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FIGURE 1: KOLB’S
LEARNING CYCLE

REFLECTION
As many of us are preparing our portfolios
for ARCP or revalidation, RCEM’s Head of
elearning, Chris Walsh, talks us through
why reflection is at the core of our
learning.
“Reflection” will be a thrilling topic for many of you,
as I know just dropping “reflective practice” into any
discussion really gets things going! All joking aside,
discussions around reflective learning aren’t going
away, nor is the ‘death by tickbox’ feeling that it often
engenders. In a very small way this blog hopes to
explain what RCEMLearning is trying to do here.
Reflective learning and thinking is an important part
of educational practice and there is a vast amount of
literature about it. Some of the key points from the
existing scholarship are detailed below, but this isn’t
exhaustive and other approaches are available:
• Believe it or not reflective practice is quite trendy
within and beyond med ed. The Open University’s
2015 Innovating Pedagogy report claimed that the

engine of learning is a continuous cycle of
engagement and reflection (Sharples et al 2015, p
8). So reflection can be seen as an internal (and at
times external) debate about how experience and
developing knowledge changes our understanding
and approach to things.
• One of the most accessible definitions of reflection/
reflective practice is provided by Bernard et al
(2012) who claim that, “Reflection is a cognitive
process in which new information and experiences
are integrated into existing knowledge structures
and mental models, resulting in meaningful
learning” (p. 281)
• Reflection is closely associated with experiential
learning, which is knowledge we accrue from reallife situations. One of the most significant models
here is Kolb’s learning cycle (see image below),
where reflection on the learning experience is
positioned as the second step on the sequence.
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• In The Reflective Practitioner: How
Professionals Think in Action, Alexander
Schon describes how reflective practice often
takes the form of a reflective conversation
with the situation (Schon 1983, p.194). This
type of internalised contemplative action
evidences high level metacognitive
processes (in other words it’s an attribute
shared by many successful learners).It’s an
ongoing and ever-shifting internal chat.
It is an essential skill and developmental
opportunity for people operating in EM as it
offers an opportunity for learners to learn about
and reflect upon knowledge in authentic
activities (Laurillard 14). This may help offset
some of the more abstract elements of
reflective practice as the authentic activities
should organically present opportunities to
reflect on them. Of course capturing the
learning point close to the ‘authentic’ moment
is very problematic, but more on that later.
This short video by Phillip Dawson provides an
excellent overview of the key theories
associated with reflective practice. Dawson is
talking about reflective practice in a university
context but his points about scarcity (of
resources and time etc.) parallel with EM. It’s
around 12 minutes long and it provides a good
mix of the theoretical and practical, without
ignoring some of the challenges associated
with reflective practice. Specifically Dawson
makes two important points:
• It’s meant to be spontaneous, but that’s hard
to capture in portfolios in a way that doesn’t
completely diminish the ‘in the moment’ spirit.
• It should be a springboard, not an end point.
To avoid reflection existing in a ‘scholarly
echo chamber’ it should be used to engage
with literature, evidence and your peers.
I’ve attempted to distil some of the most
pertinent ideas here to give you a flavour of
these debates. Each of these concepts and
authors warrant further investigation in their
own right so while I apologise for the superficial
treatment, I really urge you to check out the
links and references to each of them.

How does this relate to Med Ed/EM
Reflective practice is embedded in medical
education’s learning cultures because it
showcases higher-level metacognitive
processes, including the ability to contemplate,
refine, and improve. It also fulfils key
bureaucratic requirements and administrative
ones, as illustrated by the GMC guidance.
Reflection has to be undertaken for appraisals,
portfolio development and so on. It could be
argued that the curriculum encodes hierarchies
of knowledge, but reflective practice
demonstrates how your understanding of these
change across a career.
Consistent and informed reflection is a
foundational part of lifelong learning that helps
emergency physicians self-monitor (Wald et al
2012, Bernard et al 2012). Furthermore Roland
and Brazil (2015), two of the most recognised
figures within EM education, claim that the
development of new institutionally-approved
reflective spaces is one of the most pressing
demands within the specialitys educational
discourse. They also claim that developing the
functionality to encourage reflective thinking is
critical to underpinning the metacognitive
potential represented by movements such as
FOAMed (Roland and Brazil 2015).
The challenges
In the abstract theoretical and pedagogical
sense it is hard to disagree with the value that
reflective practice represents. However the
reality is often quite different; reflection takes
time (which there’s precious little of), it can all
feel a bit tokenistic, and the mandatory nature
of it can undermine the authentic and
spontaneous nature of whatever has been
learnt. My academic background is in arts and
humanities, and issues around reflection
remind me of (trying to teach) essay writing;
writing was a universal requirement but there
was an assumption made by faculty,
departments and even institutions that essay
writing skills and new insights would somehow
be picked up via some kind of educational
osmosis, but it doesn’t happen that way. It’s
hard to do something you’ve never really been
taught how to do.
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Lets not kid ourselves, reflection can also be a massive burden at times. In his recent talk at #theEMEC
(2017), Scott Carrington coined reflection as “the dirtiest word in medicine” because of how we have come to
resent its mandatory nature which can turn such a useful tool into a hollow gesture to tick yet another box in
our portfolios.
Another elephant in the room is how it can be configured with assessment paradigms as there’s a danger it
can become too inspectorial and it assumes a death by tick box function (Hargreaves 2013). An implicit issue
here is related to ethics and access to data which is too frequently ignored in discussions about educational
technology; who gets access to the data? What can it be used for?
Bernard et al. claim that assessment should focus on the process and not the content of the reflection. But
how can you assess process and not content? I can’t offer any tangible solutions to this at the moment but
the tensions between reflection as process and assessment as a system need much further thought.
The table below represents a very crude attempt to capture some of the problems in the reflectionassessment dichotomy:

As a College we need to do more work to encourage and facilitate other modes of reflection. If the value of
reflection rests in the spontaneity of the metacognitive moment, then why not encourage reflection by voice
memo, Twitter feeds, vlogging, etc. Of course we once again confront here the lag between reality of
educational practice and the conservatism of assessing/credentialing bodies who validate that practice.
From an educational and pedagogical perspective the importance of reflecting in the moment, fluently, and
honestly represents top-of-the-range metacognitive functions. In other words it’s what good learners do on a
consistent basis. Logistically, administratively, and perhaps even ethically, its a different matter though.
Irrespective of mode it’s hard to shake off the feeling that it’s another form to complete and another password
to remember. Moreover, if it’s not possible to capture the insights close to the learning moment, there’s a
danger its educational worth could be diluted and distorted.
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The next steps are challenging but doable. We need to find a system that’s easy to use, that captures the
authenticity of the learning and the transparency of the process without feeling technologically or
administratively cumbersome. We also need to get better at showcasing good examples.
So plenty to reflect on here
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ED Education in Theory
LEARNING NEEDS ACCORDING
TO MASLOW

NOT A NEW THING
If you had to reflect on these, you will
realise that the Emergency Department is
a challenging environment for teaching
and learning.
I know I am not alone in saying that there are shifts
where I go without a pee or a drink, and our rotas
leave many of us feeling tired, lacking sleep and/or
away from our families. For these reasons (and a few
others) I think it is safe to say that high levels of
burnout exist in those practicing emergency
medicine.
If we had to base our departmental education on
Maslow’s theory alone, we are doomed: with the

most basic physiological learning needs unfulfilled
due to departmental pressures, how can supervisors
and trainees be expected to reach higher levels of
self-actualisation and transcendence?
Yet, many of us know many good ED doctors. So
how did they thrive in spite of the challenges faced in
their department? The truth is that although the ED
may not satisfy some educational needs according to
Maslow, it is an educational gem in other areas.
For example, departments full of sick patients
present an ideal environment for problem-based
learning as large numbers of patients equate to more
training opportunities for junior doctors to be exposed
to the different problems they present with.
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It’s 24-hour cover by senior and junior staff and allied health professionals means that many of these
departments are able to provide training opportunities to satisfy both the technical and non-technical skills
required to make good doctors. More importantly, there is evidence for a survivor category of Emergency
Medicine practitioners who rise above environments known to bring about high levels of burnout.
Many of us will be familiar with the adrenaline that goes through our veins when we are faced with stressful
situations, how we like to rise to the challenge and feel rewarded for it. An example of this is the euphoric feeling
many of us feel after a particularly challenging set of nights – we don’t like doing them, but we feel accomplished
to have completed them. We walk out of the ED or a difficult resus with pride, like we have proved our self-worth
among our peers.
Overcoming ED challenges gives EM physicians an opportunity to feel significant, while its environment allows
for a sense of belonging among our peers. This fits in to the Adlerian theory – that all individuals have one goal:
to belong and feel significant.
Adler believed, in a nutshell,
that learners who feel
encouraged, able and
appreciated will respond by
being cooperative. On the
other hand, those who are
discouraged may make up for
their feelings of inferiority by
competing unhealthily or
giving up.
Therefore, one could argue
that the ED can actually be an
ideal place to achieve selfactualisation, but it is up to
educators to exploit this by
encouraging learners to
realise their potential in this
environment.
Moreover, the teamwork in
the ED is something
which physicians will tell you
is an attractive part of the
specialty as they feel they
belong there, and the challenging environment is thought to attract personalities which strive under these
conditions.
As a trainee, I have always felt happier and more open to learning in departments where I felt appreciated, part of
the team and the load is shared among staff.
As educators, being aware of the “survivor mentality” and making sure Maslow’s basic learning needs are
satisfied in our learners will allow them to progress through to higher levels of learning.
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Don’t know where to start? Alan Grayson has a few ideas you should take up, if you are in a position to.
For those of us who are not able to make massive changes to the system we are part of, don’t be discouraged:
a little can go a long way. For example, ensure everyone on your shift gets a break if you are in charge, stop the
hierarchy gradient by insisting on being called by your first name, dip that urine yourself if the nurses are too
busy (many of them are also learning), and make your colleagues feel valued and part of the team.
Winter pressures can leave many learners feeling discouraged by their speciality choice, but if we remember the
theories of Maslow and Adler, then even the smallest of changes can make all the difference to the learners on
your shift.
Remember that when you are faced with the daily ED disorder, you should stick to the theory of chaos and be
the butterfly.
Further reading:
1.
2.
3.
4.
5.
6.

St.Emlyns: Futureproofing EM: Why your trainees deserve it (and your nation needs it)
Adler:Theory and Application
Goldberg, R., et al.(1996).Burnout and Its Correlates in Emergency Physicians: Four Years’ Experience
with a Wellness Booth. Academic Emergency Medicine. 3 (12), pp. 11561164.
Self-Actualisation and Transcendence in Emergency Medicine
St Emlyns
RCEM FOAMed podcast with Simon Carley
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An education in (social) practice

IN IT TOGETHER
The thing I hate most about medicine is
that dreaded feeling, when you are walking
the dark hospital corridors at night, on
your own, and the bleep goes off… again.
Oh yes, you know the call – from that ward again
(the one you just left) because the patient’s cannula
fell out.. again (the one you just put in, 3 times in the
last hour).
What was that again? Oh yes, a bad dream.
Because I no longer do on calls, on my own, slave to
the bleep – because now I am part of the ED – the
best team in the world.
The lonely days are over. We may be busy, we may
be overworked, but at least we are in it together.
The truth is that you never alone in an ED (unless
you work in the middle of nowhere, perhaps) and are
constantly surrounded by peers, seniors, juniors,

nurses, sisters, different specialties and of course,
patients (lots of them).
This social context is central to learning from an EM
perspective, and how trainees feel in that community
is a vital part of their education.
This theory of Socio-Constructivism dictates that
individuals first learn through social interaction and
later by internal construction, and this is where the
ED excels: it gives us the opportunity to test what we
know and measure it up against others’ knowledge of
our “truth”. For example, think about how when you
refer patients, the specialist will challenge your ideas,
or when a junior “shops around” for advice, they are
essentially trying to measure up what they know
about a certain condition and align it with what more
experienced physicians practise.This “social
discussion” allows individuals to build on their
foundation knowledge and measure these ideas up
against those of others in the group, enabling a
deeper understanding of what they know.
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Another place where this happens is on social
media, where people engage with a certain tweet
and deconstruct its message, learning socially,
before constructing knowledge internally.

Even more so in the ED, where mutual engagement,
joint enterprise and shared repertoire is an excellent
community of practice for physicians and allied
health professionals to flourish.

Think about what you know about cardiac chest
pain. You may have seen a patient with what you
think is possibly ischaemic sounding pain, but it
doesn’t quite fit, he says it is “indigestion” and his
ECG is normal but he looks awfully sweaty and is
vomiting, so you decide to ask an experienced
colleague what they think. She tells you the patient
looks “like he is having an MI” (you may have never
knowingly seen a patient actively having an MI, so
you add this image to your brain’s encyclopaedia),
and the fact that he looks sweaty and has vomited
are two strong features, so you take her advice and
refer the patient to you the medics. Low and behold
your “gut feeling” was right and his troponin comes
back high and coronary angio shows an occlusion.

Building on the theories of socio-constructivism and
communities of practise, adult learners therefore will
not be taught something new, but rather build their
own new knowledge for themselves on their
preconceptions through social interaction in the
communities they form.

This dialogue has augmented your knowledge on
cardiac chest pain – you saw the patient and
thought, “I think this guy is having an MI”, but you
weren’t sure why. Your colleague tells you that those
two associated symptoms are strongly related to
cardiac pain, and she also points out that the
description of the pain is a weak factor. You later
stumble upon one of Rick Body’s awesome posts (it
was posted on your friend’s twitter) and you read
that if the patient vomited with their pain, there’s a
41% chance that they’re having an acute MI, and if
the patient looks sweaty, there’s a 59% chance that
it’s an acute MI. Moreover, the character of a
patient’s chest pain really doesn’t change the
probability of an acute MI as if the pain is heavy or
crushing in nature, the probability of an acute MI
shifts only from 19% to 22%. You internalise these
ideas for future reference.
Socio-constructivism is where these platforms for
learning, both in the ED and online, make our
society a powerful educational tool. In the 1990s
Lave and Wenger coined the term “Communities of
Practise” to describe how a group of people who
come together to share what they know. These
communities are different from formalised learning or
professional groups as they typically form
spontaneously through social interactions. The
FOAMed community, you could argue, is typically
like this.

Take thoracotomies as an example. This “sexy” topic
has received much social discussion online, and as
a result, more of us have taken the time the learn the
theory behind it. Our very own Simon Laing
confessed in an RCEM conference some years back
that the very first time he performed one, he did it
after hearing a podcast which was posted on twitter.
Listening to this podcast, along with watching
YouTube videos and mental simulation, made the
procedure possible to complete with relatively much
less stress.
Moving on from the theories of communities of
practise and socio-constructivism, is a meta-theory
by Illeris which hypothesises that through these
systems it is not only the individual which learns, but
also the groups and organisations as a whole.
Having a culture which harnesses learning will not
only enhance the ability of the learner, but also of the
department, and that of the medical sphere they
practice in.
Taking FOAMed as an example, it is thought that
through this “socialized” learning, both the
individuals practicing it, and the FOAMed
community, have advanced in their medical practice
collectively. An example of this is that of the SGEM
whose goal is to cut the knowledge translation
window of evidence on publication from over 10
years down to less than 1 year.
Therefore if this meta-theory is correct, how much
more important is it, now that we may deduce that
collective learning has a knock-on effect on it’s
medical organization, that we, as medics, cultivate a
society open to enhanced learning?
Much of this blog has been inspired by the EM Zen
section in St.Emlyn’s blog. If you want to learn more,
definitely visit this site.
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