
level codes (MS). Analysis was undertaken until it was considered that we had achieved sufficient information power [ 49]. 

11. Template evolution and final interpretation. 
12. We initially derived a priori codes from literature review. The second iteration of the template iteratively identified three broad themes of 

feedback impacted by socio-cultural factors. MS and TP used the template to code transcripts to evaluate for themes delete or modify 
existing themes and change the hierarchy of themes and sub-themes. This led to the development of the third template iteration, focussing 
on separation in to personal, inter-personal and environmental factors. The final iteration applies three overarching domains, which relate to 
cultural factors influencing learners’ experiences of, and responses to feedback. 
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