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INTRODUCTION

You have a student rotating 
with you today. How can 
you ensure productivity 

while creating a positive 
learning experience for your 
learner? Adult learning theories 
and models can provide a deeper 
understanding of effective 
teaching methods, the interplay 
between the learning climate 
and successful teaching, and 

how learning works. There are 
many learning theories to choose 
from, each with insights and 
shortcomings. Using our com-
bined expertise as a seasoned 
clinical educator, Masters of 
Medical Education student and 
current medical student, we 
describe five high-yield learning 
concepts highlighting the 
collaborative nature of learning 
that have immediate applicabil-
ity to clinical teaching. 

Additionally, we discuss the best 
methods for incorporating such 
theories into practice (summa-
rised in Figure 1). We set the 
stage for each principle with an 
imaginary conversation between 
a student and a clinical faculty 
member. Sharing both learner 
and teacher perspectives helps 
educators to better understand 
ways that faculty members can 
create a safe learning environ-
ment, promote deliberate 

Editor’s note: This toolbox article has an unusual structure as it is devised as a conversation between a student and a teacher. Each inter-
action is reviewed from the perspective of learning being a collaborative experience, with the authors drawing on adult learning theory to 
offer insights into the nature of clinical education. We may know something about learning theories but may have difficulties applying the 
theory to practice. This article offers practical ways to do this in an engaging way. The toolbox holds and discusses five learning concepts: 
the creation of a safe learning environment; timely feedback to promote deliberate practice; self-directed learning; the enhancement of 
retention of learning; and the monitoring and modelling of wellness. These five concepts are summarised nicely in Figure 1.

How can you 
ensure 
productivity 
while creating a 
positive 
learning 
experience for 
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practice, encourage self-directed 
learning, enhance learning 
retention, and monitor and 
model wellness for health 
professional students and junior 
colleagues.

CREATE A SAFE PLACE 
BEFORE ASKING ESOTERIC 
QUESTIONS

Student: Hi! I’m excited to 
work with you but I’m nerv-
ous about specific ‘what am 
I thinking’ types of ques-
tions. How will you create 
a safe place for me to make 
mistakes and ask questions?

Teacher: We are excited to 
have you! It takes bravery 
to share your concerns with 
me. I use questioning rou-
tinely to assess your current 
knowledge level and teach 
specifically to what you 
don’t know. But I under-
stand your concerns about 
the learning climate.

Summary
Posing questions about cases 
has long been used as a teach-
ing method in medicine and the 
health professions, and such 
questioning is a useful assess-
ment and teaching technique;1,2 
however, the types of questions 

and how they are asked set the 
stage for the learning climate. 
Vulnerability is a key ingredient 
in learning: it allows the learner 
to take risks and to connect new 
learning with prior experiences.3 
Raised stress levels may increase 
the level of learning in students 
up to a point. But after this 
point, further stress interferes 
with learning.4 Intense esoteric 
questioning may increase cortisol 
levels and thereby hinder the 
ability of the brain to recall and 
retain new learning.4 Getting a 
question wrong can be a powerful 
learning opportunity to solidify 
knowledge through reflection on 
the incorrect thought process and 
to stimulate the reorganisation of 
knowledge networks, so long as 
the learner does not feel penal-
ised for a wrong answer.5

Practical application
Create a safe learning environ-
ment by using the learner’s name 
frequently and getting to know 
the learner personally. Encourage 
learners to ask you questions.6 
In evaluating a student’s current 
knowledge level, using open-
ended ‘why’ or ‘what if’ questions 
allows the assessment of clinical 
reasoning and problem-solving 
skills,1,6 or draws the learner’s at-
tention to the important details 
of a case.1 In group settings, 
waiting a full 5 seconds after 
posing a question ensures that 
each learner – not just the one 
with an immediate answer – is 
actively recalling their prior 
knowledge of a topic and, thus, is 
more likely to retain the teaching 
point.4

BE DESCRIPTIVE WITH 
FEEDBACK

Student: I feel vulnerable 
when getting feedback, 
especially when receiving 
corrective feedback in front 
of my peers. Additionally, 
broad generalisations such 
as ‘you’re doing fine’ do not 

The types of 
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Figure 1.  Practical application of five important learning theories for clinical educators
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provide enough detail and 
leave me feeling confused.7

Teacher: Despite reinforcing 
positive behaviours, stu-
dents sometimes walk away 
focused on the negatives, 
which can be mistakenly 
internalised as poor perfor-
mance. No-one is perfect, 
so let’s talk about how you 
can use corrective feedback 
to your advantage. This 
deliberate practice with 
frequent feedback is impor-
tant for skill building.8 Be 
sure to genuinely listen and 
professionally respond to 
feedback.

Summary
Feedback is not a statement of 
the student’s value as a profes-
sional; rather its purpose is to 
communicate ‘the difference 
between the intended and actual 
results’.9 Nonetheless, feedback 
can be an anxiety-provoking mo-
ment for learners, although repre-
senting an important opportunity 
for growth.3 When feedback is 
delivered poorly, the amygdala 
is subconsciously activated and 
focuses on negative information 
that could represent a threat. The 
consequence is a delayed honest 
reflection and blunted growth.4 
Tactfully delivered feedback is 
not the final step, however: the 
learner must be able to apply the 
teacher’s suggestions and show 
progress towards a goal.10 Quick 
check-ins during future interac-
tions with the learner will help to 
reiterate the learning point and 
provide positive reinforcement. It 
is this cyclical process of delib-
erate practice, including goal 
attempts, feedback, goal revision 
and additional practice, in quick 
succession, that generates per-
sonal and professional growth.8

Practical application
To create a safe climate for 
feedback, select a private area 

at a time and location set with 
the learner in advance. Feedback 
– whether reinforcing or cor-
rective – should be timely and 
given shortly after the behaviour 
is witnessed so that the stu-
dent can reflect and adjust the 
behaviour (if needed).9 Begin 
by asking the learner to self-
assess as the learner may already 
know areas in which he or she 
is deficient. This can open the 
door for you to discuss specifics 
using non-judgemental language 
that focuses on the behaviour 
observed. All feedback meetings 
should conclude with a jointly 
determined goal, strategy for 
achieving it and plan to circle 
back on progress as future ap-
plicable scenarios arise.

EMPOWER STUDENTS TO 
MANAGE THEIR LEARNING

Student: I want to be 
responsible for my own 
learning, but it is some-
times overwhelming. I’m 
not always sure where to 
start. How do I decide which 
resources to use or which 
clinical questions to look up?

Teacher: Directing your own 
learning is one way to have 
transformative learning ex-
periences and an important 
skill for your future career 
in the health professions.11 
Discovering how you learn 
and retain information best 
is extremely important in 
the ever-changing and ad-
vancing practice of medi-
cine. This could be through 
video, reading, lecture, 
drawing, etc. You can opti-
mise your learning by set-
ting individualised goals for 
each rotation, sharing them 
with your clinical teacher 
and using your preferred 

learning modalities to re-
search topics.

Summary
Self-directed learning is a key 
skill to increasing learner au-
tonomy.11 In Grow’s staged self-
directed learning model, learners 
initially rely on textbooks and 
professors for the learning 
agenda.11 As students mature, 
they begin to manage their own 
learning, including the explora-
tion of topics that interest them 
(Table 1); however, they may not 
know the most efficient meth-
ods for research. Additionally, a 
variety of factors impact student 
engagement in self-directed 
learning: familiarity with the sub-
ject matter confidence in learning 
the material, and the perceived 
utility of learning the material at 
that moment.11

Practical application
Self-directed learning is a teach-
able skill. You can help your 
learners to grow by asking about 
their goals at the beginning of 
a new rotation. Be ready to help 
modify the goals so that they 
fit within the clinical experi-
ence and are specific enough to 
be achievable.12 Help students 
to identify learning questions 
and give them protected time 
during the rotation to look up 
the answers. Provide guidance in 
selecting an appropriate point-
of-care resource. Discuss the 
evidence and whether it applies 
to the current patient scenario. 
When there are multiple learners 
working with you, ask them to re-
search and see patients together, 
as this provides the opportunity 
for near-peer teaching.12

ENHANCE RETENTION OF 
LEARNING

Student: With so much to 
learn during my clinical rota-
tions, it can feel like drink-
ing from a fire hose. How 
can I be sure that everything 

Help your 
learners to grow 
by asking about 
their goals at 
the beginning 
of a new 
rotation
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I am learning right now will 
be retained for when I need 
it in the future?

Teacher: I don’t think there 
is ever a time when you 
know it all; we will always 
be reading and looking 
things up. How you store 
new learning in the long-
term memory of your brain 
is a learned skill. The more 
organised connections you 
have surrounding a piece of 
knowledge, the better you 
will retain and recall it in 
the future.4

Summary
For new learning to be consoli-
dated and preserved in long-term 
memory, it must make sense and 
have personal meaning. Sense and 
meaning can be achieved when 
new concepts relate back to prior 
learning and experiences, or when 
the application to future tasks is 
made evident.4 Reflection is a key 

part of transferring new learning 
to long-term memory.1,4 Our mem-
ories store and network similar 
details together, but the retrieval 
process depends on honing in on 
the differences. Thus, when teach-
ing about topics with overlapping 
similarities, it is important to 
emphasise the differences.4

Practical application
Start by getting your learner to 
recall prior knowledge. This can 
be as simple as asking what the 
learner knows about the topic 
or whether the learner has ever 
had a similar patient scenario. If 
the group is large enough, you 
can ask students to brainstorm 
in pairs. Incorporate clear and 
relevant examples or use case-
based scenarios in your teach-
ing.4 Lastly, students should be 
encouraged to reflect, especially 
with brainstorming, on how they 
can apply their learning in 
the future or how it relates to 
prior experiences. This can be 
achieved through group discus-
sion or individually, such as by 
journaling.1,4

MODEL METHODS FOR 
HANDLING THE WORK

Student: I have already 
noted the culture implies 
that doctors should not 
show weakness,13 and that 
other health professionals 
should not deviate from the 
hierarchy of medicine. With 
so many competing de-
mands – patient care, home 
commitments, studying and 
self-care – it’s easy to feel 
drained and overwhelmed. 
I’m worried that I may not 
have the resources to handle 
it all. I haven’t heard faculty 
members talk about their 
experiences much. Do you 
ever feel stressed or burned 
out?

Teacher: Yes, I have expe-
rienced periods of doubt, 
grief and burnout. Training 
asks a lot of you, and asks 
more of you each step along 
the way. As your role in the 
health care system evolves 
there are different – and, 
yes, more – responsibilities. 
But while your expecta-
tions at home and at work 
increase, so should your 
skill set to deal with them. 
Most importantly, it is never 
a sign of weakness to ask 
for help. On this rotation 
you can always come to me 
without fear of retribution. 
We can work together to 
find the resources and solu-
tions that are right for you.

Summary
McClusky’s theory of margin, as 
cited by Merriam et al., suggests 
that there is a simple math-
ematical equation for striking 
a balance between the load 

Start by getting 
your learner to 

recall prior 
knowledge

Table 1. A summary of Grow’s staged self-directed 
learning11

Grow’s stage Definition Teaching strategies

Stage 1: dependent 
learner

Learning agenda set 
by authority figure, 
such as professor or 
textbook author

Lecture
Directed observation/
shadowing

Written assignments

Stage 2: interested 
learner

Motivated learners, 
but with limited prior 
knowledge of the topic

Lectures with discussion
Simulations or role-play
Case-based examples/
problems

Reflection activities

Stage 3: involved 
learner

Engaged learners with 
both background 
knowledge of the topic 
and skills to direct 
learning, although still 
use the teacher as a 
guide/mentor

Facilitated group dis-
cussion

Case-based examples/
problems

Reflection activities
Team-based projects

Stage 4: self-directed 
learner

Independent learn-
ers able to identify 
knowledge gaps, create 
and implement a plan 
to close gaps, and self-
assess the results

Peer teaching and pres-
entations

Independent projects
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– all those expectations that 
the student expressed – and 
power, namely all the available 
resources from social support 
to life management skills.11 
Ideally, each of us has a little 
more power than load, creat-
ing a margin to handle surprise 
stressors and enable opportuni-
ties for learning (Figure 2).11 
Burnout has become an 
epidemic within the medical 
profession, spanning all special-
ties and afflicting one-third to 
one-half of physicians.13 Other 
health professionals are not safe 
from burnout, as evidenced by 
the substantial research in the 
fields of nursing and mental 
health.14,15 Clinical educators 
must thus be vigilant for the 
hallmarks of burnout among 
learners: emotional exhaustion; 
depersonalisation of patients 
(often presenting as cynicism), 
and a low sense of personal 
accomplishment.13 Moreover, 
teaching about well-being and 
resilience must be incorpo-
rated into the clinical learning 
environment.

Practical application
Intentional modelling is the 
most powerful teaching method 
of the load–power dynamic. 
To intentionally model is to 
purposefully call attention to 
your actions and responses.16 
Clinical teachers should be 
more transparent when they are 
stretched too thin, displaying 
how to respond and which skills 
to rely upon: organisational 
skills; healthy coping mecha-
nisms, learning how and when 
to say no, or asking a colleague 

for help. Most importantly, 
clinical educators must create a 
safe environment so that when 
a learner is stressed, emotion-
ally low on energy or burned 
out, the learner can ask for help 
without risk of punishment, 
blame or judgement.

CONCLUSION

Adult learning theories can help 
clinical teachers to identify 
strategies to promote learning in 
the clinical environment. Creating 
a welcoming and safe learning 
climate is an important first step. 
Feedback is an essential part of 
deliberate practice. Coaching 
on self-directed learning skills 
helps to create lifelong learners. 
Applying new concepts to prior 
experience and future clinical 
scenarios enhances the transfer 
of learning to long-term memory. 
To maximise the opportunity for 
learning, resources must equal 
or outweigh the stressors. These 
five concepts can be applied in 
the clinical learning environ-
ment through the practical steps 
shared in this article and sum-
marised in Figure 1.
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6 © 2018 John Wiley & Sons Ltd and The Association for the Study of Medical Education. THE CLINICAL TEACHER 2018; 15: 1–6

Corresponding author’s contact details: Megan E Rich, University of Cincinnati College of Medicine, Family and Community Medicine, PO Box 
670 582, 231 Albert Sabin Way – ML 0582 Medical Sciences Building, Room 401, Cincinnati, OH 45267-0052, USA. E-mail: megan.rich@uc.edu

Funding: Information reported in this publication was supported by the Health Resources and Services Administration (HRSA) under 
award number T0BHP28567. The content is solely the responsibility of the authors and does not necessarily represent the official views 
of HRSA.

Conflict of interest: None.

Acknowledgements: We wish to acknowledge Keesha Goodnow, who helped to keep the project on task and provided insight from 
someone outside of the medical field.

Ethical approval: Not required.

doi: 10.1111/tct.12802

Most 
importantly, 

clinical 
educators must 

create a safe 
environment

mailto:megan.rich@uc.edu

