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Abstract
Learning theories can be important in developing result-producing and sound teaching methods if not viewed as merely academic
concepts in emergency medicine education. Several learning theories have been encountered and utilized in our emergency department
(ED). Most times, learning can be self-directed, self-motivated, lifelong learning. However, the drawbacks of applying learning theories
in our ED are that the teaching is not well-structured or systematic, the environment can be very challenging on busy days, and effective
learning under such conditions can be limited. Despite the busy and tension-soaked environment in an ED, learning is still very possible
for motivated trainees who understand the dynamics of learning and teaching theories. Understanding disease demands that trainees be
knowledgeable, skillful, and capable of self-directed, lifelong learning.
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Introduction
Emergency medicine is a specialty that deals with medical and
surgical emergencies of diverse forms and arrays. Teaching
junior trainee doctors in emergency medicine involves
education and training to become a competent emergency
medicine physician who can practice safely as a consultant
over the long term. Stenhouse1 maintained that there are four
fundamental mechanisms of education (medical education
inclusive), namely training (skill acquisition), instruction
(information acquisition), initiation (familiarization and
socialization in social norms and values), and induction
(critical thinking and problem solving). On these four pillars
rests the concept of teaching and learning in our emergency
department (ED). Playdon and Goodsman2 described
training as a learning process with known outcomes, often
dealing in repetitive skills and uniform performances which
are expressed as standards or criteria. Based on this approach
to education and training, strategies for learning and teaching
are broad-based because of the extensive knowledge and skills
to learn, including the following:
1. Patient consultation as a learning opportunity in
emergency rooms;
2. Teaching and learning through active observation;
3. Teaching and learning at the bedside;
4. Teaching and learning by facilitated reflection;

5.

Teaching and learning through small group lectures and
clinical tutorials.
The current paper gives a synopsis and analysis of learning
theories, teaching methods, and skills used in my current
practice in emergency medicine, from theory to practice,
from a detailed front-seat observer and participant.
Summary of Learning Theories as Practiced in the Emergency
Department
Learning theories can be important for developing resultproducing and sound teaching methods if not viewed as
merely academic concept in emergency medicine education.
Learning theories encountered and utilized in our ED are
highlighted in Table 1. Two prominent learning theories in
practice are experientialism (Kolb) and cognitive-behaviorism
(Bandura).

Kolb’s Experiential Learning Theory
Emergency medicine is a very busy specialty with multifarious
case presentations requiring doctors to process a huge amount
of data in a short time in order to make treatment plans for
multiple patients. Kolb’s theory is used in teaching junior
doctors and is described by David Kolb3 as “the process whereby
knowledge is created through the transformation of experience.”
This theory entails learning by doing (experiential) and
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Table 1. Summary of Learning Theories in Emergency Medicine
Learning Theory

Cognitive-Behaviorism

Experientialism

Brief description

Acquisition of cognitive description from role modelling, behavioral
rehearsal, and observed behavior to assume new roles.

The learner reflects on previous experiences and further
application of this learning to new encounters.

Main concepts

Learning results from the interaction with and the observation of others
in a social context.

Learning is the process whereby knowledge is created
through the transformation of experience.

Related theories

Bandura’s Social Learning Theory

Kolb’s Experiential Learning Theory

Key proponent

Bandura (1986)

Kolb (1984)

learning by observation with facilitated reflection on such
experience encountered to improve subsequent performance.
Kolb further elaborates on experiential theory mechanism
through a cycle of learning (Figure 1) within the following
stages: concrete experience, reflective observation, abstract
conceptualization, and active experimentation. Effective
learning occurs when a learner progresses through these four
stages.
Kolb recognizes that a learner also has a natural preference
for the point at which s/he tends to enter the cycle, based on
their genetic makeup and past experiences.5 These preferred
learning styles are termed accommodating, diverging,
assimilating, and converging (Figure 1). Prior learning is
imperative in the development of current clinical knowledge
or clinical skills.
Kolb’s experiential learning is a key feature in our ED
and includes clinical tutorials for junior and middle-grade
doctors (observed weekly) that are presented in a problembased manner and involve specific clinical conditions, skills,
or concepts important to emergency medicine. It was applied
on a one-to-one basis by presenting a patient to a consultant
for further instruction and teaching of skills or knowledge
followed by valuable feedback and subsequently updating of
portfolios. The consultant’s role as an educator is described by
Kolb and Kolb6 as the facilitator, being warm and affirming
to promote initiative and being authoritative and reflective
themselves to aid the reflective exercises.
One of the major benefits of Kolb’s theory is that students
can see themselves progress and, as a result, develop reflective
practice habits.3 Reflection is a skill taught and assessed in

Figure 1. Kolb’s Learning Styles and Cycle.4
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emergency medicine, irrespective of the work shift. Focus is
important with constant monitoring and rethinking of cases
encountered, mistakes made, and omissions observed for
effective and efficient reflection. As part of our workplace
assessment, written reflection in e-portfolio form is a
requirement for the successful and satisfactory completion of
training. Reflection is a life-long skill in medical practice.
Bandura’s Social Learning Theory
Behaviorist theories of classical and operant conditioning are
the hallmark of Albert Bandura’s social learning theory,7 which
describes how stimuli trigger responses through mediating
processes. This theory further shows that learning occurs as a
result of interaction with others and the environment. Bandura
acknowledged that cognitive processes were important for
observational learning to occur.8 Hence, this theory has
been labelled a bridge between behaviorist and cognitive
learning theories. The four steps in observational learning
are attention, retention, reproduction, and motivation.
Motivation is a catalyst for superior achievement following
sterling performance in case-based discussion or mini-clinical
examination which can be sustained by positive remarks and
good encouragement following intelligent completion of an
assigned clinical task.
Bandura’s theory suggests that one learns from observing
his environment, and most human behaviors are learned
through modelling by keen, deliberate, focused, and consistent
observation. In emergency medicine, junior doctors initially
observe the consultant (trainer) in all steps from history
taking, to physical examination, to management, including
how to perform clinical skills and procedures. The consultant
demonstrates good clinical practice, confidence, enthusiasm,
and a positive attitude toward patient and learner. Morris
and Neve9 acknowledged that observing positive role models
helps shape the development of a learner’s professionalism. An
emergency room is a learning environment that has positive
and negative clinical scenarios which can be recognized as
models for learning through keen observation which can
modify knowledge and the development of clinical skills.
A consultant’s role as a teacher is to provide and optimize
a learning environment for junior doctors that is conducive
to maintaining attention, focus, and keen observation of
the teacher as a role model in order to develop clinical skills
and expertise. In addition, learning from role models like
a consultant is common place in EDs; it is a widely used
method of education in clinical rotation.10 Fortunately, I
have had numerous encounters with charismatic consultant
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role models with great attributes as described by Wright
and Carrese11 as having sound clinical knowledge/skills and
a patient-centered approach with displays of empathy and
compassion.
In this model, the teacher is majorly in control. Great
teachers will more likely produce great physicians, especially
in areas involving clinical and psychomotor skills. Hence, a
teacher can be described as a live model, a verbal instructional
model, or a symbolic model, depending on the impact made
in the life of the trainee.
Cognitive load theory, as an off-shoot of cognitivebehaviorism, is applicable in our emergency medicine
training. It involves the use of memory following intermittent
rehearsal of stored information regarding the patient seen
before the final presentation of the summary during handover.
Improving the four observational skills (attention, retention,
reproduction, and motivation) is very relevant to effective and
efficient handoffs. However, with many patients encountered,
synthesizing a huge amount of data in a short time to present
these patients can be very challenging.
Conclusions
Despite the busy and tension-soaked environment of the ED,
teaching and learning are still very possible by motivated
trainees who understand the dynamics of learning and
teaching theory and that understanding disease demands
knowledgeable and skillful trainees capable of self-directed,
lifelong learning.12 The outcome of applying these theories
in our Emergency Department (ED) are (1) the teachings
is not well-structured or systematic; (2) the consultants are
well-motivated to teach and guide junior trainees; (3) the
environment can be very challenging on busy days, and
effective teaching and learning in such an atmosphere can
be limited; and (4) learning is majorly self-directed and self-

motivated by observation and reflection.
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