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Background: During a time of increased faculty shortages, nursing programs rely
heavily on adjunct instructors to facilitate clinical learning experiences essential for
fostering clinical reasoning and multiple ways of thinking. A significant component of
clinical learning is the reflective feedback conversation that occurs between instructor
and student. Quality feedback conversations use specific techniques that explicitly
encourage students to reflect, analyze, and extrapolate learning to other contexts.
Comparing actual performance to desired performance through the exploration and
analysis of learner thoughts and actions is an effective modality to help close learning
gaps and impact future performance. However, many clinical instructors responsible for
facilitating feedback conversations are inadequately prepared to do so, lacking the
pedagogical training necessary to maximize learning. Current resources for clinical
instructors fail to provide a clear framework that guides instructors on how to facilitate
feedback conversations for quality learning.

Methods: To address the need for a tool that can guide the development of feedback
skills and assess feedback behaviors among clinical instructors, The Feedback
Assessment for Clinical Education (FACE) was developed. The FACE was designed to
assess instructor behaviors associated with facilitating quality feedback conversations
across clinical settings and disciplines. Using a multiphase approach, the FACE tool,
comprising a rating form and rater handbook, was developed using Mezirow’s
Transformative Learning Theory, multidisciplinary research, and experts from the fields
of education, organizational behavior, psychology, and health sciences. An iterative
comparative process using theory and research guided the identification and development
of key constructs associated with effective feedback conversations.

Results: Qualitative content validity testing informed the operationalization of
constructs into behavioral indicators and resulted in a six element behaviorally anchored
rating scale. Quantitative content validity testing using Lawshe’s Content Validity Ratio
and the Content Validity Index suggest strong content validity at each level of the tool.

Conclusions: This work offers a theory-based, research-driven tool to assess the quality
of feedback in clinical settings and presents opportunities across education, research, and
practice to enhance the current state of knowledge on best practices of feedback
conversations. Future psychometric testing is needed to fully appreciate the potential of
the FACE tool.
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Chapter One Introduction
This work, presented under the manuscript dissertation option, focused on the
refinement of a tool for assessing the quality of feedback conversations in clinical
learning environments. This chapter provides context for the body of work represented in
subsequent chapters. It examines the importance of feedback conversations in clinical
learning environments, describes the problem of inadequate clinical instructor training,
and proposes the need for instructors with high quality feedback skills in order to enhance
clinical learning. It also presents an overview of the approach used to refine a tool to train
instructors how to conduct quality feedback conversations.
1.1 Statement of Problem
During a time of increased faculty shortages,1,2 medical and nursing education
programs are charged with preparing competent clinicians to care for diverse populations
across the lifespan.3,4 Graduates must be proficient and reflective practitioners capable of
functioning in a current era of increased acuity and complex systems of care. However,
according to the Carnegie Foundation for the Advancement of Teaching, medical and
nursing students lack adequate preparation for significant changes in the knowledge,
technology, and nature of professional practice.5 In light of the need to advance
healthcare education, the recent Carnegie Foundation reports3,6 for medical and nursing
education included several recommendations to: expand clinical instruction; integrate
formal knowledge and clinical experience; maintain an emphasis on salience and situated
cognition; and individualize the learning process.
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Clinical education is fundamental to addressing the Carnegie Foundation’s
recommendations. Clinical teaching guided by a skilled instructor is an effective
approach to facilitating the synthesis and application of salient concepts.7,8 A critical
component of clinical teaching is the structured feedback conversation that occurs
immediately after a learning experience. Feedback conversations are analogous to
debriefings that occur after simulated learning experiences and serve to identify and close
gaps in learners’ knowledge and skills.9,10,11 Feedback conversations are the critical point
during which meaningful connections and transformation of higher-level thinking
occur.12,13 They stimulate reflection-on-action after concrete experiences, resulting in
deeper double-loop learning that leads to cognitive reframing and change in practice.11,1416

Effective feedback conversations can maximize learning outcomes by allowing the

integration of concepts, knowledge, and values into pre-existing knowledge, promoting
multi-dimensional growth of the learner.17,18 They facilitate contextualization, encourage
diverse ways of thinking, and promote application of salient concepts.19 Furthermore,
feedback conversations serve as a bridge between classroom and clinical teaching.8 The
reflective process integral to feedback conversations helps to promote the development of
clinical reasoning, multiple ways of thinking, and transformative experiences identified
as critical needs within the Carnegie Reports.3,6 For feedback conversations to foster selfreflective practice and impact future performance, clinical instructors should use specific
techniques that explicitly encourage students to reflect, analyze, and extrapolate learning
to other contexts.11,20,21 Healthcare educators need to be equipped with the knowledge
and skills necessary to integrate these techniques into clinical teaching. However, the

	
  

2

current state of clinical instructor training poses a challenge to facilitating feedback
conversations capable of shaping clinical practice and inspiring lifelong learners.
Academia is employing an increasing number of new instructors to teach in
clinical settings.22 According to the National League for Nursing, nearly 50% of nursing
schools use part-time faculty as the primary strategy for filling vacant faculty positions.23
In Maryland, 95% of all clinical nursing instructors are part-time.24 While these
instructors have a high level of clinical expertise, they often have limited formal training
as an educator, including how to provide effective feedback in clinical settings.22,25-31
This notable gap in the preparation of clinical faculty is a significant weakness when
educators are faced with the charge of helping learners identify and close learning gaps
while developing clinical reasoning and multiple ways of thinking in an era of
extraordinary knowledge growth.3,6
Instructor preparation is not the only challenge to providing high quality feedback
conversations in clinical learning environments. Medical education also relies heavily on
a large workforce of clinical faculty where turnover rates range from 22.6% to 36.8%
across medical specialties.2 Turnover and retention issues are not unique to medical
education. Workload, compensation, and desire to continue a clinical practice contribute
to growing turnover rates among nursing clinical instructors.23,31 For both medical and
nursing education, frequent turnover requires continual training of instructors on the
skills and techniques essential to clinical teaching and feedback conversations. In order to
build expertise and maximize clinical learning, academia is faced with training a clinical
instructor workforce that lacks formal teaching preparation amid nearly constant
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instructor turnover. Consequently, there is a need for a robust and standard approach to
training part-time clinical instructors on how to conduct quality feedback conversations.
It is important for the standard approach to reflect the reciprocal and reflective
dialogue essential for reflective practice.32,33 Students do not always recognize feedback
when it is given and when they do, students tend to appraise its quality and usefulness
differently than the instructors providing the feedback.34-42 Similarly, there is an inverse
relationship between student self-assessment and faculty assessment of student
performance,43 suggesting a lack of validity in self-assessment when it is not
contextualized through feedback conversations. The inaccuracies of unguided selfrefection and self-assessment are even more problematic when incomplete feedback is
received by an unconsciously incompetent learner; a student who is unaware of what he
or she does not know.44 Self-assessment, reflection, and analysis of desired and actual
performance should be examined with the learner within a psychologically safe and
engaging dialogue. The current state of faculty development is deficient in empowering
clinical instructors to maximize clinical learning in such a way. A framework is needed
that not only outlines a standard approach to quality feedback conversations, but also
allows for adaptation to varied clinical learning contexts.
1.2 Background
Increased emphasis is being placed on ensuring quality education for future
healthcare practitioners who will one day be responsible for patient outcomes and quality
care.3,4,6 Despite an impetus from multiple organizations and leaders within the healthcare
education community,3,4,6,45 there is a lack of focus on enhancing the provision of clinical
feedback that can ultimately contribute to deeper learning. The literature on developing
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clinical faculty feedback skills, assessing the quality of feedback, and measuring
outcomes of feedback is especially sparse.
Although much has been written about faculty development initiatives for fulltime and tenured faculty in classroom settings,25,29,46 there is a paucity of literature
addressing the unique professional development needs of part-time faculty in clinical
settings.25,26,31,47 The lack of attention to part-time faculty development is concerning
considering how heavily academia relies on part-time instructors for clinical education.
With the bulk of meaningful learning occurring during feedback conversations,48 it is
critical that clinical faculty be formally trained in the skills of facilitating high quality
feedback conversations. Despite that need, there is very little published literature
pertaining to training clinical faculty to ensure they have the necessary skills to provide
quality feedback. Instead, studies focus on orientation of clinical faculty to institutional
policies, program curriculum, technology, and procedural resources.26,28,31 Furthermore,
studies that do focus on feedback fail to examine the effectiveness of interventions to
develop the skills necessary for effective feedback in the clinical setting. The current
literature focuses on learner reaction to various forms of feedback,49,50-54 strategies
instructors use to provide feedback,55-58 and learner preferences and satisfaction with
feedback.59 There is a gap in the knowledge about how to best provide faculty
development for effective feedback conversations.60
More recently the research focus has turned toward development and
psychometric testing of clinical assessment tools.61,62 However, those studies are
primarily focused on nursing student performance61,62 and medical student use of
standardized patients.63 Overall, studies in the domain of clinical education fail to address
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assessment of clinical faculty feedback skills. In a study focusing on instructors,
researchers assessed the perceived learning needs of clinical instructors, but the need for
feedback skills was not identified by either the researchers or participants.47 This suggests
a larger problem that instructors may be unaware of the importance of feedback
conversations in clinical learning and speaks to the need for clear faculty development
initiatives for training and assessing instructors on feedback conversations.
Within the domain of nursing, Porter and colleagues64 addressed instrument
development from a different perspective, creating an evaluation form enabling
undergraduate nursing students to evaluate the quality of their clinical learning
experiences and the support they received from clinical faculty. Rather than faculty
evaluating student performance for the purpose of making a judgment, this instrument
was designed for students evaluating clinical faculty for the purpose of program
development. Consistent with other studies, face validity and internal consistency were
tested, but thorough evaluation of other psychometric properties such as construct
validity and inter-rater reliability was omitted. Interestingly, the researchers discovered
an unexpected but alarming finding during data analysis. Only 32% of students reported
receiving interim evaluations from clinical faculty; an integral part of the teaching and
learning process in clinical settings. This sheds light on a potentially more problematic
phenomenon of inadequate assessment and feedback in clinical settings, calling into
question how effectively assessment and feedback are being integrated into clinical
instruction on a consistent basis.
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Although there are extensive studies on outcome measurement in the classroom
setting, research in the clinical setting is limited65 and studies on feedback in clinical
instruction are even scarcer.10,66 Recent reviews of medical and nursing education have
found inconsistent clinical evaluation between courses and schools, with many instructors
using different evaluation modalities.63,65,67,68 None of these reviews focus on assessment
of the instructor’s effectiveness of teaching or provision of feedback in the clinical
setting. Rather, they focus on student performance based on evaluation tools that are
plagued with reliability and validity issues.61,62,68-71 Unfortunately, there continues to be a
lack of recent studies comparing objective learning outcome measures and various
clinical feedback techniques across disciplines.10,66 This significant gap in the literature
was also noted at the Society for Simulation in Healthcare’s Research Summit10 with the
call for further research in the area of debriefing and performance outcomes; a need
which can also be extended to clinical teaching and feedback.
A significant need within the domain of clinical education is the refinement of an
interdisciplinary tool with strong psychometric properties that can be used across settings.
Such a tool is essential to conduct research about the feedback interventions that
significantly impact learning and performance. The tool should fit within a framework
that guides clinical instructors in developing the appropriate knowledge and skills for
feedback conversations that can enhance learning and help improve future performance.
Without such a tool, the progress of knowledge in clinical feedback, assessment, and
evaluation will continue to be considerably limited.
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1.3 Project Overview
The purpose of this project was to refine the Feedback Assessment for Clinical
Education (FACE; see Appendix A) tool which could then be used to assess the quality
of feedback conversations in clinical learning environments. Established theory and a
multidisciplinary group of professionals with education and feedback expertise informed
the revisions of the FACE through qualitative and quantitative content validity testing.
Informed by Jack Mezirow’s Transformative Learning Theory, multidisciplinary
research, and experts from the fields of education, organizational behavior, psychology,
and health sciences, the FACE was refined to reflect essential constructs of quality
feedback conversations for its use across clinical settings and disciplines.
1.4 Significance and Innovation
This work contributes substantively to interdisciplinary education, research, and
practice. It presents a structured approach to training clinical instructors that is adaptable
across learning settings, contexts, and disciplines. It addresses the need for a tool rooted
in theory-based feedback and clinical education principles. Based on the valid and
reliable DASH tool, the refined FACE is one of the first tools that translates the
principles of effective debriefing to clinical settings while incorporating principles unique
to clinical education. Grounded in research and theory, this seminal instrument in the
field of clinical education can serve as both a tool to assess the quality of feedback in
clinical settings and as a framework for educating clinical instructors on effective
feedback strategies. As such, it can serve to inform future faculty development initiatives
and empower clinical instructors to address the Carnegie Report recommendations for
medical and nursing education.3,6 Being theory-based and research driven, the FACE can
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help address the need for improved clinical teaching, enhanced clinical learning, and
improved learner outcomes by providing constructs that can be operationalized and
tested. It also develops the skills of self-reflective practice for both students and
instructors. This work contributes to a growing body of knowledge necessary for
understanding best practices of clinical faculty development and can ultimately help
address the charge to develop clinicians who are able to provide quality care to diverse
populations.
1.5 Aims and Approach
This work examined the FACE, a product of the Debriefing Assessment for
Simulation in Healthcare (DASH; see Appendix B), and translated it into a version
grounded in multidisciplinary feedback principles and clinical education theory. It drew
upon the expertise of researchers and clinicians in the field of education and feedback for
further refinement through qualitative and quantitative content validity testing. In order to
ensure consistent use of the tool, a FACE rater handbook was developed. For purposes of
future discussion, the FACE tool includes both the rating form and the FACE rater
handbook.
Primary Aim: Refine the FACE tool by reviewing theory and multidisciplinary
literature to identify constructs and behavioral indicators fundamental to effective
clinical feedback.
Secondary Aim: Assess the qualitative and quantitative content validity of the
FACE tool using multidisciplinary clinicians and researchers in the field of
education and feedback.
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The following chapters present the body of work in refining the FACE tool. Chapter Two
represents a literature review manuscript and focuses on the literature that undergirds the
FACE revisions. It describes the literature review process and discusses key themes of
effective feedback that informed the constructs and behavioral indicators of the FACE.
Chapter Three is a manuscript of the project’s methodology and examines the processes
involved in refining the tool, to include: mapping the FACE to Jack Mezirow’s
Transformative Learning Theory, reviewing multidisciplinary literature, and conducting
qualitative and quantitative content validity testing. Chapter Four is a manuscript
presenting the findings from the qualitative and quantitative content validity testing and
highlights the revisions made to the FACE. Chapter 5 offers a reflection on the project
and identifies the strengths and limitations, discussing future directions and implications
for education, research, and practice. See Appendix C for the letter of permission to use
the FACE and Appendix D for the Institutional Review Board letter of exempt
determination.
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Chapter Two Literature Review
Effective and Ineffective Behaviors within Feedback Conversations: A Comprehensive
Review1
2.1 Introduction
Multiple organizations and leaders within the healthcare education
community3,4,6,45 are placing increased emphasis on ensuring quality education for future
practitioners who will one day be responsible for patient outcomes and quality care.3,4,6
Recent Carnegie Foundation reports3,6 for medical and nursing education included several
recommendations for enhancing the quality of clinical learning that will require more
highly skilled educators and strong faculty development initiatives. However, medical
and nursing education programs charged with preparing clinicians are faced with faculty
high turnover rates and a workforce of adjunct faculty who may have little formal
pedagogical training.22-31 The result is inadequate instructor training to meet quality
demands. There remains a lack of focus on developing instructor skills and expertise that
can impact learner outcomes and future performance.
One strategy for enhancing learning is the facilitation of high quality feedback
conversations in clinical learning environments. A feedback conversation is a dialogue
between an instructor and learner in the context of clinical learning.16,60 In many respects,
feedback conversations can be viewed as analogous to rigorous simulation debriefings in
terms of their structure and approach and share many of the same attributes. During
effective feedback conversations and simulation debriefings, the learner engages in
critical reflection to explore and analyze his or her thought processes and actions.11,14,15,21
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Self-assessment, reflection, and analysis of desired and actual performance ideally occur
within a psychologically safe environment and engaging dialogue.11,20,21 This process of
guided reflection is intended to help the learner identify and close gaps in
performance.9,10 The instructor’s skills to guide reflection and critical analysis can help
learners make meaningful connections, reach higher-levels of thinking, and achieve
deeper learning leading to cognitive reframing and change in future practice.11-15
Development of a tool to guide and assess the behaviors that characterize high
quality feedback and debriefings is important for faculty development initiatives. To
guide and assess simulation facilitators, the Debriefing Assessment for Simulation in
Healthcare (DASH) was developed based on theory, literature, and expertise.21,72 This
behaviorally anchored rating scale has been successfully used to improve instructor
debriefing skills.60 No similar tool exists for effective feedback conversations that occur
in clinical learning environments.
To address both the need for enhanced learning by students and the challenge of
inadequately prepared clinical instructors, the Feedback Assessment for Clinical
Education (FACE) tool was developed. The FACE serves as a framework to guide and
assess clinical instructors in their feedback conversation skills. The FACE tool is
designed to assess clinical instructor feedback skills by measuring behaviors associated
with effective feedback. Because of the similarity between clinical feedback
conversations and simulation debriefings and because the DASH21 has shown itself to
have strong reliability and validity,72,73 the DASH was used as a foundation to organize
the FACE. To ensure the tool accurately reflected the constructs and behavioral
indicators of high quality clinical feedback conversations, a systematic review of
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multidisciplinary literature was conducted. The literature review presented here is part of
a larger project focused on constructing the FACE tool through theory, literature, and
expert consultation (findings published elsewhere).74,75
The aim of this systematic literature review was to synthesize the state of
knowledge on formative feedback across clinical disciplines. Focusing on observable
behaviors associated with feedback, the results were used to refine the constructs and
then to specify example behavioral indicators of the FACE tool. The following question
was considered in this review: what behaviors characterize effective or ineffective high
quality feedback conversations?
2.2 Definition of Feedback
Educators and researchers have not come to agreement on defining feedback.55
One result of the lack of agreement is that individual faculty deliver feedback in a variety
of ways. For purposes of this literature review, feedback is defined as information
communicated from one individual to another for the purpose of improving
understanding and performance.76-79 The feedback provider should be qualified to deliver
such information by having knowledge, training, or expertise in the area of focus. A
hallmark of effective feedback is the comparison of observed performance to a known
standard or desired level of performance.77,78 To constitute feedback, the conversation
helps address the identified gap between observed and desired performance and explores
effective ways to modify or reinforce thinking or behavior.77,78,79
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2.3 Methods
The approach used in this review combined systematic, protocol-driven queries
with reference tracking and academic networking. Previous research involving synthesis
of complex evidence has demonstrated success in yielding extensive sources with this
approach.80 To ensure a wide breadth of knowledge on feedback practices, the review
included the disciplines of education, organizational behavior, psychology, sociology,
and health sciences.
At the onset, a librarian with expertise in health sciences and education literature
was consulted for guidance on database selection, search strategy, and key word
identification. A total of seven databases were accessed using a combination of 15
truncated keywords and 11 full-length keywords (See Table 2.1). In instances of more
than 600 abstracts per query, database-specific subject headings were selected to narrow
the results. These selected subject headings were consistent with key words used in the
query. The search returned a total of 10,384 abstracts that were individually reviewed for
relevance and whether to be included in full text review (See Table 2.2 for results by
database). Editorials, case studies, and theoretical models were included to expand the
identification of original research and seminal articles through reference tracking. For
inclusion and exclusion criteria, see Figure 2.1.

	
  

14

Table 2.1
Keywords used for Protocol-Driven Queries
Truncated Keywords (n=15)
train*
clinic*
teach*
learn*
educat*
instruct*
assess*
evaluat*
precept*
reflect*
critic*
critiq*
coach*
mentor*
supervis*

Full-Length Keywords (n=11)
feedback
clinical education
clinical teaching
experiential learning
self-assessment
criticism
debriefing
practicum
formative assessment
employee training
reflection

Table 2.2
Search Results by Database
Database
Business Source Premier
CINAHL
ERIC
Medline
PsychINFO
PubMed
SocINDEX

	
  

Initial # Abstracts Returned
2835
2100
598
1580
1299
664
1308

15

After inclusion and exclusion criteria were applied, 131 full text articles were
carefully reviewed. References were examined to expand the search. Experts associated
with the larger DASH and the FACE revision project suggested pertinent articles not
already identified. All articles retrieved through reference tracking and academic
networking were subject to the same inclusion and exclusion criteria (Figure 2.1).
However, no date restriction was applied since seminal articles surfaced through these
search mechanisms. The search yielded 105 articles applicable to identifying behavioral
indicators of effective feedback. Figure 2.1 presents the literature search process,
including database queries, reference tracking, and academic networking.
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Figure 2.1. Literature Review Search Process
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2.4 Results
Findings from the literature review included 105 articles across four broad
categories: original research (n=50); literature reviews (n=25); non-empirical case
studies, expert opinion, or theoretical models (n=25); and edited book chapters (n=5).
The articles were published from 2000 to 2014, with a few seminal or highly referenced
articles (n=8) ranging from 1983 to 1998. For studies of original research, see Tables
2.3a-f.
Effective and ineffective behaviors important to feedback conversations were
classified according to six major constructs used in the DASH.21 A constant comparative
method using interpretive synthesis and thematic analysis was used to identify constructs
and categorize behaviors.81-83 This methodological approach was part of the larger project
and details are published elsewhere.74,75 The feedback literature and organizing structure
of the DASH aligned well; moreover, the six constructs (referred to as Element one
through six) were consistent with the findings of the feedback literature. For purposes of
this literature review, discussion focuses on a representation of original research
undergirding each construct, now labeled as Element. For a comprehensive synthesis of
the literature, see Appendix E.
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Table 2.3a
Original research characterizing effective and ineffective behavioral indicators
associated with establishing an engaging learning environment
Anseel, F., Yperen, N. W., Janssen, O., & Duyck, W. (2011). Feedback type as a moderator of the
relationship between achievement goals and feedback reactions. Journal of Occupational
and Organizational Psychology, 84, 703-722.
Cianci, A. M., Klein, H. J., & Seijts, G. H. (2010). The effect of negative feedback on tension and
subsequent performance: The main and interactive effects of goal content and
conscientiousness. Journal of Applied Psychology, 95(4), 618-630.
Grant, H., & Dweck, C. S. (2003). Clarifying achievement goals and their impact. Journal of
Personality and Social Psychology, 85(3), 541-553.
Hulse-Killacky, D., Orr, J. J., & Paradise, L. V. (2006). The corrective feedback instrumentrevised. The Journal for Specialists in Group Work, 31(3), 263-281.
Krichbaum, K. (1994). Clinical teaching effectiveness described in relation to learning outcomes
of baccalaureate nursing students. Journal of Nursing Education, 33(7), 306-316.
Menachery, E. P., Knight, A. M., Kolodner, K., & Wright, S. M. (2006). Physician characteristics
associated with proficiency in feedback skills. Journal of General Internal Medicine, 21,
440-446.
Ottolini, M. C., Ozuah, P. O., Mirza, N., & Greenberg, L. W. (2010). Student perceptions of
effectiveness of the eight step preceptor model in the ambulatory setting. Teaching and
Learning in Medicine: An International Journal, 22(2), 97-101.
Seijts, G., & Crim, D. (2009). The combined effects of goal type and cognitive ability on
performance. Motivation and Emotion, 33, 343-352.
Seijts, G. H., & Latham, G. P. (2011). The effect of commitment to a learning goal, self-efficacy,
and the interaction between learning goal difficulty and commitment on performance in a
business simulation. Human Performance, 24, 189-204.
Seijts, G., Latham, G. P., Tasa, K., & Latham, B. W. (2004). Goal setting and goal orientation:
An integration of two different yet related literatures. Academy of Management Journal,
47(2), 227-239.
Tolli, A. P., & Schmidt, A. M. (2008). The role of feedback, causal attributions, and self-efficacy
in goal revision. The Journal of Applied Psychology, 93(3), 692-701.
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Table 2.3b
Original research characterizing effective and ineffective behavioral indicators
associated with maintaining an engaging learning environment
Bell, S. T., & Arthur, W. (2008). Feedback acceptance in developmental assessment centers: The
role of feedback message, participant personality, and affective response to the feedback
session. Journal of Organizational Behavior, 29, 681-703.
Belschak, F. D., & Den Hartog, D. N. (2009). Consequences of positive and negative feedback:
The impact of emotions and extra-role behaviors. Applied Psychology: An International
Review, 58(2), 274-303.
Bok, H., Teunissen, P., Spruijt, A., Fokkema, J., van Beukelen, P., Jaarsma, D., & van der
Vleuten, C. (2013). Clarifying students’ feedback-seeking behavior in clinical clerkships.
Medical Education, 47, 282-291.
Chitsabesan, P., Corbett, S., Walker, L., Spencer, J., & Barton, J. R. (2006). Describing clinical
teachers’ characteristics and behaviours using critical incidents and repertory grids.
Medical Education, 40, 645-653.
Ernstzen, D. V., Bitzer, E., & Grimmers-Somers, K. (2010). Physiotherapy students’ and clinical
teachers’ perspectives on best clinical teaching and learning practices: A qualitative
study. South African Journal of Physiotherapy, 66(3), 25-31.
Eva, K. W., Armson, H., Holmboe, E., Lockyear, J., Loney, E., Mann, K., & Sargeant, J. (2012).
Factors influencing responsiveness to feedback: the interplay between fear, confidence,
and reasoning processes. Advances in Health Science Education, 17, 15-26.
Gregory, J. B, & Levy, P. E. (2011). It’s not me, it’s you: A multilevel examination of variables
that impact employee coaching relationships. Consulting Psychology Journal: Practice
and Research, 63(2), 67-88.
Jawahar, I. M. (2010). The mediating role of appraisal feedback reactions on the relationship
between rater feedback-related behaviors and 20ate performance. Group and
Organization Management, 35(4), 494-526.
Kinicki, A. J., Prussia, G. E., Wu, B., & McKee-Ryan, F. M. (2004). A covariance structure
analysis of employees’ response to performance feedback. Journal of Applied
Psychology, 89(6), 1057-1069.
Lizzio, A., Wilson, K., & MacKay, L. (2008). Managers’ and subordinates’ evaluations of
feedback strategies: The critical contribution of voice. Journal of Applied Social
Psychology, 38(4), 919-946.
Minehart, R. D., Rudolph, J., Pian-Smith, M. C., & Raemer, D. (2014). Improving faculty
feedback to resident trainees during a simulated case: A Randomized, controlled trial of
an education intervention. Anesthesiology, 120(1), 160-171.
Mouratidis, A., Lens, W., Vansteenkiste, M. (2010). How you provide corrective feedback makes
a difference: The motivating role of communicating in an autonomy-supporting way.
Journal of Sport and Exercise Psychology, 32, 619-637.
Rudolph, J. W., Foldy, E.G., Robinson, T., Kandall, S., Taylor, S.S., & Simon, R. (2013).
Helping without harming: The instructor’s feedback dilemma in debriefing- a case study.
Simulation in Healthcare, 8(5), 304-316.
Sargeant, J., Mann, K., & Ferrier, S. (2005). Exploring family physicians’ reactions to
multisource feedback: Perceptions of credibility and usefulness. Medical Education, 39,
497-504.
Sargeant, J., Mann, K., Sinclair, D., van der Vleuten, C., & Metsemakers, J. (2008).
Understanding the influence of emotions and reflection upon multi-source feedback
acceptance and use. Advances in Health Sciences Education, 13, 275-288.
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Sargeant, J. M., Mann, K. V., van der Vleuten, C. P., & Metsemakers, J. F. (2009). Reflection: a
link between receiving and using assessment feedback. Advances in Health Science
Education, 14, 399-410.
Sargeant, J., McNaughton, E., Mercer, S., Murphy, D., Sullivan, P., & Bruce, D. A. (2011).
Providing feedback: Exploring a model (emotion, content, outcomes) for facilitating
multisource feedback. Medical Teacher, 33, 744-749.
Steelman, L. A., Levy, P. E., & Snell, A. F. (2004). The feedback environment scale: Construct
definition, measurement, and validation. Educational and Psychological Measurement,
64(1), 165-184.
Stout, D. E., & Wygal, D. E. (2010). Negative behaviors that impede learning: Survey findings
from award-winning accounting educators. Journal of Accounting Education, 28, 58-74.
Watling, C., Driessen, E., van der Vleuten, C.P., & Lingard, L. (2012). Learning from clinical
work: The roles of learning cues and credibility judgments. Medical Education, 46, 192200.

Table 2.3c
Original research characterizing effective and ineffective behavioral indicators
associated with structuring feedback in an organized way
Copeland, H. L., & Hewson, M. (2000). Developing and testing an instrument to measure the
effectiveness of clinical teaching in an academic medical center. Academic Medicine,
75(2), 161-166.
Hewson, M. G., & Little, M. L. (1998). Giving feedback in medical education. Journal of
General Internal Medicine, 13(2), 111-116.

Table 2.3d
Original research characterizing effective and ineffective behavioral indicators
associated with provoking an engaging discussion
Mann, K., van der Vleuten, C., Eva, K., Armson, H., Chesluk, B., Dornan, T.,…Sargeant, J.
(2011). Tensions in informed self-assessment: how the desire for feedback and reticence
to collect and use it can conflict. Academic Medicine, 86(9), 1120-1127.
Owen, S. M., & Stupans, I. (2009). Experiential placements and scaffolding for reflection.
Learning in Health and Social Care, 8(4), 272-281.
Rees C., & Shepherd, M. (2005). Students’ and assesors’ attitudes towards students’ selfassessment of their personal and professional behaviours. Medical Education, 39, 30-39.
Sargeant, J., Armson, H., Chesluk, B., Dornan, T., Eva, K., Holmboe, E.,…van der Vleuten, C.
(2010). The process and dimensions of informed self-assessment: A conceptual model.
Academic Medicine, 85(7), 1212-1220.
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Table 2.3e
Original research characterizing effective and ineffective behavioral indicators
associated with identifying and exploring performance gaps
Baron, R. A. (1988). Negative effects of destructive criticism: Impact on conflict, self-efficacy,
and task performance. Journal of Applied Psychology, 73(2), 199-207.
Boehler, M. L., Rogers, D. A., Schwind, C. J., Mayforth, R., Quin, J., Williams, R. G., &
Dunnington, G. (2006). An investigation of medical student reactions to feedback: a
randomized controlled trial. Medical Education, 40, 746-749.
Bortoli, L., Bertollo, M., Messina, G., Chiariotti, R., & Robazza, C. (2010). Augmented feedback
of experienced and less experienced volleyball coaches: A preliminary investigation.
Social Behavior and Personality, 38(4), 453-460.
Brown, J. D., Farnham, S. D., & Cook, K. E. (2002). Emotional responses to changing feedback:
Is it better to have won and lost than never to have won at all? Journal of Personality,
70(1), 127-141.
Ende, J., Pomerantz, A., & Erickson, F. (1995). Preceptors’ strategies for correcting residents in
an ambulatory care medicine setting: A qualitative analysis. Academic Medicine, 70(3),
224-229.
Fluit, C., Bolhuis, S., Grol, R., Ham, M., Feskens, R., Laan, R., & Wensing, M. (2012).
Evaluation and feedback for effective clinical teaching in postgraduate medical
education: Validation of an assessment instrument incorporating the CanMEDS roles.
Medical Teacher, 1-9.
Jarzebowski, A., Palermo, J., & van de Berg, R. (2012). When feedback is not enough: The
impact of regulatory fit on motivation after positive feedback. International Coaching
Psychology Review, 7(1), 14-32.
Watling, C., Driessen, E., van der Vleuten, C.P., Vanstone, M., & Lingard, L. (2012).
Understanding responses to feedback: The potential and limitations of regulatory focus
theory. Medical Education, 46, 593-603.
Waung, M., & Jones, D. R. (2005). The effect of feedback packaging on 22ate reactions. Journal
of Applied Social Psychology, 35(8), 1630-1655.

Table 2.3f
Original research characterizing effective and ineffective behavioral indicators
associated with helping the learner achieve good future performance
Anseel, F., Lievens, F., & Schollaert, E. (2009). Reflection as a strategy to enhance task
performance after feedback. Organizational Behavior and Human Decision Processes,
110, 23-35.
Bing-You, R., & Paterson, J. (1997). Feedback falling on deaf ears: Residents’ receptivity to
feedback tempered by sender credibility. Medical Teacher, 19(1), 40-44.
Note. Only original research studies obtained from literature review are presented. Studies whose
findings contributed to the understanding of more than one construct are presented under the
construct the study most significantly informed.

	
  

22

2.4.1

Behaviors that Establish an Engaging Learning Environment (Element 1)
To establish an engaging learning environment, instructors should communicate

to learners the purpose, expectations, and logistics of the learning encounter. Explicitly
welcoming and encouraging feedback from the learner is an effective behavior identified
by several scholars.84-87 Behaviors that can undermine an engaging learning environment
include inadequately addressing the purpose of the feedback conversation and failing to
explain whether the feedback carries a consequence such as a formal evaluation or a
grade.87 In a survey of accounting educators, Stout88 found that experts identified failure
to establish clear expectations as one of several ineffective behaviors.
Collaboratively establishing goals with the learner and seeking mutual agreement
was prominent across different disciplines.89-92 Menachery and colleagues93 conducted a
survey of medical educator characteristics and found establishing mutually agreed upon
goals independently predicted high scores on an internally developed feedback
instrument. Among baccalaureate nursing students, Krichbaum94 found a significant
association between the use of clear objectives and gains in clinical knowledge and
performance. Other scholars were more specific, suggesting goals should be relevant to
the learner and should allow the learner to build upon small, sequential achievements.95-97
Framing goals to the level of the learner was a significant focus in the psychology
literature. Articles frequently centered on the differences between a learning goal and a
performance goal.98 According to several studies,96,97,99,100 novice learners should have
learning-oriented goals that focus on the development of knowledge and skills to attain a
desired outcome. Learners with the requisite knowledge and skills should have
performance-oriented goals that focus on the outcome or specific measures of ability. An
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example of a learning goal is to identify three strategies to successfully place an
intravenous catheter in an edematous patient, whereas a performance goal is to
successfully place an intravenous catheter in an edematous patient. Researchers have also
examined the impact of goal type on performance. Seijts and Crim97 found learners with
a performance goal and higher cognitive ability performed better on a complex task.
Similarly, learners with a learning goal and lower cognitive ability performed better.
Cianci and colleagues99 examined perceived anxiety, performance, and negative
feedback. Learners with a learning goal experienced less anxiety and performed better
after receiving negative feedback than those with only a performance goal.99 These
findings help emphasize the importance of appropriately individualizing goals to learners.
2.4.2

Behaviors that Maintain an Engaging Learning Environment (Element 2)
A major component of maintaining an engaging learning environment involves

helping students to feel psychologically safe. Encouraging participant questions,
openness in the instructor’s thoughts and feelings, and candor with mistakes is a first
step.87,101-103 A common thread across the literature was the need for direct statements
that welcome and encourage collective learning between instructor and learner while
addressing the need for the learner to be an agent of his or her own change.52,84,93,95,102,104
Using a considerate, respectful tone49,57,86,105 and displaying behaviors that demonstrate
credibility, trustworthiness, and expertise helps cultivate an empathic connection and
rapport.40,42,50-53,87,89,90,96,101,105,106 Conveying an attitude of genuine concern for the
learner52,107,108 and delivering feedback that is perceived as well-intentioned with a motive
for helping the learner improve were also identified as effective behaviors.51,57,105
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In a qualitative study of physiotherapy students and instructors, Ernstzen and
colleauges102 found role modeling positive behaviors, being approachable and
enthusiastic, and engaging in collaborative discussions with students were perceived to
enhance learning. These findings are consistent with other studies across
disciplines.42,52,84,85,95,96,101-104,109,110 Ineffective behaviors include displaying a lack of
familiarity with the content area,53,90 failing to demonstrate confidence in the learner’s
ability, or providing feedback in a way that threatens self-esteem or self-worth.94,110,111
Behaviors that demonstrate a commitment to understanding the learner’s unique
perspective can contribute to an engaging environment. Gregory and Levy108 explored the
relationship between supervisor characteristics and subordinate perceptions of the
coaching relationship. They found focusing on the unique challenges and needs of the
subordinate was positively related to the perceived quality of the coaching relationship.
Other behaviors identified in the literature include listening to the learner without
interrupting,88 clarifying and summarizing what is heard,54,88 and conveying a genuine
stance of curiosity in understanding the learner’s thoughts, feelings, and opinions.60,106
Acknowledging and exploring emotionally charged issues with learners is a
crucial component of fostering an engaging learning environment. Receiving feedback
that is negative or inconsistent with a learner’s self-perception can stimulate a strong
emotional reaction that can impede learning.16,54,89 Providing an opportunity for learners
to express thoughts and feelings, especially when feedback is negative or incongruent
with self-perceptions, can help with acceptance of the feedback.16,36,42,52,58,85,86,93,112
Reconciling emotions, putting feedback into perspective, assisting learners with
interpreting feedback at the task level, and helping to reframe thinking are strategies that
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instructors can use to facilitate processing of feedback.16,36,42,52,58,90,96,106,113 In a study on
the influence of emotions on feedback acceptance, Sargeant and colleagues54 found that
physicians receiving feedback inconsistent with their own perceptions of performance
experienced distress. However, participants felt that facilitated reflection could help
address strong emotions and improve feedback acceptance. Researchers participating in
similar studies on the relationship between emotion, feedback, and performance suggest
that not helping a participant explore, process, or reconcile the emotions related to
negative or incongruent feedback can undermine feedback effectiveness.36,42,52,58,90,96,106
2.4.3

Behaviors that Structure Feedback in an Organized Way (Element 3)
Structuring feedback in an organized way requires instructors to facilitate a

coherent conversation that progresses logically. Although there is discourse as to the
specific structure for feedback,18,114,115,116 the literature indicates that there should be a
logical beginning, middle, and end and that conversations should flow in a coherent
sequence.95 Instructors should use the sequence to scaffold the learning as the
conversation progresses.95 The use of open-ended questions57 and statements that
redirect, reorient, or reframe the conversation to address the participant’s
performance56,104 are also effective behaviors. Inappropriate time management is
ineffective and can result in rushed, abbreviated, or disjointed feedback.50,60,107
2.4.4

Behaviors that Provoke an Engaging Discussion (Element 4)
Provoking an engaging discussion involves using observed performance as the

basis for discussion, revealing personal judgments of the performance, and facilitating a
reciprocal dialogue with the learner. References to performance should be specific,
evidentiary, and descriptive.42,50,51,57,87,90,94,102,103,105,109,117 Thoughts and opinions of the
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instructor should be transparent, straightforward, and clearly labeled as subjective
data.60,104 Using leading questions, hinting, or disguising a concern in vague inquiries are
identified as ineffective behaviors in the literature.60,118
Facilitating a dialogue of reciprocal reflection requires instructors to allow
participants to freely contribute their views and explicitly ask participants for their
perception of performance.40,57,84,86,87,89,94,95,106,107,119 Behaviors that can undermine
reciprocal dialogue include failure to provide sufficient pauses for learner thoughts and
holding predominantly instructor-centric conversation.57,86,95
2.4.5

Behaviors that Identify and Explore Performance Gaps (Element 5)
Identifying and exploring performance gaps requires the instructor to describe the

observed performance, directly compare it to the instructor’s or a known standard of
performance, and elicit the learner’s cognitive and affective processes that may have
contributed to the gap. Instructors should address both positive and negative
behaviors50,104-106,120 and avoid relating feedback to personal characteristics.49,57,96,111
Instructors should limit feedback to important concepts that are consistent with the goals
for the feedback session and focus on areas amenable to
improvement.40,42,57,94,107,109,110,121
In an effort to address content of feedback and its impact on performance, Boehler
and colleagues50 found performance significantly improved among individuals receiving
specific feedback as opposed to no significant change among those receiving generic
praise. Other researchers have supported the need to avoid praise and reported similar
ineffective behaviors, including vague comments, a lack of actionable feedback, and
minimization of problem areas.49,56,57,95,103,118 Comparing learner performance to other
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learners84,113 or not explicitly comparing observed performance to the desired
performance86,87,89,109 are also viewed as ineffective behaviors. Failure to go beyond the
“what” to the “why” and not exploring the reasoning behind actions can undermine the
understanding of performance gaps.60 Instructors should help learners understand how
faulty mental models, knowledge, and assumptions contribute to the performance gap.60
2.4.6

Behaviors that Help the Learner Achieve Good Future Performance
(Element 6)
Effective teaching, reflection, and summarization can solidify learning and

facilitate application to other contexts in the future. Individualizing teaching to the needs
of the learner,88,95,104,119 relating teaching to prior knowledge or experience,103,117,122 and
highlighting the content’s relevance to the learner89 are effective behaviors identified in
the literature. Reflection after teaching is also important. Instructors should encourage
learners to critically reflect on the feedback and discussion and provide opportunities for
learners to seek clarification.57,86,87,107,113,119 Instructors should also ask learners to
paraphrase or summarize learning to ensure feedback was received, understood, and
applicable to practice.56-58,85,113,119 Failure to collaboratively develop an action plan for
improvement with the learner was one of several ineffective behaviors
identified.57,58,89,107,119 Others include lack of clarity for the next steps to narrow
performance gaps and failure to explicitly discuss the application and transfer of learning
to new situations in future practice.57,89,122
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2.5 Discussion
The results of the literature review revealed effective and ineffective feedback
behaviors that operationalize broader constructs of feedback conversations. There is wide
variation in the degree of detail for the identified feedback behaviors. Some behaviors,
such as developing rapport, are rather inexplicit and derived from theoretical testing and
qualitative studies. Other behaviors, such as seeking to understand the feedback
recipient’s unique needs, tended to be more precise and supported through multi-level
quantitative modeling. Variations in the level of detail of behaviors can be both beneficial
and detrimental. Having broader definitions of behaviors may result in interpretation and
a lack of clarity regarding what it means to accurately carry out or avoid a feedback
behavior. Conversely, it may prevent behaviors from being too prescriptive when
individualization on the part of the feedback provider and feedback recipient is needed
for different contexts. More research is needed to understand how to engage in effective
behaviors within different contexts, especially for poorly delineated behaviors.
After synthesizing the literature and identifying key constructs of feedback
conversations, it became apparent that behaviors from the literature operationalized each
construct to varying degrees. Establishing and maintaining an engaging learning
environment were operationalized well, whereas the operationalization of structuring an
organized conversation was limited. An increased focus needs to be placed on
understanding what types of conversational structures or formats are associated with
enhanced learning and improved performance. It would also be of interest to establish
best practices for individualizing feedback structure and organization to meet the unique
needs of different learners, contexts, and environments.
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Despite growth in the amount of empirical studies on feedback characteristics,
there remains a paucity of studies examining relationships between various aspects of
feedback and performance outcomes. Although characteristics of feedback messages
have been widely published and discussed for decades,55,123-125 topics such as goal setting,
emotion, and self-appraisal are only recently gaining attention in healthcare literature.
The majority of studies on performance outcomes focus on psychomotor performance
with very few studies examining gains in knowledge or changes in attitudes. Even less is
understood about the impact of those changes on subsequent performance. Understanding
the relationship between feedback behaviors and cognitive and affective outcomes will be
necessary to fully understand the full scope of the relationship between feedback and
performance.
The longitudinal measurement and understanding of performance outcomes is not
well understood. Among studies that explore performance outcomes, researchers often
fail to recognize the difference between immediate, sustained, and delayed performance.
The majority of outcome-based studies have immediate, one-time measures of
performance, such as completion of a complex task or scores on an instrument. No
studies were identified that examined the impact of feedback on measures of performance
over time or the impact on performance when varying degrees of time elapse between
feedback and opportunities to apply learning. Little is known about long-term learning
from feedback and what aspects of feedback conversations are associated with transfer of
learning. Due to this lack of knowledge, the construct of helping learners achieve good
future performance is based on behaviors that are anticipated to improve performance in
the future based on results in the present.
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In light of the above shortcomings in the literature, both the DASH and the FACE
make substantial use of the experience of experts who have studied and practiced the art
of debriefing and feedback. Combining the experience of experts has greatly enhanced
the understanding and operationalization of the six constructs labeled as Elements in the
DASH and FACE tools.74,75
2.6 Limitations
This literature review has several limitations. First of all, several of the studies
originating from organizational behavior and industrial psychology used supervisor and
subordinate relationships to examine feedback. Due to the parallel power structure of
instructors and students, these findings were included in this review. It was assumed that
differences in contextual factors between workplace environments and classical learning
environments would pose minimal confounders. However, it should be recognized that
findings based on supervisor-subordinate relationships may not transfer to instructorlearner relationships in clinical learning environments. Additionally, search strategies
may have restricted the breadth and depth of the topic if important databases or key
words were excluded. Consulting a librarian with expertise in health sciences and
education literature helped to mitigate this risk. It is also important to acknowledge
limitations posed by the established search criteria. Focusing solely on the adult
population may have excluded findings that could expand the current understanding of
feedback conversations. Similarly, articles older than 2000 were only included if they
were frequently cited or considered a seminal article. This is a subjective decision and
open to interpretation. To minimize these risks, reference tracking and academic
networking were used to help identify any articles inadvertently omitted from the search
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and to expand the review to closely related topics that could enhance the current
understanding of feedback practices.
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Chapter Three Methodology
Through the eyes of the FACE: The development of the Feedback Assessment for Clinical
Education2
3.1 Introduction
Healthcare educators are charged with providing quality education that equips
learners with the knowledge and skills needed to optimize patient outcomes and ensure
quality care.3,4,6 Although visionaries within the healthcare education community are
becoming more vocal about the need for medical and nursing education reform,3,4,6,45
little attention has been given to enhancing clinical feedback conversations that can
stimulate higher levels of thinking and contribute to deeper learning.
A clinical feedback conversation is a reflective dialogue between the instructor
and learner that occurs during or after clinical learning.16,60 Critical reflection, selfassessment, and analysis of desired and actual performance are the cornerstones of
effective feedback conversations.11,14,15,21 Exploring and analyzing thought processes and
actions occur within a psychologically safe and engaging dialogue.11,20,21 This process of
guided reflection facilitates learners closing learning gaps, achieving deeper learning, and
changing future practice.9-15 For these reasons, feedback conversations are considered
analogous to rigorous simulation debriefings.
Given the importance of effective feedback conversations for quality learning, a
tool to guide the interaction and shape assessment of the behavioral indicators suggestive
of effective feedback is essential. The Debriefing Assessment for Simulation in
Healthcare (DASH) was developed for the analogous purpose of guiding and assessing
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effective behaviors of rigorous simulation debriefings.21,72 However, tools that currently
exist for clinical education fail to address the behaviors clinical instructors should
embody to facilitate effective feedback conversations with learners. Many of the tools are
designed to measure clinical teaching effectiveness beyond the feedback conversation
and include guidance on portfolio development, opportunities to practice skills, and
preparation for performance evaluation.94,103,104 The items on feedback behaviors are
often abstract and poorly defined, such as ‘uses objectives’94 or ‘establishes a good
learning environment’.104 The Feedback Environment Scale105 has limited utility for
clinical education and focuses on the contextual and situational attributes of the feedback
culture in organizations. The Corrective Feedback Instrument85 measures not only
reactions to giving and receiving feedback, but also childhood memories of feedback
experiences and how a leader makes giving and receiving feedback intentional. Although
useful in a variety of contexts, these tools are not designed to guide and assess the
provision of high quality feedback in clinical learning contexts.
To address the need for a tool that teaches instructors how to facilitate quality
feedback conversations, the Feedback Assessment for Clinical Education (FACE) was
developed. The purpose of this paper is to present the methodology used to develop the
FACE tool, including the approaches used for mapping the tool to an educational theory,
integration of the research, and review and affirmation from expert educators and
researchers across clinical disciplines.
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3.2 FACE Structure
Due to the similarities between rigorous simulation debriefings and quality
feedback conversations, the DASH structure was used as a template for the development
of the FACE. The DASH is based on theory, literature, and skilled debriefer expertise
and has been successful in measuring and improving debriefing skills.21,60,72 Recent
studies provided support for the reliability and validity of the tool.72,73 Parallel to the
structure of the DASH, the FACE is an unweighted, criterion-referenced behaviorally
anchored rating scale (BARS).72 The major constructs of quality feedback conversations
are represented by the Elements of the scale. Dimensions under each Element further
define the attributes of the construct (Table 3.1). These constructs and attributes are
operationalized into observable behaviors through positive and negative behaviors
identified for each dimension in the Rater Handbook. Rather than a comprehensive
checklist, the example behaviors serve as guideposts for rating along a continuum.
Ratings are assigned to each Element along a 7-point effectiveness scale, ranging from
extremely ineffective to extremely effective (Table 3.2).
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Table 3.1
FACE Elements and Dimensions
FACE Element
1. Establishes an
engaging learning
environment

•
•
•

2. Maintains an engaging
learning environment

•
•
•
•

3. Structures the
feedback conversation
in an organized way

Element Dimension
Establishes roles and expectations for the learning process
Collaboratively establishes goals and objectives for learning
Optimizes the physical environment for reflective dialogue
Revisits the learning contract prior to the feedback conversation
Builds and maintains an empathic connection and rapport
Conveys a consistent commitment to respecting the learner’s
understanding and perspective
Acknowledges and explores emotionally charged issues with
the learner

•

Advances the discussion logically with a beginning, middle,
and end
Encourages the learner to express feelings and reactions to the
clinical event at the beginning of conversation
Guides analysis of the learner’s performance

4. Provokes an engaging
discussion

•
•
•

Uses observed performance as basis for discussion
Reveals own reasoning and judgments
Facilitates discussion through a dialogue of reciprocal reflection

5. Identifies and explores
performance gaps

•
•
•

Provides feedback on performance
Identifies the performance gap
Explores the source of the performance gap

6. Helps the learner
achieve or sustain
good future
performance

•
•
•

•
•

Addresses the performance gap through effective teaching
Encourages reflection on the feedback
Meets the important objectives that were collaboratively
established with the learner
• Collaborates with the learner to summarize learning from the
conversation
Note. Behavioral anchors are provided in the FACE Rater Handbook.

Table 3.2
FACE Rating Scale
Rating
7
6
5
4
3
2
1

	
  

Descriptor
Extremely effective/outstanding
Very ineffective/very good
Mostly effective/good
Somewhat effective/average
Mostly ineffective/poor
Very ineffective/very poor
Extremely ineffective/detrimental
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3.3 Methods
The FACE development followed an iterative process of exploring theory,
examining the literature, and consulting experts. Theory informed the Elements of the
tool and a literature review in the areas of education, organizational behavior,
psychology, sociology, and health sciences further defined the dimensions of constructs
integral to effective feedback. Consistent with development of BARS,72,126,127 effective
and ineffective behaviors were derived from domain experts through qualitative and
quantitative content validity testing. A FACE Rater Handbook was developed to guide
the standardized use of the FACE. This project received an exempt determination from
the Institutional Review Board at the primary author’s affiliated university.
3.3.1

Theory Mapping
Due to its relevance, Jack Mezirow’s Transformative Learning Theory (TLT)

informed the development of the FACE and underpins the Elements of the tool. Quality
feedback relies heavily on the reflective dialogue that occurs between instructor and
learner and the examination of learner frames that drive actions. These are fundamental
concepts for Mezirow, who posits that transformative learning is rooted in the way
individuals communicate through critical reflection and discourse.32,33 The critical
reflection and examination of assumptions and beliefs, which he terms “points of view”
and “frames of reference”, are vital to transformation.32,33 For effective discourse and
transformational learning to occur, it must take place within a supportive environment
where participants feel safe to engage in reflective discourse, critically examine personal
frames, and act upon new insights.32,33,128,129 According to Mezirow’s theory, educators
should function as facilitators and seek to disable the power structure inherent in the
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educator-learner relationship since they impede critical reflection and transparent
discourse.32,33,128,129 The goal is to cultivate reflection and independent thought in learners
that will transcend the educational process and develop life long learners. TLT has been
widely tested and is applicable in a variety of learning contexts.130-134
To ensure the FACE tool was theoretically derived, TLT was reviewed and key
constructs were extrapolated from a variety of sources on the theory. 32,33,128,129,135-137 The
overarching concepts of the theory were outlined and an iterative process was used for
comparing the theory and construct labels. TLT’s core ideas of establishing an engaging
and safe learning environment, functioning as a facilitator to guide analysis, cultivating a
reflective dialogue, exploring internal frames, and helping to impact future performance
were identified for use as constructs within the structure of the FACE. As part of the
iterative process, an expert in TLT was consulted to validate the identification of
constructs. The core constructs derived from theory remained consistent with the DASH
structure that was used as a template for the FACE. See Appendix F for detailed
alignment of the FACE to theory.
3.3.2

Literature Review
Consistent with previous research strategies used to successfully synthesize

complex evidence, a combination of protocol-driven queries, reference tracking, and
academic networking were used to review the literature.80 Multidisciplinary literature
across the domains of education, organizational behavior, psychology, sociology, and
health sciences were explored using seven databases, 26 key words, and a robust set of
inclusion and exclusion criteria (Figure 3.1).138 The search returned a total of 131 articles
whose citations were examined for additional references. This form of reference tracking
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expanded the search by 26 articles. Academic networking that involved consulting with
the experts of the DASH development, provided an additional 8 articles. After the
inclusion and exclusion criteria were applied, 105 articles were applicable to inform the
development and refinement of the FACE tool.
Inclusion Criteria:
Ø Focused on concepts of feedback effectiveness or quality;
Ø Addressed effective or ineffective feedback behaviors of feedback provider;
Ø Expanded knowledge on key concepts associated with feedback (e.g., self-appraisal, goal
setting, cognition and emotions);
Ø Published from 2000 to present; and
Ø Published in a peer-reviewed journal or edited book.
Exclusion Criteria:
Ø Examined written feedback;
Ø Focused on summative feedback associated with a formal evaluation or consequence;
Ø Defined feedback in a way that was disparate or contrary to feedback definition above;
Ø Written in languages other than English;
Ø Limited to pediatric populations; or
Ø Published before 2000 and not a seminal or commonly cited article.

Figure 3.1. Inclusion and Exclusion Criteria for Literature Review
Based on the results of the literature search,138 a constant comparative method
was used to distill Elements, dimensions, and behavioral examples until saturation was
achieved.81-83 Key constructs of effective feedback identified in the literature and
supported by TLT became the Element labels. This process resulted in FACE Element
labels that were parallel to the DASH Element labels. Each Element’s respective
dimensions and behavioral examples were delineated according to Reynolds’ approach to
concept development and measurement.139 Dimensions for each Element were identified
in the literature as representing a part of the construct and were consistent with TLT.
Specific behavioral examples were obtained from the literature to serve as anchors to
operationalize the dimensions. This ensured that each behavior was an observable
operationalization of the more abstract dimension. During this iterative process, periodic
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checks were made to ensure that the emerging constructs (Elements) and their respective
dimensions and behavioral exemplars were consistent with underlying theory, inclusive
of observable behaviors, and comprehensive of constructs that reflected effective
feedback conversations. To assist with this process, a rater handbook was developed to
serve as a guide for using the FACE and to help standardize the approach to rating each
Element. See Appendix G for detailed alignment of the FACE to the literature.
3.3.3

Qualitative Content Validity Testing
A panel of expert researchers and educators in healthcare, organizational

behavior, industrial psychology, and business management completed qualitative and
quantitative content validity testing of the Elements, dimensions, and behavioral
indicators of the FACE developed during the application of TLT and evidence. Experts
were purposively sampled based on their experience in the areas of education, clinical
training, or effective feedback. Participants were recruited through identification from
published literature and via networks of professionals and organizations. Inclusion and
exclusion criteria are highlighted in Figure 3.2. Individuals identified as clinical
education or feedback experts and who appeared to meet the recruitment criteria were
contacted by email, provided with a general synopsis of the study, and invited to
participate in the development process. Interested individuals were contacted by phone
and eligibility and confidentiality were discussed. A total of 13 experts agreed to
participate in both the qualitative and quantitative content validity review. For the
duration of the project, experts corresponded individually with the primary author
through email, phone, or teleconferencing.
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Inclusion Criteria:
Ø Current or past experience with research, entry-level healthcare education, or practice of
clinical instruction in healthcare-related field for greater than three years duration at a
university or university-affiliated, urban, acute tertiary-care setting;
Ø Current or prior experience in providing feedback to learners in clinical settings for more than
six semesters at a university or university-affiliated, urban, acute tertiary-care setting; or
Ø Expertise in the field of clinical education, as evidenced by publications and/or presentations,
or holds an education-focused position at a university or university-affiliated, urban, acute
tertiary-care setting.
Exclusion Criteria:
Ø No involvement in clinical education over the past five years, including designing/managing
a clinical-based course or direct teaching/evaluation;
Ø Experience with feedback limited to written modalities; and
Ø No experience with provision of oral feedback.

Figure 3.2. Inclusion and Exclusion Criteria for Content Validity Testing
To examine qualitative content validity, each expert received the FACE rating
form, the rater handbook, and the qualitative content validity review questions. Detailed
instructions directed the participants to draw on their own experiences with feedback
conversations to offer suggestions for improving the FACE tool. Experts reviewed the
FACE for input on clarity, breadth, depth, and thoroughness at all three levels of the tool
(Element, dimension, and behavioral indicators). Experts were also asked to provide
explanations or rationales for modifications they suggested. Those justifications were
helpful to understand the thought process behind the expert review and to ensure that
changes remained grounded in principles inherent in TLT and relevant research. See
Appendix H for the qualitative content validity questions distributed to experts. Eleven of
the 13 experts returned their qualitative content validity reviews electronically or through
personal communication with the primary author.
Written responses from the qualitative review were loaded into Atlas.ti
(qualitative analytic software) and analyzed according to the constant comparative
method of data analysis.81,83 Responses were reviewed to create quotations that were used
for open coding through the inductive process.83 Word selection for codes were kept
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close to the data and all codes were examined for groundedness in the data by examining
the quantity and quality of quotes supporting each code.83 To maximize dependability,
the investigator maintained an audit trail of memos throughout the data collection and
analysis process that included emerging ideas about the meaning of the data, impressions
during the phases of data collection, and details on the rationale involved in the iterative
process of data analysis. To enhance credibility, member checks were employed where
participants had an opportunity to confirm accuracy of meaning or provide further
clarification when appropriate.81,140 Codes provided an overall view of the concepts and
behaviors that experts felt were accurate, needed revision, or were missing. Each code
and supporting quotes were examined within the context of the FACE, ensuring changes
were consistent with the literature and undergirding theory.
The qualitative analysis was used to review the FACE and the authors of the
DASH reviewed the output for consistency with original intent and design of the tool.
Based on the content and instrument development expertise of the DASH authors, this
triangulation served to safeguard the integrity of the instrument and to ensure theory,
literature, and domain expertise were aligned. Suggestions from the DASH authors
resulted in minor changes that did not substantively change the structure or content of the
FACE and did not contradict the qualitative content validity responses.
3.3.4

Quantitative Content Validity Testing
To examine quantitative content validity, each expert received the revised FACE

rating form, rater handbook, and quantitative content validity questions. The quantitative
content validity was examined at three levels of the tool: the dimensions, the Elements,
and the overall tool as a whole. See Appendix I for the quantitative content validity
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questions distributed to experts. Instructions were provided that directed experts to rate
how essential each dimension was perceived to be in relation to its respective Element.
Using Lawshe’s approach to content validity testing,141 experts were asked to review
each dimension and rate if the dimension was essential, useful but not essential, or not
necessary for the respective Element. Lawshe’s approach yields a Content Validity Ratio
(CVR) that has been successfully used for content validity testing of instruments across
multiple disciplines, including nursing, medicine, education, and psychology.142 It is
unique in its ability to indicate specific agreement on expert ratings of ‘essential’ while
taking into account agreement beyond chance.142
The Content Validity Index (CVI) was used to examine content validity at the
Element and tool level. It can also be used to inform decisions about Elements in
instances where the CVR does not reach significance.143 Experts were provided with the
objectives of each Element and asked to rate the relevance of each Element to its
objective. Rather than the traditional four-point relevancy scale140,144 that ranges from
‘not relevant’ to ‘very relevant’, experts were provided with a numeric scale ranging from
one to eight, with one corresponding to ‘not relevant’ and eight corresponding to ‘very
relevant’. It was determined a priori that every increment of two would correspond to one
of the four points on the classical relevancy scale. This methodological decision allowed
for greater variance in ratings and provided insight to the degree of expert agreement with
relevancy.
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The content validity ratio (CVR) was calculated using Lawshe’s CVR equation141
and significance was determined using Wilson et al.’s142 updated critical value table for a
one-tailed test at a significance level α=.05. The content validity index at the Element
level (E-CVI) was calculated using the ratings of each Element’s relevance to its
objective. Based on the a priori determination of how the eight-point relevancy scale
would be collapsed into the traditional four-point scale, ratings were converted to the
traditional four-point scale. Calculation of the E-CVI was based on the proportion of
‘quite relevant’ or ‘very relevant’ scores.140,144 Based on commonly accepted values, it
was determined that an E-CVI of 0.78 or greater would establish content validity at the
Element level.144 The content validity index at the tool level (T-CVI) was based on Polit
and Beck’s144 recommendation regarding computing the T-CVI as an average of the ECVI for each Element. A T-CVI of 0.90 or greater was identified as the threshold for
which content validity would be established for the overall tool.144
3.4 Discussion
Applying a valid educational theory, research, and domain expertise in the
development of the FACE tool resulted in a six Element, criterion-referenced tool that
offers constructs and behavioral indicators grounded in educational theory and feedback
literature. The FACE addresses the need for a theory-based instrument to assess feedback
practices of instructors in clinical learning environments. It has the potential to serve as a
framework for guiding effective feedback conversations across clinical disciplines and
provides a strong foundation for future empirical studies. With further psychometric
testing, the FACE could provide a means for measuring and quantifying the impact of
quality feedback conversations on knowledge gains and performance outcomes.
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However, the current understanding of the psychometric properties of the FACE is
insufficient. Further psychometric testing of the FACE is needed in order to demonstrate
its reliability and validity in a variety of contexts.
Despite a current lack of psychometric testing, this FACE development project
offers new insight into the current understanding of instrument development for feedback
conversations and clinical teaching. Although the use of domain experts is consistent
with customary development of behaviorally anchored rating scales126,145 and health
education instruments,143 the approach used for the FACE is unique in that it uses
qualitative and quantitative content validity testing to obtain domain expertise. This
method contributed to building a more rigorous instrument that was more reflective of the
domain of interest. The rigorous analysis of the qualitative data using an inductive open
coding process contributed to the innovation of the methodological process. The
qualitative analysis methods provided a rich context to build understanding of the data
that facilitated new insights, revealed common themes between and within expert
responses, and highlighted data saturation.
The use of the eight-point relevancy scale within the quantitative content validity
testing was an additional innovation in the instrument development process. Traditional
rating scales for CVI measurement use four points, which truncate the variability of
responses. Expanding the scale to eight points with an a priori determination of how to
collapse the results for calculation provided an opportunity to examine the degree to
which experts felt that the Elements were relevant.
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A distinct strength of the development process was validation of the Elements by
the authors of the DASH to ensure congruency before conducting quantitative content
validity testing. This intentional step functioned as a data check since these experts were
farther removed from the qualitative data and had the unique perspective of being able to
see more clearly the alignment of theory, literature, and expert input without direct
influence from expert contributions.
3.5 Limitations
The methodology behind the development of the FACE presents limitations to its
use. The experts used in the qualitative and quantitative content validity testing were
purposively sampled based on demonstrated expertise in the areas of feedback and
education. Their contributions to the tool could potentially introduce bias based on
personal viewpoints and may not be generalizable to other settings or contexts. The
introduction of bias was minimized with an iterative process of comparing expert
suggestions to the underpinning theory and research to ensure congruency. As with any
qualitative analysis, the qualitative content validity testing is open to interpretation. Risks
associated with bias and subjectivity were minimized by ensuring any changes were
consistent with theory and research, as well as triangulating the theory, research, and
domain expertise with the expertise of the authors of the DASH. Although qualitative and
quantitative content validity are strong first steps, the applicability of the FACE is limited
by the lack of psychometrics of the tool. Construct validity, criterion-related validity,
inter-rater reliability, and test-retest reliability of the FACE need to be explored in a
variety of clinical learning environments and with a wide range of learners.
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The development of the FACE is a first step in addressing the need for improved
feedback conversations in clinical learning environments. The methodology presented
here offers classical and unique approaches to instrument development that have
successfully resulted in a tool that is theory based and research driven. Further research is
needed to examine the FACE’s psychometric properties and explore its usability among
end-users in clinical contexts.
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Chapter Four Findings
Giving a FACE to clinical feedback conversations: The Feedback Assessment for
Clinical Education3
4.1 Introduction
Healthcare education relies heavily on adjunct instructors to facilitate quality
clinical learning experiences.22-24 A significant component of this learning experience is
the feedback conversation that occurs between instructor and student.16,60 Similar to
simulation debriefings, feedback conversations are reflective dialogues that focus on
comparing actual performance to desired performance through the exploration and
analysis of learner thoughts and actions.11,20,21 It incorporates guided critical reflection
and learner self-assessment to identify and address learning gaps through a mutually
engaging and psychologically safe dialogue.11,14,15,20,21 The process of guided reflection is
an effective modality to help close learning gaps and impact future practice.9-15 However,
many adjunct instructors responsible for facilitating feedback conversations are
inadequately prepared to do so, lacking the pedagogical training necessary to maximize
learning.22,25-31
To equip clinical instructors with the necessary skills, faculty development
initiatives need to include a framework that guides instructors on how to facilitate
feedback conversations for quality learning. Current resources for clinical education fail
to provide a clear framework for instructors and instead offer tools that measure
constructs beyond the scope of feedback conversations.85,94,103-105 To address the need for
a tool that can guide the development of feedback skills and assess feedback behaviors
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among clinical instructors, The Feedback Assessment for Clinical Education (FACE) was
developed. The FACE was designed to assess instructor behaviors associated with
facilitating quality feedback conversations. The development of the tool used a
multiphase approach and was based on theory, research, and expertise from domain
experts through qualitative and quantitative content validity testing.74 Details on the use
of theory and research to develop the FACE are presented elsewhere.74,138 The purpose of
this paper is to present the FACE tool comprising a rating form and rater handbook and to
discuss how the findings from the qualitative and quantitative content validity testing
informed the revisions of the tool.
4.2 FACE Tool
The FACE tool provided to experts for qualitative and quantitative content
validity testing was developed from educational theory and research during the first phase
of tool development.74,138 For purposes of discussion, the tool will be presented first to
provide context for the content validity findings and the revisions made as a result of
those findings.
The FACE is a criterion-referenced behaviorally-anchored rating scale (BARS)
with six Elements that capture major constructs of quality feedback.72,74 Each Element
has several dimensions that serve to further define the construct represented by the
Element. The Rater Handbook provides instructions and observable behavioral indicators
that represent positive and negative instructor behaviors for each dimension. These help
to operationalize the constructs and serve as exemplars to guide the rating of instructor
behaviors along the 7-point continuum ranging from extremely ineffective to extremely
effective.74 Details of the FACE are presented in Table 4.1.
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Table 4.1
FACE Elements, Dimensions, and Overview
FACE Element
1. Establishes an
engaging
learning
environment

•
•
•

2. Maintains an
engaging
learning
environmenta

•
•
•

•
3. Structures the
feedback
conversation
in an
organized way

•
•

•
4. Provokes an
engaging
discussion

•

5. Identifies and
explores
performance
gaps

•
•
•

6. Helps the
learner
achieve or
sustain good
future
performance

•

•
•

Element Dimension
Establishes roles and expectations for the
learning process
Collaboratively establishes goals and
objectives for learning
Optimizes the physical environment for
reflective dialogue

Overview
Encompasses how well the
instructor sets the stage for
learning and addresses the
logistics and expectations of
the learning encounter.

Revisits the learning contract prior to the
feedback conversationb
Builds and maintains an empathic
connection and rapport
Conveys a consistent commitment to
respecting the learner’s understanding and
perspective
Acknowledges and explores emotionally
charged issues with the learner
Advances the discussion logically with a
beginning, middle, and end
Encourages the learner to express feelings
and reactions to the clinical event at the
beginning of conversation
Guides analysis of the learner’s
performance
Uses observed performance as basis for
discussion
Reveals own reasoning and judgments
Facilitates discussion through a dialogue of
reciprocal reflection

Addresses how well the
instructor creates a
psychologically safe
learning environment and
holds the learner in high
regard while holding
him/her to high standards.

Provides feedback on performance
Identifies the performance gap
Explores the source of the performance
gap

Focuses on how well the
instructor facilitates a
conversation that flows and
progresses systematically.

Comprises how well the
instructor facilitates a
discussion where both the
instructor and learner are
actively engaged in
reflection and where the
instructor is transparent
about personal thoughts and
judgments.
Focuses on how well the
instructor identifies the gap
between actual performance
and desired performance
and then explores the
reasons for the gap.
Addresses how well the
instructor solidifies learning
through teaching,
reinforcement, and
extrapolation to other
contexts.

Addresses the performance gap through
effective teaching
• Encourages reflection on the feedback
• Meets the important objectives that were
collaboratively established with the learner
• Collaborates with the learner to summarize
learning from the conversation
Note. Behavioral anchors are provided in the FACE Rater Handbook.
a
Maintains an engaging learning environment was originally ‘Cultivates a psychologically safe feedback
environment’ prior to qualitative content validity testing. bRevisits the learning contract prior to the
feedback conversation was added after qualitative content validity testing.
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The first construct, establishes an engaging learning environment (Element1),
encompasses how well the instructor sets the stage for learning and addresses the
logistics and expectations of the learning encounter. The dimensions that define this
Element and their respective behaviors ideally occur before the initial learning encounter
such as a clinical rotation or clerkship. The second construct of the tool, maintains an
engaging learning environment (Element 2), focuses on the behaviors that help create a
psychologically safe learning environment immediately before and during feedback
conversations. Holding the learner in high regard while holding him or her to high
standards is the hallmark of this Element. The remaining four Elements of the tool relate
to aspects that occur during the feedback conversation. Structures the feedback
conversation in an organized way (Element 3), focuses on how well the instructor
facilitates a conversation that flows and progresses systematically. The fourth construct,
provokes an engaging discussion (Element 4), comprises how well the instructor
facilitates a discussion where both the instructor and learner are actively engaged in
reflection and where the instructor is transparent about personal thoughts and judgments.
Identifies and explores performance gaps (Element 5) encompasses how well the
instructor explicitly identifies the gap between actual performance and desired
performance and then explores the reasons for the gap. The final construct, helps the
learner achieve or sustain good future performance (Element 6), addresses how well the
instructor solidifies learning through teaching, reinforcement, and extrapolation to other
contexts.
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The FACE tool, comprising the rating form and Rater Handbook, is a framework
for feedback conversations that embodies the principles of reflective learning and
collaborative dialogue between instructor and learner. The FACE framework is useful in
contexts amenable to formative, reflective dialogues between an instructor and learner
where time can be devoted to the collaboration of inquiry and learning.
4.3 Qualitative Content Validity
A panel of expert researchers and educators in healthcare, organizational
behavior, industrial psychology, and business management were purposively sampled
based on their experience in the areas of education, clinical training, or effective
feedback.74 Eight female and three male experts from six states and two Canadian
provinces participated. Experts were provided with the FACE tool based on Mezirow’s
Transformative Learning Theory (TLT) and research in the fields of education and
performance feedback.74 The preliminary version of the FACE tool identified major
constructs and indicators of quality feedback conversations according to TLT and
multidisciplinary literature. Using structured review questions, experts were asked to
provide input on the accuracy, thoroughness, breadth, and depth of the tool’s Elements,
dimensions, and observable behaviors.
Responses from the qualitative review were analyzed in Atlas.ti using open
coding through an inductive process.83,74 A constant comparative analysis guided the
process and efforts were employed to increase dependability of the results.81,83,74 Codes
were examined for groundedness in the data, memos were written for documentation of
emerging ideas, and member checks were used for clarification of responses when
necessary.74,81,83,140 Codes and supporting quotes were examined to ensure changes were
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consistent with TLT and research.74 Codes identified aspects of the FACE that experts
felt were accurate or incomplete. Suggestions centered on positive and negative issues of
clarity, inclusivity, observability, and redundancy. The majority of suggestions provided
specific positive and negative behavioral examples that could further define the
dimensions of each Element. Other suggestions focused on grammatical or stylistic edits
as well as ways for decreasing the redundancy of behavioral examples and shortening the
length of the tool. Interestingly, responses from several experts recommended behaviors
that were already in the tool, suggesting the current description of dimensions and their
respective behavioral examples lacked clarity or were not operationalized enough to be
recognizable. Experts affirmed the accuracy of the Elements, dimensions, and behavioral
examples of the FACE with over 220 discrete quotes directly or indirectly indicating
support for the Element, dimension, or behavioral indicator. Saturation of data was
reached approximately halfway through analysis with no new or relevant comments
emerging. For a complete list of code definitions and quotation frequency from the
qualitative content validity review, see Appendix J.
Two significant themes emerged across experts that require closer examination:
the context of feedback conversations and the rating scale used in the FACE. Six experts
emphasized the importance of contextual factors inherent in different learning
encounters, such as setting, time, and learner characteristics. Responses from experts
highlighted the failure of the FACE to address these factors and their impact on feedback
conversations. Although examples of effective and ineffective feedback behaviors are
provided in the FACE, how these behaviors might differ in various learning contexts
needed acknowledgement. Expert responses suggested a disconnect between the idea that
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every feedback conversation is different and what appears to be a prescriptive list of
behaviors in the FACE. Although few experts offered solutions to this paradox, it was
apparent that the FACE needed to be more explicit in two areas: one, instructor feedback
behaviors could and should be individualized based on the context and culture of
learning; and two, behavioral examples in the FACE should not be used as an obligate
checklist but rather guideposts for assessing behavior within a larger learning context.
The 7-point rating scale received a significant amount of attention from the
experts. Seven experts addressed the challenges posed by the rating scale, with each
expert having a slightly different perspective. Three experts focused on how the scale was
anchored, citing a lack of clarity on how to objectively measure instructor behaviors
when only two of the seven levels are anchored with behavioral examples. To improve
the scale, two experts recommended anchoring every level with behavioral examples and
another expert suggested anchoring four out of the seven levels. Two different experts
highlighted the inconsistency of the scale labels, concerned that some levels were given
quantitative labels such as ‘extremely’ or ‘somewhat’, while others were given timereferenced labels such as ‘consistently’. Although there was no consensus among the
experts on the challenges and solutions to the rating scale, the quality and quantity of
expert comments called for further consideration of the scale.
4.4 Modifications to the FACE Based on the Qualitative Review
The FACE tool was revised based on expert feedback from the qualitative review
using an iterative comparative process to ensure consistency with the undergirding theory
and literature.74 After taking into account theory, research, and domain expertise, no
substantive changes were made at the Element or dimension level. However, the rater
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handbook containing the introduction to the tool, directions for rating, explanation of
each Element and dimension, and behavioral examples was edited for word choice,
phrasing, and redundancy. Revisions ensured that the introductions and explanations for
each Element and dimension clearly delineated the concepts and outcomes of interest and
that each behavioral example was a specific, concrete operationalization of its respective
dimension. Behavioral examples that were repetitive were collapsed or eliminated and
examples that were vague or too general were made more specific.
While some dimensions had behavioral examples that were redundant, others
were lacking very specific examples that fully operationalized the dimension. For
example, in the construct provokes an engaging discussion (Element 4), the dimension
labeled facilitates discussion through a dialogue of reciprocal reflection did not have
behavioral examples that fully captured the breadth of the dimension. Through the
qualitative content validity review, it became apparent that the importance of learner selfappraisal was not adequately emphasized. As a result, behavioral examples for this
dimension were revised to highlight the instructor’s role in inviting the learner to share
his or her self-appraisal and then integrating the self-appraisal with the content of the
feedback. A similar change was made to the construct helps the learner achieve or
sustain good future performance (Element 6). The dimension meets the important
objectives that were collaboratively established with the learner was missing key
behaviors involved in closing the feedback loop. Several experts identified the need for
explicit behavioral examples where the instructor collaboratively establishes an action
plan for improvement and contracts with the learner to follow-up and re-assess progress.
These behaviors were added to enrich the understanding of the dimension.

	
  

55

Two experts communicated concerns over the word choice of the construct helps
the learner achieve or sustain good future performance (Element 6). They suggested that
the Element label implies the tool is measuring future performance, which cannot be
assessed within the scope of a feedback conversation. To address these concerns while
maintaining parallelism with the DASH and consistency with the underlying theory, the
Element’s explanation in the rater handbook was revised to explicitly state the purpose
and scope of the Element. Additional details addressed that Element 6 is not about
measuring the impact of the feedback conversation, but rather measuring the behaviors
that theory and literature suggest will help lead to improved performance in the future.
The impact of context on feedback conversations was addressed with a focused
discussion early in the rater handbook. A section titled the impact of context on feedback
conversations was added that explained how constructs remain constant across different
feedback conversations, but specific instructor behaviors can and should be tailored to
meet the unique needs of the learning context. The section also acknowledged that
different contexts necessitate different types of feedback conversations. It discussed how
the FACE framework could be used in specific situations where time can be devoted to
collaboration, inquiry, and reflective dialogue. In the directions for scoring, more
emphasis was also placed on the function of behavioral examples as guideposts rather
than checklists. This explanation was also added to the directions on the FACE rating
form.
Given the lack of consensus from experts on the best approach to the rating scale,
the methodological decision was made to maintain parallelism between the DASH and
the FACE. No changes were made to the 7-point scale or to how the levels were
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anchored. However, the time-referenced labels using ‘consistently effective/consistently
ineffective’ were changed to ‘very effective/very ineffective’ to match the quantityreferenced labels of ‘extremely’, ‘mostly’, and ‘somewhat’. How to best improve the
anchoring of the rating scale needs further attention in future studies.
Changes made to the FACE as a result of the qualitative content validity results
were presented to the authors of the DASH for triangulation.74 Two minor revisions were
made to Element 2 as a result of this triangulation. Element 2 was originally labeled
cultivates a psychologically safe feedback environment. Although there were no direct
comments from experts that indicated an issue with the Element label, it was decided that
the label was not an adequate representation of the breadth of the construct being
represented. The construct encompassed holding the learner in high regard while holding
him or her to high standards. Although psychological safety reflects holding the learner in
high regard, it failed to address holding the learner to high standards. As a result, the
Element name was expanded to maintaining an engaging learning environment and the
dimension revisits the learning contract was added. These changes were consistent with
the underpinning theory and research and did not contradict any of the findings from the
qualitative content validity responses. For the final FACE rating form and FACE rater
handbook, see Appendix K and Appendix L, respectively. See Appendix M for a
conceptual model of situated feedback conversations developed as a result of this work.
4.5 Quantitative Content Validity
The same experts who participated in the qualitative review received the revised
FACE tool and quantitative content validity questions. The first section of the
quantitative content validity review used Lawshe’s approach to content validity and
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asked experts to identify how essential each dimension was to the broader Element to
which it belonged.74,141 Experts rated each dimension as essential, useful but not
essential, or not necessary to the Element. As an example, experts were posed the
following question, “When trying to establish an engaging learning environment (the
Element), how important is it for instructors to establish roles and expectations for the
learning process (dimension of the Element)?” Ten of the eleven experts returned the
quantitative content validity questions.
The Content Validity Ratio (CVR) was calculated for each dimension using
Lawshe’s CVR equation141 and Wilson et al.’s142 critical value table for a one-tailed test
at α=.05 (Table 4.2). Seventy-five percent (n=15) of the dimensions reached significance.
With the exception of the construct identifies and explores performance gaps (Element
5), each construct had one dimension that did not reach significance. Although the
frequency of ‘essential’ ratings in these dimensions ranged from four to seven, there was
an increased number of ‘useful but not essential’ ratings or the presence of a ‘not
necessary’ rating that contributed to the dimensions not reaching significance. Only three
dimensions, each in a different Element, received a ‘not necessary’ rating: maintains an
engaging learning environment (Element 2), structures the feedback conversation in an
organized way (Element 3), and helps the learner achieve or sustain good future
performance (Element 6). The ‘not necessary’ ratings constituted 1.5% of all ratings and
originated from two experts. In contrast, the majority of all ratings were ‘essential’
(83.5%, n=167) as compared to ‘useful but not necessary’ (15%, n=30). Interestingly,
approximately one-third of all dimensions (35%, n=7) received unanimous ratings of
‘essential’ from all ten experts.
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Table 4.2
Calculation of Content Validity Ratio

The second section of the quantitative content validity testing used the Content
Validity Index (CVI) to examine how relevant each Element was to its objective. The
traditional four-point relevancy scale140,144 was expanded to an eight-point scale to
capture greater variance in ratings.74 Consistent with the original four-point relevancy
scale, the eight-point scale ranged from ‘not relevant’ to ‘very relevant’ and an a priori
decision was made for how the eight-point scale would collapse to four points for
analysis (Table 4.3). The CVI was calculated at the Element level (E-CVI) based on the
proportion of ‘quite relevant’ and ‘very relevant’ scores according to the a priori
determination of the eight-point scale (Table 4.4).74,140,144 An E-CVI of 0.78 or greater
was used to establish content validity based on commonly accepted CVI values.144
Table 4.3
Comparison of Four-Point and Eight-Point Content Validity Index Scale
Four-Point Scale
1 = Not relevant
2 = Somewhat relevant
3 = Quite relevant
4 = Very Relevant

	
  

Eight-Point Scale
1 or 2 = Not relevant
3 or 4 = Somewhat relevant
5 or 6 = Quite relevant
7 or 8 = Very relevant
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Table 4.4
Calculation of Content Validity Index
PIDa

Element 1

Element 2

Element 3

Element 4

Element 5

Element 6

1

8

8

8

8

8

8

2

8

8

7

8

8

8

3

7

8

7

8

8

6

4

7

8

7

8

8

7

5

7

8

7

8

8

8

6

8

8

8

8

8

8

7

7

6

6

6

7

6

8

8

8

8

7.5

7.5

6

10

7

7

7

8

8

8

11

8

8

6

7

8

7

Total:

VR=10

VR=9

VR=8

VR=9

VR=10

VR=7

QR=0

QR=1

QR=2

QR=1

QR=0

QR=3

SR=0

SR=0

SR=0

SR=0

SR=0

SR=0

NR=0

NR=0

NR=0

NR=0

NR=0

NR=0

E-CVIb:
1.0
1.0
1.0
1.0
1.0
1.0
Note. aPID represents Participant Identification Number; bE-CVI represents Element level Content
Validity Index. VR = very relevant; QR = quite relevant; SR = somewhat relevant; NR = not relevant.
See Table 4.3 for conversion of numeric ratings to degree of relevancy.
E-CVI critical value = 0.78. T-CVI (tool level CVI) critical value = 0.90. Participant number 9, 12,
And 13 did not provide responses to quantitative content validity review.

The E-CVI for all six Elements were significant, with all ten respondents rating
each Element as ‘quite relevant’ or ‘very relevant’ to its respective objective. A rating of
‘six’, corresponding to ‘quite relevant’ on the rating scale, was the lowest rating by an
expert and constituted only 11.7% (n=7) of the total ratings. Experts provided a rating of
‘eight’, the highest possible rating, 60% of the time (n=36). Four Elements (66.7%)
received a mix of ‘very relevant’ and ‘quite relevant’ ratings and two Elements (33.3%)
received ‘very relevant’ ratings from all ten experts. The E-CVI for each Element was
averaged to calculate the tool level content validity index (T-CVI).74,144 A T-CVI of 0.90
or greater was identified for establishing content validity at the tool level.74,144 Content
validity was supported by a T-CVI of 1.0.
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4.6 Discussion
Based on expert ratings, the CVR and CVI suggest strong content validity for the
FACE at the dimension, Element, and tool level. Although the CVR and CVI were
strong, interesting patterns emerged when examining Elements and their respective
dimensions. The construct identifies and explores performance gaps (Element 5) was the
only Element in the CVR analysis where all experts agreed that each dimension was
essential to its respective Element. In contrast, ratings for the dimension optimizes the
physical environment for reflective dialogue under the construct establishes an engaging
learning environment (Element 1) were split in half between ‘essential’ and ‘useful but
not essential’. Because of this division among experts, the dimension did not reach
significance. This suggests that not all experts agree on how essential it is for instructors
to optimize the physical environment in order to establish an engaging learning
environment. Although relevant to an engaging discussion, there are differing
perspectives among experts as to the role the physical environment plays in
conversations. This discord in ratings was not unique to the first Element. Ratings for the
dimension revisits the learning contract prior to the feedback conversation under the
construct maintains an engaging learning environment (Element 2) were also split, with
more experts finding the dimension useful than essential. One expert found revisiting the
learning contract unnecessary for maintaining an engaging learning environment but did
not provide an explanation. While this expert’s rationale is unclear, there may be
situations where revisiting the learning contract is not necessary, such as conversations
that follow in close proximity to the establishment of the learning contract.
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The same expert who rated revisiting the learning contract as unnecessary for
maintaining an engaging learning environment also rated advancing the discussion
logically with a beginning, middle, and end as unnecessary for structuring the feedback
conversation in an organized way (Element 3). A logical flow and progression of topics
that scaffold the conversation tend to be well accepted among academia. However, four
other experts rated the dimension as ‘useful but not essential’. This was consistent with
ratings for the construct structures the feedback conversation in an organized way
(Element 3) in the CVI analysis. Element 3 received the second largest amount of low
scores among all the Element ratings in the CVI analysis. The lack of consensus among
experts appears to be in direct contradiction to the commonly accepted principle of
logical flow. The findings suggest that the dimension and behavioral indicators may not
have accurately reflected the larger construct of organized structure. Further examination
is needed into the first dimension of Element 3 and its respective behavioral examples.
The CVR ratings for the dimension addresses the performance gap through
effective teaching under the construct helps the learner achieve or sustain good future
performance (Element 6) resulted in interesting findings. Experts predominately felt that
addressing the performance gap through effective teaching was essential to helping the
learner’s future performance, but one expert felt it was unnecessary. Even though the
dimension reached significance due to the large amount of ‘essential’ ratings, the
‘unnecessary’ rating needs closer examination. The expert’s rationale was based on the
belief that the instructor does not always need to provide the teaching. An action plan for
improvement can be developed that relies on other modalities such as self-directed
learning or group teaching. This comment was poignant considering feedback
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conversations aim to cultivate reflective thinkers who are active meaning makers rather
than passive recipients of knowledge. Despite the dimension reaching significance, more
consideration is needed for how to capture alternative modalities to instructor-led
teaching within the FACE framework.
In examining the two approaches used to quantify content validity, there was
congruence between the CVI at the Element level and the CVR at the dimension level.
The three Elements that received the lowest CVI ratings (rating of ‘six’ for Element 2, 3,
6) corresponded with the dimensions that received CVR ratings of ‘not necessary’. The
exception to this was the construct provokes an engaging discussion (Element 4).
Although Element 4 received a CVI rating of ‘six’, it did not receive any ‘ not necessary’
CVR ratings. Only one of Element 4’s dimensions, reveals own reasoning and
judgments, did not reach significance in the CVR analysis. This corresponds with the
expert who provided the lowest rating in the CVI who cited that word choice negatively
impacted the rating. This expert thought that the word ‘judgment’ carried a negative
connotation and should be changed to the word ‘perspective’. Although the one
dimension of revealing own reasoning and judgments was not viewed as essential by
enough experts to reach significance, all the dimensions that delineate the breadth of
Element 4 are an accurate representation of provoking an engaging discussion.
Word choice was also the rationale for the expert who rated the construct helps
the learner achieve or sustain good future performance (Element 6) as a ‘six’ in the CVI
analysis. The expert was not comfortable with the label since good future performance
cannot be measured within the feedback conversation and recommended using the phrase
‘help apply to future performance’. Out of three experts rating the Element as a ‘six’, this
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expert was the only one who cited word choice as the rationale for the lower rating.
Another expert providing a rating of ‘six’ indicated that the dimension on summarizing
learning was less of a match for helping to sustain or achieve good future performance.
The third expert did not provide a rationale, but voiced concerns over the wording of the
Element in the qualitative content validity testing. Since the wording of the Element’s
label was not changed between the qualitative and quantitative content validity testing,
word choice may have contributed to the lower rating. Given that Element 6 received the
highest amount of low scores on the CVI, it is important to understand the factors that
contributed to the lower ratings. Despite explicitly acknowledging that the Element only
measures instructor behaviors that have the potential to impact future performance, the
CVI ratings suggest that this clarification may not have been enough to address the
concerns of some experts. Further attention is needed into the wording of Element 6 to
ensure it accurately reflects the measurement of behaviors with the potential to impact
future performance.
Word choice continued to be a recurring theme in the rationales of lower CVI
ratings. The word ‘structure’ in the construct structures the feedback conversation in an
organized way (Element 3) resulted in one expert rating the Element as a ‘six’. In the
rationale, the expert cited the implications of losing the conversational tone and the
capacity for adaptation to different learner needs if the conversation is over-structured.
Much like this example, many rationales provided throughout the content validity testing
referenced one side of the extremes but did not take into consideration the other extreme.
For instance, although over-structure can inhibit flexibility and adaptation, lack of
structure can impair learning through fragmented and incoherent learning points.
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Rationales of experts reinforced that there are multiple ways to conceptualize behaviors
and that an individual’s perspective strongly influences the lens through which behaviors
are viewed and interpreted.
4.7 Limitations
Several limitations are inherent in the FACE tool and implicate its applicability
and next steps in development. The innate subjectivity of observing and interpreting
behaviors is a limitation of the content validity testing process and of the FACE tool. The
use of experienced, knowledgeable experts not only offers expertise to the content
validity process, but it also risks the introduction of personal idiosyncrasies and biases.
Using a constant comparative analysis between expert responses, theory, and research
underpinning the tool helped to minimize this risk. Issues around the subjectivity of
rating instructor behaviors, however, are still a concern. Steps to make the FACE less
subjective included the development of a rater handbook to guide rating, clear
instructions for raters, and observable, objective behavioral examples. The addition of
behavioral examples anchoring more levels of the rating scale rather than the extremes
would be a strong future step to decrease the perceived subjectivity of the tool. Inter-rater
and test-retest reliability testing is also needed to better understand how the FACE
performs between raters and across time.
The small sample size is another limitation. With a small subset of experts
participating, additional feedback behaviors may have been captured had more content
experts participated. However, of the experts who did participate, there was a variety of
disciplines represented, including anesthesia, critical care and internal medicine, nursing,
otology and laryngology, management and human resources, and psychology. Based on
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the breadth of the literature and domain expertise, the findings are only applicable to
formative feedback conversations between instructor and learner where the objective is to
learn rather than to evaluate. It is not known whether the FACE can be applied to
summative evaluations or to other contexts where peer-to-peer or instructor-to-instructor
feedback occurs.
Because the tool was developed from experts familiar with scholarly terminology
and formal language, it is important that the format, language, and explanations are clear
and make sense to the frontline educators who lack feedback expertise. Since the FACE
is designed to assess and guide the development of feedback skills among clinical
instructors with minimal pedagogical training, the FACE tool must be practical,
understandable, and easy to use. Pilot testing that focuses on the usability of the FACE
among clinical instructors is needed.
A strength of the content validity testing was the a priori decision to expand the 4point CVI scale to an 8-point scale. The expanded scale provided greater insight into the
degree to which experts agreed with the relevancy of the Element. Variability that ranged
from scores of ‘six’ to ‘eight’ would not have been captured with the 4-point scale. The
methodological decision to use both the CVR and CVI approaches to content validity
testing also enhanced the findings and enabled additional support of the FACE’s content
validity. Interpreting findings in light of theory and research helped to ensure that
suggestions being considered were consistent with the foundation upon which the FACE
was built.
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The findings from the qualitative and quantitative content validity testing
presented here suggest a tool with promising content validity for use across healthcare
disciplines. It is important to acknowledge the limited understanding of how the FACE
performs in a variety of contexts. To fully appreciate its potential, further psychometric
and usability testing is needed. Establishing reliability as well as construct and criterionrelated validity are important next steps in order to meet the need for a theory-driven,
research-based tool for assessing the quality of feedback conversations in clinical
education.
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Chapter Five Discussion and Implications
This chapter offers a reflection on the work presented in previous chapters and
identifies the limitations and strengths of the FACE project. It also discusses future
directions and implications for education, research, and practice.
5.1 Limitations
This project focused on refining the Feedback Assessment for Clinical Education
(FACE) tool to guide and assess instructor feedback behaviors in clinical learning
environments. Informed by Jack Mezirow’s Transformative Learning Theory,
multidisciplinary research, and experts from the fields of education, organizational
behavior, psychology, and health sciences, the FACE was developed to reflect essential
constructs of quality feedback conversations for its use across clinical settings and
disciplines. It also offers a framework for feedback conversations that embodies the
principles of reflective learning and collaborative dialogue between instructor and
learner. The FACE framework is useful in contexts amenable to formative, reflective
dialogues between an instructor and learner where time can be devoted to the
collaboration of inquiry and learning. However, the design of the FACE and the
methodology behind its development presents limitations worthy of acknowledgment.
The research and domain expertise upon which the FACE is based only takes into
account the dyad of learner and instructor in a formative feedback conversation. The
current iteration of the FACE tool limits its use to situations where one adult learner and
one instructor are engaged in dialogue. There are a variety of situations besides the
learner-instructor dyad where feedback conversations are useful, such as with groups of
learners or multiple instructors. For application to other situations, dimensions and

	
  

69

behavioral indicators may be different. Further research is needed in understanding how
instructor behaviors in feedback conversations differ when multiple instructors or
students are engaged in the discussion. Another important aspect of the FACE is the
focus on formative feedback conversations. The FACE is limited to use in formative
conversations where feedback is for the purpose of learning and improving. The FACE is
not designed for summative conversations where the purpose is evaluation and highstakes decision-making with consequences such as grades or progression. Because
summative conversations differ from formative conversations in purpose, scope, and
facilitation, the current iteration of the FACE is only applicable to formative dialogues.
Future research is needed to better understand the effective instructor behaviors
associated with high quality summative feedback conversations.
Across formative feedback conversations, there is a wide variety of situational
and contextual factors that influence how an instructor facilitates a feedback
conversation. There are situations where in-depth reflective and collaborative dialogue is
appropriate and necessary and other instances where time, situation, or context precludes
an in-depth discussion. For example, there are situations when brief action-oriented
coaching is more appropriate than a reflective, reciprocal feedback dialogue. When a
student nurse is about to contaminate the sterile field during a Foley catheter insertion,
action-oriented coaching to correct the behavior and prevent patient harm is the priority.
This is not to say that a reflective dialogue to explore learner frames that drove
unacceptable behavior is not appropriate at a later time after the issue is resolved. In fact,
an integral component of facilitating deep learning is the reflection on-action that occurs
after a clinical learning encounter. The FACE framework is useful in contexts amenable
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to reflective, reciprocal, and collaborative dialogues where inquiry and learning is the
focus.
To acknowledge that reflective feedback conversations are not appropriate for all
situations and to reinforce that there are times when other feedback approaches are
effective, the FACE rater handbook directly addresses these issues to help ensure
appropriate use of the tool. The handbook also states that although the constructs of
effective feedback will remain constant across different feedback conversations, it is
recognized that specific instructor behaviors can and should be tailored to meet the
unique needs of time, content, learner attributes, and situation. Because of this, there is
flexibility built into the FACE rating that allows instructors to individualize
conversations to contextual factors while being consistent with the overarching constructs
of quality feedback conversations. It is emphasized in the rater handbook and on the
rating form that behavioral examples are exemplars to guide rating rather than an obligate
checklist.
The rating scale used in the FACE poses additional limitations. Only including
anchors for each end of the scale provides opportunity for subjectivity in rating. There are
five levels within the rating scale that do not have anchors. This requires rater judgment
that can introduce subjectivity and impact the reliability and validity of the tool. The
experts consulted during the FACE development did not reach consensus on how to
address this issue. Expert opinion was mixed between anchoring every level of the scale
and only anchoring a select few. To maintain parallelism with the DASH and because the
DASH has demonstrated reliability and validity in a variety of settings,72,73 it was decided
to keep the anchoring of the FACE scale the same as the DASH. To help minimize
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subjectivity and rater error, the rater handbook was developed to guide rating. Clear
instructions for raters were provided in both the rater handbook and rating form.
Behavioral examples in the rater handbook were revised to be as observable and
objective as possible. It is acknowledged, however, that additional research is needed to
better understand the psychometric properties of the tool across settings and disciplines.
Due to comments by experts regarding the potential for subjectivity, inter-rater reliability
and test-retest reliability is a major focus moving forward.
The selection and use of research and content experts also poses limitations to the
study. Research that informed the development of the FACE was multidisciplinary,
ranging from healthcare to organizational behavior to industrial psychology. Much of the
social science literature used supervisor and subordinate relationships to examine
feedback. It was assumed that findings from these studies could be applied to the
academic setting due to the parallel power structure between instructor and student. It
was expected that differences in contextual factors between workplace environments and
classical learning environments would pose minimal confounders. It is important to
recognize that this may not hold true and that findings based on supervisor-subordinate
relationships may not transfer to instructor-learner relationships in clinical learning
environments. Similarly, the use of experts risks the introduction of personal
idiosyncrasies and biases. Although experienced and knowledgeable, experts are still
subject to their own mental models and frames. To minimize this risk, a constant
comparative analysis was used in an iterative process to compare expert responses,
theory, and research underpinning the tool. Before expert suggestions were incorporated,
consistency with theory and research was examined.
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The research and domain expertise on which the FACE is based offers additional
strengths to the project. The variety of settings in which the studies were conducted
helped to strengthen the FACE tool, which is designed to be used with a diversity of
learners in a wide range of settings. The contributions of experts from a variety of
disciplines and academic program levels also strengthened the tool. Because of the
breadth of research and expert sources, the FACE is designed for use with undergraduate,
graduate, entry-level, and post-graduate learners. It can also be used in community sites,
acute care tertiary settings, or other locations where clinical learning occurs. Although
designed for formative feedback conversations between an instructor-student dyad across
disciplines, learner levels, and settings, further testing is needed to determine if the FACE
is valid and reliable in the contexts for which it was designed. Additionally, each
discipline, learner level, and setting has unique attributes that might require adaptations
of the FACE to meet specific needs. Usability and feasibility testing is needed across
disciplines, settings, and contexts.
The use of domain expertise also presents unique concerns regarding usability
among clinical instructors. Experts in feedback are familiar with terminology and
language that is unfamiliar to clinical instructors with minimal pedagogical training.
Because the FACE is intended for use as an assessment tool and as a framework for
developing clinical instructor feedback skills, the tool needs to be clear, understandable,
and easy to use for clinical instructors. An important next step in the development of the
tool is piloting the FACE among a representative group of clinical instructors and testing
the usability of the tool from the end-user perspective.
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The focus of the FACE tool and the differentiation between quality and
effectiveness requires further discussion. Although the FACE is designed to measure
instructor behaviors associated with quality clinical feedback conversations, it does not
directly measure the effectiveness of the conversation. The effectiveness of a feedback
conversation is based on the reactions of the learner. A widely held belief is that feedback
conversations are only effective if they have some degree of impact on the learner. Yet,
the FACE does not focus on the learner in the conversation, but rather the actions of the
instructor. The FACE exemplifies the constructs and behaviors that theory, literature, and
domain expertise suggest are associated with quality feedback. The nuance is that quality
feedback may not always result in effective feedback that impacts or influences the
learner to the extent desired. Ultimately, the effectiveness of a feedback conversation is
determined by whether or not the student walks away having learned something that can
be applied to future practice. Instructors can master all of the ‘effective’ behaviors and
the result can be an ineffective feedback conversation because the learner did not gain an
adequate level of new insights into current practice, reinforcement of positive practice, or
ideas for change in future practice. To understand what makes feedback conversations
effective, longitudinal research is needed that examines the link between instructor
behaviors and change in future practice.
5.2 Future Directions and Implications
The FACE tool, grounded in theory and research, can serve as a strong foundation
upon which to enhance the state of knowledge on best practices of clinical education.
This work offers substantive contributions to the areas of education, research, and
practice.
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5.2.1

Education
To meet the current charge of improving healthcare education, clinical instructors

need to be equipped with the knowledge and skills necessary to facilitate quality
feedback conversations that have the potential to maximize learning. The FACE
identifies fundamental constructs integral to quality feedback conversations and can be
used as a framework for educating clinical instructors on effective feedback strategies. In
an era of high turnover and inadequate pedagogical training among instructors, the FACE
addresses the need for a structured yet adaptable approach to training clinical instructors
across learning settings, contexts, and disciplines.
The FACE can also inform future faculty development initiatives and empower
clinical instructors to address the Carnegie Report recommendations for medical and
nursing education.3,6 A future initiative made possible by the development of the FACE is
the establishment and implementation of a faculty development program focused on
clinical feedback skills. Much like the DASH, the FACE can be developed into a variety
of rating form versions that enable learners to assess instructors’ skills and allow
instructors to engage in self-assessment. This FACE project is the first step in building a
family of FACE rating forms that can contribute to improved clinical education and
enhanced learning experiences. Student rater and instructor self-rater versions should be
developed to expand the assessment of feedback conversations to a variety of
perspectives. It can also help develop the skills of self-reflective practice for students and
instructors.
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Ongoing faculty training and development can also be achieved. The FACE
provides a resource for instructors to engage in peer reviews and collaborative
development of feedback skills. With further psychometric testing, the FACE could
empower academia to develop competency assessments that establish baseline
competence in feedback skills prior to instructors facilitating clinical learning experiences
for students. The DASH was successful in establishing competence among trained
debriefers in the recent National Council of State Boards of Nursing simulation study.146
The FACE has similar potential within the clinical learning environment. This work
contributes to a growing body of knowledge necessary for understanding best practices of
clinical faculty development and can ultimately help address the charge to improve
healthcare education by promoting critical reflection, higher level thinking, and deeper
learning.
5.2.2

Research
Being theory-based and research driven, the FACE can help address the need for

improved clinical teaching, enhanced clinical learning, and improved learner outcomes
by providing constructs that can be operationalized and tested. With further psychometric
testing and an understanding of the how the tool performs in a variety of contexts, the
FACE could serve as a tool for operationalizing and measuring constructs that have been
poorly or inconsistently defined. There is a paucity of research examining relationships
between feedback and performance outcomes. There is much more to discover about goal
setting, emotion, and self-appraisal in the context of feedback conversations. Very few
studies examine gains in knowledge and attitudes in response to various feedback
techniques. Even less is understood about the impact of those changes on subsequent
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performance. Understanding the relationship between feedback behaviors and cognitive
and affective outcomes will be necessary to fully understand the full scope of the
relationship between feedback and performance. Currently there are no studies that
examine the impact of feedback on measures of clinical performance over time or the
impact on performance when varying degrees of time elapse between feedback and
application of learning. Little is known about long-term learning from feedback and what
aspects of feedback conversations are associated with transfer of learning.
The FACE offers the ability to explore these little known areas and begin testing
relationships between feedback behaviors, learner characteristics, and performance
outcomes. For educational research to gain traction, learner performance must also be
linked to quality of care and clinical performance outcomes that impact patients. The
FACE tool provides a framework that can inform how to train and assess instructors
when attempting to examine the relationship between instructor behaviors and learner
outcomes. Longitudinal studies are needed to investigate issues of performance decay and
transfer of learning and their relationship to quality feedback conversations. The FACE is
an assessment tool that can be useful to these investigations. Studies of rigor and
substance are critical to begin the dialogue on best practices of effective feedback
conversations.
Before these research initiatives can be undertaken, the psychometric testing of
the FACE needs to be fully explored. Next steps include demonstrating the tool’s interrater reliability and test-retest reliability among a representative group of clinical
instructors in nursing education. Construct validity will also be explored using
confirmatory factor analysis. Criterion-related validity is also important. Concurrent
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validity can be explored using videotaped conversations with poor and excellent feedback
behaviors to determine if the FACE can distinguish between the quality spectrum of
feedback conversations. The DASH can be used to investigate the convergent validity of
the FACE by correlating DASH scores with FACE scores. Although a specific
population, such as entry-level nursing instructors, will be used when testing the
psychometric properties of the FACE, future steps will need to expand the testing to
different populations to see how the FACE performs in different disciplines, level of
education, and settings.
5.2.3

Practice
The FACE tool offers contributions to clinical practice in a variety of healthcare

disciplines. The FACE is built upon a strong foundation of multidisciplinary research and
expertise that enables application to interdisciplinary clinical practice. Formative
feedback conversations are not unique to academic environments. Healthcare strives to
engender a workforce of self-reflective practitioners who seek to continually grow and
develop in an ever-changing healthcare terrain. Because of this, the skills involved in
facilitating quality feedback conversations would be of benefit to a variety of practice
contexts, such as nurse residency programs, new-hire orientation programs, preceptor
training, and medical residency programs. Within each of these areas, individuals with
expertise are expected to provide feedback to less experienced peers or subordinates.
Being equipped with the skills necessary to facilitate reflective conversations that could
lead to improved practice would be an asset for practitioners at any clinical practice site.
Preceptors, orientation leaders, and senior residents often face the same challenges as
academia in receiving adequate preparation for these roles. The FACE has the potential to
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help inform professional development and training initiatives that seek to improve the
feedback skills of those who will be responsible for clinical feedback.
Additional research is needed to understand the strengths and limitations of the
FACE in clinical practice contexts. There are complex differences between relationship
dynamics in academic settings and interdisciplinary clinical settings that may pose unique
challenges or require adaptation in future iterations of the tool. Culture is another variable
that significantly changes the contextual dynamic of professional development and has
implications for feedback conversations that need to be explored. The FACE tool’s
application to peer review processes is another area rich for research. Common
approaches used widely among practitioners in healthcare settings include 360-degree
feedback and multisource feedback. Investigating whether the FACE could play a role in
enhancing these modalities of peer review and performance feedback is another
important future initiative.
The FACE addresses the need for a tool rooted in theory-based feedback and
clinical education principles. Based on the valid and reliable DASH tool, the refined
FACE is one of the first tools that translates the principles of effective debriefing to
clinical settings while incorporating principles unique to clinical education. Grounded in
research and theory, the FACE is a seminal instrument in the field of clinical education. It
can serve as a tool to assess the quality of feedback in clinical settings while presenting
opportunities across education, research, and practice to enhance the current state of
knowledge on best practices of feedback conversations. It is important to note that
usability, feasibility, and psychometric testing are needed to fully understand and
appreciate the FACE tool’s future potential within clinical education.
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Appendix A
Original Feedback Assessment for Clinical Education (FACE)
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Appendix B
Debriefing Assessment for Simulation in Healthcare (DASH)
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Appendix B (continued)
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Appendix C
Permission to Use Feedback Assessment for Clinical Education (FACE)
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Appendix D
Institutional Review Board (IRB) Letter of Determination
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Appendix D (continued)
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Appendix E
Comprehensive Synthesis of Original Feedback Research
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Appendix E (continued)
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Appendix E (continued)
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Appendix E (continued)
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Appendix E (continued)
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Appendix E (continued)
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Appendix E (continued)
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Appendix E (continued)
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Appendix E (continued)
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Appendix E (continued)
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Appendix E (continued)
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Appendix E (continued)
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Appendix F
Mapping and Alignment of the FACE tool to Mezirow’s Transformative Learning
Theory (TLT)
Theory Component and Explanation
Mezirow's principles of effective discourse
Reflective discourse is a specialized dialogue where
participants search for a common understanding and
tentative best judgment among competing viewpoints.
Participants examine competing interpretations, evidence,
arguments, and alternative points of view and then
critically reflect on the new information, making a
personal judgment based on a new assessment of
information. Frames of reference are transformed through
this critical reflection on the assumptions upon which
interpretations, beliefs, and points of view are based.
Through communicative learning and reflective
discourse, participants need to be mindful of assessing
and becoming critically reflective of the meaning behind
words, authenticity of expressions of feelings,
truthfulness, qualifications, and assumptions of those
involved in the communication. Assumptions include
intent, conventional wisdom, subtext of dialogue
(implied/unspoken thoughts, motives, undertones), etc.
Educators must minimize power relationships that
typically exist between teacher and learner. For effective
discourse and transformational learning to occur,
educators must cultivate a supportive relationship and
environment where participants feel safe and confident in
engaging in discourse, critically examining personal
assumptions and viewpoints, and acting upon new
reflective insights.
Effective discourse requires individuals in conversation:
• Have all the information
• Are free from coercion
• Have equal opportunity to assume roles of
discourse (advance beliefs, challenge, defend,
explain, assess evidence, judge arguments)
• Have opportunity to become critically reflective
of assumptions
• Are empathetic
• Are open to other perspectives
• Are willing to listen
• Are open to searching for common ground or a
synthesis of different points of view
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FACE Element and Dimensions
Element 1- Establishes an
engaging learning environment
Ø Establishes roles and
expectations for the learning
process
Ø Collaboratively establishes
goals and objectives for
learning
Ø Optimizes the physical
environment for reflective
dialogue
Element 2- Maintains an
engaging learning environment
Ø Revisits the learning contract
prior to the feedback
conversation
Ø Builds and maintains an
empathic connection and
rapport
Ø Conveys a consistent
commitment to respecting the
learner’s understanding and
perspective
Ø Acknowledges and explores
emotionally charged issues with
the learner
Element 4- Provokes an engaging
discussion
Ø Uses observed performance as
basis for discussion
Ø Reveals own reasoning and
judgments
Ø Facilitates discussion through a
dialogue of reciprocal reflection
Element 5- Identifies and explores
performance gaps
Ø Provides feedback on
performance
Ø Identifies the performance gap
Ø Explores the source of the
performance gap

Appendix F (continued)
Theory Component and Explanation
Mezirow's principle of instructor as facilitator
•
•

Instructor functions as facilitator and provocateur
Models critically reflective role expected of
learners

FACE Element and Dimensions
Element 1- Establishes an
engaging learning environment
Ø Establishes roles and
expectations for the learning
process
Ø Collaboratively establishes
goals and objectives for
learning
Ø Optimizes the physical
environment for reflective
dialogue
Element 2- Maintains an
engaging learning environment
Ø Revisits the learning contract
prior to the feedback
conversation
Ø Builds and maintains an
empathic connection and
rapport
Ø Conveys a consistent
commitment to respecting the
learner’s understanding and
perspective
Ø Acknowledges and explores
emotionally charged issues with
the learner
Element 3- Structures the
feedback conversation in an
organized way
Ø Advances the discussion
logically with a beginning,
middle, and end
Ø Encourages the learner to
express feelings and reactions
to the clinical event at the
beginning of the conversation
Ø Guides analysis of the learner’s
performance
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Appendix F (continued)
Theory Component and Explanation
Mezirow's principles of transformative learning
Transformative learning is the process by which
educators facilitate learners in identifying and critically
exploring personal and alternative
assumptions/viewpoints and through discourse, reframing
and arriving at tentative best judgments to guide future
action. The aim is for points of view to be more inclusive,
perceptive, emotionally capable of change, and reflective.
Reframing generates new beliefs and opinions that will
be more accurate and justified in guiding future actions.
• Goal is to cultivate autonomous, responsible
thinkers in a collaborative context rather than to
uncritically act on received ideas or judgments of
others
• Objective is to help learners assess and achieve
what it is that they want to learn. What matters is
what the learner feels is important and wants to
learn. This should serve as a starting point for
discourse.
• Learning needs must be defined as to recognize
participant goals and objectives
• Educator’s responsibility is to help learners reach
their goals/objectives in such a way that learner
will function as a more autonomous, responsible
thinker
• A safe and supportive system helps facilitate
adult learner’s willingness to engage in
transformative learning
• Once critical assessment of assumptions has
occurred, participants: explore options for new
roles/actions; plan a course of action; acquire
knowledge and skills for implementing the plan;
build competence and self-confidence in the new
roles/actions; and reintegrate the changes into
one’s life.
• Transformative learning occurs only when the
participant is mindful about the learning and
makes an informed and reflective decision to act
on the new reflective insight and integrate it into
future actions/thought processes.
• It is essential that educator’s assist learners in
critically reflect, appropriately validate, and
effectively act on their points of view and ways
of thinking.
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FACE Element and Dimensions
Element 1- Establishes an
engaging learning environment
Ø Establishes roles and
expectations for the learning
process
Ø Collaboratively establishes
goals and objectives for
learning
Ø Optimizes the physical
environment for reflective
dialogue
Element 3- Structures the
feedback conversation in an
organized way
Ø Advances the discussion
logically with a beginning,
middle, and end
Ø Encourages the learner to
express feelings and reactions
to the clinical event at the
beginning of the conversation
Ø Guides analysis of the learner’s
performance
Element 6- Helps the learner
achieve or sustain good future
performance
Ø Addresses the performance gap
through effective teaching
Ø Encourages reflection on
feedback
Ø Meets the important objectives
that were collaboratively
established with the learner
Ø Collaborates with the learner to
summarize learning from the
conversation

Appendix F (continued)
Theory Component and Explanation
Mezirow's principle of engaging of emotions in
dialogue
Transformative learning and the process of subjective
reframing can be an intensely emotional and threatening
experience, especially when an individual’s sense of self
is closely intertwined with his/her frame of reference and
points of view. Frames and viewpoints provide a sense of
stability and identity that are emotionally charged. A
challenge to a belief or viewpoint can be easily
interpreted as a personal attack where individuals become
defensive, skeptical, and distrustful. This directly
impedes the ability to engage in open and effective
discourse, thereby inhibiting learning.
• In order to participate in effective discourse and
to engage in transformative learning, participants
must be aware of and explore the assumptions
behind their ideas/thoughts and the assumptions
supporting emotional responses
• Emotional intelligence is necessary for effective
discourse and transformative learning (knowing
and managing one’s emotions, recognizing
emotions in others, managing relationships)
• Learning from and taking action on reflective
insights obtained from discourse involves
overcoming situational and emotional constraints
• Fundamental to transformation is the selfexamination and reflection of emotions
(especially feelings of fear, anger, guilt, and
shame) after experiencing a trigger, event, or
disorienting dilemma that prompted reflection
and examination of assumptions.
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FACE Element and Dimensions
Element 2- Maintains an
engaging learning environment
Ø Revisits the learning contract
prior to the feedback
conversation
Ø Builds and maintains an
empathic connection and
rapport
Ø Conveys a consistent
commitment to respecting the
learner’s understanding and
perspective
Ø Acknowledges and explores
emotionally charged issues with
the learner

Appendix F (continued)
Theory Component and Explanation
Mezirow's frames of reference
Frames of reference are the filters through which we
understand and make meaning from our experiences.
They shape and define expectations, perceptions,
cognition, and feelings, thereby driving actions.
They encompass cognitive and emotional components
and have two dimensions: habits of mind and points of
view.
Habits of mind are:
• Broad, abstract, orienting habitual ways of
thinking & feeling
• Influenced by assumptions/beliefs that can be
cultural, social, educational, economic, political,
psychological
• Expressed as points of view
• More engrained and durable than points of view
Points of view are:
• A pattern of beliefs, value judgments, attitudes,
and feelings
• An expression of one’s habit of mind
• Subject to continual change through critical
reflection and discourse
• More accessible to awareness and to feedback
from others

FACE Element and Dimensions
Element 3- Structures the
feedback conversation in an
organized way
Ø Advances the discussion
logically with a beginning,
middle, and end
Ø Encourages the learner to
express feelings and reactions
to the clinical event at the
beginning of the conversation
Ø Guides analysis of the learner’s
performance
Element 5- Identifies and explores
performance gaps
Ø Provides feedback on
performance
Ø Identifies the performance gap
Ø Explores the source of the
performance gap

Note. Background on Mezirow’s Transformative Learning Theory is based on theoretical
and empirical work.32,33,129,135-137
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Appendix G
Mapping and Alignment of the FACE tool to Multidisciplinary Literature
	
  
Element One: Establishes an engaging learning environment
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 1:
• Engages in a discussion of
• Does not openly discuss the purpose
Establishes roles
expectations for learning
of the feedback session; does not
and expectations
so that the process begins
address that performance will not be
for the learning
as part of an expected
evaluated (Brinko, 1993; Koh, 2008; McIlwrick et al.,
process
course of events;
2006; Molloy, Borrell-Carrio, & Epstein, 2013; Sargeant et
al., 2010)
participant is not
•
Does not engage in any or adequate
surprised by the process
discussion of expectations for
and/or feedback (Ende, 1983;
learning process; the act of feedback
Minehart et al., 2014)
takes participant by surprise (Ende, 1983)
• Establishes confidentiality
of the conversation (Brinko,
• Does not establish confidentiality of
1993; Sandars, 2009)
the conversation (Brinko, 1993; Sandars, 2009)
• Welcomes and
• Does not address that feedback from
encourages feedback from
participants is welcomed and
participant (Adair-Hauck & Troyan,
encouraged during the learning
2013; Archer, 2010; Bienstock et al., 2007;
process (Adair-Hauck & Troyan, 2013; Archer, 2010;
Cantillon & Sargeant, 2008; Duffy, 2013;

Bienstock et al., 2007; Cantillon & Sargeant, 2008; Duffy,

Evans, 2013; Freeman, 1985; Heckman-

2013; Evans, 2013; Freeman, 1985; Heckman-Stone, 2003;

Stone, 2003; Hewson & Little, 1998; Hulse-

Hewson & Little, 1998; Hulse-Killacky et al., 2006; Jonsson,

Killacky et al., 2006; Jonsson, 2012; Lizzio

2012; Lizzio et al., 2008; Molloy, Borrell-Carrio, & Epstein,

et al., 2008; Molloy, Borrell-Carrio, &

2013; Ruiz-Primo, 2011; Sargeant et al., 2010; Varlander,

Epstein, 2013; Ruiz-Primo, 2011; Sargeant

2008)

et al., 2010; Varlander, 2008)
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Appendix G (continued)
Element One: Establishes an engaging learning environment (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 2:
• Goals and objectives are
• Goals and objectives are
Collaboratively
collaboratively established and
set at facilitator’s
establishes
mutually agreed upon by participant
discretion without input
goals and
and facilitator (some overlap between
from participant, are not
objectives for
instructor and learner goals) (Archer, 2010;
relevant/individualized
learning
to the participant (no
Boud & Molloy, 2012; Clynes & Raftery, 2008; Duffy, 2013;
Ende, 1983; Freeman, 1985; Gregory et al., 2011; Hattie &
goal commitment), or are
Timperley, 2007; Heckman-Stone, 2003; Hewson & Little, 1998;
not set at all (Chitsabesan et al.,
Jawahar, 2010; Kinicki et al., 2004; Krichbaum, 1994;

2006; Clynes & Raftery, 2008; Ende,

Menachery et al., 2006; Nicol & Macfarlane-Dick, 2006; Ottolini

1983; Freeman, 1985; Hattie & Timperley,

et al., 2010; Ramani & Krackov, 2012; Ruiz-Primo, 2011; Seijts

2007; Hewson & Little, 1998; Jarzebowski

& Latham, 2011; Seijts & Latham, 2012; Shute, 2008)

•

Goals are relevant, meaningful to the
participant, and attainable (scaffolding
goals/ “small wins” (Archer, 2010; Brinko, 1993;

et al., 2012; Nicol & Macfarlane-Dick,
2006; Seijts & Latham, 2011; Seijts &
Latham, 2012; Shute, 2008)

•

Chitsabesan et al., 2006; Freeman, 1985; Gregory et al., 2011;
Hattie & Timperley, 2007; Krichbaum, 1994; Seijts & Crim,
2009; Seijts & Latham, 2012; Shute, 2008)

•

Framing of goals are appropriate to
the level of the learner. Goals
established for novice learners are
learning-oriented (process-oriented)
and focus on development of
knowledge, skills, and competence to
attain a desired outcome (e.g. learn
three strategies to successfully place
an IV in an edematous patient) while
goals established for learners with the
requisite knowledge and skills are
performance-oriented (outcomeoriented) and focus on the end result
of an action, the outcome itself, or
specific measures of ability or
performance (e.g. successfully place
an IV in an edematous patient) (Cianci et
al., 2010; Grant & Dweck, 2003; Gregory et al., 2011; Locke &
Latham, 2006; Seijts et al., 2004; Seijts & Crim, 2009; Seijts &
Latham, 2005; Seijts & Latham, 2012)
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Framing of goals are not
appropriate for the level
of the learner in regards
to learning goals and
performance goals (e.g.,
a performance goal for
novice learner without
requisite knowledge or
skills to attain the
outcome or learning goal
for learner who already
has requisite skills and
knowledge to attain
outcome) (Cianci et al., 2010; Grant
& Dweck, 2003; Gregory et al., 2011;
Locke & Latham, 2006; Seijts et al., 2004;
Seijts & Crim, 2009; Seijts & Latham,
2005; Seijts & Latham, 2012)

•

Goals are general such as
“do your best” (Seijts et al.,
2004; Seijts & Latham, 2005; Seijts &
Latham, 2012)

Appendix G (continued)
Element One: Establishes an engaging learning environment (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 3:
• Seating arrangement allows for relaxed
• Seating arrangement does
Optimizes
atmosphere where participant and
not support a relaxed
the physical
facilitator are eye-to-eye and facing
environment; participant
environment
one another (Bienstock et al., 2007; Chitsabesan et al.,
and facilitator cannot both
for reflective
sit, are at different eye
2006; Clynes & Raftery, 2008; Ende, 1983; Ernstzen et al., 2010;
dialogue
Moorhead et al., 2004; Ramani & Krackov, 2012)
levels, and/or are not
• Feedback setting is private and quiet
facing one another (Bienstock
with minimal interruptions and
et al., 2007; Clynes & Raftery, 2008; Ende,
1983)
distractions (Belschak et al., 2009; Bienstock et al., 2007;
• Feedback setting is in a
Bing-You & Paterson, 1997; Clynes & Raftery, 2008; Duffy, 2013;
Gregory et al., 2011; Hewson & Little, 1998; Kertis, 2007; Lizzio
public area, within
et al., 2008; Ramani & Krackov, 2012)
hearing range of other
individuals, and/or subject
to interruptions and
distractions (Bienstock et al., 2007;
Clynes & Raftery, 2008; Hewson & Little,
1998)

Element Two: Maintains an engaging learning environment
Dimension 1:
• Explicitly states the purpose of the
Revisits the
feedback session is to learn and
learning
improve, not evaluate (Brinko, 1993; Koh, 2008;
contract prior
McIlwrick et al., 2006; Molloy, Borrell-Carrio, & Epstein, 2013;
to the
Sargeant et al., 2010)
feedback
• Allows for/encourages participant
conversation
questions, openness in thoughts and
feelings, and candor with mistakes (Bok et

•

McIlwrick et al., 2006; Molloy, BorrellCarrio, & Epstein, 2013; Sargeant et al.,
2010)

al., 2013; Carless, 2013; Ernstzen et al., 2010; Evans, 2013; Fluit
et al, 2012; Freeman, 1985; Henderson et al., 2005; Jonsson, 2012;

•

Molloy, Borrell-Carrio, & Epstein, 2013; Nowack, 2009; RuizPrimo, 2011; Sargeant et al., 2010)

•

Reminds participant that process
addresses both positive and negative
aspects of performance; as such,
negative feedback is not a reflection of
self-worth or future potential (Ende, 1983;

	
  

Does not adequately
address that feedback is
about behaviors and
actions rather than selfidentity or worth (Sargeant et
al., 2008)

Sets the stage for mutual and collective
learning, with direct statements that
encourage collective learning (e.g.,
helping learner see him/her self as
agent of his/her own change who drives
his/her own learning) (Adair-Hauck & Troyan,

Does not adequately set
the stage for mutual and
collective learning; does
not communicate to
learners that the learning
will be a collaborative
process; lacks direct
statements that encourage
collective learning (Adair-

2013; Boud & Molloy, 2012; Chitsabesan et al., 2006; Copeland &

Hauck & Troyan, 2013; Chitsabesan et al.,

Hewson, 2000; Duffy, 2013; Ernstzen et al., 2010; Kertis, 2007;

2006; Copeland & Hewson, 2000; Duffy,

Mann et al., 2011; Menachery et al., 2006; Nicol & Macfarlane-

2013; Ernstzen et al., 2010; Kertis, 2007;

Dick, 2006; Varlander, 2008)

Mann et al., 2011; Varlander, 2008)

Sargeant et al., 2010)

•

Does not openly discuss
the purpose of the
feedback session; does
not address that
performance will not be
evaluated (Brinko, 1993; Koh, 2008;
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•

Appendix G (continued)
Element Two: Maintains an engaging learning environment (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 2:
• Consistently uses a considerate,
• Uses inconsiderate tone
Builds and
respectful tone with participant (Baron,
[domineering, adversary,
maintains an
humiliating,
1988; Duffy, 2013; Hewson & Little, 1998; Lizzio et al., 2008;
empathic
Molloy, Borrell-Carrio, & Epstein, 2013; Ramani & Krackov,
condescending, arrogant,
connection
2012; Steelman et al., 2004)
sarcastic, patronizing,
and rapport
• Delivers feedback from a position of
hostile, condemnatory,
beneficence and non-maleficence; it is
etc.] (Archer, 2010; Baron, 1988;
clear that feedback is well intentioned
Bienstock et al., 2007; Bing-You &
with motive for helping participant
Paterson, 1997; Chitsabesan et al., 2006;
Eva et al., 2012; Fluit et al, 2012; Heckmanimprove performance (Brinko, 1993; Boud &

•

Molloy, 2012; Eva et al., 2012; Hewson & Little, 1998; Molloy &

Stone, 2003; Hewson & Little, 1998;

Boud, 2013b; Molloy, Borrell-Carrio, & Epstein, 2013; Nowack,

Jonsson, 2012; McIlwrick et al., 2006;

2009; Seijts & Latham, 2012; Steelman et al., 2004)

Mouratidis et al., 2010; Rudolph et al.,

Displays behaviors that demonstrate
credibility, trustworthiness, and
expertise (Archer, 2010; Bing-You & Paterson, 1997;

2008; Stout & Wygal, 2010)

Boud, 2013b; Molloy, Borrell-Carrio, & Epstein, 2013; Rees &

Does not appear
authentic, respectful,
supportive, or responsive
to participant through
tone, body language,
facial expressions, tenor,
cadence, etc. (Archer, 2010; Bing-

Shepherd, 2005; Sargeant et al., 2010; Seijts & Latham, 2012;

You & Paterson, 1997; Brinko, 1993; Fluit

Steelman et al., 2004; Watling et al., 2012; Watling et al., 2012b)

et al, 2012; Hewson & Little, 1998;

•

Boehler et al., 2006; Bok et al., 2013; Boud & Molloy, 2012;
Brinko, 1993; Carless, 2013; Eva et al., 2012; Freeman, 1985;
Gregory et al., 2008; Gregory et al., 2011; Heckman-Stone, 2003;
Jawahar, 2010; Kinicki et al., 2004; Mann et al., 2011; Molloy &

•

•

Conveys attitude of genuine concern
for the learning and development of the
participant (Bienstock et al., 2007; Bing-You & Paterson,

Krichbaum, 1994; Molloy & Boud, 2013b;
Molloy, Borrell-Carrio, & Epstein, 2013;
Nowack, 2009; Rudolph et al., 2007;

1997; Ende, 1983; Gregory & Levy, 2011; Krichbaum, 1994;

Steelman et al., 2004; Stout & Wygal, 2010;

Mann et al., 2011; Molloy, Borrell-Carrio, & Epstein, 2013)

Thurlings et al., 2013)

Establishes mutual trust and respect
with participant (Bienstock et al., 2007; Bing-You &

•

Paterson, 1997; Carless, 2013; Fluit et al, 2012; Gregory & Levy,
2011; Gregory et al., 2011; Henderson et al., 2005; Mann et al.,
2011; Menachery et al., 2006; Molloy & Boud, 2013b; Ramani &
Krackov, 2012; Seijts & Latham, 2012; Stout & Wygal, 2010)

•

Explicitly supportive of participant’s
learning (Boehler et al., 2006; Freeman, 1985; Gregory et al.,

(Hattie & Timperley, 2007; Mouratidis et
al., 2010; Raisler et al., 2003; Stout &
Wygal, 2010; Watling & Lingard, 2012)

2008; Nicol & Macfarlane-Dick, 2006; Nowack, 2009; Seijts &
Latham, 2012; Steelman et al., 2004; Thurlings et al., 2013;
Watling et al., 2012)

•

Creates a relaxed psychological
atmosphere where collaboration
between participant and facilitator are
valued (Bienstock et al., 2007; Ende, 1983; Ernstzen et al.,
2010; Hewson & Little, 1998; Ramani & Krackov, 2012; Schartel,
2012; Varlander, 2008)
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Displays behavior that is
apathetic, critical,
uncaring, or belittling
and/or induces guilt,
shame, conditional regard,
or threatens punishment

•

Demonstrates a lack of
familiarity with the area
in which performance
feedback is provided (Archer,
2010; Kinicki et al., 2004; Sargeant et al.,
2005)

Appendix G (continued)
Element Two: Maintains an engaging learning environment (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 2:
• Role models positive behaviors
• Does not establish mutual
Builds and
expected during reflective dialogue,
trust and respect with
maintains an
including role modeling of giving
participant and does not
empathic
and receiving feedback (Bok et al., 2013;
appear approachable (Carless,
connection
Chitsabesan et al., 2006; Duffy, 2013; Ernstzen et al., 2010;
2013; Chitsabesan et al., 2006; Molloy & Boud,
and rapport
Evans, 2013; Fluit et al, 2012; Freeman, 1985; Hulse-Killacky
2013b; Seijts & Latham, 2012; Stout & Wygal,
(continued)
et al., 2006; Mann et al., 2011; Molloy, Borrell-Carrio, &
2010)
Epstein, 2013; Watling et al., 2012)
• Employs strategies that do
• Engages in normalizing participant
not motivate or encourage
concerns and emotions when
participant to improve
appropriate (Gregory et al., 2011; Sargeant et al., 2008;
future performance; does
Varlander, 2008)
not demonstrate confidence
• Employs strategies that motivate,
in participant’s ability;
encourage, and demonstrate
provides feedback in a way
confidence in participant’s ability to
that threatens self-esteem or
reflect and improve on future
self-worth (Archer, 2010; Evans, 2013;
performance (Cantillon & Sargeant, 2008; Evans,
Hattie & Timperley, 2007; Heckman-Stone,

•

2013; Gregory et al., 2011; Hattie & Timperley, 2007; Molloy,

2003; Krichbaum, 1994; Molloy, Borrell-

Borrell-Carrio, & Epstein, 2013; Nowack, 2009; Ruiz-Primo,

Carrio, & Epstein, 2013; Nicol & Macfarlane-

2011; Thurlings et al., 2013; Tolli & Schmidt, 2008; Watling et

Dick, 2006; Nowack, 2009; Raisler et al., 2003;

al., 2012)

Ruiz-Primo, 2011; Shute, 2008; Tolli &

Builds rapport and empathic
connection with a demeanor of
approachability and enthusiasm
(including behaviors such as:
smiling, introducing self if necessary,
using participant name, eye contact,
and direct statements that encourage
collective learning) (Adair-Hauck & Troyan,

Does not adequately build
rapport (no eye contact, lack
of smiling, no use of
participant name, etc.);
lacks direct statements that
encourage collective
learning (Adair-Hauck & Troyan, 2013;

2013; Bok et al., 2013; Chitsabesan et al., 2006; Copeland &

Chitsabesan et al., 2006; Copeland & Hewson,

Hewson, 2000; Duffy, 2013; Ernstzen et al., 2010; Kertis,

2000; Duffy, 2013; Ernstzen et al., 2010; Kertis,

2007; Mann et al., 2011)

2007; Mann et al., 2011)

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

	
  

Schmidt, 2008; Watling & Lingard, 2012)

•
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Appendix G (continued)
Element Two: Maintains an engaging learning environment (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 3:
• Listens to participant without
• Does not listen to
Conveys a
interrupting (Shute, 2008; Stout & Wygal, 2010)
participant, interrupts,
consistent
and/or fails to take
• Uses reflective learning, clarifying
commitment
concerns and perspective
emotions, thoughts, and perspective
to respecting
seriously (Shute, 2008; Stout &
with participant throughout feedback
the learner’s
Wygal, 2010)
conversation and summarizing what is
understanding
•
Relies on memory to
heard (Evans, 2013; Milan et al., 2010; Molloy, Borrelland
discuss performance
Carrio, & Epstein, 2013; Nowack, 2009; Ruiz-Primo, 2011;
perspective
Sargeant et al., 2008; Stout & Wygal, 2010)
(Bienstock et al., 2007)
• Uses and refers to notes on
• Displays behaviors that
performance throughout session
demonstrate the facilitator
is not trying to understand
(Bienstock et al., 2007)
the participant as an
• Conveys a genuine stance of curiosity
individual (Archer, 2010; Bing-You
in understanding the participant’s
& Paterson, 1997; Evans, 2013; Gregory &
thoughts, feelings, and opinions (Minehart

•

et al., 2014; Rudolph et al., 2006; Rudolph et al., 2007; Rudolph

Levy, 2011; Hewson & Little, 1998;

et al., 2008; Watling et al., 2012b)

Molloy, Borrell-Carrio, & Epstein, 2013;

Treats the participant as if he/she has
good intentions to do well and is
intelligent; committed to improving

Mouratidis et al., 2010; Rudolph et al.,
2007)

•

(Boud & Molloy, 2012; Minehart et al., 2014; Rudolph et al.,
2007; Rudolph et al., 2008; Rudolph et al., 2013)

•

Provides feedback when participant is
receptive to receiving feedback;
participant voluntarily engages in
feedback (Bing-You & Paterson, 1997; Brinko, 1993;

(Rudolph et al., 2007)

•

Ende, 1983; Freeman, 1985; Gregory et al., 2008)

•

Minimizes the power-based teacherlearner relationship by committing to
understand and learn from the
participant (Adair-Hauck & Troyan, 2013; Boud &
Molloy, 2012; Brinko, 1993; Jonsson, 2012; Ramani & Krackov,
2012; Sargeant et al., 2010; Schartel, 2012; Varlander, 2008)

•

Supports, counsels, and informs
participant without censuring (Jawahar,
2010; Krichbaum, 1994; McIlwrick et al., 2006)
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Treats the participant as if
he/she does not have good
intentions to do well
and/or is not intelligent
Provides feedback when
participant is not
receptive; feedback is
imposed on participant
(Bing-You & Paterson, 1997; Brinko, 1993;
Ende, 1983)

•

Displays an attitude of
being superior, allknowing, or authoritarian
(Jonsson, 2012; Krichbaum, 1994; Molloy,
Borrell-Carrio, & Epstein, 2013; Mouratidis
et al., 2010; Stout & Wygal, 2010;
Varlander, 2008)

Appendix G (continued)
Element Two: Maintains an engaging learning environment (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 4:
• Does not provide
• Allows opportunity for participant to
Acknowledges
opportunity for
express thoughts and feelings after
and explores
participant to reflect on
receiving feedback, especially when
emotionally
his/her thoughts and
negative or incongruent with selfcharged issues
feelings related to the
perceptions (clarifying and
with the
feedback received (Archer,
acknowledging emotions) (Archer, 2010; Bell &
learner
2010; Bell & Arthur, 2008; Gregory et
Arthur, 2008; Bing-You & Trowbridge, 2009; Brown et al., 2002;
Gregory et al., 2008; Hulse-Killacky et al., 2006; Lizzio et al., 2008;

al., 2008; Hulse-Killacky et al., 2006;

Mann et al., 2011; Menachery et al., 2006; Rees & Shepherd, 2005;

Lizzio et al., 2008; Mann et al., 2011;

Sandars, 2009; Sargeant et al., 2008; Sargeant et al., 2009; Sargeant

Rees & Shepherd, 2005; Sandars, 2009;
Sargeant et al., 2008)

et al., 2010; Sargeant et al., 2011; Watling et al., 2012)

•

Facilitates deliberate reflection and
processing of feedback, especially when
negative and/or incongruent with selfperceptions (reconciling emotions;
putting feedback into perspective;
assisting participant with interpreting
feedback at task level; reframing
thinking) (Anseel et al., 2009; Archer, 2010; Bell & Arthur,
2008; Gregory et al., 2008; Gregory et al., 2011; Ilgen & Davis,
2000; Kinicki et al., 2004; Mann et al., 2011; Molloy, BorrellCarrio, & Epstein, 2013; Nowack, 2009; Sandars, 2009; Sargeant et
al., 2008; Sargeant et al., 2009; Sargeant et al., 2010; Sargeant et al.,
2011; Schartel, 2012; Shute, 2008; Watling et al., 2012; Watling et
al., 2012b)

•

Does not help
participant explore,
process or reconcile the
emotions related to
negative and/or
incongruent feedback
(Archer, 2010; Bell & Arthur, 2008;
Gregory et al., 2008; Gregory et al.,
2011; Ilgen & Davis, 2000; Kinicki et
al., 2004; Mann et al., 2011; Nowack,
2009; Sandars, 2009; Sargeant et al.,
2008; Sargeant et al., 2011; Schartel,
2012; Watling et al., 2012; Watling et
al., 2012b)

Element Three: Structures the feedback conversation in an organized way
Dimension 1:
• Collaboratively establishes clear process
• Feedback is rushed,
Advances the
expectations for the feedback session
abbreviated, and/or
discussion
(roadmapping; previewing) (Copeland &
disjointed (e.g. not
logically with
enough time was
Hewson, 2000; Heckman-Stone, 2003; Koh, 2008; Krichbaum,
a beginning,
1994; Minehart et al., 2014; Moorhead et al., 2004; Ramani &
allowed for feedback
Krackov, 2012; Stout & Wygal, 2010; Varlander, 2008)
middle, and
session; content and
end
• Follows or explicitly recrafts established
topics do not flow);
process for the session (flexibility with approach and
overview of process
plan for feedback session) (Krichbaum, 1994; Raisler et al., 2003;
was not outlined at
Stout & Wygal, 2010)
onset (no previewing,
• Feedback session follows a structure and
entry and closure
flows in a coherent sequence,
phases, etc.) (Bienstock et al.,
scaffolding the discussion and learning
2007; Bing-You & Paterson, 1997;
(Archer, 2010; Chitsabesan et al., 2006; Evans, 2013; Ruiz-Primo,

Boehler et al., 2006; Duffy, 2013;

2011; Rudolph et al., 2008; Rushton, 2005; Sandars, 2009)

Heckman-Stone, 2003; McIlwrick et al.,
2006; Minehart et al., 2014; Moorhead et
al., 2004; Sandars, 2009)

	
  
	
  

	
  

109

Appendix G (continued)
Element Three: Structures the feedback conversation in an organized way (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 2:
• Provides an opportunity for
• Does not provide
Encourages
participant to think about and express
participant an opportunity
the learner to
thoughts and feelings related to the
to express thoughts and
express
event prior to providing feedback (Adairfeelings about the event
feelings and
prior to providing
Hauck & Troyan, 2013; Bing-You & Trowbridge, 2009; Cant &
reactions to
Cooper, 2011; Duffy, 2013; Gregory et al., 2008; Hewson &
feedback (Cant & Cooper, 2011;
the clinical
Little, 1998; Kertis, 2007; Kilminster et al., 2007; Mann, 2002;
Gregory et al., 2008; Hewson & Little,
Minehart et al., 2014; Molloy, Borrell-Carrio, & Epstein, 2013;
event at the
1998; Molloy, Borrell-Carrio, & Epstein,
Owen & Stupans, 2009; Raisler et al., 2003; Ramani & Krackov,
beginning of
2013; Mouratidis et al., 2010; Owen &
2012; Rudolph et al., 2007; Rudolph et al., 2008; Sargeant et al.,
Stupans, 2009; Raisler et al., 2003; Schartel,
conversation
2008; Schartel, 2012)

Dimension 3:
Guides
analysis of the
learner’s
performance

•

2012)

Uses statements that direct, redirect,
reorient, and/or reframe the
conversation to address the
participant’s performance (Copeland &

•

Hewson, 2000; Ende et al., 1995)

•

Uses inquiry to elicit participant’s
thought processes, attitudes, and
beliefs [frames] that drive actions

•

(Minehart et al., 2014; Molloy, Borrell-Carrio, & Epstein, 2013;
Rudolph et al., 2006; Rudolph et al., 2007; Rudolph, Raemer &
Shapiro, 2013; Ruiz-Primo, 2011; Sandars, 2009)

•
•

•

Describes the observed behavior prior
to providing own thoughts and
eliciting the participant’s thoughts and
mental models that drove the actions

Rudolph et al., 2006; Rudolph et al., 2007)

•

Frames questions and
discussion in terms of
performance and results
(Anseel et al., 2011; Gregory et al., 2011;
Ilgen & Davis, 2000; Locke & Latham,

(Minehart et al., 2014; Rudolph et al., 2006; Rudolph, Raemer &

2006; Seijts et al., 2004; Seijts & Latham,

Shapiro, 2013)

2012; Shute, 2008)

Frames questions and discussion in
terms of learning and mastery (Anseel et al.,
2011; Gregory et al., 2011; Ilgen & Davis, 2000; Locke &
Latham, 2006; Seijts et al., 2004; Seijts & Latham, 2012; Shute,
2008)

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

Molloy, Borrell-Carrio, & Epstein, 2013;

Uses open-ended questions (Hewson & Little,
1998; Nowack, 2009; Ruiz-Primo, 2011; Thurlings et al., 2012)

Provides suggestions for
improvement before the
participant has had time to
thoughtfully reflect and
think (Archer, 2010)
Facilitator presents his/her
opinions and perspective
as the single truth without
exploring the participant’s
perspective (Freeman, 1985;
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Appendix G (continued)
Element Four: Provokes an engaging discussion
Dimension
Positive Behavioral Indicator
Dimension 1:
• Reference to performance is
Uses observed
specific, objective, and consistent
performance
(Archer, 2010; Boehler et al., 2006; Bortoli et al., 2010;
as basis for
Brinko, 1993; Cannon & Witherspoon, 2005; Ernstzen
discussion
et al., 2010; Freeman, 1985; Gregory et al., 2008;
Heckman-Stone, 2003; Henderson et al., 2005; Hewson
& Little, 1998; Jonsson, 2012; Kertis, 2007; Kinicki et

Negative Behavioral Indicator
• Reference to performance is
general, generic, and abstract,
lacking specific, observable
examples or includes
inferences/interpretations from
observed behaviors (Baron, 1988;
Brinko, 1993; Duffy, 2013; Freeman, 1985;

al., 2004; Krichbaum, 1994; Moorhead et al., 2004;

Heckman-Stone, 2003; Henderson et al., 2005;

Raisler et al., 2003; Ramani & Krackov, 2012; Sargeant

Hewson & Little, 1998; Koh, 2008; McIlwrick et al.,

et al., 2010; Shute, 2008; Steelman et al., 2004;

2006; Moorhead et al., 2004; Raisler et al., 2003;

Thurlings et al., 2012; Thurlings et al., 2013; Watling et

Rudolph et al., 2013; Shute, 2008; Thurlings et al.,

al., 2012)

•

Uses concrete, descriptive
examples from observed
performance (Baron, 1988; Boud & Molloy,

2012)

•

2012; Brinko, 1993; Cant & Cooper, 2011; Cantillon &
Sargeant, 2008; Ende, 1983; Eva et al., 2012; Evans,
2013; Fluit et al, 2012; Freeman, 1985; Gregory et al.,
2008; Heckman-Stone, 2003; Hewson & Little, 1998;

2007; Cantillon & Sargeant, 2008; Ende, 1983; Eva

Krichbaum, 1994; McIlwrick et al., 2006; Ramani &

et al., 2012; Fluit et al, 2012; Freeman, 1985;

Krackov, 2012; Sargeant et al., 2010; Thurlings et al.,

Hewson & Little, 1998; Raisler et al., 2003; Sargeant

2012; Watling et al., 2012)

•

Discussion is in close proximity
to observed performance (timely)

et al., 2010)

•

(Baron, 1988; Bienstock et al., 2007; Bing-You &
Paterson, 1997; Boud & Molloy, 2012; Brinko, 1993;

Discussion contains inaccurate
data (Brinko, 1993; Heckman-Stone, 2003;
Hewson & Little, 1998; Steelman et al., 2004)

Gregory et al., 2008; Heckman-Stone, 2003; Kilminster

Discussion occurs after a delay
and not in close proximity to
observed performance (Baron, 1988;

et al., 2007; Koh, 2008; Krichbaum, 1994; Lizzio et al.,

Brinko, 1993; Koh, 2008; Nicol & Macfarlane-Dick,

2008; Mann, 2002; Nicol & Macfarlane-Dick, 2006;

2006; Raisler et al., 2003; Sargeant et al., 2010;

Raisler et al., 2003; Ramani & Krackov, 2012; Sargeant

Thurlings et al., 2012)

Cant & Cooper, 2011; Cantillon & Sargeant, 2008;
Duffy, 2013; Ernstzen et al., 2010; Evans, 2013;

et al., 2010; Thurlings et al., 2012; Thurlings et al.,
2013; Watling et al., 2012)

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

	
  

Discussion is not based on
directly observed behaviors
and may incorporate hearsay,
assumptions, and/or
generalizations from prior
performance (Baron, 1988; Bienstock et al.,
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•

Appendix G (continued)
Element Four: Provokes an engaging discussion (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 2:
• Provides personal reasoning and
• Uses leading questions to elicit
Reveals own
judgments, clearly labeled as
thought process of participant
reasoning and
subjective data (Copeland & Hewson, 2000;
without clearly revealing
judgments
facilitator’s judgment or
Duffy, 2013; Ende, 1983; Heckman-Stone, 2003;
Jonsson, 2012; Minehart et al, 2014; Rudolph et al.,
concerns (“guess what I’m
2007)
thinking” questions; hinting;
• Provides feedback in first person,
dirty questions; disguising own
using “I” statements rather than
point of view in vague
“you” statements (Brinko, 1993; Cannon &
inquiries) (Minehart et al., 2014; Rudolph et
Witherspoon, 2005; Duffy, 2013; Rudolph et al., 2008;

al., 2006; Rudolph et al., 2007; Rudolph, Raemer, &

Waung & Jones; 2005)

•

Shapiro, 2013; Rudolph et al., 2013)

Thoughts, concerns, questions,
and opinions of the facilitator are
transparent and straightforward

•

(Minehart et al., 2014; Rudolph et al., 2006; Rudolph et

Witherspoon, 2005; Duffy, 2013; Waung & Jones;

al., 2007)

2005)

•

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

Feedback predominately uses
“you” statements rather than
“I” statements (Brinko, 1993; Cannon &
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Thoughts, concerns, questions,
and opinions of the facilitator
are not transparent or
straightforward (Rudolph et al., 2007)

Appendix G (continued)
Element Four: Provokes an engaging discussion (continued)
Dimension
Positive Behavioral Indicator
Dimension 3:
• Two-way dialogue with active
Facilitates
engagement of participant (Archer, 2010; Bienstock
discussion
et al., 2007; Bing-You & Trowbridge, 2009; Boud & Molloy, 2012;
through a
Brinko, 1993; Cant & Cooper, 2011; Chitsabesan et al., 2006;
dialogue of
Ernstzen et al., 2010; Evans, 2013; Freeman, 1985; Gregory et al.,
2008; Heckman-Stone, 2003; Jonsson, 2012; Kertis, 2007; Koh, 2008;
reciprocal
Lizzio et al., 2008; Molloy & Boud, 2013a; Nicol & Macfarlane-Dick,
reflection

Negative Behavioral Indicator
• Dialogue is teachercentered without
engagement of
participant; one-way
communication (Archer,
2010; Bing-You & Trowbridge, 2009;
Boud & Molloy, 2012; Brinko, 1993;

2006; Ramani & Krackov, 2012; Rudolph et al., 2008; Ruiz-Primo,

Cantillon & Sargeant, 2008; Chitsabesan

2011; Stout & Wygal, 2010; Thurlings et al., 2013; Watling et al.,

et al., 2006; Hewson & Little, 1998;

2012b)

•

Allows for conversation that includes
participant views, opinions, and feelings
(including providing pauses to allow
participant to contribute ideas) (Bing-You &
Paterson, 1997; Cantillon & Sargeant, 2008; Chitsabesan et al., 2006;
Evans, 2013; Heckman-Stone, 2003; Henderson et al., 2005; Hewson
& Little, 1998; Jawahar, 2010; Krichbaum, 1994; Lizzio et al., 2008;
Mann, 2002; McIlwrick et al., 2006; Molloy, Borrell-Carrio, &
Epstein, 2013; Nowack, 2009; Watling et al., 2012b)

•

Explicitly asks participant for his/her
perception of performance; what he or
she thinks went well, did not go well,
what he or she wants to work on, and
how the participant plans to deal with the
identified performance deficits, providing
opportunity to explore participant’s selfassessment (Adair-Hauck & Troyan, 2013; Boud & Molloy,
2012; Cant & Cooper, 2011; Cantillon & Sargeant, 2008; Chitsabesan
et al., 2006; Clynes & Raftery, 2008; Duffy, 2013; Ende, 1983; Evans,
2013; Heckman-Stone, 2003; Hewson & Little, 1998; Kilminster et
al., 2007; Molloy, Borrell-Carrio, & Epstein, 2013; Moorhead et al.,
2004; Mouratidis et al., 2010; Nicol & Macfarlane-Dick, 2006;
Nowack, 2009; Raisler et al., 2003; Ramani & Krackov, 2012; Rees &
Shepherd, 2005; Sargeant et al., 2010; Watling et al., 2012b)
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Lizzio et al., 2008; Molloy, BorrellCarrio, & Epstein, 2013)

•

Does not provide
sufficient pauses or
invited opportunities for
participant to contribute
to discussion (Chitsabesan et
al., 2006; Molloy & Boud, 2013a)

Appendix G (continued)
Element Five: Identifies and explores performance gaps
Dimension
Positive Behavioral Indicator
Dimension 1:
• Feedback addresses both the
•
Provides
deficiencies that the
feedback on
participant identified as well
performance
as the deficiencies that the
participant did not identify but
•
were observed during
performance (both positive
and negative behaviors) (Belschak

Feedback is superficial with mostly
generic praise or compliments (Archer,
2010; Boehler et al., 2006; Duffy, 2013; Hattie &

Sargeant, 2008; Copeland & Hewson, 2000; Duffy,

Epstein, 2013; Nicol & Macfarlane-Dick, 2006; Schartel,
2012; Shute, 2008; Thurlings et al., 2012)

•

Moorhead et al., 2004; Steelman et al., 2004;
Watling et al., 2012b)

Maintains focus of feedback
on objective behaviors and
performance; avoids relating
feedback to personal
characteristics (Archer, 2010; Baron,

Feedback is all negative without
addressing correct behaviors for
positive reinforcement (Boehler et al., 2006;
Brown et al., 2002; Ende, 1983; Freeman, 1985; HeckmanStone, 2003; Koh, 2008; Thurlings et al., 2012)

•

Attributes poor performance to
internal causes or personal
characteristics of participant (Baron,

1988; Brinko, 1993; Cannon & Witherspoon, 2005;

1988; Brinko, 1993; Cannon & Witherspoon, 2005;

Dunning et al., 2004; Ende, 1983; Evans, 2013;

Dunning et al., 2004; Evans, 2013; Hattie & Timperley,

Gregory et al., 2008; Gregory et al., 2011; Hattie &

2007; Hewson & Little, 1998; McIlwrick et al., 2006;

Timperley, 2007; Heckman-Stone, 2003; Hewson

Molloy, Borrell-Carrio, & Epstein, 2013; Moorhead et al.,

& Little, 1998; McIlwrick et al., 2006; Molloy,

2004; Nicol & Macfarlane-Dick, 2006; Raisler et al., 2003;

Borrell-Carrio, & Epstein, 2013; Moorhead et al.,

Ramani & Krackov, 2012; Schartel, 2012; Thurlings et al.,

2004; Nicol & Macfarlane-Dick, 2006; Raisler et
al., 2003; Ramani & Krackov, 2012; Schartel,
2012; Shute, 2008; Thurlings et al., 2012; Watling
& Lingard, 2012)

Feedback is clear,
understandable, and
constructive (Evans, 2013; Hattie &

2012; Watling & Lingard, 2012)

•

Does not provide feedback on
performance or provides vague
comments related to improvement;
no clear actionable feedback (Baron,
1988; Cannon & Witherspoon, 2005; Chitsabesan et al.,
2006; Evans, 2013; Fluit et al, 2012; Heckman-Stone, 2003;

Timperley, 2007; Heckman-Stone, 2003; Hewson

Hewson & Little, 1998; McIlwrick et al., 2006; Molloy,

& Little, 1998; Krichbaum, 1994; Raisler et al.,

Borrell-Carrio, & Epstein, 2013; Rudolph et al., 2013;

2003; Sargeant et al., 2010; Shute, 2008; Thurlings

Shute, 2008)

et al., 2013)

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

1985)

Timperley, 2007; Kertis, 2007; Molloy, Borrell-Carrio, &

al., 2007; Molloy, Borrell-Carrio, & Epstein, 2013;

•

Cantillon & Sargeant, 2008; Dunning et al., 2004; Freeman,

et al., 2009; Boehler et al., 2006; Cantillon &
2013; Freeman, 1985; Kertis, 2007; Kilminster et

•

Negative Behavioral Indicator
Feedback is skewed toward
predominantly positive or neutral
comments (Bing-You & Trowbridge, 2009;
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Appendix G (continued)
Element Five: Identifies and explores performance gaps (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 1:
• Feedback is focused and
• Talks around the problem, uses
Provides
limited to important
statements that minimize exposing
feedback on
concepts, consistent with
the participant’s errors, or uses
performance
goals for feedback session
indirect comments that obscure the
(continued)
problem and/or message (sugar(Archer, 2010; Bing-You & Paterson, 1997;
Brinko, 1993; Cantillon & Sargeant, 2008; Duffy,
coating) (Ende, 1983; Ende et al., 1995; Heckman2013; Ende, 1983; Evans, 2013; Freeman, 1985;

Stone, 2003; Rudolph et al., 2006; Rudolph et al., 2008)

al., 2003; Ramani & Krackov, 2012; Rees &

Includes every behavior in need of
improvement above and beyond the
objectives for the feedback session;
too much complexity and/or
quantity (Brinko, 1993; Cantillon & Sargeant, 2008;

Shepherd, 2005; Ruiz-Primo, 2011; Shute, 2008;

Freeman, 1985; Hattie & Timperley, 2007; Hewson & Little,

Thurlings et al., 2012; Thurlings et al., 2013;

1998; Jonsson, 2012; Koh, 2008; Krichbaum, 1994; Molloy

Watling et al., 2012)

& Boud, 2013a; Moorhead et al., 2004; Nicol & Macfarlane-

Hattie & Timperley, 2007; Hewson & Little,
1998; Jarzebowski et al., 2012; Jonsson, 2012;

•

Kilminster et al., 2007; Koh, 2008; Krichbaum,
1994; Molloy & Boud, 2013a; Moorhead et al.,
2004; Nicol & Macfarlane-Dick, 2006; Raisler et

•

Feedback focuses on areas
amenable to improvement

Dick, 2006; Raisler et al., 2003; Shute, 2008)

•

(Ende, 1983; Heckman-Stone, 2003; Kilminster
et al., 2007; McIlwrick et al., 2006; Ramani &
Krackov, 2012; Thurlings et al., 2012; Tolli &
Schmidt, 2008)

•

Feedback describes rather
than evaluates (no
consequences based on the
feedback) and focuses
learner attention on own
progress (Adair-Hauck & Troyan, 2013;

Cantillon & Sargeant, 2008; Molloy, Borrell-Carrio, &
Epstein, 2013; Rudolph et al., 2006; Rudolph et al., 2007;
Schartel, 2012)

Anseel et al., 2011; Brinko, 1993; Cannon &

Uses norm-referenced language that
evaluates and/or compares learner
performance to other learners (Adair-

Witherspoon, 2005; Dunning et al., 2004; Ilgen &

Hauck & Troyan, 2013; Anseel et al., 2011; Brinko, 1993;

Davis, 2000; Jonsson, 2012; Moorhead et al.,

Dunning et al., 2004; Ilgen & Davis, 2000; Jonsson, 2012;

2004; Nicol & Macfarlane-Dick, 2006; Raisler et

Moorhead et al., 2004; Nicol & Macfarlane-Dick, 2006;

al., 2003; Seijts & Latham, 2012; Shute, 2008)

Raisler et al., 2003; Shute, 2008)

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

	
  

Provides positive, reinforcing
statements followed by the word
“but” or other qualifiers, before
introducing the negative or
corrective statement (i.e. “the
sandwich approach”) (Brown et al., 2002;
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Appendix G (continued)
Element Five: Identifies and explores performance gaps (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 2:
• Explicitly identifies the
• Does not clearly establish the
Identifies the
desired/standard of performance
standard of performance (desired
performance
performance) for comparison to
(Adair-Hauck & Troyan, 2013; Boud & Molloy, 2012;
gap
Boud & Molloy, 2013; Colthart et al., 2008; Freeman,
current performance (Adair-Hauck &

•
•

1985; Hattie & Timperley, 2007; Koh, 2008; Lizzio et

Troyan, 2013; Boud & Molloy, 2012; Boud & Molloy,

al., 2008; Nicol & Macfarlane-Dick, 2006; Rudolph et

2013; Cantillon & Sargeant, 2008; Hattie & Timperley,

al., 2008; Thurlings et al., 2013; Watling et al., 2012)

2007; Lizzio et al., 2008; Nicol & Macfarlane-Dick,

Confirms participant’s
understanding of desired
performance (Cantillon & Sargeant, 2008)
Explicitly compares or relates
observed performance to the
desired/standard of performance

2006; Thurlings et al., 2013)

•
•

(Archer, 2010; Boud & Molloy, 2012; Boud &
Molloy, 2013; Cannon & Witherspoon, 2005; Hattie &
Timperley, 2007; Jawahar, 2010; Lizzio et al., 2008;

2012; Boud & Molloy, 2013; Cannon & Witherspoon,

Molloy, Borrell-Carrio, & Epstein, 2013; Nicol &

2005; Hattie & Timperley, 2007; Jawahar, 2010; Lizzio

Macfarlane-Dick, 2006; Rudolph et al., 2008; Sargeant

et al., 2008; Molloy, Borrell-Carrio, & Epstein, 2013;

et al., 2010; Schartel, 2012; Shute, 2008; Thurlings et

Nicol & Macfarlane-Dick, 2006; Sargeant et al., 2010;

al., 2013; Watling et al., 2012)

Dimension 3:
Explores the
source of the
performance
gap

•

Schartel, 2012; Thurlings et al., 2013)

Going beyond the “what” to the
“why”; exploring why the
learner took the actions he/she
did (Minehart et al., 2014; Rudolph et al., 2006;
Helping learner understand how
frames, knowledge, and
assumptions contributed to
performance gap (Minehart et al., 2014;
Rudolph et al., 2006; Rudolph, Raemer & Shapiro,

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

	
  

•

2013)
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Addressing only the “what”
rather than exploring the “why”
(Minehart et al., 2014; Rudolph et al., 2006; Rudolph,
Raemer & Shapiro, 2013)

•

Rudolph, Raemer & Shapiro, 2013)

•

Does not confirm participant’s
understanding of desired
performance (Cantillon & Sargeant, 2008)
Does not explicitly compare or
relate observed performance to
the desired/standard of
performance (Archer, 2010; Boud & Molloy,

Not connecting learner frames to
the performance gap (Minehart et al.,
2014; Rudolph et al., 2006; Rudolph, Raemer &
Shapiro, 2013)

Appendix G (continued)
Element Six: Helps the learner achieve or sustain good future performance
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 1:
• Actively seeks the participant’s ideas
• Does not provide teaching
Addresses
for improvement (Adair-Hauck & Troyan, 2013;
or suggestions for
the
improvement that will
Cant & Cooper, 2011; Cantillon & Sargeant, 2008; Evans, 2013;
performance
Hewson & Little, 1998; Kertis, 2007; Kilminster et al., 2007;
enhance future practice
gap through
Nowack, 2009; Rudolph et al., 2008)
(Evans, 2013; Fluit et al, 2012; Hewson &
effective
• Teaching focuses on improving the
Little, 1998; Kilminster et al., 2007; Molloy,
teaching
participant’s thinking and/or behavior
Borrell-Carrio, & Epstein, 2013; Nicol &
Macfarlane-Dick, 2006)
in order to impact performance (Cantillon
• Provides teaching that is
& Sargeant, 2008; Evans, 2013; Molloy, Borrell-Carrio, &
not tailored to the needs of
Epstein, 2013; Nicol & Macfarlane-Dick, 2006)
the participant and/or is not
• Teaching is tailored to the needs of the
appropriate for the
participant (e.g. tailored to internal
participant’s
frames of reference) and is appropriate
knowledge/experience
for his/her level of learning (Brinko, 1993;
level (Chitsabesan et al., 2006; Copeland
Chitsabesan et al., 2006; Copeland & Hewson, 2000; Evans,
2013; Hattie & Timperley, 2007; Heckman-Stone, 2003;

& Hewson, 2000; Hattie & Timperley, 2007;

Jonsson, 2012; McIlwrick et al., 2006; Mouratidis et al., 2010;

McIlwrick et al., 2006; Stout & Wygal, 2010;

Raisler et al., 2003; Rudolph et al., 2007; Stout & Wygal, 2010;
Thurlings et al., 2012)

•

Relates the feedback and teaching to
previously learned information,
experiences, or feedback (Bortoli et al., 2010;

Thurlings et al., 2012)

•
•

Fluit et al, 2012; Kertis, 2007; Mann, 2002; Owen & Stupans,
2009)

•

Teaching is linked to why the content
is important for the participant (e.g.,
applicable to future practice, essential
for success, immediate relevance, etc.)
(Cant & Cooper, 2011; Jawahar, 2010; Jonsson, 2012; Kertis,
2007)

•

Empowers the participant to engage in
necessary changes for improvement in
future practice; motivates by linking
negative feedback to positive
outcomes (Archer, 2010; Boud & Molloy, 2012; Gregory
et al., 2011; Sargeant et al., 2008)
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Teaching is not related to
the participant’s
performance (McIlwrick et al., 2006)
Does not adequately
empower participant to feel
they are able to make the
necessary changes to
improve future practice
(Freeman, 1985; Nowack, 2009; Sargeant et
al., 2008)

•

Provides teaching that does
not address the underlying
thought processes and
frames driving actions of
participant (Rudolph, Raemer, &
Shapiro, 2013)

Appendix G (continued)
Element Six: Helps the learner achieve or sustain good future performance (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 2:
• Encourages participant to
• Does not encourage
Encourages
critically reflect on his/her own
participant reflection,
reflection on
performance and the feedback
summarization, or
the feedback
provided, providing opportunity
paraphrasing in order to
for participant to seek clarification
verify understanding of
feedback (no opportunity for
(Anseel et al., 2009; Bing-You & Paterson, 1997; Boud &
Molloy, 2012; Evans, 2013; Freeman, 1985; Heckmanparticipant to seek
Stone, 2003; Hewson & Little, 1998; Lizzio et al., 2008;
clarification) (Anseel et al., 2009; Boud
Molloy, Borrell-Carrio, & Epstein, 2013; Moorhead et al.,

& Molloy, 2012; Cantillon & Sargeant, 2008;

2004; Mouratidis et al., 2010; Nicol, 2013; Nicol &

Ende, 1983; Evans, 2013; Hulse-Killacky et al.,

Macfarlane-Dick, 2006; Raisler et al., 2003; Ruiz-Primo,

2006; Jonsson, 2012; Molloy, Borrell-Carrio, &

2011; Sargeant et al., 2010)

•

Assesses participant perception
and interpretation of feedback to
ensure feedback was received,
understood, and can be applied to
practice (may have participant
reflect and use techniques such as
paraphrasing or summarizing)

Epstein, 2013; Nicol, 2013; Nicol & MacfarlaneDick, 2006; Ramani & Krackov, 2012; RuizPrimo, 2011)

(Anseel et al., 2009; Bienstock et al., 2007; Boud &

Does not assess participant
perception and interpretation
of feedback to ensure
feedback was received,
understood, and can be
applied to practice (Anseel et al.,

Molloy, 2012; Cantillon & Sargeant, 2008; Clynes &

2009; Bienstock et al., 2007; Cantillon &

Raftery, 2008; Ende, 1983; Ende et al., 1995; Hewson &

Sargeant, 2008; Clynes & Raftery, 2008; Ende,

Little, 1998; Hulse-Killacky et al., 2006; Jonsson, 2012;

1983; Ende et al., 1995; Hewson & Little, 1998;

Molloy, Borrell-Carrio, & Epstein, 2013; Moorhead et al.,

Hulse-Killacky et al., 2006; Jonsson, 2012;

2004; Mouratidis et al., 2010; Nicol & Macfarlane-Dick,

Molloy, Borrell-Carrio, & Epstein, 2013;

2006; Ramani & Krackov, 2012; Ruiz-Primo, 2011;

Mouratidis et al., 2010; Nicol & Macfarlane-

Sargeant et al., 2011)

Dick, 2006; Ramani & Krackov, 2012; Ruiz-

•

Primo, 2011; Sargeant et al., 2011)

Dimension 3:
Meets the
important
objectives that
were
collaboratively
established
with the learner

•

Collaboratively develops an
action plan for improvement and
next steps in order to narrow gap
between observed and desired
performance (Archer, 2010; Bienstock et al.,

•

2007; Bing-You & Paterson, 1997; Boud & Molloy, 2012;
Cantillon & Sargeant, 2008; Clynes & Raftery, 2008;
Hewson & Little, 1998; Jawahar, 2010; Kertis, 2007;
Milan et al., 2010; Moorhead et al., 2004; Mouratidis et
al., 2010; Nicol & Macfarlane-Dick, 2006; Nowack, 2009;
Ramani & Krackov, 2012; Sargeant et al., 2011)

Does not allow participant to
be involved in developing
the content or timeline of the
action plan/next steps for
improvement (Mouratidis et al., 2010;
Nowack, 2009)

•

Plan is not developed for
improving performance or
next steps for narrowing
performance gap are unclear
(Boud & Molloy, 2012; Jawahar, 2010;
Kilminster et al., 2007; Nicol & MacfarlaneDick, 2006; Raisler et al., 2003)
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Appendix G (continued)
Element Six: Helps the learner achieve or sustain good future performance (continued)
Dimension
Positive Behavioral Indicator
Negative Behavioral Indicator
Dimension 4:
• Explicitly discusses application and
• Does not apply the
Collaborates
transfer of learning to new situations
learning to future
with the learner
in future practice, posing questions
situations or to different
to summarize
that ask the participant to think about
contexts (Sandars, 2009)
learning from
the ‘take aways’ from this experience
the
(Cant & Cooper, 2011; Hewson & Little, 1998; Mann, 2002;
conversation
Nicol & Macfarlane-Dick, 2006; Owen & Stupans, 2009;
Rudolph et al., 2008; Sandars, 2009)

Note.	
  Full	
  citations	
  available	
  in	
  references	
  11,16,20,34,36-‐38,40-‐42,49-‐60,76,77,79,84-‐99,100,101,102-‐113,	
  
117-‐125,147-‐187	
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Appendix H
Qualitative Content Validity Questions
Thank you for agreeing to participate in the qualitative content validity review of the
Feedback Assessment for Clinical Education (FACE) tool. I sincerely appreciate your
time and effort.
Please take some time to look over the FACE tool, including the score sheet and Rater
Handbook. Use the questions below to guide your qualitative review of the entire tool.
You may use this paper to document your responses. Additionally, please feel free to
make changes, comments, or edits to the FACE tool directly on the score sheet and Rater
Handbook. Alternatively, if you prefer to provide your comments and suggestions
through a phone or Skype conversation, feel free to contact Rachel Onello at
onello@son.umaryland.edu to set-up a time to dialogue about your thoughts and
recommendations. The more specific you can be with your examples and suggestions, the
more beneficial it will be for improving the FACE. I look forward to receiving your
responses.
Section I: Questions regarding previous experience in clinical feedback
1. How would you describe the approach or style of feedback you routinely use?
What aspects work well? What aspects do not work well?

2. Based on your expertise, what attributes embody effective feedback?

3. After familiarizing yourself with the FACE score sheet and Rater Handbook,
please indicate which areas you feel you have the most expertise by placing an
‘X’ beside the corresponding Element(s). You may select as many Elements
necessary.
___ Element 1. I have expertise in establishing an engaging learning
environment.
___ Element 2. I have expertise in cultivating a psychologically safe feedback
environment.
___ Element 3. I have expertise in structuring the feedback session in an
organized way.
___ Element 4. I have expertise in provoking an engaging discussion.
___ Element 5. I have expertise in identifying and exploring performance gaps.
___ Element 6. I have expertise in helping participants achieve or sustain good
future performance.
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Appendix H (continued)
It is understood that some participants may have expertise in specific areas of feedback
that are reflected in only a few of the FACE Elements. Regardless, please feel free to
review the entire FACE score sheet and Rater Handbook across all Elements. As an
expert, your knowledge and perspective across all aspects of feedback is important to the
refinement of the FACE tool.
Section II: Questions regarding the Elements and Dimensions of the FACE
1. As a whole, do the Elements capture all the key constructs of effective feedback?
What is missing?

2. As a whole, do any of the Elements relate to constructs that are not part of
effective feedback? What is included that should not be included?

3. Looking at each Element, are all of the Dimensions captured for each Element?
What is missing?
Element
Element 1
Element 2
Element 3
Element 4
Element 5
Element 6
Additional comments:

Dimension to Add

4. Looking at each Element, are any of the Dimensions not part of the respective
Element? What is included that should not be included? Please provide
details/suggestions for revision if necessary.
Element
Element 1
Element 2
Element 3
Element 4
Element 5
Element 6
Additional comments:
	
  

Dimension to Delete/Revise
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Appendix H (continued)
5. After reviewing the score sheet as a whole, were there any Dimensions that
belonged under a different Element? If so, please indicate how the Element(s)
and/or Dimension(s) should be revised.

6. If revisions were suggested, please share your thought process or rationale behind
the revisions. This helps to provide greater insight when revising the tool.

7. In what ways can the tool be clearer, easier to use, and more objectively
measurable?

Section III: Questions regarding the behavioral anchors of the FACE
1. Are the behavioral anchors (located in the Rater Handbook) comprehensive of the
Dimensions within each Element? What is not captured? Please specify to which
Dimension the suggestion applies.
Dimensions
Element 1 Dimensions
Element 2 Dimensions
Element 3 Dimensions
Element 4 Dimensions
Element 5 Dimensions
Element 6 Dimensions
Additional comments:

	
  

Behavioral Anchor(s) to Add
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Appendix H (continued)
2. Are there behavioral anchors that are not representative of the Dimensions within
each Element? What is included that should not be included? Please specify to
which Dimension the suggestion applies.
Dimensions
Element 1 Dimensions
Element 2 Dimensions
Element 3 Dimensions
Element 4 Dimensions
Element 5 Dimensions
Element 6 Dimensions
Additional comments:

Behavioral Anchor(s) to Delete/Revise

3. Are the behavioral anchors a direct operationalization of the Dimensions within
each Element? How could this be improved?
Dimensions
Element 1 Dimensions
Element 2 Dimensions
Element 3 Dimensions
Element 4 Dimensions
Element 5 Dimensions
Element 6 Dimensions
Additional comments:

Improvement to Behavioral Anchors

4. Are the behavioral anchors clear, recognizable behaviors amenable to
observation? How can they by improved? Please provide specific examples of
suggested revisions.

5. Specific quotes that provide examples of situations and exemplify the behavioral
anchor are very helpful to raters. What are some specific quotes or examples that
should be included or that come to mind when reading through the Rater
Handbook?
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Appendix H (continued)
6. Are the behavioral anchors for rating 1 and rating 7 representative of “extremely
ineffective” and “extremely effective” behavior? How can they be revised to be
better anchors for extremely ineffective or effective behavior?

7. How would the tool be impacted if anchors were added for rating 4, “somewhat
effective”? What are your suggestions for behavioral indicators that reflect a “4:
somewhat effective” rating?

8. Does the rating scale of 1 (extremely ineffective) to 7 (extremely effective)
appear sufficient to capture the nuances in feedback quality? What suggestions do
you have for improving the rating scale?

Section IV: Questions regarding the FACE Rater Handbook
1. Are the instructions and overview sufficient to explain the tool and scoring for
raters? In what ways could it be improved?

2. What is missing from the Rater Handbook that is essential or would be helpful for
raters?

3. Is there any redundant or extraneous information included in the Rater
Handbook?

4. Please provide any other comments relevant to the qualitative review of the
FACE score sheet and Rater Handbook that you feel would be helpful in revising
the tool.
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Appendix I
Quantitative Content Validity Questions
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Appendix I (continued)
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Appendix I (continued)
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Appendix J
Qualitative Analysis Codes and Definitions
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Appendix J (continued)

	
  

129

Appendix J (continued)
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Appendix J (continued)

	
  

131

Appendix J (continued)
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Appendix K
Feedback Assessment for Clinical Education (FACE) Rating Form
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Appendix K (continued)
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Appendix L
Feedback Assessment for Clinical Education (FACE) Rater Handbook
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)

	
  

146

Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix L (continued)
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Appendix M
Conceptual Model of Situated Feedback Conversations
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