Ruesseler et al. Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine 2014, 22:71
http://www.sjtrem.com/content/22/1/71

ORIGINAL RESEARCH

Open Access

Impact of peer feedback on the performance of
lecturers in emergency medicine: a prospective
observational study
Miriam Ruesseler1*, Faidra Kalozoumi-Paizi1, Anna Schill1, Matthias Knobe2, Christian Byhahn3, Michael P Müller4,
Ingo Marzi1 and Felix Walcher5

Abstract
Background: Although it is often criticised, the lecture remains a fundamental part of medical training because it is
an economical and efficient method for teaching both factual and experimental knowledge. However, if
administered incorrectly, it can be boring and useless.
Feedback from peers is increasingly recognized as an effective method of encouraging self-reflection and continuing
professional development. The aim of this observational study is to analyse the impact of written peer feedback on the
performance of lecturers in an emergency medicine lecture series for undergraduate students.
Methods: In this prospective study, 13 lecturers in 15 lectures on emergency medicine for undergraduate medical
students were videotaped and analysed by trained peer reviewers using a 21-item assessment instrument. The lecturers
received their written feedback prior to the beginning of the next years’ lecture series and were assessed in the
same way.
Results: In this study, we demonstrated a significant improvement in the lecturers’ scores in the categories
‘content and organisation’ and ‘visualisation’ in response to written feedback. The highest and most significant
improvements after written peer feedback were detected in the items ‘provides a brief outline’, ‘provides a
conclusion for the talk’ and ‘clearly states goal of the talk’.
Conclusion: This study demonstrates the significant impact of a single standardized written peer feedback on a
lecturer’s performance.
Keywords: Peer feedback, Lecture, Faculty development, Emergency medicine, Undergraduate education

Background
The lecture represents an economical and efficient method
of conveying both factual and experiential knowledge to a
large group of students and thus remains a fundamental
part of the learning experiences of students during their
medical education [1-5]. In their AMEE Medical Education
Guide No. 22, Brown and Monogue conclude based on a
review of the research on lecturing over the past 70 years
that lectures are at least as effective for presenting and
explaining conceptual and systematic knowledge and fostering enthusiasm and motivation for learning as other
* Correspondence: miriamruesseler@yahoo.com.au
1
Department of Trauma Surgery, University Hospital, Johann Wolfgang
Goethe-University, Theodor Stern Kai 7, 60590 Frankfurt, Germany
Full list of author information is available at the end of the article

teaching methods [1]. Lectures offer a real-time, human
presence with spoken communication, which for most
people, is easy to learn from [2].
However, lectures, like all teaching methods, have their
limitations and if administered incorrectly, can be boring
and or even worse, useless. Although this didactic format is widely used and familiar to audiences, the skills
required to prepare and to deliver an effective and structured lecture are mostly passed along through experiential
learning and only seldom acquired by specific instruction
in teaching techniques [1]. However, many studies exist
that describe strategies for improving lecture presentation,
ultimately increasing student learning [1,4,6,7].
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Reflection on practice is the cornerstone and most
powerful source of continuing professional development
in all teaching environments, but reflection on practice
and change requires insight, effort, and a willingness to
change [1,8]. Although an educator’s teaching is mostly
assessed by students, there is growing consent that effective assessment of teaching must emerge from multiple sources, especially peers, to provide essential data
[9-13]. Feedback from peers and professional staff (faculty) developers is increasingly recognized as a valuable
adjunct to surveys of student opinion. Such feedback can
provide insights not possible based on student opinion
alone. Effective peer assessment of teaching should be
criteria-based, emphasize teaching excellence and use instruments that produce highly reliable measures [9,14].
The aim of this study is to evaluate the effect of a standardized written peer assessment on the quality of a lecture series in emergency medicine for undergraduate
medical students. Several studies have reported the development of instruments for peer assessment and assessed
their feasibility and reliability in pilot runs [7,12,14,15];
however, only McLeod et al. have described in a recent
qualitative study the perceptions, benefits and shortcomings of peer assessment of reviewers and individuals
reviewed [16]. However, this is the first study we are aware
of with the intention to analyse the impact of peer assessment in a lecture series on the lecture itself.

Methods
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Study protocol

The analysed lecture series is part of the obligatory curriculum of emergency medicine for undergraduate medical students at Frankfurt Medical School. The emergency
medicine curriculum consists of a longitudinally structured program with educational units in nearly all semesters of the four years of clinical studies in the six-year
program, a structure that is designed to regularly reinforce
and increase the depth of understanding of the basic theoretical and practical skills during clinical training [17,18].
The interdisciplinary lecture series is scheduled for 3rd
year undergraduate medical students, taking place once
per year over an 8-week period from January to March.
During this period, the lectures are scheduled twice per
week. The lectures cover the main cardinal symptoms of
in-hospital as well as out-of-hospital emergency medicine with its algorithm-based treatment and management. Furthermore, topics such as team work and the
management of human resources and medical errors are
integrated. Depending on the extent of the topic, a single
lecture lasts 45 minutes (n = 10) or 90 minutes (n = 11).
Four of the 90-minute lectures are conducted by two
lecturers together in an interdisciplinary approach.
Resulting in a total of 21 lectures.
The students’ attendance of the lectures is optional.
However, the lecture series ends with an obligatory
20-item multiple choice examination. Passing the examination is a prerequisite for participating in additional
emergency medicine curriculum.

Study design and ethics statement

This study has a prospective design in order to analyse
the impact of written peer assessment based on a quantitative questionnaire about the lecturers’ performances
in a lecture series in emergency medicine.
As stated by the Ethics board of the medical faculty of
J.W. Goethe University Hospital, Frankfurt, Germany,
ethical approval was not required for this study. The research of educational methods is required in the regulations on the licence to practice medicine in Germany
and is supported by the medical faculty.
Participants

The study participants were physicians from different
disciplines who as part of their function as a medical
teacher participate as lecturers in the lecture series on
emergency medicine for undergraduate medical students
at Johann Wolfgang Goethe University, Frankfurt/Main,
Germany.
Data were obtained from all lecturers regarding age,
years of lecturing experience, and training in medical
education (e.g. Instructor training). Prior to the beginning of this study, all of the participants provided written informed consent to participate in this study and to
be videotaped during their lectures.

Measurement

The study measurements took place from January to
March 2011 (lecture series 1) and January to March
2012 (lecture series 2). Two months before the second
lecture series, all of the participating lecturers received
standardised written peer feedback on their lecturing
performance. For the peer feedback, two cameras videotaped each lecture. A fixed camera in the back of the
lecture hall captured both the slides and the lecturer in
the auditorium. The second camera focused directly on
the lecturer to capture gestures and facial expressions.
The lecturer’s talk was recorded via a microphone tethered to the lecture hall camera.
Each lecture was transcribed into a timeline covering the timing of the different section of each lecture,
e.g. introduction and presentation of learning objectives, as well as the existence and duration of interactive parts, e.g. a question and answer section.
In the second step, each lecture was viewed independently
by two peer reviewers using a standardized assessment instrument to provide written documentation and feedback.
The video reviewer room was equipped with a large TV
screen which could display video recordings from both cameras simultaneously on a split screen with optimized tone.
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The assessment instrument was based on the criteria
defined in existing literature regarding effective lecturing
behaviours, skills, and characteristics [1,6,7,9,12,19-21]
and the validated peer assessment instrument for lectures
reported by Newman et al. [14,22]. The 21-item instrument is divided into three categories: content/structure
(10 items), visualisation (5 items), delivery (6 items)
(Figures 1, 2, 3).
Each item was rated on a 5-point Likert Scale (from 5 =
excellent demonstration to 1 = does not demonstrate/
present/poor) with descriptive benchmarks for the excellent (5), adequate (3) and poor performance (1) rating
levels [14,22]. Furthermore, areas of strength were noted,
and suggestions for improving weaknesses in lecturing
performance were made.
All 4 reviewers were physicians with training in emergency medicine and specific didactic training (postgraduate Master of Medical Education (MME) or currently in a
MME program). Herewith, they were acquainted with the
assessment instrument because they used the instrument
to assess fellow students’ presentations during their postgraduate studies. For this study, all of the raters received
an additional 3-hour training session, watching several

Page 3 of 8

15-min examples of previous lectures. They shared their
scores and discussed the observed behaviours that had
persuaded them to choose a particular performance score
for each assessment item. Proper training of the raters is
crucial to reduce variability in the instrument’s inter-rater
agreement measure by increasing accuracy and consistency
of performance assessment ratings [14,22]. During the
training, the raters learned to avoid common rater errors
(e.g. the halo effect and central tendency) and discussed behaviours indicative of each performance dimension until a
consensus was reached [21,23]. Each lecture was reviewed
by two raters. The ratings were analysed as described in
the ‘data analysis’ section.
The students were regularly asked to evaluate each
lecture in emergency medicine with a 3-item questionnaire (overall lecture quality, didactics and delivery/presentation) on a voluntary basis at the end of
each lecture using a 5-point Likert scale. These evaluations were used to analyse changes in the lecturers’
evaluations.
In November 2011, two months prior to the beginning
of the next lecture series, each lecturer participating in
this study received a copy of the lecture observation

Figure 1 Ratings for each item in the category ‘Content & Organisation’. The ratings are presented as the mean ± standard deviation. For
the first lecture series, the ratings of the lecturers without didactic training are shown in light grey, and those of the lecturers with didactic
training are shown in dark grey. The corresponding results for the second lecture series are shown directly above in the white boxes. Significance
of improvement after intervention: *p < 0.005; °p < 0.05; and n.s. = not significant.
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Figure 2 Ratings for each item in the category ‘Visualisation’. The ratings are presented as the mean ± standard deviation. For the first
lecture series, the ratings of the lecturers without didactic training are shown in light grey, and the ratings of the lecturers with didactic training
are shown in dark grey. The corresponding results for the second lecture series are shown directly above in the white boxes. Significance of
improvement after intervention: *p < 0.005; °p < 0.05; and n.s. = not significant.

schedule, the assessment instrument including the written feedback of the raters, and the students’ evaluations.
Each lecture was recorded as described for the first
part of the study. The reviewer training, review process
and student evaluations were repeated for the second
round as described above.

Data analysis

The statistical analysis was performed using Microsoft
Excel for the epidemiological data and evaluation and
SPSS 17 for the checklist results. Once Gaussian distribution of the data was verified, the values were presented as
the mean ± standard deviation. The Kappa coefficient was

Figure 3 Ratings for each item in the category ‘Delivery’. The ratings are presented as the mean ± standard deviation. For the first lecture
series, the ratings of the lecturers without didactic training are show in light grey, and those of the lecturers with didactic training are shown in
dark grey. The corresponding results for the second lecture series are shown directly above in the white boxes. Significance of improvement after
intervention: *p < 0.005; °p < 0.05; and n.s. = not significant.
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computed to determine the inter-rater reliability. The differences in the scores between both groups (no didactic
training versus didactic training) were analysed using Student’s t-test for independent samples. The differences between the ratings prior to and after the interventions were
analysed using Student’s t-test for dependent samples.

Results
Three lecturers declined to participate in the study, and
thus these three 45-min lectures were excluded. Two
90-min lectures were excluded due to a defect in the
cameras or the recording system. One lecturer left the
university hospital after the first lecture series and was
replaced. Hence, this lecture was also excluded. Thus, a
total of 13 lecturers were assessed (three were assessed
twice). Of the 21 lectures in the lecture series, 15 lectures
with a total lecture time of 1080 minutes were included
and analysed in this study. This includes six 45-min lectures and nine 60-min lectures. The characteristics of the
lecturers are shown in Table 1.
Table 2 and Figures 1, 2, 3 show the results of the ratings for the three categories and the respective items for
Table 1 Characteristics of the observed lecturers
Age [years]

48.4 ± 7.6 (40–65)*

Sex

all male

Status [n]
Professor

7

Assistant Professor/PhD

3

Consultant

2

Paramedic

1

Discipline [n]
Anesthesiology

6

Emergency Medicine

1

Forensic Medicine

1

General Surgery

1

Gynecology

1

Internal Medicine

1

Trauma Surgery

2

Years lecturing for undergraduate students
14 ± 8 (5–33)*
Years speaking at international conferences
20 ± 7 (13–36)*
Training/Qualification in Medical Education
None

5

Basic educational training°

6

Emergency course trainer^

6

Master of Medical Education

1

*Presented as Mean ± Std.Dev. (Min-Max).
°e.g. One day course ‘Basic university didactics’ offered by the university.
^e.g. Trainer for AHA-, ERC-, ATLS-courses.
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Table 2 Peer reviewer ratings of the lectures before
(series 1) and after (series 2) written feedback

Overall

Lecture series 1

Lecture series 2

No didactic Training
training

No didactic Training
training

R1

3.29 ± 1.53

3.85 ± 1.39 4.32 ± 0.93*

4.72 ± 0.53*

R2

3.29 ± 1.53

3.84 ± 1.39 4.29 ± 0.93*

4.71 ± 0.53*

IRR 0.84
Content &
R1
organisation
R2

0.84

2.73 ± 1.56

3.11 ± 1.49 4.16 ± 0.95°

4.52 ± 0.63°

2.71 ± 1.56

3.10 ± 1.49 4.18 ± 0.95°

4.52 ± 0.63°

IRR 0.82

0.83

Visualisation R1

3.66 ± 1.16

4.52 ± 0.56 4.51 ± 0.65*

4.93 ± 0.13*

R2

3.63 ± 1.16

4.52 ± 0.56 4.43 ± 0.65*

4.95 ± 0.13*

IRR 0.80
Delivery

R1
R2

0.80

3.96 ± 1.26

4.52 ± 0.89 4.35 ± 0.91§

4.87 ± 0.31§

3.96 ± 1.26

§

4.83 ± 0.31§

IRR 0.9

4.51 ± 0.89 4.36 ± 0.91
0.89

Data are presented as the mean + standard deviation for each category. Each
item within a category was rated on a 5-point Likert scale (5 = excellent
demonstration of skill, 3 = adequate and 1 = does not demonstrate).
Significance of improvement after intervention: *p<0.05; °p<0.005,
§
not significant.
R1: Rater 1; R2: Rater 2; IRR: Inter-rater reliability measured as the
kappa coefficient.

the two lecture series. Except for the category ‘delivery’,
there was a significant improvement in the mean score
after the intervention in all of the categories (p = 0.002–
0.039). When the mean scores of the two groups of
lecturers (no didactic training versus those with didactic
training) were compared, no significant differences
were observed except for the category ‘visualisation’.
Here, the lecturers with didactic training received a
significantly higher mean score than the lecturers
with no didactic training both before and after the
intervention (p < 0.05).
In the first lecture series, the lecturers with no didactic
training received the worst ratings for the items ‘provides a conclusion for the talk’, ‘encourages audience
interaction’ and ‘linkage to previous knowledge’; the lecturers with didactic training received the worst ratings
in the categories ‘provides a brief outline’, ‘clearly states
goal of the talk’ and ‘provides a conclusion for the talk’.
All of these items are included in the category ‘content
and organisation’. The items that received the highest
ratings and the most significant improvements after the
intervention for both groups, ‘provides a brief outline’,
‘provides a conclusion for the talk’ and ‘clearly states goal
of the talk’, were also in this category (p < 0.001).
The inter-rater reliability for the pair of raters who observed the same lecture was assessed using the Kappa
coefficient. The raters were in good agreement for all of
the criteria (0.82-0.9).
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Regarding the students’ evaluations, the mean number
of evaluation forms completed per lecture in the first
lecture series was 59 (range, 47–73), corresponding to a
return rate of 22.4%. In the second lecture series, the
mean number of evaluation forms completed for each
lecture was 51 (range, 41–68; return rate: 18.9%). Table 3
presents the results of the students’ evaluations. The mean
student scores for didactics and delivery/presentation were
significantly higher for lecture series 2 (after written feedback) than lecture series 1 (before written feedback). This
difference was detected despite the fact that different students rated lecture series 1 compared with series2 and the
students were blinded towards the presence of the study.
The lecturers with didactic training received better ratings
than those without training.

Discussion
Lecturing has been criticised as ineffective compared
with other methods of teaching that involve students as
active participants in the learning process rather than
passive observers. This is unfortunate because lecturing
is often indispensable, especially for large classes with
hundreds of students. Furthermore, when done effectively, lecturing can transmit new information in an efficient
manner, explain or clarify difficult concepts, organize ideas
and thoughts, challenge beliefs, model problem-solving,
and foster enthusiasm and a motivation for learning [2,3].
Didactic lecture will continue to be a mainstay in all parts
of medical training [1]. As such, it is important to maintain and improve the quality of lectures.
To our knowledge, this is the first study analyzing the
effect of a standardized written feedback on the performance of lecturers in a lecture series. Our results
demonstrate that even with a ‘simple’ written feedback,
lecturers effectively integrate their newly gained knowledge in future lectures, improving their teaching. Although we hypothesized that positive changes in the
lecturers’ performances would occur after written peer
feedback, we were extremely surprised by the extent of
the improvement since only written feedback was provided, and no additional training occurred. The improvements made were independent of the lecturers’ experience
as medical teachers and their prior didactic training.
Our findings are consistent with the existing literature.
Providing feedback to faculty members has been shown
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to clarify performance quality and provide a formative assessment [11,24,25]. It facilitates self-reflection of teaching
practices and encourages faculty to discuss their teaching
skills and effective instruction [13,25]. In our study, we
were able to affirm the existing literature, demonstrating
that feedback can help to close the gap between current
performance levels and the desired goals of curriculum
designers [24,25]. The responses and reactions from the
lecturers regarding the feedback were very positive with
several lecturers completely revising their lecture (e.g. new
slides, figures, and/or videos). These findings are consistent with the recent qualitative study of McLeod
et al., demonstrating that all participants receiving peer
review enthusiastically endorsed the benefits of peer
assessment [16].
However, effective peer assessment of teaching should
be criteria-based and use instruments that produce highly
reliable measures [9,14]. For this reason, in addition to a
validated assessment instrument, adequate rater training
is essential to ensure that all of the raters have internalized
the rating standards and are committed to giving the necessary time and effort [14,22]. In addition to using the assessment instrument during their postgraduate training,
the raters discussed the rating standards during the rater
training, using videos of former lectures. They focused on
those items identified as difficult in both the literature and
training to reach a consensus. The clear, descriptive
benchmarks for the excellent, adequate and poor performance rating levels provided by Newman et al. [14,22]
helped in this area, facilitating powerful feedback by the
raters. Thus, the raters were in agreement on all of the criteria in our study.
During the first peer assessment, the main deficits
were in the items of the category ‘content & organisation’. After written feedback, this category showed the
greatest improvement, with highly significant improvement in 6 of the 10 items. The items ‘provides a brief
outline’ and ‘provides a conclusion for the talk’ showed
the greatest improvement.
The smallest improvements were found in the category ‘delivery’. This category includes items such as
‘speech flow’ and ‘enthusiasm for the topic’. These items
are innate to an individual and cannot be changed as
easily without additional training compared with items
in the other categories. We hypothesize that practical

Table 3 Student evaluation of the lectures before (series 1) and after (series2) written feedback)
Lecture series 1

Lecture series 2

No didactic training

With training

No didactic training

With training

Overall lecture quality

4.10 ± 0.26

4.43 ± 0.21

4.21 ± 0.43§

4.49 ± 0.23§

Didactics

4.05 ± 0.34

4.38 ± 0.21

4.28 ± 0.43*

4.49 ± 0.27°

Delivery/Presentation

4.06 ± 0.33

4.40 ± 0.21

4.23 ± 0.56°

4.55 ± 0.21*

Data are presented as the mean + standard deviation.
Significance of improvement after intervention: *p<0.005; °p<0.05, §not significant.
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training e.g. with video feedback and clear information
about the expected behaviour would have a higher impact on these items than written feedback. With respect
to the raters, we were able to demonstrate that an agreement on a definition of ‘expected behaviour’ for these
items can be achieved. To gain deeper insight into this
specific area, further studies are needed.
Although the students were blinded towards the study,
they noticed and appreciated the efforts of those lecturers who changed their lecture habits; several added
under the “comments” section of their teacher evaluation that they appreciated the inclusion of clear learning objectives, an outline of the purpose and contents of
the lectures and the manner in which questions were encouraged and addressed.
Both the students in lecture series 1 and lecture series
2 rated those lecturers with didactical training higher
than those without training despite being blinded to the
training experience of their lecturer. Thus, students are
able to differentiate between lecturers with different
teaching abilities.
We have regularly asked all students to evaluate each
lecture and have provided the detailed results to all lecturers since 2005. However, we found only small improvements in the quality of the lectures following the
students’ feedback. These findings are consistent with
the statement of Newman et al. [14] arguing that the faculty undergoing a review needs to trust that the ratings
are not idiosyncratic scores but reflect their actual performance. This means that the assessment instrument
must be reliable as measured by inter-rater agreement,
the rater must be respected and the feedback must be as
specific as possible in its items and provide points of
action [14].
This study has some limitations because it was conducted at a single medical school with only one study
sample of lecturers in emergency medicine, which might
restrict its explanatory power and its transferability to
other medical schools. However, this limitation does not
diminish the significance of the results and the pronounced impact of the written peer feedback on the performance of most of the lecturers. It may serve as a
model for the development of similar programs in all levels
of medical training to improve instructional effectiveness.
The fact that the reviewers rated a lecturer based on a
videotape of the lecture rather than a live presentation is
also a limitation. Providing feedback based on videotaped teaching sessions can be criticised because the real
environment and atmosphere cannot be completely captured [22]. Furthermore, it cannot be guaranteed that
the raters are not disturbed (e.g. answering a phone call)
or watch the video in discontinuous segments. However,
our results regarding inter-rater reliability have acceptable high levels for all of the items.
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This study does not investigate the lecturers’ selfassessments and compare self-assessments to peer ratings. To gain an insight into this area and the effect of
peer feedback on self-assessment, future research is
needed.

Conclusion
This study demonstrates the significant impact of a single standardized written peer feedback on lecture quality. Based on this study, the assessment instrument and
study design will be used as a basis to evaluate and improve additional lecture series in other disciplines at our
medical school.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
MR had full access to all the data in the study, contributed to all parts of the
study and was responsible for the overall content. MK, CB, MPM, IM and FW
contributed to the conception of the study, study design, the data
acquisition and the review of the lectures. FKP and AS substantially
contributed to the conception of the study, data collection, analysis,
interpretation. All authors contributed to the writing, critical revision of the
manuscript, and finally approved the submitted version.
Author details
1
Department of Trauma Surgery, University Hospital, Johann Wolfgang
Goethe-University, Theodor Stern Kai 7, 60590 Frankfurt, Germany.
2
Department of Trauma Surgery, University Hospital RWTH Aachen,
Pauwelstr. 30, 52047 Aachen, Germany. 3Department of Anesthesiology, Pain
Therapy and Intensive Care Medicine, European Medical School
Oldenburg-Groningen, Evangelisches Krankenhaus, Steinweg 13-17, 26122
Oldenburg, Germany. 4Department of Anesthesiology and Critical Care
Medicine, Carl Gustav Carus University Hospital, Fetscherstr. 74, 01307
Dresden, Germany. 5Department of Trauma Surgery,
Otto-von-Guericke-University, Leipziger Street 44, 39120 Magdeburg,
Germany.
Received: 15 July 2014 Accepted: 12 November 2014

References
1. Brown G, Manogue M: AMEE Medical Education Guide No. 22: refreshing
lecturing: a guide for lecturers. Med Teach 2001, 23(3):231–244.
2. Charlton BG: Lectures are such an effective teaching method because
they exploit evolved human psychology to improve learning. Med
Hypotheses 2006, 67(6):1261–1265.
3. Bligh DA: What’s the use of Lectures. San Franciscio, CA: Jossey-Bass; 2000.
4. Graffam B: Active learning in medical education: strategies for beginning
implementation. Med Teach 2007, 29(1):38–42.
5. Charlton BG: Science school and culture school: improving the efficiency
of high school science teaching in a system of mass science education.
Med Hypotheses 2006, 67(1):1–5.
6. Kessler CS, Dharmapuri S, Marcolini EG: Qualitative analysis of effective lecture
strategies in emergency medicine. Ann Emerg Med 2011, 58(5):482–489.
7. Copeland HL, Longworth DL, Hewson MG, Stoller JK: Successful lecturing: a
prospective study to validate attributes of the effective medical lecture.
J Gen Intern Med 2000, 15(6):366–371.
8. Visioli S, Lodi G, Carrassi A, Zannini L: The role of observational research in
improving faculty lecturing skills. A qualitative study in an Italian dental
school. Med Teach 2009, 31(8):e362–e369.
9. Beckman TJ, Lee MC, Rohren CH, Pankratz VS: Evaluating an instrument for
the peer review of inpatient teaching. Med Teach 2003, 25(2):131–135.
10. Wilkerson L, Irby DM: Strategies for improving teaching practices: a
comprehensive approach to faculty development. Acad Med 1998,
73(4):387–396.

Ruesseler et al. Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine 2014, 22:71
http://www.sjtrem.com/content/22/1/71

Page 8 of 8

11. Irby DM: Peer review of teaching in medicine. J Med Educ 1983, 58(6):457–461.
12. Irby D, DeMers J, Scher M, Matthwes D: A model for the improvement of
medical faculty lecturing. J Med Educ 1976, 51(5):403–409.
13. Nelson MS: Peer evaluation of teaching: an approach whose time has
come. Acad Med 1998, 73(1):4–5.
14. Newman LR, Lown BA, Jones RN, Johansson A, Schwartzstein RM:
Developing a peer assessment of lecturing instrument: lessons learned.
Acad Med 2009, 84(8):1104–1110.
15. Lochner L, Gijselaers WH: Improving lecture skills: a time-efficient 10-step
pedagogical consultation method for medical teachers in healthcare
professions. Med Teach 2011, 33(2):131–136.
16. McLeod P, Steinert Y, Capek R, Chalk C, Brawer J, Ruhe V, Barnett B: Peer
review: an effective approach to cultivating lecturing virtuosity. Med
Teach 2013, 35(4):e1046–e1051.
17. Ruesseler M, Weinlich M, Muller MP, Byhahn C, Marzi I, Walcher F:
Simulation training improves ability to manage medical emergencies.
Emerg Med J 2010, 27(10):734–738.
18. Walcher F, Russeler M, Nurnberger F, Byhahn C, Stier M, Mrosek J, Weinlich M,
Marzi I: Mandatory elective course in emergency medicine with instructions
by paramedics improves practical training in undergraduate medical
education. Unfallchirurg 2011, 114(4):340–344.
19. Gelula MH: Effective lecture presentation skills. Surg Neurol 1997, 47(2):201–204.
20. Cantillon P: Teaching large groups. BMJ 2003, 326(7386):437.
21. Williams RG, Klamen DA, McGaghie WC: Cognitive, social and environmental
sources of bias in clinical performance ratings. Teach Learn Med 2003,
15(4):270–292.
22. Newman LR, Brodsky DD, Roberts DH, Pelletier SR, Johansson A, Vollmer CM Jr,
Atkins KM, Schwartzstein RM: Developing expert-derived rating standards for
the peer assessment of lectures. Acad Med 2012, 87(3):356–363.
23. Govaerts MJ, van der Vleuten CP, Schuwirth LW, Muijtjens AM: Broadening
perspectives on clinical performance assessment: rethinking the
nature of in-training assessment. Adv Health Sci Educ Theory Pract 2007,
12(2):239–260.
24. Branch WT Jr, Paranjape A: Feedback and reflection: teaching methods for
clinical settings. Acad Med 2002, 77(12):1185–1188.
25. Veloski J, Boex JR, Grasberger MJ, Evans A, Wolfson DM: Systematic review
of the literature on assessment, feedback and physicians’ clinical
performance: BEME Guide No. 7. Med Teach 2006, 28(2):117–128.
doi:10.1186/s13049-014-0071-1
Cite this article as: Ruesseler et al.: Impact of peer feedback on the
performance of lecturers in emergency medicine: a prospective
observational study. Scandinavian Journal of Trauma, Resuscitation and
Emergency Medicine 2014 22:71.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

