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Abstract
Background  Clinical education in Emergency services (EMS) is unique due to its dynamic environment, brief patient 
encounters, and unpredictable cases. EMS provides valuable learning opportunities for nursing students, fostering 
person-centered care approaches and a variation of clinical training and learning. Formative feedback is crucial to 
develop knowledge and skills. Multisource feedback (MSF) offers a comprehensive assessment by incorporating 
feedback from various individuals, promoting self-reflection and targeted learning. MSF has not, to our knowledge, 
been systematically evaluated in the context of EMS, and therefore, the aim of the study was to describe nursing 
students’ experiences with MSF during their clinical education in the EMS, using a digital instrument as a facilitating 
tool.

Methods  A qualitative design with an inductive approach was used. Data were collected in 2021, using focus 
group interviews (n = 4) with 31 final-semester nursing students in Stockholm, Sweden, who had conducted clinical 
education in the EMS and received MSF through a digital instrument. Data were analyzed using reflexive thematic 
analysis, guided by Braun and Clarke’s methodology.

Results  Three themes revealed: feedback from sources familiar with the student’s learning objectives, feedback 
from sources unfamiliar with the learning objectives, and general perceptions of MSF in the EMS. Students valued 
self-reflection and feedback from peers and supervisors for personal and professional growth. Patient feedback 
was challenging due to their limited contextual understanding and emotional states, while feedback from other 
healthcare professionals was appreciated but hindered by the healthcare professionals’ workload and timing 
constraints. Overall, students appreciated MSF’s diverse perspectives, enriching their learning, performance, and 
development.
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Background
Clinical education in the Emergency Medical Service 
(EMS) is characterized by brief patient encounters, 
dynamic environments, and diverse patient complaints 
[1–3]. Unlike other healthcare settings, the EMS offers 
limited preparation for the students before the patient 
encounter since the cases cannot be predicted and pre-
determined [2, 4]. Despite these challenges, research sug-
gests that students can learn professional nursing skills 
and about caring with a holistic approach within the EMS 
context. Through hands-on training and exposure to 
diverse patient encounter, students enhance their practi-
cal expertise and critical thinking [5, 6]. However, effec-
tive learning requires skilled supervisors to facilitate and 
support the learning process [7]. Globally, EMS staffing 
varies widely, ranging from emergency physicians with 
advanced university education to emergency medical 
technicians (EMTs) with non-university-level training, 
resulting in significant competency differences between 
EMS staff and teams [8]. In Sweden, EMS teams are 
staffed with at least one registered nurse (RN), commonly 
holding an additional year of training in emergency 
care. In Stockholm, the setting of this study, EMS teams 
include at least one RN with additional training, while 
the other team member may be an EMT or RN [9]. In the 
Swedish EMS, the traditional model of clinical supervi-
sion pairs students with a single primary supervisor, aim-
ing to offer structure and support the student’s learning 
progression [5]. However, this supervision model risk 
becoming one-sided, as it relies solely on the supervisor’s 
observations and perspective, potentially introducing 
bias into the feedback and assessment [10, 11]. The bond 
between a single supervisor and student may also lead to 
subjective feedback and assessments [12, 13]. Organiza-
tional challenges, such as high workloads, shiftwork, and 
supervisor absences, further complicate the model of 
using single supervisors [14].

Commonly, during clinical education, supervisors use 
assessment instruments based on learning objectives 
(LOs) to support nursing students in acquiring essential 
skills, evaluate performance, identify strengths, and high-
light areas for improvement. For these assessments to be 
effective and constructive, supervisors must thoroughly 
understand the assessment instrument and possess both 

clinical expertise and supervision experience [15–17]. 
Raustøl et al. conclude that assessments often rely more 
on supervisors’ subjective standards and intuition than 
on the provided assessment instruments or univer-
sity guidelines [18]. During clinical education, nursing 
students usually undergo two structured assessments: 
a mid-point summative assessment, which facilitates 
discussions on strategies for improvement, and a final 
assessment focused on grading [19]. Unlike timely for-
mative feedback, these summative assessments are dis-
connected from the clinical workflow and often provide 
feedback at a general level. Timely and regular feedback 
is a cornerstone of student learning in clinical educa-
tion. Effective feedback provides critical insights into 
students’ progress, reinforcing good practices, fostering 
self-reflection, and motivating growth [17, 18]. To ensure 
its impact, feedback must be delivered promptly, follow 
clear criteria, and need to be integrated into clinical edu-
cation as a natural daily routine [20]. Additionally, dis-
cussions between supervisors and students are vital for 
delivering high-quality feedback that facilitates meaning-
ful learning [21–23]. Formative feedback provides contin-
uous feedback on strengths and areas for improvement, 
enabling students to reflect and adjust care in real-time, 
thereby maybe minimizing feedback distortion [24]. The 
feedback is intended to be direct and actionable to foster 
a dialog between the supervisor and the student, rather 
than merely delivering instructions [25]. When effectively 
implemented, formative feedback supports a dynamic 
learning environment tailored to students’ needs [26].

Multisource feedback (MSF) in clinical nursing educa-
tion uses feedback from peers, patients, supervisors, and 
healthcare professionals, offering a 360-degree assess-
ment of a student’s skills, communication, professional-
ism, and teamwork [27–29]. MSF fosters self-reflection 
and dialogue by enabling comparisons between self-
assessments and feedback from other sources to identify 
discrepancies and areas for improvement [24]. MSF in 
nursing education aim to enhances clinical skills through 
diverse feedback, providing broader learning insights 
while emphasizing the importance of patient perspec-
tives in the learning environment [30, 31].

In the EMS, MSF can provide valuable formative feed-
back by integrating multiple perspectives, potentially 

Conclusion  This study underscores the value of MSF in nursing students’ clinical education within the EMS. Feedback 
from peers, supervisors, and self-reflection enhances self-awareness, professional growth, and mutual support. 
Despite challenges like stress and logistical barriers, structured support and a digital instrument improved accessibility 
and alignment with learning objectives for the students. Incorporating patient and healthcare professionals’ feedback 
enriches education by promoting patient-centred care and collaboration. MSF supported reflective practice, and team 
dynamics and highlights the need for refined feedback processes to optimize learning and professional development 
for nursing students during clinical education.

Keywords  Emergency services, Formative feedback, Multicourse feedback, Reflection, Clinical education, Nursing



Page 3 of 11Nilsson et al. BMC Medical Education          (2025) 25:391 

reducing bias through diverse sources of input [32]. To 
organize and structure feedback obtained through MSF 
more effectively, digital assessment instruments can play 
a pivotal role. Previous studies have explored the use of 
digital instruments like e-portfolios, which facilitate the 
collection, documentation, and organization of feedback 
from diverse sources. These instruments provide stu-
dents with accessible insights into their progress, serving 
as valuable resources for reflective discussions or grading 
purposes when aligned with the intended LOs [33, 34]. In 
this context, the digital instrument enables the integra-
tion of MSF creating a platform to gather insights from 
supervisors, peers, and patients to provide a broader 
view of a student’s competencies. These insights identi-
fied in prior research led to the aim of the study, which 
was to describe nursing students’ experiences with MSF 
during their clinical education in the EMS, using a digital 
instrument as a facilitating tool.

Methods
Study design
This study with a qualitative study design utilized focus 
groups, guided by a semi-structured interview guide. 
Focus groups were chosen to facilitate collective discus-
sion on students’ experiences with MSF, enhancing recall, 
interaction, and dialogue and, encouraging diverse per-
spectives during the focus group interview [35]. The col-
lected data was analyzed using reflexive thematic analysis 
outlined by Brown and Clarke [36]. The study was sys-
tematically organized following as outlined in COREQ 
(described in appendix 3). Codes, categories, and themes 
can be reviewed in Appendix 1 [37, 38].

Multisource feedback using a digital instrument
During their clinical education, students utilized a digital 
instrument to collect MSF using the Ambulance Assess-
ment Instrument (AAI) as the designated assessment 
instrument. The AAI is an adaptation of the standard 
assessment instrument named Assessment of Clinical 
Education (ACIEd) used in nursing education [19]. The 
adaption of the instrument was validated by Nilsson et 
al. [39] by using 50 supervisors who assessed students’ 
performance in four simulated patient encounters using 
both AAI and ACIEd. In the study, no significant dif-
ferences in pass/fail gradings using the two assessment 
instruments were found. The AAI instrument contains 
13 LO`s derived from the course curriculum. Four of the 
LO`s was especially aimed for patients and their next of 
kin. Two LO `s was specific for other healthcare profes-
sionals, for example, RNs at the emergency department. 
Seven LO`s were specific for supervisors, students, and 
peers. In addition, supervisors, students, and peers were 
intended to use all 13 LO`s. The AAI lacks clear assess-
ment criteria due to the varying complexity of patient 

cases, requiring supervisors to rely on their expertise 
to evaluate students based on each case’s specific chal-
lenges. The AAI used a Likert scale ranging from one to 
seven, where one was described as “Not at all,” and seven 
was described as “To a very high degree.” The AAI can be 
found in Appendix 2.

To collect feedback from the different available sources, 
the students used the time between care encounters. 
The time available to collect the feedback varied from 
minutes to hours, depending on the daily workload in 
the EMS. Students received weekly summaries of their 
assessments during Monday gatherings led by a clini-
cal supervisor, who coordinated and supported them 
throughout their clinical education. Since the software 
used in the study lacked an easy way to extract historical 
data, the first author and supporting clinical supervisors 
prepared these summaries. The summaries were indi-
vidually presented as pie charts and discussed at a gen-
eral level. Individual discussions with clinical supervisors 
were also offered to address individual questions about 
the assessments.

Setting
This study was conducted in 2021 in the EMS company 
owned by the county “Ambulansen I StorStockholm 
AB (AISAB)” in Stockholm, Sweden. The students were 
placed at two ambulance stations located in densely 
populated areas with a high caseload. In accordance with 
Wallin et al. (2013) high caseloads in the EMS are essen-
tial for a rich learning environment due to the variety of 
patient encounters [5]. The clinical education was con-
ducted at all hours of the day, totaling 32 h per week over 
the six-week period.

The EMS supervisors were RNs with an additional 
year of training in emergency care and at least one year 
of employment within the EMS. During students’ clini-
cal education, supervisors were responsible for provid-
ing pedagogical guidance through feedback following the 
course curriculum outlines in the LO`s. All supervisors 
had pedagogical education in their basic nursing edu-
cation, and most supervisors have conducted a shorter 
pedagogical education provided by the region. Pedagogi-
cal support for the clinical supervisors could be found in 
the EMS organization by a supervisor specifically tasked 
with coordinating and supporting clinical education in 
the service. EMTs were a part of the EMS team and par-
ticipated in the daily pedagogical work.

Participants
A convenience sample of nursing students was utilized 
for this study, selected based on their availability to par-
ticipate during their clinical education in the EMS [40]. 
The participants were recruited from a university nurs-
ing program in Stockholm, which spans six semesters 
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over three years and awards 180 credits within the Euro-
pean Credit Transfer System, culminating in a bachelor’s 
degree. The study recruited students in their final semes-
ter, where the curriculum focused on emergency care. All 
32 students participating in clinical education during the 
study period were invited to participate, and 31 agreed 
to participate. The non-participating student declined 
due to concerns about potential negative impacts on his/
her studies. Comprehensive written and oral informa-
tion about the study and a consent form were provided to 
all participants before the students started their clinical 
education.

Data collection
Four focus groups were conducted after completing stu-
dents’ clinical education in the EMS, and all grades were 
finalized. Three focus groups consisted of eight students, 
and one consisted of seven students. The focus groups 
were facilitated by the first author and assisted by one 
clinical supervisor who coordinated and supported the 
students during their clinical education. As the first 
author was well known by the participants and took part 
in the data collection, subjectivity was unavoidable and 
considered an advantage in generating high-quality data 
following Brown and Clark [36]. The researcher used 
the interaction to keep the discussion on topic with-
out hindering the debate between the participants while 
the clinical supervisor took notes [35]. The focus group 
flowed naturally with an encouraging interaction from 
the researcher as stated by the methodology [41].

A semi-structured interview guide was designed for 
this study to guide the discussions in the focus groups. 
The guide was divided into three sections:

1.	 Introduction included a brief explanation of 
the study’s aim, a confirmation of voluntary 
participation, and an assurance that the discussion 
during the focus groups would be audio-recorded.

2.	 Body focused on the students’ experiences with MSF, 
beginning with an open-ended question, “Can you 
describe your experience of multisource feedback?” 
Follow-up probing questions were asked to delve 
deeper into the discussions. The probing questions 
were primarily designed in short sentences, for 
example, “Could you elaborate on that statement?”. 
On several occasions, probing questions were used 
to engage the rest of the group and were designed as 
follows: “What is the rest of the groups’ opinion on 
that matter.”

3.	 Summary provided an opportunity for participants 
to discuss any additional topics not previously 
covered.

Each focus group lasted between 45 and 70  min. The 
interviews were recorded using a voice recorder on two 
separate phones in flight mode, one main phone and one 
as backup, recordings were transcribed verbatim.

Data analysis
Reflexive thematic analysis was employed to analyze 
the four focus groups. The method was chosen due to 
the nature of the data and the study’s aim. To enhance 
methodological coherence, this study adhered to the ten 
recommendations proposed by Braun and Clarke [34]. 
A non-positivist “Big Q” qualitative perspective was 
adopted, emphasizing subjectivity and recognizing the 
researcher as an active participant in the data generation, 
using contextual knowledge to understand the data [35]. 
Within this framework, bias is intentionally acknowl-
edged and leveraged as a resource to deepen understand-
ing of the research context and the nature of participants’ 
experiences. The study aim directed the coding process, 
ensuring that the construction of themes was in line with 
the study’s aim. Initially, the recordings from the focus 
groups were transcribed and reviewed multiple times to 
enable the researcher to become deeply familiar with the 
data. In the subsequent phase, initial condensed units 
were identified. These units were further condensed into 
codes, which were then examined for patterns and simi-
larities. Related codes were grouped together to reduce 
data complexity and identify broader trends within the 
dataset. Finally, these grouped codes were organized into 
categories. Following this, themes were carefully con-
structed with the intent of being a meaning-based inter-
preted story [37]. Lastly, the themes and categories were 
linked back to the narrative, ensuring that the themes 
accurately represented the complete story and that each 
theme was distinct and informative. Finally, the report 
was compiled using the identified themes and categories. 
The research team was closely involved in constructing 
of categories and the themes and how they fit with the 
narrative.

Rigour
To ensure trustworthiness in this qualitative study, the 
principles of credibility, dependability, and transferabil-
ity need to be addressed. Credibility in this study was 
ensured by including 31 nursing students in their final 
semester, who were assigned for clinical education in 
the EMS without special selection, making them repre-
sentative of the broader cohort of nursing student. The 
data collection reflected the EMS context, and the analy-
sis process was reinforced through research team, which 
holds extensive experience from the context, the nursing 
education as well as methodological experience. Discus-
sions, ensuring rigorous data interpretation was pre-
formed [42]. Dependability was ensured by standardizing 
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the interview process. All interviews were conducted by 
the first author with the support of a clinical supervisor, 
using a semi-structured interview guide. This approach 
ensured that all participants were asked the same initial 
questions while allowing follow-up questions to vary 
based on individual responses. To enhance transferabil-
ity, the study provides a description of the research con-
text, participant’s academic background, data collection 
methods, analytical procedures, and presentation of find-
ings. This transparency allows readers to assess the appli-
cability of the study’s findings to other contexts [43].

Results
The themes, categories and codes were identified through 
reflexive thematic analysis, supported by representative 
quotations from students, capturing their diverse per-
spectives on MSF when utilizing a digital assessment 
instrument. Three major themes emerged from the analy-
sis of data collected from four student focus groups, with 
each theme encompassing various categories that reflect 
the nuanced experiences and insights of the participants.

Each theme is described in detail through its cor-
responding categories, which provide a deeper under-
standing of the student’s experiences with the feedback 

process. These themes, along with their categories, offer 
a comprehensive overview of how students perceive MSF, 
highlighting its positive impacts as well as areas requiring 
improvement. Table 1 presents a summary of the themes 
and categories that emerged from the qualitative analysis, 
along with illustrative quotations from both students and 
faculty/administrators, providing further context. Below, 
each theme is described in greater detail to enhance the 
understanding of the findings.

Feedback from sources familiar with the learning 
outcomes
Students discussed diverse experiences related to feed-
back from sources familiar with the LOs. These expe-
riences were organized into categories based on the 
sources of the feedback, resulting in the following three 
categories: Self-reflection, Feedback from peers, and 
Feedback from supervisor.

Students generally described the experience of self-
reflection as positive. This feedback instigated a personal 
reflection on the student’s performances. The insights 
that the students had then facilitated discussions with 
their supervisors and their peers, leading to constructive 
feedback from both parties.

“Then I recalled: What did I do regarding the LO? 
Did I do it well, and what could I have done differ-
ently?” (Focus Group 1).
“A bit of self-reflection is good.” (Focus Group 1).

The students described being more critical in their reflec-
tions on their own performances compared to other 
sources like supervisors or peers. Therefore, the discus-
sions with peers and supervisors were crucial to trans-
form self-criticism into constructive feedback. Two 
student’s comments illustrated this:

“You don’t want to give yourself a seven (using the 
1–7 Likert scale), you can always do better.” (Focus 
Group 4).
“I am so critical towards myself that it becomes 
straining.” (Focus Group 1).

Overall, the students concluded that self-reflection, com-
bined with supervisory feedback, was beneficial for their 
learning since it motivated them to reflect on their per-
formances instead of simply performing tasks. The stu-
dents also concluded that more frequent self-reflection 
would be beneficial. They suggested that self-reflection 
could enhance the quality of care they provide and their 
ongoing development toward becoming RN. This was 
exemplified by one student saying:

Table 1
Themes Categories Sample quotations
Feedback 
from 
sources 
familiar 
with the 
LOs*

Self-reflection
Feedback from 
peers
Feedback from 
supervisor

Then I recalled: What did I do regarding 
the LO? Did I do it well, and what could I 
have done differently.
I am so critical towards myself that it 
becomes straining.
I could support my peer using the 
peer-assessments.
I feel that if I don’t get feedback then I 
become lost

Feedback 
from 
sources 
unfamiliar 
with the 
LOs

Feedback from 
patients
Feedback from 
other care 
professionals

The patients are not familiar with what we 
students do.
I could not accept the feedback provided. I 
knew I did nothing wrong.
The handover needs to be comprehensible 
for the one who receives it and is supposed 
to pass it on in the organization wherefore, 
his or her feedback is super important.
Everyone is sitting inline, waiting to give 
their handover rapport and it doesn’t feel 
like the right time

General 
percep-
tions of 
MSF** 
in the 
EMS***

Context
Multisource 
feedback in the 
EMS

Finding the right time for feedback is a 
challenge.
It would be easier, definitely. In a nursing 
department.
This instrument would be amazing to 
show at the assessment conference with 
all the different assessments. We could 
say, “Look, this is how the student has 
developed and progressed, with all these 
measurements and assessments.”

* LO- Learning Objectives ** MSF- Multisource Feedback *** EMS- Emergency 
medical service
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“I believe that if I would have self-reflected more reg-
ularly, like every day, at least once a day would have 
been fun.” (Focus Group 2).

Students described feedback from peers as a positive 
experience. They noted that such feedback facilitated 
discussions and encouraged peer dialogue, thereby sup-
porting each other’s learning and development towards 
becoming RN. Reflecting on their experiences with 
peer feedback during caregiving encounters, students 
remarked:

“Feedback from peers was educational.” (Focus Group 
1).

“Feedback from peers created discussions.” (Focus Group 
4).

“Reflections instigated dialog.” (Focus Group 4).
The students highlighted that feedback from peers fos-

tered a supportive environment, enabling them to assist 
one another. They discussed that feedback from peers 
encouraged reflection and cultivated a sense of camara-
derie and mutual support. This support was particularly 
valuable given the recurring sense of vulnerability stu-
dents often experience during their clinical education. 
The students said:

“We saw each other’s progression.” (Focus Group 1).

“I could support my peer using the peer-assessments.” 
(Focus Group 2).

However, the students also discussed the potential 
challenges of providing feedback to peers who were 
struggling with their learning progress. This related to 
the fact that the students worked closely together dur-
ing their clinical education and criticism could jeopar-
dize the comradery and the team spirit. Furthermore, the 
students identified that different personal goals during 
clinical education could be hampering and could provide 
challenges in giving feedback. The students exemplified 
this by saying:

“It would probably be hard to provide feedback if 
someone was performing badly.” (Focus Group 3).

“It would be difficult if the level of ambition differed.” 
(Focus Group 4).

On the other hand, students discussed the supporting 
nature of the assessment instrument. Students described 
that the assessment instrument could be helpful in situ-
ations where constructive criticism could be challenging 
to convey. The assessment instrument provided structure 
and a sense of objectivity for the peer. The assessment 
instrument helped make the feedback less dramatic for 
the receiving party. A student said:

“Couldn’t it be good and nice if you could use the 
assessment instrument as a tool for giving feedback? 
Then you don’t need to confront your peer.” (Focus 
Group 3).

Students regarded feedback from supervisors as essential 
for their professional development. The feedback pro-
vided critical direction, without which they felt disori-
ented. Additionally, the feedback contributed to students 
feeling recognized as individuals. The students said:

“You want to know that you’re on the right path.” (Focus 
Group 4).

“I feel that if I don’t get feedback then I become lost.” 
(Focus Group 4).

“Feedback is very important for me to feel seen.” (Focus 
Group 4).

The students also discussed the potential benefits of 
anonymity in supervisor feedback, suggesting it might 
lead to less biased feedback. Students discussed that 
the supervisors might avoid giving negative feedback to 
avoid confrontation which is exemplified by one student 
statement:

”Feedback could be done anonymously, then it becomes 
a fairer assessment.” (Focus Group 2).

Moreover, students expressed a desire for more con-
structive feedback from their supervisors. The feedback 
from supervisors was seen as a cornerstone of student 
education and, thereby, as the most important.

“I would have wished for more, more constructive 
feedback.” (Focus Group 1).

Feedback from sources unfamiliar with the learning 
outcomes
Students’ experiences of feedback from sources unfa-
miliar with the LOs were diverse in nature. These expe-
riences were organized into categories based on the 
sources of the feedback, resulting in the following two 
categories: Feedback from patients and Feedback from 
other care professionals.

Students described difficulties in gathering feedback 
from patients. Various issues were highlighted, particu-
larly the patients’ inability to provide informed feedback 
on LOs they had no prior knowledge about. Additionally, 
patients limited understanding of the educational process 
made their feedback seem arbitrary. As some students 
remarked:

“Patients and next of kin are so unknowing of the 
meaning of the clinical education. The feedback 
becomes unfunded.” (Focus Group 1).
“We had a discussion with a patient, and he didn’t 
even understand the meaning of the words.” (Focus 
Group 2).
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”The patients are not familiar with what we students do.” 
(Focus Group 1).

The students also claimed that patients’ medical and 
psychological status affected their ability to provide feed-
back. The students reflected on the fact that they felt that 
patients tended to focus solely on themselves in their 
time of need thereby not being able to provide feedback 
on staff performances. They also claimed complications 
related to the patient’s age were elderly patients and chil-
dren struggled with the quantity of the LOs. The students 
stated:

“It is hard to ask for assessments when someone is 
filled with anxiety and only wants to be helped.” 
(Focus Group 2).
Elderly and children primarily. It might be enough 
with five questions for them.
(Focus Group 2).

The students also described feeling uncomfortable asking 
patients for feedback. The students also reflected upon 
prior statements about believing in patients’ medical and 
psychological status and reasoned that their prejudices 
might be the real obstacle in asking for feedback.

“For me, it felt hard if it concerned patients and next 
of kin.” (Asking for feedback).
(Focus Group 1).
“I believe that it is more about me feeling uncomfort-
able with handing it over to the patient (the assess-
ment instrument). It is more about me than the 
patient or the instrument.” (Focus Group 1).

Some students also had negative feelings about feed-
back provided by patients. These concerns were related 
both to how the feedback was perceived and to poten-
tial biases in the feedback. Students discussed that they 
struggled with accepting negative feedback from patients 
which was not in line with their reflections on their per-
formances. Students noted that they tended to ask for 
feedback from patients with a more positive demeanor, 
which often resulted in receiving more praise than con-
structive criticism.

“I could not take to me the feedback provided. I knew I 
did nothing wrong.” (Focus Group 3)

”It naturally happens that patients that respond 
perhaps are those who are more satisfied patients 
from the start, so it becomes skewed.” (Focus Group 
4).

“As I said, a certain patient group is selected when asking 
for assessments.” (Focus Group 3).

The students also described positive experiences with 
feedback from patients. The students recognized that the 
patient’s perspective of the care provided, and that infor-
mation could be beneficial for their development. The 
students also recognized that their own and the super-
visor’s reflections on the care provided could dilute the 
information and skew the perspective.

”It is very valuable to know how you handled the situa-
tion.” (Focus Group 1).

“It is good to get insights on the patient perspective.” 
(Focus Group 3)

“They can provide more details about how they have 
experienced the encounter instead of the supervi-
sor telling me how the caring encounter was.” (Focus 
Group 4).

The students expressed generally positive views about 
other care professional’s feedback. They emphasized 
the value of receiving insights from diverse perspec-
tives within the healthcare setting, noting the particular 
importance of feedback from RNs who directly receive 
handovers. The students also discussed expanding feed-
back from other care professionals to additional sources 
due to its invaluable perspective on their performance. 
The students articulated that:

“The handover needs to be comprehensible for the 
one who receives it and is supposed to pass it on in 
the organization wherefore, his or her feedback is 
super important.” (Focus Group 1).

“It feels superb to get feedback on the handover” (from the 
receiving RN) (Focus Group 2).

“Additional sources involved in patient care would have 
been beneficial.” (Focus Group 1).

However, students also identified challenges in receiv-
ing feedback from other healthcare professionals, mainly 
due to workload and timing constraints. The students dis-
cussed whether the feedback from a stressed healthcare 
professional could be overly negative due to the negative 
attitude of the student in question. They also discussed 
that the feedback could be given in a sloppy matter due 
to the workload and the unwillingness to give feedback. 
They highlighted several issues related to this.

“There was no time for that.” (Focus Group 1).
“They are already signing because it takes longer for us.” 

(Focus Group 2)

“Everyone is sitting inline, waiting to give their 
handover rapport and it doesn’t feel like the right 
time.” (Focus Group 4).
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General perceptions of multisource feedback in emergency 
medical service
The students also discussed the contextual influence 
of MSF and MSF in general in relation to their learning 
progress. This resulted in two categories: Context and 
Multisource feedback in the EMS.

During the focus groups, students highlighted several 
contextual challenges they faced regarding MSF during 
their clinical placements, comparing their experiences 
across different clinical environments. They noted spe-
cific obstacles in the EMS with the high stress setting 
and patients with medical and nursing needs that those 
students seldom had encountered previously in their 
education. The inherently stressful nature of working 
in ambulances and the difficulty in finding appropriate 
times to provide feedback were significant issues. The 
students said:

“It is very stressful in the ambulance.” (Focus Group 
4).
“Finding the right time for feedback is a challenge.” 
(Focus Group 2).
“It becomes a discussion for like 15 minutes or so for 
every patient and that kind of time doesn’t exist.” 
(Focus Group 1).

The students suggested that wards within the hospi-
tal might be more conducive to MSF. They emphasized 
the advantages of longer patient stays, which facilitate 
the development of relationships between students and 
patients. This setting also allows the possibility of leaving 
the assessment instruments with patients and returning 
later, giving patients more time to provide helpful feed-
back. The students commented:

“It would be easier, definitely.” (In a nursing depart-
ment) (Focus groups 2 & 3).
“You see the patient more frequently over a longer 
period of time.” (Focus Group 4).
“You can leave it and come back at a later time.” 
(The assessment instrument) (Focus group 1).

When discussing the pedagogical method, students gen-
erally regarded MSF positively. They appreciated the 
diverse perspectives, noting that it enriched the quality 
of team discussions and interactions with their supervi-
sor. Students recognized that MSF offered more compre-
hensive and fair feedback, as it incorporated documented 
assessments from multiple sources. This multifaceted 
feedback provided a well-rounded view of their perfor-
mance, which was valuable both for constructive discus-
sions and for the grading process.

“Because we had different supervisors, it felt like it gave 
a fair picture.” (Focus Group 2)

“This instrument would be amazing to show at the 
assessment conference with all the different assess-
ments. We could say, “Look, this is how the student 
has developed and progressed, with all these mea-
surements and assessments.” (Focus Group 4).
“Many people have been involved in this, and the 
evaluations are interconnected.” (Focus Group 4).

Discussion
The aim of the study was to describe nursing students’ 
experiences with MSF during their clinical education in 
the EMS, using a digital instrument as a facilitating tool. 
The main findings showed that self-reflection supported 
the students to identify strengths and areas for improve-
ment, but without structure, it could lead to excessive 
self-criticism. As previous research shows, supervisors 
should guide students to maintain a balanced perspective, 
fostering actionable insights and reducing self-criticism, 
thereby enhancing the effectiveness of self-reflection 
in clinical education [44]. To address this, integrating 
structured self-reflection such as MSF, guided journals, 
or digital instruments, could provide a more construc-
tive framework. Students highly valued peer feedback in 
MSF for fostering dialogue, support, and learning, par-
ticularly during vulnerable moments in clinical educa-
tion. It enhanced teamwork, eased stress, and facilitated 
learning, though giving negative feedback was stressful, 
as noted in previous research [45]. To ensure feedback 
remains constructive, structured support is essential, 
therefore MSF assessment instrument should provide 
necessary guidance and thereby reduce emotional strain. 
Using a peer feedback construct outlining agreed-upon 
rules could mitigate the discomfort associated with deliv-
ering criticism, which is known to be difficult from prior 
studies [43]. Supervisors’ feedback was vital for MSF suc-
cess, but also required supervisors to expand their roles 
beyond their traditional duties as supervisors, as feed-
back was provided from multiple sources. Effective MSF 
necessitates support through training on methodology 
and assessment instruments. Strengthening supervisor 
roles can involve collaborative strategies that promote 
shared learning and professional development, improving 
feedback delivery and optimizing the implementation of 
MSF [46, 47]. The results indicate that anonymous feed-
back mechanisms could promote fairness and honesty 
which could be facilitated by using the digital instrument.

As in a previous study, our findings showed that patient 
feedback posed challenges due to selection bias [48]. This 
highlights the need for structured approaches to engage a 
diverse range of patients, incorporating perspectives on 
care needs and individual differences. Integrating patient 
voices and guidance on feedback can promote patient-
centred care and enhance learning. Feedback from 
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healthcare professionals was highly valued by students 
but often restricted due to high-pressure environments 
and stressful handovers. To streamline the process, a 
dedicated digital platform, managed by the responsi-
ble nurse, could be pre-programmed with the selected, 
relevant LO`s, which can then be easily linked to the 
current student. This would allow students to review 
and discuss insights with supervisors and peers later, 
enhancing learning and reflection [49]. Nursing students 
acknowledged the inherently stressful nature of the EMS 
context which is earlier described by Nilsson et al. [47], 
emphasizing the need for support systems and dedicated 
forums where they can process their emotions and expe-
riences. To address logistical challenges, shorter, focused 
feedback sessions could reduce pressure on students and 
supervisors [50]. Despite challenges of using the digital 
instrument and collecting feedback, students generally 
appreciated the pedagogical value of MSF, recognizing its 
ability to provide diverse perspectives and the fairness of 
feedback from multiple sources. The MSF offers a unique 
opportunity to not only foster learning but also create 
reflective, supportive moments for students. Through 
these discussions, students can explore their progression 
and gain emotional support [51].

Limitations
A limitation of this study is related to the context of EMS. 
While EMS for clinical education requires rapid assess-
ments and care for diverse patient complaints and needs, 
introducing MSF may have added stress for students, 
potentially influencing their perceptions of MSF. In less 
stressful clinical settings, where students have more 
time and a quiet space for assessment and feedback, the 
instrument might yield different results and experiences.

Variations in EMS systems, such as patient demograph-
ics, clinical protocols, and educational frameworks, pose 
challenges for comparing the effect and feasibility of 
MSF, as different systems may yield varying outcomes 
due to different demands. These disparities underscore 
the need for context-specific adaptations when applying 
our findings to different EMS systems. The transcripts 
were not sent to students for confirmation; however, they 
were given the opportunity to review them before analy-
sis began. No student expressed interest in doing so. They 
were also informed that they could request access to their 
transcripts at any time if they changed their mind. This 
study was conducted after the COVID-19 pandemic, 
which introduced challenges in collecting MSF, particu-
larly restrictions on students’ interactions with patients’ 
next of kin due to EMS protocols. These limitations likely 
impacted the breadth of students’ clinical experiences, 
as they had fewer opportunities to engage in person-
centered care, including communication with next of kin. 
This restriction may also have altered both the learning 

environment and the way students applied the assess-
ment instrument.

The interview guide was not piloted due to scheduling 
constraints, as student availability is limited to once per 
semester, and a pilot would have delayed data collection 
and the ongoing PhD project. Given that this study is the 
final in a series using similar methods, including inter-
view guides, the research team was confident in its effec-
tiveness for ensuring high-quality data.

Conclusion
This study emphasizes the valuable role of MSF in nurs-
ing students’ clinical education within the EMS con-
text, highlighting the impact of feedback from various 
sources on learning. Structured self-reflection enhances 
self-awareness and professional growth, while peer and 
supervisor feedback foster mutual support, though chal-
lenges such as stress were noted. The need for structured 
support to maintain constructive feedback, especially in 
peer and supervisor interactions, was identified. Despite 
barriers, integrating a digital instrument offers poten-
tial for more accessible, timely feedback aligned with 
learning outcomes. Overall, MSF encourages reflec-
tive practice, emotional support, and team dynamics, 
contributing to students’ professional development and 
calling for continued refinement of feedback processes. 
Further research focusing on improving the process of 
feedback from sources unfamiliar with the LO`s and the 
assessment instrument is needed.
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