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— How Do We Teach? —

In the early 1990s, a revolution began in 
the American higher educational system. 
The time had come to change the focus of 

education from teaching to learning.1 Instead 
of focusing on what was covered in a didactic 
session, such as grand rounds, a call emerged 
to shift the focus instead to the extent that 
learners actually learned. In theory, this shift 
would have been readily accepted by educa-
tors as a logical direction to pursue. In prac-
tice, however, moving educational practices in 
this direction has been an exceedingly diffi-
cult challenge. Changing practice is never easy. 
To move from teaching to learning, educators 
must think about teaching in a different way. 
This shift means moving from traditional lec-
tures of content-laden material to instruction-
al methods designed to draw learners directly 
into their own learning, and difficulty has been 
increased by the ubiquity of PowerPoint soft-
ware. Succinctly stated by King in 1993, it in-
volves moving “from sage on the stage to guide 
on the side.”2 

In the early 1990s, this new approach to fo-
cus on learner engagement was named “active 
learning.” The credit for launching the term is 
most often attributed to Bonwell and Eison.3 In 
their groundbreaking book, they defined active 
learning as “anything that involves the stu-
dents in doing things and thinking about the 
things they are doing.” Note the inclusion of 
two aspects of active learning: students “doing 
things” (eg, preparing for the learning session, 
participating in discussion with other learn-
ers, taking notes) and “thinking about things 
they are doing” (eg, reflection, classroom as-
sessments). It is important to note that active 

learning pertains to all forms of learning: pre-
cepting, small group teaching, and large-group 
didactics. An educational experience is active 
based on what happens with the learner, not 
the number of learners present. 

Although the active learning movement 
began 30 years ago, many family medicine 
residencies have not fully embraced this in-
structional approach. One reason may well 
be that our language runs counter to the con-
cept of active learning. For example, in medical 
education, the word “didactic” is often synon-
ymous with all formal teaching. The Oxford 
Advanced Learner’s Dictionary defines “di-
dactic” as “telling people things rather than 
letting them find out for themselves.” A sys-
tem of education whereby learners are “told” 
is efficient when it works. Unfortunately, stud-
ies over the past 25 years have consistently 
shown that extended lectures are not an effec-
tive instructional strategy.4-6 Although efforts 
to improve education in family medicine have 
often included statements like “family medi-
cine should devise effective methods to teach 
community medicine…”7 there is often a lack 
of information about the process by which that 
should happen. 

Making a major shift in the way we teach 
is no small feat. At this time, however, an ev-
er-increasing body of work clearly and consis-
tently documents active learning effectiveness 
over traditional lecture through the use of an 
increasing number of supporting teaching 
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strategies and educational technology solu-
tions.8 Within family medicine, recent studies 
have similarly highlighted the effectiveness 
and use of active learning in both undergrad-
uate9,10 and graduate medical education set-
tings.11 

In preparation for the family medicine res-
idency summit, the American Board of Fam-
ily Medicine conducted a national survey of 
both residency faculty and residents about 
how residency conferences are taught.12 The 
results paint a mixed picture. Didactic ses-
sions represent a substantial commitment of 
time; over 86% of residency faculty and resi-
dents report over 4 hours of formal conferences 
per week, with 72% of residency faculty re-
porting that, during the pandemic, the didac-
tic curriculum was unchanged and an extra 
22% reporting only a slight decrease in time. 
Attendance is variable, however, with 21% of 
residents reporting attending less than half 
of the conferences and only about 50% of res-
idents reporting attending more than 75% of 
the conferences. 

Over 80% of residents report having re-
quired prereading or material to review in 
advance in less than 25% of conferences. Fif-
ty-two percent of residents report that over 
half of the sessions used interactive techniques 
such as case discussion, polling, or other tech-
niques. Faculty and resident estimates of the 
need for preparation and the use of interactive 
learning was similar: there is clearly substan-
tial room for improvement in making learn-
ing more likely to be effective. Residents also 
report significant amounts of personal teach-
ing, with 63% of the national sample having 
taught at least one session in the 3 months 
prior to the survey, but only 29% report for-
mal training in teaching. The culture of “see 
one, do one, teach one” is alive and well: with-
out being taught evidence-based strategies for 
effective teaching, many residents will likely 
anchor their teaching strategies in how they 
were taught, which often does not include ac-
tive learning strategies. These results need to 
be considered in the context of the methodol-
ogy that is described on the website. Of fac-
ulty interested in contributing to the project 
of reenvisioning the future of residency edu-
cation, 543 faculty (65.1% response rate), and 
301 residents (50.4% response rate) responded. 
In addition, the survey took place in the fall of 
2020, when there was ongoing impact of the 
COVID-19 pandemic on resident clinical care 
and schedules. 

A Way Forward
Whither active learning in residency didactic 
sessions? Of course, residencies are on-the-job 
training, in which the majority of learning is 
by doing, using an apprenticeship and small-
team teaching model. This emphasis is as it 
should be, and is codified by residency stan-
dards that acknowledge that clinical emer-
gencies take precedence over formal didactics. 
Educationally, however, we believe that di-
dactic sessions are an important part of the 
residency curriculum. They represent a sub-
stantial commitment of time for both faculty 
and residents. They support key components 
of education (knowledge retrieval, interleav-
ing, and spaced repetition13-15), which modern 
educational research underscores are critical 
in learning. How we teach them is thus a key 
component of the strategy for renewing fam-
ily medicine residency education. 

We look forward to more research on how 
best to support learning in residency didactic 
sessions. In the meantime, however, a prima-
ry question is how much? Four to 6 hours per 
week is current typical practice, amounting to 
a half day per week or a little more. Is this the 
right amount? Is attendance required? How 
often should clinical emergencies get in the 
way, and is charting an emergency? A paral-
lel question is whether to organize conferences 
in focused academic half days or distributed 
across the week. Both have a good rationale, 
depending on local geography and culture. Fi-
nally, in an age of hard limits to duty hours, 
are didactic sessions important enough to put 
in the morning, when almost all residents can 
attend, but when faculty need to cover clinical 
demands in the office and hospital?  

As for pedagogy, we propose that all resi-
dency didactic sessions, both large and small 
sessions, on site or online, include active learn-
ing strategies, with assignment of carefully se-
lected prework. These strategies must clearly 
include learners in “doing things and thinking 
about the things they are doing.” This does 
not necessarily imply that lectures cease, but 
that active learning strategies be used to aug-
ment lectures. In addition, all didactic sessions 
should include strategies for assessing learning 
either during or at the end of the session. As-
sessments should be more than resident satis-
faction; evaluations should attempt to capture 
gaps in knowledge and practice and specific in-
tended clinical practice changes. Active learn-
ing strategies may result in less content being 
covered by the teacher in a lecture format, but 
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should not result in less learning. The principle 
is that assessment drives learning. 

Active learning strategies should always in-
clude research-based aspects of how humans 
learn, be it problem-based learning, small-
group discussion, simulations, or lectures. 
The field of human learning and memory is a 
complex area of specialization, and research 
continues to reveal important factors associ-
ated with areas such as brain-based learn-
ing, the impact of individual life experiences 
and culture on learning, and educational tech-
nologies.16 Additionally, there are universally 
accepted aspects of learning described by ed-
ucational psychologists and others that have 
promise to improve family medicine residen-
cy teaching immediately. A few examples of 
learning components that have received ex-
tensive research include encoding specificity, 
targeted feedback, activation of prior knowl-
edge, reducing cognitive load, practice at recall, 
and developing metacognitive skills.16-17 Most 
importantly, these factors are typically inde-
pendent of the type of learning, learner prefer-
ences, whether the learning is skills-based or 
factual, and whether the learner is in a class-
room or walking down the street. 

We also recommend that all residents get 
training in teaching. As all of us appreciate, 
the etymology of “doctor” is “teacher,” and 
teaching, whether of patients, peers, other pro-
fessionals or community members, is a key as-
pect of our traditional role. When and how best 
to train teaching is ripe for innovation and di-
alogue in the specialty, but it seems clear that 
it will be helpful for faculty development to de-
velop evidence-based curricula in teaching for 
residents. The specialty has a significant op-
portunity to improve the teaching that young 
physicians give both formally and informally 
throughout their careers.

In conclusion, it seems clear that the revi-
sion of family medicine residencies will incor-
porate a major emphasis on competency-based 
education. We endorse the emphasis on compe-
tencies and outcomes with enthusiasm. But we 
also believe that how we teach is important, 
and that formal didactic conferences can play 
a critical role in residency education. Rethink-
ing how we teach, drawing on the extensive 
research related to human learning, is criti-
cal to reenvisioning family medicine residen-
cy education. 
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