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Supplementary material. Appendix 3 

Results: SUPPLEMENTARY INFORMATION  

Comparison 2: The effect of verbal face-to-face feedback on performance, 

compared to alternative feedback:  

Included studies 

Participants  

Included studies involved medical students (1076, 55%) in 14 studies,1-14 mixed health 

professional students (640, 32%) in one study,15 pharmacy students (153, 8%) in one study16 

and doctors (105, 5%) in four studies.17-20  

Participants were novice to the task in 11 studies (11/20, 55%). Three studies documented prior 

experience: one study involved attending physicians teaching on ward rounds with a range of 

experience20 and two studies documented previous training including CPR12 and history taking 

and communication skills in medical students.11 The remaining six studies did not report this 

information. One of these studies15 involved teaching CPR to first year health professional 

students across a mix of disciplines, some of whom may have had prior experience. One study19 

involved evaluating professional and clinical skills in first year paediatric residents who likely 

had relevant training as medical students. In two of these studies, the baseline performance of 

junior medical students’ attempting surgical knot tying was poor, which suggest limited prior 

experience.2, 3 In the last two studies there was no information on prior experience: one assessed 

a simulated medication consultation by third year pharmacy students16 and another9 assessed 

case presentation skills in third year medical students in their paediatric attachment. 

Workplace tasks and Settings  

All studies included assessment of a discrete task except two studies which involved 

longitudinal evaluations.19, 20 Three studies evaluated performance in a clinical practice setting 
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(involving teaching skills20 professional and communication skills19 and oral case 

presentations9) and the remaining 17 assessed performance in a simulated environment.1-8, 10-18 

Simulated surgical tasks included suturing and/or knot tying,1-3, 10, 14 bench top surgical 

procedures such as vascular anastomosis,18 flexible ureteroscopy for urolithiasis,5 renal artery 

angioplasty and stent placment,17 or surgery using a VR simulator for a laparoscopic 

salpingectomy.13 Simulated critical care tasks included basic life support (BLS)/CPR,12, 15 

intubation6 and pharmacist-patient consultation.16  The remaining simulated tasks included a 

hearing test,7, 8 simulated patient consultation11 and  nasogastric tube insertion.4 

Interventions  

Each study included at least one verbal face-to-face feedback group, in accordance with the 

inclusion criteria.  

Some studies investigated straightforward variations in feedback, including differences in 

frequency (low or high4), stage of practice (early or late5), different feedback models (‘learning 

conversation’ compared with ‘feedback sandwich’ frameworks15), source expertise (expert or 

peer17) and expert feedback compared to compliments.2, 3 Another collection of studies 

explored the effect of adding expert feedback to other interventions, such as in addition to 

simulator performance data12, 13 or to written feedback;19, 20 or adding expert review of a 

participant’s performance video to a practice session in which expert feedback was available.18 

One study1 compared verbal feedback by an expert who had just directly observed the 

performance, with written feedback emailed later that day by another expert who watched a 

video of the performance. Other studies explored more complex phenomena. One study6 

compared two feedback variations in different combinations across four groups. One variation 

compared an evaluative verbal comment from an expert, to a written numerical performance 

rating. The second variation involved an individual comparing their performance evaluation to 

either their own previous attempts (highlighting individual progress) or to expected 
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performance at student, resident or specialist level (comparison with others). Another research 

group investigated two complex influences in separate studies. One study8 examined how the 

credibility of the feedback provider (high or low credibility) influenced learner outcomes. The 

other study7 examined the effect of phrasing corrective information in different ways, so in one 

intervention corrective information was framed within a positive phrase whereas in the other, 

it was framed within a critical phrase.  

Research funding  

One study12 was loaned a device by Philips as detailed earlier, seven studies received funding 

from independent institutions,4, 6, 9, 13, 14, 19, 20 six studies did not receive any funding2, 5, 7, 8, 11, 17 

and six studies did not report information on funding.1, 3, 10, 15, 16, 18 

 

Risk of bias  

The risk of bias assessment for the comparison of verbal face-to-face feedback to alternative 

feedback is presented in Figure 3. Seven described an adequate method for randomised 

sequence generation and allocation concealment, so we rated these studies as ‘low risk’.1, 7-9, 12, 

13, 15 Two studies had adequate random sequence generation, which we rated ‘low risk’ but had 

insufficient information on allocation concealment, which we rated ‘unclear risk’.11, 19 The 

remaining studies simply stated participants were ‘randomised’ and had insufficient 

information on allocation concealment, both of which we rated ‘unclear risk’. Two studies 

described inconsistencies with randomisation, so these were rated ‘high risk’ of bias for 

sequence generation and allocation concealment.6, 16 There was unequal baseline performance 

between groups reported in one study8 and identified from another study’s data (obtained from 

authors).1 No statistically significant differences in baseline performance between groups were 

reported in seven studies 2, 4, 5, 8, 14, 19, 20 and baseline performance was not reported in eleven 

Supplementary material BMJ Open

 doi: 10.1136/bmjopen-2019-030672:e030672. 10 2020;BMJ Open, et al. Johnson CE



4 

 

studies.3, 6, 9-13, 15-18 None could blind participants or research team members due to the face-to-

face feedback interventions. However we thought this was not likely to influence the outcome 

as implementation and adherence to the intervention were not affected in all studies, which 

were rated ‘low risk’, except one in which some participants may not have experienced the 

intervention they were allocated to, so it was rated ‘unclear’.9 The outcome was assessed by 

blinded assessors or machines in all studies, which were rated ‘low risk’ except two studies 

that did not explicitly describe blinded assessors, which were rated ‘unclear’8, 20 and four 

studies that seemed to have assessors who were aware of participant allocation, so these were 

rated ‘high risk’.10, 11, 16 All had high proportions of participant completion data except three7, 

8, 18 and one report provided insufficient information.3 Three studies had prior published 

protocols and reported all outcomes as planned, so they were rated ‘low risk’.13, 15, 19 All of the 

others did not have a prior published protocol but did present outcomes as expected and were 

rated as ‘unclear’,1-9, 11, 12, 14, 16-18, 20 except one study which was rated as ‘high risk’.10 

In summarising the risk of bias across domains within each study, two studies were rated as 

low risk13, 15 as all domains were rated as ‘low risk’ of bias, seven studies were rated as ‘high 

risk’ because at least one domain was rated as ‘high risk’,6-8, 10, 16, 18 and the remaining studies 

were rated as ‘unclear’ as they had at least one domain with ‘unclear’ risk but no ‘high risk’ 

ratings. 
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