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And then a mighty roar
Will start the sky to cryin'
But not even light'ning
Will be frightening my lion
And with no fear inside
No need to run
No need to hide
You're standing strong and tall
You're the bravest of them all
If on courage you must call
Then just keep on tryin'
And tryin', and tryin'
You're a lion
In your own way, be a lion...
Come on. . . be a lion.
– from The Wiz

A colleague reached out to me and said, “I am putting someone on your 
team. This person has great potential. Great, great, great potential.”

Rut roh.
“But?” I said.
“But,” my colleague repeated with a gentle chuckle.
“I’m ready for it. Hit me.”
“Well. It’s not so much of a bombshell to drop on you. I mean, not really. 

I think. . .I guess . . .I don’t know. This person has just been. . .I think. . .mis-
understood, maybe? I don’t know. I think, yeah. I think that’s it.”

“Misunderstood like how?” I wanted to know.
“Some not so great evaluations. Non-stellar. But it’s totally in them to do 

well. Which is kind of frustrating, you know?”
“Okay. So what is it then?”
“It’s hard to say.”
I squinted. “Well, I don’t get it then. What’s the disconnect?”
“This is what I’m hoping you can help with.”
I thought on what my colleague said for a few moments and then spoke 

back. “If you have faith in this person, then I am very excited to work with 
them. And I assure you that if this person is competent, hardworking, kind, 
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and eager to do well, then they will. In fact, they will do more than well. This 
person will do great. Let’s just claim it.” And since both of us had worked at 
Grady Hospital for some time, we both knew what “claiming it” meant.

My colleague just looked at me and smiled from ear to ear. I did the same. 
Because we both knew that together we were claiming a victory in advance—
and that meant that it was going to be good.

A few weeks later, I joined the team and met this person. One of the first 
things I did was tell them, along with the other junior learners on the team, 
what—based upon my years of working with learners—were the features of 
an exceptional intern or medical student on the clinical service. I was very 
detailed and said, “I don’t want it to be a mystery.” And this person carefully 
took notes.

They sure did.
I observed them carefully for a couple of days, and a few things were very 

clear. This learner was super earnest. They were super kind and super eager. 
And mostly just super enthusiastic about taking excellent care of our patients.

I watched for those 48 h and cannot say I unlocked every mystery, but I did 
make a few observations. The biggest one was simple: This person was some-
what socially awkward. A little nervous sometimes, too. Just enough to make 
well-intentioned things veer a little too far off to the left. The kind of turns 
that garner snickers under breath and jokes that you are not in on. Which just 
makes awkwardness more awkward and nervousness more nervous. So that 
was mostly it. Nothing else I observed at all was noteworthy or even remotely 
bad in any way.

Nope.
I sat down with this person and chatted with them. I decided to be honest. 

Fortunately, they had insight. Before I could say much more, they mentioned 
their tendency to be awkward in most social situations—particularly when 
feeling nervous or insecure. I laughed and said, “Feeling nervous and inse-
cure is a given as a student on the hospital service.” They looked relieved. 
Next, I suggested that we would find some ways to work around that. Or bet-
ter yet work with it. I am glad this person was open to the challenge and 
appreciative of my candor. Together, we strategized ways to tackle what had 
become a bit of an interpersonal speed breaker.

Here was one of our conversations:
“If I trip and fall in front of everyone, it’s not as much fun to make fun of 

me if I laugh first. Kind of like when my husband and kids catch me dancing 
like Beyoncé in the bathroom mirror.”

“Wow. Beyoncé?” they asked.
“I’m talking full on Beyoncé. Every head snap and dance move, too. It’s 

super ridiculous. And ultra-awkward.” I shrugged and smiled. “But I just own 
the awkward. So, after a while, it’s no fun to make fun of me.”

“You ‘own the awkward.’ Hmmm.”
“You know what else? I counter a lot of my awkward things by working 

hard at the high-stakes things, you know? Like hugging my kids and reading 
them books and making my partner a hot turkey sandwich on the stove instead 
of a cold one from the fridge.”

“Wait. Huh?”
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“I guess I’m saying that when you nail the basics--like really nail them-
-people won’t make as big a deal about the bumpy parts.”

We both sat in silence and let that resonate. I could tell that their wheels 
were turning. What would that mean professionally? What would “nailing the 
basics” even look like? We explored that together. We did.

So, the two of us decided that, on the hospital service, that meant things 
like advocating for patients and communicating about them to other provid-
ers in clear, concise, and fluid language. It meant having a management plan 
that was evidence-based and that you could fully explain. That would require 
preparation, yes. And some practice, too. It would mean getting every detail 
of the history and physical down pat. And knowing as much as you can about 
the medical problems affecting your patients. We agreed that if these things 
became the focus, the other awkward quirks would matter far less.

So, here is the other main thing that happened during our time together: I 
looked at that person like they were a superstar. Like they could and would 
do great work and like they were number one in their class of learners. I asked 
who they wanted me to see. And I promised to work with that person—not 
the one tainted by what had been fed forward by others. I first learned of this 
concept in Benjamin and Rosamund Zander’s book The Art of Possibility [1]. 
Specifically, it was a chapter in that book called “Giving an A”—where the 
authors push us to harness the power of helping people rise to their loftiest 
self-expectations. So, armed with this concept, I treated that student “like a 
winner and not a chicken dinner” (as the kids used to say in my neighborhood 
growing up). And let me just tell you something—it made all the difference.

At the end of our time together, it was easy to write that evaluation. No, 
not just “so-so.” No, not just “good.” This student performed at an excep-
tional level.

While this book will underscore many aspects of remediation in medical 
education, I cannot help but center on this example. I thought about this col-
league of mine who thought enough to fight to help this person to have an 
optimal learning environment. I wondered: what could or would have hap-
pened had this colleague poisoned me with the opposite of what I was told? 
What if I had been told that this student was a “problem child,” and that is it? 
What if this colleague did not feed forward some hopeful charge like the one 
I received? How would I have dealt with this learner? Would they have done 
as well?

Here is the other thing I am thinking about:
It is in our power to be a mirror to those around us. It is. We can, through 

our reflection of what we see in not only learners but also every person around 
us, feed them this idea of who they are—good, bad, or indifferent. Our listen-
ing ears can say, “Your voice is worth hearing.” Our eyes and expressions can 
affirm, “Your ideas are worth sharing.” Which is critical when you are doing 
this kind of work.

At the end of that time together, I received a note that included these 
words:

I will always be grateful for what you have taught me, and how much effort 
you put in to get to know me. I knew that there were aspects about my person-
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ality that others might have not understood, but you explained them in a way 
that I can use it as a strength and not feel judged or embarrassed.

And that? That broke me all the way down and made me cry the ugly cry. 
It made me want to go harder, be more intentional, listen more carefully, and 
just . . .try. Our patients got better care because of it. I became a better teacher 
and attending physician that month. And best of all, someone felt understood 
and empowered.

No. This was not a hypothetical or made-up story. This was a true account 
of one pivotal moment in my career as a clinician-educator. I remain grateful 
to this day—both for the lesson learned and for their willingness to allow me 
to share this story for the benefit of others.

My suspicion is that there are probably far more “exceptionals” hidden 
inside of the “so-so” and “very good” ones than we realize. They also lurk 
beneath the surface of the “marginal” learners. The challenge is just helping 
to bring them out. The best part? Once the exceptional is out, there is no turn-
ing back. This I know for sure.

Reference
 1. Zander RS, Zander B. The Art of Possibility. Boston: Harvard Business 

School Press, 2000.

Department of Medicine,  
Emory University School of Medicine,  
Atlanta, GA, USA 

Kimberly Manning
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One of the many insights from this book is the importance of a team that is 
experienced and trained in remediation to help trainees effect a midcourse 
correction. Usually, this ideal is not achieved, and remediation is left to front-
line teachers who make individual efforts that are generous and often heroic 
but sometimes lacking a strategy. This characterized our earliest attempts at 
remediation, which had limited success. Recently, we have uncovered tactics 
based on relationships and trust that helped us reframe remediation as one of 
the most rewarding aspects of being a medical educator.

During the time when we co-directed an internal medicine clerkship rota-
tion, we were periodically contacted by supervisors who had concerns about 
a student’s knowledge, skill attainment, or professionalism development. 
This familiar starting point to the remediation process was bypassed, how-
ever, when one student, TM, came to us himself, a week into his rotation, 
feeling like he was “doing poorly overall.” Since we had no data from his 
team, we had no information to triangulate and instead took the time to get to 
know him. In this initial meeting, we chatted as if sitting across from each 
other at a coffee shop. What was his medical school journey to the present 
moment? What did he enjoy outside of medicine?

It felt odd to not get down to business (e.g., reviewing the gap between 
where he was and the expectations of his supervisors) at an initial meeting. 
But this initial investment in getting to know him established safety, which 
we had underestimated as a bedrock of a successful remediation. When he 
recognized that we cared about him—not his grade—it allowed him to be 
vulnerable and honest. This early rapport also allowed him to answer an 
unspoken question: Could he trust us to help him? We learned that it would 
take more than one conversation for him to answer “yes.”

As we shifted the focus of our conversations to daily growth (“How can 
you do better tomorrow?”), we perceived that TM gravitated to the pragmatic 
concern of whether he was on track to pass the rotation. Assurances that our 
primary focus was coaching, not grading, only went so far, and it became 
clear that TM did not fully believe them to be separate. Nor did we. We had 
to admit to ourselves that one person could not perform both roles 
impartially.

Since there were two of us, we decided to experiment with separating 
these two tasks: one of us (R.G.) as coach and the other (G.D.) as summative 
evaluator. The coach checked in daily with TM, got updates on presentations 
and performance from his supervisors, and provided guidance on  improvement 
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and established short-term goals. The evaluator checked in periodically, pro-
vided reminders of competency benchmarks, and sparingly outlined the 
requirements to pass the rotation. Separating these roles allowed the student 
to speak freely about daily growth with the coach who had no influence on the 
final grading decision.

We reached out to his team, who felt that TM needed more guidance on 
structuring his presentations and developing a persuasive diagnostic argu-
ment. It was a common situation where the team sensed a problem but was 
concerned about the grading implications if they elevated it to the clerkship 
leadership. Their initial plan was to try their best to help TM, although the 
entire team (intern, resident, and attending) candidly shared that they lacked 
a structured way to do so. Perhaps this gap between aspiration and skills is 
what leaves most educators adrift when asked to provide remediation. We 
realized that we needed to coach the team in parallel to coaching the 
student.

We met with the resident frequently and the attending less often. We 
started with the advice that all parties needed direct observational data—not 
gestalt impressions—to enhance their student’s presentation and demonstra-
tion of his reasoning. This one guiding principle helped the team provide TM 
with specific, actionable feedback daily. They also adopted the “take it from 
the top approach,” where they provided TM feedback and had him deliver a 
revised presentation (usually just focused on the assessment) in the same ses-
sion. TM would repeat this process until he had fully cemented the crux of 
their feedback.

As the team adopted tight feedback loops with TM, the coach was able to 
take a step back. We provided clarifications of the team feedback to TM but 
shifted to spending most of the time reflecting on the incremental growth he 
was making. The triangulation of the student, team, and clerkship coach kept 
frequent, focused, and actionable growth steps flowing throughout the rota-
tion, which TM successfully navigated.

A few months later, we had the opportunity to try this relationship-based 
process again. A team notified us about a student, AK, who was struggling 
with his oral presentations, which focused on the plan of action. It was not 
clear to him why assessments of the diagnostic and therapeutic decision- 
making were necessary or helpful. We tried to replicate our model from TM, 
but it was ineffective. Get-to-know-you discussions devolved to a grading 
debate. Feedback was given but not accepted. The triangulation process was 
perceived as secretive rather than supportive. AK failed the rotation, but we 
also know that we failed him.

Though TM’s journey in our remediation pathway was complete, it was 
just the beginning of our reflections and growth, which continued as we 
worked with more students like AK. We realized that remediation is a high- 
touch enterprise and that trust and relationship-building, which are at the core 
of successful remediation, take time and cannot be scaled. We learned how 
much faculty and residents appreciated guidance in their effort to support 
their trainees who required help. Above all else, we accepted that our trial- 
and- error approach to discovering effective strategies was good—but not 
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good enough. To achieve a level of skill in remediation that elevates most 
learners, we knew that we had to learn from the educators and scholars who 
have thought deeply about this topic. This book is now our guide—and marks 
the beginning of our own midcourse correction.

Department of Medicine, University of California,  
San Francisco, CA, USA 

Gurpreet Dhaliwal
Rabih Geha

Veterans Affairs Healthcare System,
  

San Francisco, CA, USA

Foreword



xiii

Much has happened in the field of remediation in health professions educa-
tion since the first edition of this book was published in early 2014. The 
remediation literature has grown extensively since then, and our book has had 
thousands of readers. Due to this burgeoning interest, our understanding of 
remediation in medical education has deepened and become more complex. 
We each have had the privilege of speaking with health professions educators 
far and wide on the topic. So, in 2019, we met in Adina’s Brooklyn kitchen to 
discuss a second edition, which would extend the scope of the work beyond 
the education of American medical students to include postgraduate, interna-
tional, and interprofessional perspectives. We dusted off our original docu-
ments, culled through our respective Rolodexes, and made plans.

Then the COVID-19 pandemic hit. Health professions education precipi-
tously shifted to a virtual space, bringing with it heightened challenges for 
learners who struggle. [We deliberately adopt this moniker to replace the 
label “the struggling learner,” as we wish to focus on behaviors rather than 
taking the risk of creating another subjugated identity.] The social reckoning 
that followed, and heightening awareness of racism, sexism, and political 
polarization, further complicated the way we teach, learn, and interact in our 
professional and personal lives. It has been a dynamic couple of years. Even 
as we try to resume a semblance of normal life, we are still amidst turmoil 
and uncertainty about the future.

While the second edition of this book will not resolve all our problems, we 
hope to provide context, structure, inspiration, and stimulus for continual 
improvement in our educational work. We have sought to incorporate the 
many important advances in the field into this new edition. We have endeav-
ored to honor the experience and expertise of an expanding group of commit-
ted educators and scholars even when strong research evidence is not yet 
available. And ultimately, we have tried to identify and reinforce an optimal 
set of practices that support all learners, not merely the ones who struggle.

As with the last edition, the list of authors includes mostly physicians; 
however, we have worked to expand the perspectives represented. Contributing 
authors include physicians from a range of disciplines including internal 
medicine, emergency medicine, family medicine, obstetrics and gynecology, 
pediatrics, psychiatry, surgery, and urology; social, behavioral, and educa-
tional science researchers; and an array of health professionals including den-
tists, nurses, pharmacists, physical therapists, and physician assistants. All 
told, the 73 authors hail from 33 different institutions, representing four 
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 continents and seven countries; from the United States, we have authors from 
16 states plus the District of Columbia. Though we have increased the diver-
sity of perspectives compared with the last edition, there is clearly more work 
to do in this area. As before, with deep humility, we know that we should have 
done more to give voice to the ongoing experiences of learners. There are also 
numerous viewpoints we have unwittingly excluded due to our own blind 
spots. We promise to work on these limitations moving forward.

We have structured this edition to highlight emerging lenses on remedia-
tion. Chapters 1–6 encompass broad topics that provide the context for reme-
diation work, including institutional systems; diversity and equity; the Master 
Adaptive Learner framework; and the emerging field of learners’ experiences 
of remediation. This section concludes with a framework for remediation 
practices (Chap. 6) that provides structure for the second section of the book, 
Chaps. 7–16, which walks through core clinical competencies as organized 
by the Accreditation Council for Graduate Medical Education: knowledge, 
patient care, interpersonal communication, professionalism, practice-based 
learning, and systems-based practice. Wholly new chapters in this section 
include those on remediating learners who struggle with procedures; organi-
zation, efficiency, and time management; and practice-based learning and 
systems-based practice. In addition, the coverage of professionalism reme-
diation has been substantially expanded. To incorporate this fount of informa-
tion, we have heavily edited valuable first edition chapters and incorporated 
the information into the new structure. For example, material on autism spec-
trum conditions has been condensed and incorporated into the chapter on 
interpersonal communication. The third section contains special topics: 
learning differences and disabilities, well-being and resilience, and faculty 
development. The fourth and fifth sections zoom out (but not on ZoomTM) to 
address viewpoints from the medical school dean’s office and the office of the 
Designated Institutional Official, respectively, with commentaries from inter-
professional and international perspectives. The sixth section focuses on what 
to do to prepare for the rare instance when a trainee must be dismissed. 
Finally, as with the prior edition, the Epilogue was written by a medical stu-
dent who describes his experience of struggle during his journey to becoming 
a physician.

Incorporating and respecting all the authors’ voices and perspectives 
means that there are differences in tone from chapter to chapter. Some of 
these differences are intentional. For example, the words “learner” and 
“trainee,” less specific than “student” or “resident,” are used interchangeably 
throughout the book. In addition, we have attempted to avoid judgmental 
language, framing learner/trainee issues as “struggles” rather than “deficits” 
or “weaknesses.” However, in the sections where difficult judgments must be 
made, for example, when competency committees or educational leaders 
determine that the learner is not meeting expectations, we use clear and spe-
cific language identifying learner’s deficits and weaknesses. As a manifesta-
tion of our intention to be inclusive and true to the uneven literature, some 
chapters take a scholarly tone and are more richly referenced and others more 
pragmatic. We have worked to provide a unified reader’s experience where 
possible.
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Health professions educators and learners have much in common; we are 
all engaged in the high-stakes work of ensuring a healthcare workforce to 
serve the public. We all must ensure clinical competence in highly complex, 
emotionally, intellectually, and physically challenging environments. One 
merely needs to recall the recent images of healthcare professionals both sav-
ing lives and caring for the dying, all while wearing personal protective 
equipment (or garbage bags early on), to understand what the COVID-19 
pandemic has once again demonstrated: healthcare professionals around the 
world will honor their commitments and serve with dignity even at the risk of 
their own health. We are trusted by our learners and society to provide educa-
tion that ensures excellence, readiness to serve, and accountability. 
Remediation practice is one important aspect of this obligation.

On the other hand, there are many ways in which the health professions 
differ. There are clear differences between the life experiences of our stu-
dents. Some have just completed secondary school, and others have robust 
educational and work experiences before entering training. The differences in 
individual development require different approaches at both the program and 
individual levels. Additionally, cultural differences between health profes-
sions and in different international contexts cannot be overlooked. We reiter-
ate that we are merely at the beginning of a fuller understanding of remediation 
practices across health professions and throughout the world—as the saying 
goes, if you know one institution, you know one institution. Honoring our 
current and future colleagues who may stumble along their journey to becom-
ing a healthcare professional, we offer this work as an incremental step for-
ward to help.

Milwaukee, WI, USA Adina Kalet  
San Francisco, CA, USA  Calvin L. Chou   
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This book is about educating those who stumble while on the path to becom-
ing health professionals. Since the first edition 9 years ago, the threats to our 
professions have mounted and the challenges of the modern era have grown 
ominous. A global pandemic, the impact of climate change, and the noxious 
aspects of the increasing commercialization of our healthcare system have 
heightened the need to and importance of recommitting to caring for indi-
vidual patients, communities, and ourselves with character and excellence.

It is in this context that I am especially appreciative and grateful for the 
people and institutions who have made this work possible, deeply satisfying, 
and joyful.

This book is a rare, true collaboration. Calvin Chou has done the yeoman’s 
job on this edition; he has taken the time and applied considerable creativity 
to leading this effort. First, he gently coaxed me into considering important 
changes. Then, he spent the time identifying those who could add new per-
spectives. And finally, he nurtured, cajoled, and curated his way to this final 
product. No small task with nearly 75 authors. Together, we melded the old 
and the new, respectfully discussing and debating. Such an intellectual part-
nership is a precious thing. It is a unique set of skills he has, to write, read, 
edit, and collate such a complex set of voices. I bow to his orchestration and 
throw bouquets in honor of his accomplished conducting of this symphony. 
As I have said before, the single most important thing I did to create this 
project—oh, so long ago—was to convince Calvin Chou to join me. Without 
him, it would not have happened.

Much has changed in my life since we published the first edition of this 
book.

In 2019, after 32 years at the New York University School of Medicine, I 
took on the Directorship of the Robert D. and Patricia E. Kern Institute for the 
Transformation of Medical Education at the Medical College of Wisconsin. 
This has been a remarkable gift and an adventure thanks to many people. 
First, I thank those who welcomed me with warm hands and hearts: Joseph 
E.  Kerschner, MD, Provost, Executive Vice President, and Dean; John 
R. Raymond, Sr., MD, President and CEO; and Cheryl A. Maurana, PhD, 
Senior Vice President for Strategic Academic Partnerships and Founding 
Director Kern National Network for Caring and Character in Medicine of the 
Medical College of Wisconsin. These three inspiring leaders are exemplars of 
integrity, humility, and creativity.
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Thank-you to our benefactors at the Kern Family Foundation, starting with 
Mr. Robert E. Kern, whose passing this year has been a great loss to me per-
sonally. Foundation President Mr. Jim Rahn and his colleagues Beth 
Purvis  EdD, Christopher Stawski, PhD, and Stasia Zwisler have been the 
generous coaches and guides who have “put wind in our sails.” Thank-you to 
all my colleagues at the Kern Institute. To name only a few, to the uniquely 
talented and dedicated Tavinder K. Ark, PhD; to Ms. Venus Coates who runs 
a tight ship with heart and soul; to Catherine (Cassie) Ferguson, MD, our 
Associate Institute Director whose deep intelligence, grace, and courage 
anchor us; and to our “editor in chief,” Bruce Campbell, MD. We all have 
accomplished much, and there is still much to be done.

In writing the first edition of this book, I was generously supported by the 
Arnold P. Gold Foundation. While we lost Arnold in 2018, Dr. Sandra Gold 
is still attending national meetings and encouraging and engaging with a 
sparkle in her eye. Without their belief in me so many years ago, if they had 
not said yes when I asked for the resources to support a sabbatical, this work 
would never have been done. Each year, I donate my book royalties back to 
the Gold Foundation to “pay this forward.” Thank you.

In this second edition, I have revisited old relationships with contributing 
authors and forged new ones. To all, we did this together, it was hard, detailed 
work, and great fun.

I have been very well mentored (and remediated when need be) over the 
years. While the list is long, I will mention one. I am still reeling from the 
recent loss of Jo Anne Earp, ScD, in November 2022. JAE helped me find my 
voice, taught me to write, cheered me on at every step of the way, and adopted 
me into her enormous family of mentees. I am privileged to have been one of 
the “daughters” she has put on a path to make the world a better, more just 
place.

When you write something and send it out into the universe, you may 
never know where and how it lands. This book has been a “calling card” pro-
viding me many a grand adventure. Because of it, I have made many strong 
connections with changemakers around the globe. Thanks to Rachel Ellaway, 
PhD, now of the University of Calgary, for her wholehearted, deeply intel-
lectual engagement in this work with us. Thanks also to Daniel Marom, PhD, 
who took me out to dinner in NYC “out of the blue” and introduced me to 
Dafna Meitar, MD, both from the Mandel School for Educational Leadership 
in Jerusalem. I cherish our annual “meetings” overlooking the Mediterranean. 
I have spoken on the topic of remediation in medical education to many 
schools and training programs in the United States, Canada, Israel, and 
Switzerland. These engagements have been invaluable to the work, forcing 
me to expand my perspective. Thank-you to the beautiful places—Brooklyn, 
NY; Lake Huntington, NY; and Milwaukee, WI, all fabulous places to live 
and write.

To my husband Mark, have I told you lately how your love and support 
make me brave? Thanks for taking the lead on keeping our home and family 
sacred while I have taken time to go on adventures. To my son Zachai and 
daughter Sara, remarkable adults who keep me humble and optimistic about 
the future. To my father Morton and my brother Michael and sister-in-law 
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Lorna, my in-laws Peter and Julie and Julie and Phil, and Lisa and Danny and 
Lisa and Leon, sisters and brothers of another mother. To my work spouse 
Sondra Zabar, sorry I moved away, and thank you for sticking with me. We 
have had some very painful losses these past years, and we have had much to 
celebrate.

Our world seems to be getting more worrisome. The pandemic has revealed 
many deep fissures in our society. Our planet is imperiled. But these chal-
lenges have also demonstrated how crucial our work is to society. When 
needed, the physicians, nurses, respiratory therapists, physician assistants, 
nurse practitioners, scientists, public health officials, and many other “essen-
tial” workers went to work so that we could be safe, so that lives could be 
saved. We should never forget the images of colleagues’ faces bruised from 
wearing tight-fitting masks all day every day for months on end. This is not 
heroic; it is our work, it is what we prepare to do, and it is why we all train so 
seriously. When the time comes, everyone deserves to have caring and excel-
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1Remediation: The Measure 
of a Profession

Rachel H. Ellaway

I believe - I daily find it proved - that we can get 

nothing in this world worth keeping, not so much 

as a principle or a conviction, except out of purify-

ing flame, or through strengthening peril. We err; 

we fall; we are humbled - then we walk more care-

fully. –Charlotte Brontë, Shirley

 Introduction

It has been said that the measure of a civilization 
is how it treats its weakest members. As it is with 
civilization as a whole, so it is with health profes-
sions education. How we approach remediation, 
both of learners and of practicing health profes-
sionals, is a critical reflection of the professional 
values that we aspire to, that we espouse, and that 
we experience. Although a minority of learners, 
teachers, and practitioners will have firsthand 
experience of remediation during their careers, 
everyone is (or should be) aware of it, and every-
one needs to be able to trust that it is effective, 
proportionate, and just. In this opening chapter, I 
consider some of the more intriguing and press-
ing issues in contemporary remediation practice 
in health professions education by taking a series 
of philosophical, ethical, systemic, and economic 

perspectives on remediation. In doing so I seek to 
both situate and make strange existing practices 
and thinking in and around remediation in the 
health professions. I then draw these together to 
outline the challenges and agendas that a deep 
conceptual reading of remediation implies.

 Unpacking Remediation

Let us begin by considering the original subtitle 
for this book: ‘a mid-course correction’. This oft-
used navigational metaphor for remediation sug-
gests that there is a correct or optimal path to and 
through a health professional career, that some 
may lose their way, and that we should do what 
we can to help those individuals who do lose their 
way. As much as this seems benign on first read-
ing, it does have deeper implications that should 
be unpacked and examined. Indeed, analyzing 
our metaphors can illuminate assumptions that 
may otherwise be inaccessible to us [1].

As we begin to deconstruct the pathway meta-
phor, we might ask whether there is one ‘right’ 
way of being or becoming a health professional, 
and whether a ‘course correction’ should be more 
concerned with proscribing and eradicating 
‘wrong’ ways of being or becoming one. If so, 
then at what point does autonomy and 
 individuality, or innovation and creativity in clin-
ical learning and practice, turn into unacceptable 
deviation? And who decides these questions with 
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what implications and accountabilities? It is easy 
to see, after all, how remediation (or the threat 
thereof) could become inappropriately coercive 
and controlling. Whenever a judgment is made, 
both judge and judged must be prepared to come 
under scrutiny.

While the use of remediation for coercive pur-
poses is clearly problematic, the health profes-
sions cannot be so individualistic as to have no 
structure at all. We need to be able to guide learn-
ers and assess when they are failing or succeed-
ing, while also allowing for their individual 
circumstances and trajectories. We therefore 
define broad corridors of acceptability in the 
form of outcomes and assessments, and more 
recently competencies, milestones, and 
Entrustable Professional Activities (EPAs). 
Learners and practitioners may wind their own 
way through these corridors, but they must still 
stay within their perimeters. We clearly need to 
be able to distinguish between individuals who 
are in trouble (and who need big ‘R’ remediation) 
and those who experience normal variations in 
performance. And that begs the question as to 
what role remediation has (if any) in defining the 
perimeters of these corridors. Do remediators 
simply return strays to the fold, or should there 
be a dialogue between those who define the 
boundaries and those who police them?

If there are many acceptable paths to indepen-
dent practice, then perhaps our reading of the 
pathway metaphor should focus on how it is that 
some individuals lose their way, whatever path 
they are on. Or we might be more concerned 
with why it is that individuals stray or lose their 
way, than with when and how far they wandered. 
Reasons for failing are important both diagnosti-
cally (if we don’t know what the problem is, then 
it’s hard to do anything about it) and in determin-
ing their responsibility (more latitude is likely to 
be given to those who failed despite their best 
efforts than to those who failed because they just 
didn’t try), and from those determinations arises 
our responsibilities for them. Indeed, it may turn 
out that we need to remediate the training or 
practice context, or the structures that define 
appropriate practice as well as, or instead of, the 
individual—see Fig. 1.1.

Failure or underperformance may be situated 
or contextual, only partially reflecting the abili-
ties and failures of the individual. After all, when 
you are remediating an individual, are you truly 
remediating them or the circumstances they 
found themselves in? Lawyers, patient safety 
advocates, and human factors engineers will all 
point to institutional and other contextual factors 
that can compel or direct otherwise competent 
individuals to bad or incompetent behaviors. 
Remediating a person and returning them to a 
problematic context is unlikely to address the 
root problem. Remediation therefore also has a 
diagnostic component—one concerned with root 
causes and what is and can be changed in those 
causes, including but not limited to individual 
capabilities and dispositions. Remediation is con-
textual; sometimes individuals need to be sepa-
rated from their context to be remediated, and 
sometimes the context needs remediating more 
than the individual.

Remediation is usually about individuals, and 
yet we are thinking more and more about contex-
tual and social construction, team competence, 
workplace cultures, and macro and emergent (com-
plex) outcomes and systems. This means we will 
need to think more about remediating other con-
structs than solitary individuals (see Chap. 2). How 
do we remediate groups and teams, organizations, 
cultures, and even societies? Remediation involves 
more than a two-person dyadic relationship.

Finally, our deconstruction of the pathway 
metaphor brings us to remedial actions (the focus 
of much of this book). Our first question might be 
whether we should act at all. When someone goes 
off the path, perhaps we should let natural selec-
tion (‘sink or swim’) be our model and expect 
individuals to recover (or not) according to their 
own abilities and opportunities. Or, if we have 
some sense of shared responsibility, perhaps we 
should be ready to send out search parties, or per-
haps we should be on hand to help individuals 
when they stumble. Clearly, we do have some 
sense of shared responsibility, and both the indi-
vidual and those around them have some respon-
sibility to act. Again, this raises questions of 
autonomy and independence as well as being the 
key response to my opening comments on ‘the 
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Fig. 1.1 Remediation takes place in a zone between reg-
ular practice and failure. Crossing the perimeter of regular 
acceptable practice (a) initiates a remediation episode (b), 
which can only end in three ways: return to the regular 

zone (c), move to the failure zone (d), or another episode 
of remediation (b). Eventually, remediation must end in 
either (c) or (d). Adapted from Ellaway et  al. 2017 and 
Kalet et al. 2017

measure of a civilization’. Remediation is not 
always the best response.

We might also distinguish actions that are 
intended to keep people on their paths (mainte-
nance) from those that are triggered when people 
deviate (as we perceive, which may involve 
assumptions and bias) from their paths (repair or 
restitution). Remediation as maintenance is per-
haps more the concern of teachers and preceptors 
in that all learners will have small stumbles and 
wobbles. It is only when these stumbles cross the 
threshold between acceptable and unacceptable 
performance (however this is defined or justified) 
that remediation is triggered.

 Boundary Practices, Liminal Spaces

Although departures from acceptable practice 
can trigger remediation, the remedial response is 
also outside ‘normal’ teaching practice. 
Remediation is higher stakes, involves greater 
scrutiny, and is personalized and temporary. 
Furthermore, the status of remediator and reme-
diatee is not the same as between teacher and 
learner. Remediation is therefore a boundary 

practice [2]; it is not the same as regular practice. 
Remediation’s thresholds are marked on one side 
by a return to normal practice (for those who suc-
cessfully complete it) and on the other side by 
censure or termination of practice—see Fig. 1.1 
[3, 4]. Within this Remediation Zone, remediator 
and remediatee share some responsibilities and 
have others that are unique to their roles.

Understanding remediation as a ‘boundary 
practice’ raises a number of important issues.

 1. Remediation is triggered by crossing a bound-
ary, typically defined in terms of one egre-
gious event or an accumulation of problematic 
but not individually egregious events. We 
need to know that the boundary has been 
crossed, which in turn suggests monitoring 
and a triggering process that is tied to robust 
policies and procedures that define the bound-
aries for remediation and how these boundar-
ies can be traversed.

 2. Remediation is not an open-ended undertak-
ing: it has a beginning, a set of activities that 
remediatee and remediator need to complete, 
some means by which the episode can be 
evaluated as having been completed, and, 

1 Remediation: The Measure of a Profession
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Fig. 1.2 Typical boundaries crossed during a remedial episode

once complete, it involves some kind of exit. 
Each episode of remediation involves cross-
ing these boundaries (see also Fig. 1.2):

 (a) Entering remediation means that the rules 
and expectations pertaining to the reme-
diatee and remediator change. The reme-
diatee loses a degree of agency and 
autonomy, they are given a different focus 
and set of objectives, their performances 
are under greater scrutiny, and the conse-
quences of these performances have more 
significant consequences than before. The 
remediator is expected to monitor the 
remediatee more closely and critically, 
and they are required to make decisions 
or recommendations that have greater 
consequences.

 (b) The point of remediation is to address or 
ensure the correction of the deficit(s) that 
precipitated the episode of remediation in 
the first place. Remediation is successful 
when the system’s trust (invested in the 
remediator and their reporting to their 
oversight committee or other structure) is 
reestablished with respect to the deficit. If 
trust (or sufficient trust) is re-established, 
then another boundary is crossed by mov-
ing from the remediation back to the reg-
ular zone. What ‘trust’ entails, how it can 
be built, and how it can be lost are com-
plex questions that have been attracting 
growing attention across much of health 
professions education in recent years [5, 
6].

 (c) Although one episode of remediation that 
is not fully resolved may lead to another, 
this cannot go on indefinitely—one of 
two boundaries must be crossed at its 
completion: a return to normal practice 
(regular zone) or censure or termination 
of practice (failure zone). The rules and 
expectations of remediation change and 

are replaced by those of the zone the 
remediatee now moves to.

 3. While at any point in time, there may or may 
not be active remediations underway in a par-
ticular program, remediation is continuous as 
a potentialized space (in the form of policies 
and procedures, etc.). And yet, at an individ-
ual level, it is also intrinsically temporary. 
Nobody stays there indefinitely, save perhaps 
for full-time remediators who act like ferry-
men: having helped one individual cross over, 
they cycle back to help the next. Like any-
thing that requires boundary crossing, reme-
diation is often seen as something additional 
and unusual rather than being intimately inte-
grated into the ebb and flow of day-to-day 
practice.

For all its critical importance, both for those 
directly involved and as a reflection of the values 
of medicine and health professions education as a 
whole, remediation is a liminal undertaking con-
sisting of a series of boundary practices and 
boundary crossings. It is distinctly ‘other’; it has 
different rules, expectations, and outcomes from 
mainstream practice. And yet it is intimately 
bound up with the day-to-day nature of practice. 
Any one of us may stumble and fall, and any one 
of us may be called on to help those who do fall. 
Not only is our approach to remediation a reflec-
tion of our values as a profession, but the way we 
engage with the boundaries and boundary prac-
tices of remediation is also a reflection of the val-
ues of remediation.

 In Purgatorio

Having raised the thorny issue of morality in 
remediation, we need to explore some of its con-
sequences. Remediation is not unlike the 
Christian concept of purgatory, a state after death 
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when sin must be cleansed to allow it to ascend; 
if it is not cleansed, the soul must fall into the 
abyss. Dante’s vision of purgatory is of a moun-
tain of seven terraces corresponding to the seven 
deadly sins: pride, envy, wrath, sloth, avarice, 
gluttony, and lust. These have all been linked to 
love—its absences, its excesses, its disorders, 
and its misdirection [7]. Substituting ‘care’ for 
‘love’ provides an interesting template for reme-
diation in health professions education, as it is so 
often about addressing absences, excesses, disor-
ders, and misdirection in the enactment of care.

Purgatory also introduces concepts such as sin 
and remorse, penitence and atonement, and recon-
ciliation and judgment. Not only can they be used, 
alongside concepts of love and compassion, to 
expand remediation’s conceptual toolbox, it is also 
interesting to reflect on how perspectives such as 
these might shape our thinking about remediation. 
Indeed, we might consider other moral philosophies 
and existential worldviews in this light. For instance, 
we might ask how remediation might be reflected in 
‘tawba’ in Islam, ‘tshuva’ in Judaism, or ‘zheng-
ming’ in Confucianism (all meaning ‘to return’). 
While remediation in different cultures may well 
align with their distinct cultural philosophies, there 
are some absolute values and principles or remedi-
ation that transcend all cultures.

A consideration of the moral dimension lets us 
consider the motives and responsibilities of the 
remediatee. As I noted earlier, we need to know 
why an individual stumbled, not least because 
this shapes what our collective responsibility for 
their fall is or should be. Usually, we seek to help 
those that get into trouble, but some acts are so 
egregious and some wanderings so problematic 
that we go (or should go) straight to censure. For 
example, acts that are criminal under the civil 
code (such as assault, theft, or criminal damage) 
may not be considered remediable, not least 
because the social contract requires higher stan-
dards of a profession than society sets for itself, 
not lower. The limits of what we are prepared to 
remediate can also depend on causes and under-
lying symptoms or indicators of failure 
(Table  1.1). Remediation happens in a 
‘Goldilocks’ zone: neither minor stumbles nor 
major failures usually attract remediation.

Thinking about responsibility also allows us 
to reflect on the parallels between remediation 
and accommodations in health professions edu-
cation and practice. Accommodations involve 
modifying practices to reduce the barriers for 
individuals with disabilities but who are other-
wise competent to participate and thrive in what 
they do. Accommodations are often therefore 
unique to particular individuals and their circum-
stances, and they are another Goldilocks practice: 
neither minor barriers (such as having a bad hair 
day or having trouble parking) nor major barriers 
that make it impossible for someone to partici-
pate even with all the help we might provide, do 
not, by definition, require accommodating. 
Finally, and making the connection with remedi-
ation even more explicit, accommodations are in 
effect a remediation of the contexts and struc-
tures of everyday practice (see Chaps. 20, 26, 
29). If these accommodations were not made, 
then the individuals they sought to accommodate 
would most likely need remediating in some 

Table 1.1 There is a continuum of severity of lapses, 
failures, or stumbles that ranges from minor problems that 
are to be expected of anyone in training to the deeply egre-
gious ones that have major consequences whatever their 
causes. Remediation happens in this middle zone in the 
continuum, its upper and lower boundaries set by what is 
considered too little and too much to be remediated. 
Where these perimeters lie may vary from context to con-
text, but the upper perimeter is defined by whether weak-
nesses or problems require additional scrutiny and 
assurance that they have been resolved, and the lower 
perimeter by acts that are too serious for remediation to be 
the means to resolve them

Zone Lapse
Regular 
practice zone

Minor lapses, failures, stumbles in 
knowledge, skills, and/or attitudes

Remediation 
zone

Predictable significant yet remediable 
lapses, failures, or stumbles in 
knowledge, skills, and/or attitudes that 
need to be remediated to prevent future 
occurrences.
Unpredicted significant lapses, failures, 
or stumbles whose causes may yield 
weaknesses that can be addressed 
through remediation

Failure zone Egregious lapses, failures, or stumbles 
whose causes suggest fundamental 
irremediable causes and that attract 
automatic censure no matter their 
causes
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other way or they may be excluded altogether. 
Not only does this reflect the relationships 
between individuals, contexts, and structures in 
remediation (see Fig.  1.3), it emphasizes the 
entanglement of performance with many parallel 
structures in health professions education and 
practice (including but not limited to remedia-
tion), and it reiterates the need for the perimeters 
of acceptable performance to be adjusted accord-
ing to context and need. This also raises equity, 
diversity, and inclusivity issues in remediation 
(each of which also has boundary implications), 
topics that need much more attention than I can 
provide in this overview chapter (see Chap. 3). 
For now, I will simply observe that remediation 
intersects with many other boundary practices in 
health professions education.

A moral perspective on remediation also 
allows us to consider the motives, beliefs, and 
responsibilities of remediators and those that 
commission them and set the contexts for the 
work they do. First and foremost, remediation 
suggests hope; it is not a zero-tolerance policy. 
The health professions inherently encompass 
high stakes, so it is telling that we can accept and 
seek to fix individuals training for it rather than 
using a social Darwinist ‘selection of the fittest’ 
approach (unless the ability to subject oneself to 

be remediated is itself a necessary if tacit compe-
tency). Not only can people be saved, but reme-
diation also implies that they should be given the 
opportunity to atone and to improve. This reflects 
a sense of justice (everyone stumbles, a stumble 
may not be entirely your fault) and economy (a 
trained health professional is a big investment, so 
we repair them where we can). In this way, reme-
diation could be seen as reflecting Japanese con-
cepts of ‘wabi sabi’ (the beauty of imperfection) 
or ecological concepts of sufficiency and econ-
omy (we make the most of what we have by 
repairing and restoring things rather than replac-
ing them). Remediation implicitly embraces 
imperfection.

Being identified as needing or requiring reme-
diation can create strong feelings of anxiety and 
shame. Remediation marks an individual out as 
being flawed, and this can destabilize the reme-
diatee’s sense of identity and their standing with 
their peers. This loss may in turn trigger stages of 
grief (denial, anger, bargaining, and/or depres-
sion), before any sense of acceptance [8]. As I 
noted earlier, remediation necessarily changes 
the agency of the remediatee, which can be 
another source of shame and anxiety. Remediation 
is often perceived to be something individuals are 
obliged to submit to rather than, say, actively 

Fig. 1.3 While remediation traditionally tended to focus 
on underperforming or problematic individuals, consider-
ing the causes of underperformance or problematic behav-
ior allows us to consider the entanglement of individuals 

with their contexts (places, teams, organizations) and the 
structures (rules, roles, cultures) that define expectations. 
For any given remediation, we might need to remediate 
more than just the individual
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seeking out. The candidate for remediation is, of 
necessity, pulled out of their normal situation, 
they lose degrees of autonomy and trust, and they 
face increased doubt, scrutiny, and risk of failure. 
A remediatee may also experience negative emo-
tions while being remediated, particularly if they 
cannot meet the standards required of them or 
experience other hardships (see Chap. 5). To 
some extent, it could be argued that this appropri-
ately reflects the high-stakes nature of remedia-
tion and that some discomfort might be a positive 
contribution to remediatees resolving their short-
comings and an incentive for them to ensure they 
never need remediating again. There is also some 
sense that the shame of remediation can also 
serve as a disincentive to performance. Moreover, 
remediation can often be a distressing episode, 
and not just for the remediatee. Remediators can 
be distressed seeing their remediatees struggling 
or failing, particularly if this is accompanied by 
anger, frustration, or fear. Whether or not it is 
intended, remediation can feel stressful and stig-
matizing, but this is not always the case.

Because of the high stakes of remediation out-
comes, because of the emotional and physical 
effort remediation requires, and because of the 
necessity for fair and just practices, remediation 
is also subject to heightened scrutiny and account-
ability. Remediation practices, whatever they are, 
must work reliably and predictably, their out-
comes must be proportionate to the effort 
required, and they must be fair (showing no bias 
toward or against anyone) and just (individuals 
get what they deserve within a shared moral 
code). The regulation of remediation, including 
setting policies and procedures and allocating 
resources, is often as much about meeting these 
requirements as it is about the actual processes of 
remediation. Indeed, accreditation standards for 
remediation often, I would suggest, appear to be 
more focused on fairness and justice than on effi-
cacy or economy or on how these different driv-
ers might be balanced. Remediation need not be 
perfect but must be defensible; it must be effec-
tive, proportionate, just, and fair.

The stigma attached to remediation, even if 
not intended, obscures some significant positive 
aspects of remedial episodes. For instance, reme-

diation should involve higher levels of individual 
scrutiny, feedback, and guided improvement. 
That receiving expert one-to-one coaching is 
framed in such a negative way downplays the 
clear benefits of these focused and personalized 
learning experiences (for principles of coaching, 
see Chap. 6). Given the opportunity for profes-
sional development that remediation affords, we 
might all seek to be remediated from time to time.

 An Expanding Discourse

Having explored some of the underlying chal-
lenges and issues in remediation, I turn now to 
the intersection of remediation with some of the 
key debates in health professions education and 
practice. A notable development since the first 
edition of this book has been the shift to 
competency- based education (CBE) in many 
countries around the world. There are many con-
nections between CBE and remediation. For 
instance, continuous longitudinal assessment 
mapped to expected trajectories of development 
(defined by milestones) can be used to identify 
which learners are struggling and why they are 
struggling early enough to be able to address 
their shortcomings without formal remediation. 
If they need remediation, then can CBE more 
precisely identify what needs remediating and 
track whether the remediation goals are being 
met? There are also gaps. For instance, we (this 
volume’s editors and your current interlocutor) 
critiqued the tendency of the CBE literature to 
focus on learner success at the expense of consid-
ering what should happen to failing learners and 
how remediation can address this deficit [3].

The International Competency-based Medical 
Education (ICBME) collaborators group identi-
fied five core components of CBE curricula: 
 outcome competencies, sequenced progression, 
tailored learning experiences, competency- 
focused instruction, and programmatic assess-
ment (PA) [9]. While the first four reflect good 
practices that are (or should be) well-layered into 
remediation practices, the links between PA and 
remediation bear further consideration. 
Introduced to and then developed within medical 
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education by van der Vleuten and Schuwirth 
[10], PA itself has several key features, including 
the use of a variety of assessment methods, longi-
tudinal aggregative data collection, separation 
between data and inferences, and attention to 
both summative and formative uses of assess-
ment. Given that many programs are looking to 
implement PA in some way, not only does reme-
diation within PA need attention, we might also 
consider what programmatic remediation might 
look like, and what the benefits and limitations of 
pursuing it as a kind of remediation practice 
might be. For instance, does remediation simply 
correct or can it also focus on learning more 
broadly? How might heterogeneous data sources 
map to an episode of remediation? The key issue 
of separating observation from judgment is well 
explored in this volume, but can we think more 
deeply about remediation evidence and the infer-
ences we can make from such evidence as we 
have?

Another growing area of interest has devel-
oped around concepts of resilience and wellness 
(see Chap. 18). Clearly, as I discussed earlier, 
remediation can be a significant contributor to 
stress and to wellness; which strategies afford 
proportionate stress and wellness in remediation 
is an area that needs further consideration. We 
might also consider what role resilience to being 
remediated should play in admissions and policy; 
should we ever accept individuals into our pro-
grams and professions who cannot bear (for 
whatever reason) being remediated? If that is the 
case, then how do we identify those who are not 
susceptible to being remediated and what legal 
and ethical issues might this raise? Are resilience 
and receptivity to remediation intrinsic or devel-
opmental qualities?

I would argue that there is very little in the rich 
landscape of health professions education that 
does not have or could benefit from an explora-
tion of its intersections and implications in and 
for remediation. For instance, we might consider 
the relationships between remediation and the 
social contract for medicine and health profes-
sions education. Arguably, remediation reflects a 
commitment to ensure those entering practice 
and already in practice are competent and safe. 

However, by extending more and more opportu-
nities to failing individuals to remediate, might 
we also be compromising that societal goal by 
contributing to the ‘failure to fail’ problem [11, 
12]? On the other hand, it could also be argued 
that remediation actually reflects the social con-
tract, through, for instance, protecting the sub-
stantial public investment in training healthcare 
providers.

That there are contrasting and at times con-
flicting drivers that shape remediation practice 
reflects the nature of health professions education 
governance in general. Programs and systems of 
health professions education are also defined by 
the ways that they balance their responses to the 
many requests made to them and the rules applied 
to them. Remediation is not and should not be 
thought immune from the political nature of pol-
icy and practice. As much as it is a boundary 
practice, remediation is and must be understood 
as a part of larger systems of health professions 
education and practice.

 Scholarship and Remediation

In this chapter, I have considered many (although 
by no means all) of the conceptual and practical 
issues in remediation in contemporary health 
professions education and practice. Each and 
every topic and issue I have raised could (and 
should) be explored and tested further, and to that 
end, the italicized axioms I have woven through-
out could serve as an outline agenda for scholarly 
inquiry in and through remediation’s many 
spaces and dimensions—see Table 1.2.

Whatever its focus or starting point, ongoing 
scholarly inquiry is a necessary part of advancing 
both the practice and the theory of remediation. 
Much remediation research and the evidence it 
has generated has focused on what works at the 
sharp end of remediation, and as such, much of 
this work has been descriptive and evaluative in 
nature. While this is an appropriate reflection of 
the state of the art, as our thinking deepens, so 
should our approaches to inquiry.

Although Glassick et  al.’s criteria for schol-
arly inquiry (clear goals, adequate preparation, 
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Table 1.2 A selection of the remediation axioms suggested in this chapter and their corresponding research questions. 
While equally valid axioms and questions may be posited, the issue in hand is that there is much more to remediation 
research than answering the question of ‘what works?’

Suggested remediation axiom Corresponding research question(s)
Remediation is contextual; sometimes individuals need to 
be separated from their context to be remediated, and 
sometimes the context needs remediating more than the 
individual

To what extent and in what ways do contextual factors 
contribute to individuals needing to be remediated?
To what extent and in what ways do contexts need to be 
remediated rather than individuals?

The way we engage with the boundaries and boundary 
practices of remediation is a reflection of the values of 
remediation

What are the values of remediation and how well do 
they map to its practices?

While remediation in different cultures may well align 
with their distinct cultural philosophies, there are some 
absolute values and principles or remediation that 
transcend all cultures

Should remediation in different cultures be aligned 
with their distinct cultural philosophies?
Are there absolute values and principles of remediation 
that unite or transcend all cultures?

Remediation happens in a ‘Goldilocks’ zone: minor 
stumbles and major failures do not usually attract 
remediation

How are the perimeters for what is considered 
remediable defined? Are these perimeters consistent 
and defensible?

Remediation intersects with many other boundary 
practices in health professions education

How is remediation shaped by and shaping of other 
practices in the health professions and health 
professions education?

Remediation implicitly embraces imperfection What are the ‘hidden curriculum’ and other tacit 
messages that remediation sends to its different 
stakeholders?

Whether or not it is intended, remediation can feel 
stressful and stigmatizing, but this is not always the case

To what extent are affective aspects of remediation 
addressed or managed within current practices?
What can a remediatee’s affective response to 
remediation tell us about their suitability for their 
future practice?

Remediation need not be perfect but it must be defensible; 
it must be effective, proportionate, just, and fair

In what ways are remediation activities resisted or 
challenged and with what results?

Given the opportunity for professional development that 
remediation affords, we might all seek to be remediated 
from time to time

What impact does framing remediation as an optimal 
approach to professional development have on those 
involved?

Remediation is and must be understood as a part of larger 
systems of health professions education and practice

To what extent, in what ways, and with what 
consequences do remediation practices align with the 
systems within which they function?

appropriate methods, significant results, effective 
presentation, and reflective critique) set broad 
standards for scholarly inquiry [13], mapping a 
research landscape, particularly for a multidi-
mensional undertaking such as remediation, can 
be challenging. These challenges are, I would 
argue, to some extent exacerbated in health pro-
fessions and academic cultures that value epide-
miological and post-positivist approaches to 
science above all others. Given the relatively 
small numbers of individuals involved, the unpre-
dictable timing, and the idiosyncratic nature of 
remediation practices, randomized controlled tri-
als, and cohort studies are neither feasible nor a 
particularly logical study design in remediation 

research. Smaller, qualitative studies based on 
participant experiences (phenomenology) and 
practices (ethnography) are better aligned with 
the dynamics of remediation but can be hard to 
generalize to other settings. Middle-range 
approaches such as realist inquiry [14] that focus 
on explaining how systems and innovations 
‘work’ by exploring “what works for whom in 
what circumstances and in what respects, and 
how?” [15] may be a better fit in remediation 
research, particularly in explaining why different 
approaches to remediation are more or less effec-
tive in different contexts.

Boyer described scholarship in terms of four 
areas of activity: the scholarships of discovery 
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(research, innovation), of integration (synthesis, 
crossing domains), of application (effectiveness), 
and of teaching and learning (systematic evalua-
tion and exploration) [16]. Unpacking this further 
to identify discrete kinds of scholarly inquiry, our 
METRICS framework can be used to outline the 
landscape for remediation scholarship [17]. 
METRICS reflects seven kinds of scholarly 
inquiry found in health professions education:

• Meta-scholarship inquiry explores the nature 
of scholarly activity. This includes appraising 
approaches to scholarship, patterns in schol-
arly inquiry, and professional development. 
Applied to remediation‚ meta-scholarship can 
be used to consider where the evidence for 
remediation is coming from (wealthier 
research-focused institutions in higher-income 
countries most likely, which in turn raises 
issues of epistemic (in)justice and equity 
[18]), how it is articulated (evaluative and 
practical guides), and where more attention is 
needed (for instance into equity and diversity 
concerns).

• Evaluation inquiry explores the value of 
things. This includes studies that compare 
alternatives to rank them according to their 
qualities, and those that seek to appraise the 
value of things relative to some ideal. Applied 
to remediation‚ evaluation is reflected 
throughout this book, whenever better (rather 
than ‘best’) practices are advanced. Indeed 
that evaluative approaches are the most com-
mon in and around remediation. However, 
asking why something is better or worse and 
what role context plays in shaping this value is 
perhaps less well developed, and to that end 
realist evaluation [19] offers great potential to 
contribute to this dimension of scholarly 
inquiry.

• Translation inquiry explores how practices or 
knowledge can be moved from one domain to 
another. This includes translating research 
findings into practice, translating concepts or 
perspectives between disciplines, and translat-
ing practices between contexts. Applied to 
remediation‚ translation can be used to explore 
how evidence can and does inform practice 

(the main focus of implementation science 
[20]), what might be learned from other disci-
plines and discourses (such as from cognitive 
psychology or human factors research), and 
how knowledge and practice changes across 
contexts and cultures (for instance reflecting 
my earlier questioning whether different cul-
tural contexts might consider remediation in 
quite different ways).

• Research inquiry focuses on inductive theory 
generation and testing. This includes any acts 
that are experimental, descriptive, or explana-
tory that involve an interplay between empiri-
cism and theory. Applied to remediation, 
robust research is definitely needed in order to 
develop a better theoretical understanding of 
its nature and practice. While large-scale sys-
tematic inquiry is (as I argued earlier) chal-
lenging in remediation, much current 
remediation practice is heuristic (lean but 
imprecise approaches to practical problem 
solving). A rigorous and systematic testing of 
practices and their outcomes should support 
greater precision and help to emphasize some 
aspects while deprecating others. More impor-
tantly, research (defined more narrowly in this 
way) can challenge faulty or biased assump-
tions and beliefs.

• Innovation inquiry focuses on the scholarly 
creation of things such as instruments, tech-
niques, practices, or organizations (of things, 
people, and ideas). Applied to remediation, 
innovation (exploring novel approaches) is 
important and there are many innovations or 
ideas developed from innovations described in 
this volume. However, scholarly innovation 
involves more than trial and error and divine 
inspiration. Structured approaches such as 
design-based research, can help here, as can 
the use of experimental techniques to identify 
likely candidates for innovative exploration. 
Holding to the principles of scholarly inquiry 
is critical in whatever aspect of remediation it 
is pursued.

• Conceptual inquiry explores and develops the 
conceptual and philosophical basis of a field. 
This includes the deductive development of 
new models, concepts, theories, and para-
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digms. Applied to remediation, conceptual 
inquiry is also needed, both to guide thought 
and to render complex ideas in easier-to- 
understand (and therefore use) ways. As an 
example, I have focused much of this chapter 
on forms of conceptual inquiry, critical analy-
sis, deconstruction, and model generation.

• Synthesis inquiry focuses on appraising and 
mobilizing existing knowledge. This can 
include literature reviews, scoping reviews, 
systematic reviews, and meta-analyses. 
Applied to remediation‚ synthesis can be used 
to appraise what has been published on and 
around remediation (strengths and limitations 
of the research effort, future directions), to 
extract the key messages (systematic review 
and meta-analysis), and to more clearly articu-
late the knowledge gaps that need to be 
addressed. Again, much of this book reflects 
syntheses of the existing research effort in its 
many literature reviews and appraisals.

A third approach to mapping the remediation 
research landscape is to use Lingard’s ‘problem- 
gap- hook’ framing of scholarly inquiry [21]. For 
instance, I have spent much of this chapter con-
sidering the problem areas of remediation, as oth-
ers in this volume have also done. Individual 
practitioner and program problems and needs 
associated with remediation may be easier to 
articulate. Indeed, from a practitioner’s perspec-
tive, the problem-gap-hook heuristic for framing 
scholarly inquiry may be the most accessible and 
immediately valuable approach.

In summary, rather than simply repeating the 
tired assertion that ‘more research is needed’, I 
would argue that broader, deeper, and more 
scholarly approaches to inquiry are needed to 
respond to the needs, challenges, and opportuni-
ties in the changing remediation landscape in the 
health professions.

 The Better Angels of Our Nature?

In this chapter, I have explored a range of con-
ceptual, theoretical, and philosophical lenses 
through which we can ask fundamental questions 

about remediation, and from which we can 
deepen and expand our thinking and practice. I 
have argued that scholarly inquiry is necessary 
for the advancement of remediation thinking and 
practice. However, I would expand on this to sug-
gest that there is a bigger opportunity (and 
responsibility) here to consider remediation as 
representing the system as a whole and that we 
should consider what remediation-related inquiry 
may tell us about health professions education 
and practice in general. This reflects my opening 
assertion that remediation is a measure of the 
educational and practice-based aspects of the 
professions, as it is here that things get the thin-
nest, riskiest, and the most telling as to what we 
really believe and are prepared to do to and with 
our weakest members. We are all flawed and 
sometimes we stumble. What happens next says 
everything about who we are and who we aspire 
to be.

References

1. Lakoff G, Johnson M. Metaphors we live by. Chicago, 
IL: University of Chicago Press; 2008.

2. Wenger E.  Communities of practice: learning, 
meaning and identity. Cambridge, UK: Cambridge 
University Press; 1999.

3. Ellaway RH, Chou CL, Kalet AL. Situating remedia-
tion: accommodating success and failure in medical 
education systems. Acad Med. 2017;93:391–8.

4. Kalet A, Chou CL, Ellaway RH.  To fail is human: 
remediating remediation in medical education. 
Perspect Med Educ. 2017;6:418–24.

5. ten Cate O. Trust, competence, and the supervisor’s 
role in postgraduate training. BMJ. 2006;333:748–51.

6. Damodaran A, Shulruf B, Jones P.  Trust and 
risk: a model for medical education. Med Educ. 
2017;51:892–902.

7. Reynolds B.  The passionate intellect: Dorothy 
L.  Sayers’s encounter with Dante. Kent, OH: Kent 
State University Press; 1989.

8. Kübler-Ross E. On death and dying. New York: The 
MacMillan Company; 1969.

9. Van Melle E, Frank JR, Holmboe ES, Dagnone D, 
Stockley D, Sherbino J, International Competency- 
based Medical Education Collaborators. A core com-
ponents framework for evaluating implementation of 
competency-based medical education programs. Acad 
Med. 2019;94:1002–9.

10. Van der Vleuten CP, Schuwirth LW.  Assessing pro-
fessional competence: from methods to programmes. 
Med Educ. 2005;39:309–17.

1 Remediation: The Measure of a Profession



14

11. Dudek NL, Marks MB, Regehr G.  Failure to fail: 
the perspectives of clinical supervisors. Acad Med. 
2005;80:S84–7.

12. Yepes-Rios M, Dudek N, Duboyce R, Curtis J, Allard 
RJ, Varpio L.  The failure to fail underperforming 
trainees in health professions education: a BEME 
systematic review; BEME Guide No. 42. Med Teach. 
2016;38:1092–9.

13. Glassick CE, Huber MR, Maeroff GI.  Scholarship 
assessed: evaluation of the professoriate. San 
Francisco, CA: Jossey-Bass; 1997.

14. Ellaway RH, Kehoe A, Illing J. Critical realism and 
realist inquiry in medical education. Acad Med. 
2020;95:984–8.

15. Pawson R, Tilley N.  Realistic evaluation. Thousand 
Oaks, CA: SAGE; 1997.

16. Boyer EL. Scholarship reconsidered: priorities of the 
professoriate. Princeton, NJ: Carnegie Foundation for 
the Advancement of Teaching; 1990.

17. Ellaway RH, Topps D. METRICS: a pattern language 
of scholarship in medical education. MedEdPublish; 
2018. p.  1305. https://www.mededpublish.org/
manuscripts/1305.

18. Fricker M. Epistemic injustice: power and the ethics 
of knowing. Oxford, UK: Oxford University Press; 
2007.

19. Pawson R. The science of evaluation: a realist mani-
festo. Thousand Oaks, CA: SAGE; 2013.

20. Bauer MS, Damschroder L, Hagedorn H, Smith 
J, Kilbourne AM.  An introduction to implementa-
tion science for the non-specialist. BMC Psychol. 
2015;3:32.

21. Lingard L. Joining a conversation: the problem/gap/
hook heuristic. Perspect Med Educ. 2015;4:252–3.

R. H. Ellaway

https://www.mededpublish.org/manuscripts/1305
https://www.mededpublish.org/manuscripts/1305


15

2Toward a Programmatic Approach 
for Remediation: Evidence-Based 
Goals for Institutions

Bau P. Tran and Calvin L. Chou

 Introduction

The advent of competency-based education has 
provided health professions education programs 
with more objective criteria to detect trainees with 
academic difficulties. Typically, accrediting bodies 
determine standards that each program must moni-
tor to longitudinally document learners’ progress, 
promptly identify deficiencies in fundamental 
knowledge or gaps in skills, and provide a thresh-
old for remediation. However, these standards do 
not offer specific methodologies for constructing 
remediation paths or processes. The overall bene-
fits of remediation for individual learners remain 
clear, but optimal methods on the institutional level 
presently are currently largely undefined.

Ideally, a programmatic remediation strategy 
would strengthen learners both effectively and 
compassionately. Of course, this balance is diffi-
cult to strike. As programs bear responsibility for 
training graduates who will ably serve society, 
they must uphold rigorous standards, identify 

trainees needing support early, and guide them 
toward competence, while simultaneously 
addressing the emotional effects of the stigma that 
learners frequently perceive [1]. To remediate 
compassionately, as befits the healing professions, 
entails assembling resources that may require 
trainees to undergo alternative training tracks, 
which in turn necessitate extra and often unfunded 
support from faculty and sometimes other train-
ees. Furthermore, compassionate programs may 
wish to attend to the collateral negative long-term 
effects that may arise, including the loss of peer 
relationships, suspension of professional identity 
formation, and personal mental health sequelae, 
not to mention increased tuition costs [2].

In this chapter, we offer a series of overarch-
ing goals to institutions and programs to guide 
the development of a programmatic remediation 
process that aspires to both effectiveness and 
compassion. Understanding the complexity of 
remediation processes, we roughly divide these 
goals into three temporally sequenced phases: 
setting up the institution’s remediation system, 
constructing remediation programs, and follow- 
through. We recognize that many institutions 
may not have the resources available to achieve 
all these goals; however, by describing the goals 
explicitly, we expect that remediation processes 
and structures will become more accepted, inte-
grated throughout educational programs with 
adequate longitudinal oversight, and potentially 
standardized across institutions.
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 Phase 1: Setting Up the Institution’s 
Remediation Process

 Goal 1A: Ensure Due Process 
to Uphold the Professional Compact 
with Society, While Maintaining 
Empathy for Individual Learners’ 
Struggles

In the United States, even prior to trainee 
matriculation, institutions are obligated by the 
Family Educational Rights and Privacy Act 
(FERPA) to uphold each learner’s privacy. 
Institutions must delineate and clarify principles 
of transparency, equity, confidentiality, and 
informed consent throughout the remediation 
process. All learners must understand and be 
able to refer to objectives, expectations, evalua-
tion practices, and methods for all courses or 
rotations; supervisors must provide regular 
feedback on learner performance with frequent 
documentation thereof; and institutions must 
provide and follow evaluation and grievance 
policies. This essential groundwork becomes 
critical when institutions must consider the dis-
missal of a trainee (see Chap. 29).

We further enumerate components of effective 
and ethical institution-based remediation pro-
cesses: (1) documentation of open discussions 
with program leadership and stakeholders that 
delineate decisions and reasons for remediation; 
(2) a written individualized remediation plan, 
including goals for remediation, instructional 
strategies, assessments, lists of responsible par-
ties for each remediation area, and learner attes-
tations to their plans; and (3) clear descriptions of 
observed outcomes, ongoing summaries of dis-
cussion with learners, and assessments to deter-
mine whether learners are meeting goals, time 
frame, and decision making [3, 4]. Institutions 
must also construct ongoing quality improve-
ment processes to assess the overall success of 
remediation programs.

Moreover, institutions must ensure that suc-
cessfully remediated learners achieve at least 
minimum competency, based on measurable per-
formance benchmarks, as well as proof of con-
tinuous ongoing improvement. Conversely, 

failure to meet these standards would signal the 
need to transition to consequential administrative 
review; remediation teams cannot support learn-
ers who struggle indefinitely. Though these 
claims may seem obvious, institutions commonly 
graduate learners who are not ready [5]. 
Ultimately, in our compact with society, our edu-
cational processes must ensure the competence 
of the professionals we train [3, 4]. Legal prece-
dent in the US and several other countries empha-
sizes due process and ensures nondiscrimination 
in supporting final academic decisions. Yet, as all 
programs and institutions are aware, these legal 
protections do not necessarily decrease the emo-
tional, financial, and time commitments neces-
sary to arrive at these determinations. In the 
pursuit of these goals, institutions likely underes-
timate the emotional effects of remediation on 
learners [1]. In addition, given the significant 
investment of time, money, and other resources in 
health professions training, “compassionate off 
ramps” have recently been suggested but incom-
pletely implemented ( [6, 7]; see Goal 3A below).

 Goal 1B: Ensure That Admissions 
and Selection Processes Correspond 
with Desired Outcomes, Including 
Diversifying the Workforce—And 
Don’t Stop There

Challenges abound in developing a fair, equita-
ble, and accurate selection process for admission 
to health professions schools [8, 9]. Due to the 
range of admission processes between educa-
tional institutions, research to identify generaliz-
able selection criteria is lacking, and possibly 
undesirable [10]. Instead, institutions should 
focus on defining the desired health professional 
graduate competencies and using these as the 
basis of an outcome-based selection procedure 
[11–13].

Evidence of the capacity to be academically 
successful is important in selecting candidates 
for health professions training but is complex. 
For medical school applicants, a review of quali-
fications has traditionally included standardized 
exam performance (e.g., Medical College 
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Admission Test [MCAT]) and undergraduate 
grade-point average (GPA). A recent large- 
sample longitudinal study correlated frequently- 
used admission measures with disenrollment, 
probation, or termination in undergraduate and 
graduate medical education settings [14]. 
Although not statistically significant, learners 
who appeared before promotion committees dur-
ing probation or termination proceedings tended 
to have lower MCAT scores when compared to 
classmates. Similarly, nurse practitioner training 
programs show that standardized exams, specifi-
cally total and verbal Graduate Record 
Examination (GRE) scores, may predict both 
success in program completion and difficulty in 
program completion, such as prolonged time to 
graduation [15]. However, other health profes-
sions programs, like physician assistant schools, 
have generally found little correlation between 
admissions predictors (e.g., GRE, GPA, multiple 
mini-interview) and successful student matricu-
lation. A new entrance exam, the Physician 
Assistant College Admission Test (PA-CAT), is 
currently being piloted to strengthen the admis-
sions process and select candidates with the high-
est likelihood of successful program completion. 
Before anchoring on the viability of these crite-
ria, however, programs must understand that 
standardized exams often reflect specific demo-
graphic or socioeconomic characteristics of 
examination-takers unrelated to their diligence, 
willingness, and grit [16, 17]. It is important to 
note that most matriculants with relatively low 
standardized test scores successfully complete 
health professions education, and there is little 
evidence that these metrics, in and of themselves, 
predict-long term clinical competence or practice 
outcomes.

Importantly, admissions committees across 
the health professions have widely increased and 
embraced the use of holistic approaches that con-
sider a wide range of eligibility criteria [18–20]. 
These processes aim to reduce the known biases 
in standardized testing and other traditional met-
rics which are associated with low representation 
among ethnic and racial minority applications 
[21, 22]. By balancing standardized exams with 
other cognitive and noncognitive criteria impor-

tant to health professions practice in the admis-
sions process, we address the societal imperative 
to develop a more diverse and representative pro-
fessional workforce, a goal which far outweighs 
the theoretical risk of low academic 
performance.

Achieving representation in programs and 
institutions, though necessary and an uphill climb 
by itself, is insufficient. Despite recent attention 
due to national events in and out of healthcare, 
implicit and explicit bias persist throughout 
health professions education, on the part of 
patients, learners, colleagues, and supervisors. 
Indeed, it is likely impossible to achieve a bias- 
free state [23]. Yet we emphasize that programs 
and institutions must strive continuously to 
address systemic factors that minimize prejudice 
in favor of diversity, equity, and inclusion. 
Sobering data show that when otherwise demo-
graphically adjusted, students underrepresented 
in medicine receive fewer honors grades and 
fewer selections for honor society membership 
than those not underrepresented [24, 25]. Systems 
that can mitigate the effect of bias on perceptions 
of learners’ performance include an explicit insti-
tutional mission of confronting bias, policies that 
address violations of behavioral expectations, 
emphasis on growth mindset, diverse role mod-
els, sound assessments that use narratives and 
incorporate frequent direct observations with 
feedback, longitudinal clinical supervision, 
avoidance of comparisons with peers, and cul-
tural expectations that support diversity, account-
ability, inquiry rather than judgment, and 
restorative justice ([23, 26, 27]; also see Chap. 3).

 Goal 1C: Transparently Align 
Instructional Paradigms with Defined 
Outcomes

A program’s success stems from the active engage-
ment of learners in their development as health care 
providers. If concerns about competence are sig-
nificant, learners should be required to participate 
in remediation and be held accountable to engage 
actively with the remediation team to create an 
individualized remediation plan,  initiate and com-
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plete remediation activities, and successfully 
undertake appropriate performance assessments. 
Rather than viewing this as punitive, the coach–
learner team should embrace this approach as a 
structure that facilitates the attainment of the life-
long learning strategies that ensure the mainte-
nance of competence throughout a practice career 
(see Goal 2A). These processes often require robust 
and ongoing faculty development (see Goal 1F and 
Chap. 19) so that coaches can offer structured, 
compassionate, and rigorous support to learners.

Ideally, in the competency-based approach that 
health professions education has increasingly 
adopted, learners undergo continual and more 
individualized assessment, de-emphasizing time-
based training [28–32]. There are stark differ-
ences between programs, with different 
approaches and philosophies toward measuring 
competencies. Such differences can lead to confu-
sion for learners [33]. For example, a recent study 
examined the paradox that arises in simulation- 
based education, where stated ground rules of the 
benefits of making errors in the pursuit of deeper 
learning may conflict with larger values of medi-
cal culture that emphasize performance, certainty, 
and confidence [34]. These factors risk becoming 
even more amplified in remediation contexts. 
Educators and education administrators involved 
in assessment and, by extension, remediation, will 
strongly benefit from knowledge of, and discern-
ment between, the many different approaches to 
teaching and learning, all based in educational 
theories that have been advanced over the past 
century: behavioral, cognitive, cognitive con-
structivist, sociocultural, humanist, and transfor-
mative [35]. To avoid educational incongruities 
that confuse all learners, and particularly those in 
remediation, instructional processes must align 
with desired outcomes.

It follows that how we measure these out-
comes depends strongly on best practices in cur-
ricular and instructional design, delivery, and 
assessment. Rarely is a learner solely to blame 
for their inability to achieve competencies, espe-
cially after surviving the rigorous admissions 
selection processes of many health professions 
education programs. An institutional commit-
ment to ongoing quality improvement of all edu-

cational processes comprises one of the most 
important pillars of successful student perfor-
mance and remediation.

 Goal 1D: Cultivate Effective Support 
Systems to Avert the Need 
for Remediation, Including 
Mentoring and Developing a Culture 
of Feedback

Realistically, the need for remediation is ever- 
present [36]. Accordingly, it is necessary for pro-
grams to cultivate a learning environment that 
proactively provides support for any learner who 
requires course correction. Anticipatory support 
mechanisms include encouraging specific learn-
ing strategies that enable long-term learning (see 
Chap. 4), effective mentoring, and an overarching 
institutional approach to constructive feedback.

 Mentoring
As trainees navigate clinical training and develop 
their professional identity, many stressors, particu-
larly those fostered by the implicit curriculum, can 
influence the need for future remediation. Trainees 
report feeling that they constantly undergo evalua-
tion, particularly in the setting of clerkships, where 
the criteria and expectations for grades are subjec-
tive and can appear arbitrary and whimsical [37–
39]. To alleviate some of the stress, a 
program-facilitated support group with sessions 
aimed at increasing self-awareness, self- care, and 
mindfulness training benefits learners [40–42].

Providing high-quality mentorship to learners 
arguably has many benefits, including better 
alignment of career goals with a suitable spe-
cialty, improved professional development, and 
attainment of successful clinical outcomes [43]. 
As health care becomes increasingly complex, 
McBride et al. suggest that healthcare providers 
need new options for competency and capacity 
development fostered by strong mentoring rela-
tionships [44]. This long-term professional 
mentee- mentor relationship will continue to 
engage and focus on the mentee’s competency 
development, which will aid in identifying areas 
of struggles or adversity.
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 Culture of Feedback
As part of academic development, feedback is 
expected, essential, and intended to be formative, 
developmental, and growth-oriented regardless 
of the context. However, giving and receiving 
feedback are often accompanied by angst, 
misperception, dread, and denial [45, 46]. Though 
‘feedback is an emotional business’ [47], it is an 
essential component in medical education: the 
importance of a robust feedback culture is one of 
the best-documented aspects of effective educa-
tion [48–50]. Merely instituting unstructured 
forms of feedback without changing the culture 
vastly limits the potential for improving learner 
performance. All learners, whether they struggle 
or not, benefit from close observation, effective 
feedback, and ongoing formative assessment 
[51]. Immersing learners fully and actively in 
ongoing feedback processes increases their moti-
vation and engagement in the lifelong learning 
that characterizes ideal clinical practice [52, 53]. 
Sadly, trainees regularly discount feedback they 
receive [54–56]. In addition, faculty often feel 
uncomfortable holding feedback conversations 
that honestly and compassionately address train-
ees’ areas of struggles (see Goal 1F). Though 
feedback has been a research focus for many 
years, investigation continues about how best to 
support clinical teachers in optimizing feedback 
to learners.

Feedback from multiple sources across the 
health professions can deepen the impact of 
recommendations for improvement. For exam-
ple, compared with controls, pediatric residents 
who received multisource feedback on their 
professionalism and communication skills 
received higher ratings from nurses on their 
professionalism [57]. A similar approach to the 
establishment of a feedback culture can partic-
ularly help learners who struggle. A learner-
centered, explicit, and relationship-based 
feedback culture [58, 59], where everyone (fac-
ulty and learners) in health professions educa-
tion programs can regularly engage in 
respectful, bidirectional, and growth- oriented 
feedback conversations, will ultimately guide 
learners in remediation toward success ( [60]; 
see Chap. 6).

 Goal 1E: Promote the Availability 
of Remediation Resources to All 
Learners and Health Professions 
Education Community Members

As previously noted, most learners will need sup-
port at one time or another during training (Goal 
1D), and early discussions with learners should 
communicate that remediation is a component of 
professionalism. We advocate explicitly refram-
ing, and thereby destigmatizing, remediation as a 
special zone of learning (Chap. 1), with support 
for personal development, resilience building, 
and opportunities to practice with feedback, all to 
develop the adaptive capacity needed by all med-
ical professionals [61, 62].

A culture where faculty and learners form 
educational partnerships can fortify a growth 
mindset that underpins lifelong learning [63]. A 
deficit-based approach, on the other hand, can 
reinforce maladaptive behaviors that continue the 
spiral of a learner’s struggles. Therefore, we 
strongly recommend that institutions transpar-
ently recognize that the need for remediation 
occurs regularly and adequately supports the 
remediation process, thereby minimizing the 
association of shame or disgrace [1, 64]. For 
example, after creating an academic policy with 
clearly communicated benchmarks and early 
support for learners who struggled, one school 
significantly increased the number of learners 
attending voluntary remediation sessions [65]. 
We assert that this transparency coupled with 
accessible resources will maximize success.

 Goal 1F: Support Faculty 
Development Initiatives for All Steps 
of the Remediation Process, 
Including Early Identification, 
Intervention, and Referral

A key component in the remediation process is 
faculty development (see Chap. 19). Many faculty 
remediators, including program directors, feel ill-
prepared [66] or have little self- confidence in their 
abilities to identify a need for, or to conduct, reme-
diation [3, 67], particularly in professionalism 
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[68]. Faculty with more experience as educators 
likely remediate more effectively than their less 
experienced colleagues [69, 70]. Moreover, many 
programs and faculty members underestimate the 
time commitment, not to mention the expertise 
and resources, needed to coach a learner through 
the remediation process [71, 72]; therefore, pro-
grams must select and develop appropriate faculty 
for remediation programs. We believe that institu-
tions must commit adequate resources for reme-
diation and not rely on volunteers.

The selection of personnel to develop into 
remediation coaches is also critical. Though pro-
grams may instinctively gravitate toward the 
selection of master clinicians as remediators, clin-
ical experts display unconscious competence in 
fundamental skills and are unlikely to have expe-
rience or expertise in remediation. Therefore, this 
choice may not achieve optimal results. 
Contrastingly, experts in remediation have high 
clinical virtuosity, the ability to both recognize 
and motivate learners where they struggle, and a 
wealth of patience and support. One institution 
has developed an initiative in which advanced 
medical students act as remediation coaches, with 
faculty guidance, for near-peers with struggles 
[73]. This approach takes advantage of cognitive 
and social congruence, hallmarks of other suc-
cessful near-peer programs [74]. While promis-
ing, it requires further evaluation of its outcomes.

Given the inherent complexity of remediation, 
the overall goal of faculty development programs 
should produce effective remediation coaches who 
can enhance the competency-based performance 
of learners longitudinally, rather than “teaching 
toward the test.” Components of effective faculty 
development would ideally include cultivating 
deep expertise in not only the specific competency 
or competencies in which the faculty member 
desires concentrated effort, but also fundamental 
learning theories, relationship-centered mentor-
ing, facilitation, antibias practices, and observa-
tion and feedback [26, 75–77]. Ultimately, these 
programs should foster development of a commu-
nity of practice among committed remediation 
experts who collectively are equipped to address a 
broad range of common learner struggles [78].

 Phase 2: Structural Elements 
of the Remediation Process

 Goal 2A: Tailor Remediation Plans 
to Individual Learners’ Needs

Learners who struggle comprise a very hetero-
geneous group ranging from students with aca-
demic difficulties to learners in clinical training 
grappling with clinical reasoning, to colleagues 
displaying unprofessional behaviors. As reme-
diation for any given learner typically depends 
on the specific blend of observed struggles that 
stem from the learner’s distinctive background 
or concurrent life experiences, many remedia-
tion efforts are more successfully addressed 
individually. Common institutional resources to 
address these overarching needs can be assem-
bled for a given learner, including faculty with 
deep expertise in particular areas (e.g., commu-
nication skills, clinical reasoning), learning 
specialists, standardized patient trainers, men-
tal health professionals, public speaking 
coaches, drama therapists, yoga instructors, 
among many others [75]. This team-based 
approach allows for the highly customized, 
multipronged remediation that learners who 
struggle need to succeed. In addition, encour-
aging learners to develop their own remediation 
plans can help develop autonomy and compe-
tence, two elements necessary for self- 
regulation and that enhance continuous 
professional development ( [79–81]; also see 
Chap. 4).

In some circumstances, remediation in groups 
can parlay the benefits of social cognitive theory 
to develop critical thinking, group identity, and 
social regulation, which then can further influ-
ence self-regulation [82–86]. For example, pro-
fessional identity formation curricula can identify 
broader motivations for staying in training (see 
Chap. 13); with expert faculty facilitation, 
classroom- based and clinical skills remediation 
can also succeed [87–91].

Both individualized and group remediation 
experiences should inform ongoing curricular 
and systems improvements for all trainees.
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 Goal 2B: Construct Effective 
and Nonjudgmental Processes 
to Share Evolving Information About 
Learners Who Struggle

As previously noted (Goal 1D), effective feed-
back to learners is crucial to the remediation pro-
cess. Effective feeding forward (sometimes 
called “learner handover”), a process where edu-
cational supervisors communicate details about 
learners who struggle to upcoming supervisors, 
can also provide benefits (see Chaps. 20, 26 and 
29). Certainly, concerns of bias can unduly influ-
ence these conversations [92]. In a recent scoping 
review, mostly in settings outside healthcare, 
feeding forward can lead to more negative than 
positive bias in subsequent performance evalua-
tions [93]. Therefore, such practices would 
require close attention to potential bias. Further 
apprehensions with this practice would be pri-
vacy concerns, as university officials with legiti-
mate educational interests may legally engage in 
such activities without explicit student consent 
[94–96]. Finally, institutional and individual 
approaches to feeding forward appear to be 
highly variable and inconsistent [97].

Equally, others may view that a lack of conti-
nuity in communication of valuable information 
may hinder the early identification of trainees 
who need it, thereby preventing early and effec-
tive interventions [98–102]. While the use of 
feeding forward is controversial and highly 
debated in the United States, it is a common 
practice in other countries, including the United 
Kingdom. Sharing educational information 
about at-risk learners (e.g., from minoritized 
backgrounds) gave rise to enhanced resources 
and improved grades for learners who struggled 
[92]. At one school, feeding forward in pre-
clerkship curricular contexts increased early 
identification, contextualized concerns, and 
uncovered professionalism issues [103]; four 
additional schools have described their feed for-
ward process and the benefits that have accrued 
[104]. In addition, FERPA includes specific 
exclusions from privacy at educational institu-
tions to allow for research.

In either case, making the judgment about 
whether to feed forward is complex, and we 
understand that it may have implications, both 
beneficial and harmful, to the remediation of a 
learner. However, we recommend it because of 
health professions’ contract with society, with 
important stipulations: (1) transparency to the 
learners, considering privacy concerns; (2) com-
munication of specific, low-inference informa-
tion that will effectively contribute to remediation 
success; (3) incorporation of appreciative 
approaches, when possible, to reduce negative 
judgments; and (4) limitation of information- 
sharing only with members of the remediation 
and decision-making teams. As the story in Dr. 
Manning’s foreword illustrates, feeding forward, 
if done with the intention of supporting the stu-
dent’s growing competence, enables effective 
remediation.

 Goal 2C: Avoid Conflicts of Interest 
When Distributing Remediation 
Roles

A robust relationship with a learner in remedia-
tion must optimally incorporate trust and confi-
dentiality, as well as clear boundaries [4, 62]. 
Because learner difficulties have a multitude of 
causes and manifestations, a single course/pro-
gram director, while essential to guide and coor-
dinate remediation, cannot adequately synthesize 
all the skills necessary to conduct impactful 
remediation. In addition, when the responsibility 
lies solely with one individual, such as their men-
tor or remediation coach, to decide whether to 
promote or dismiss a learner, the perceived con-
flict of interest may strain the working relation-
ship with the learner [105]. To facilitate defensible 
judgments, we strongly recommend that those 
conducting the remediation with the trainee (the 
remediation team of interdisciplinary experts 
listed in Goal 2A) should differ from the individ-
ual making the ultimate adjudication decisions 
[4]. This structure could decrease the perceptions 
by learners that institutions act as both ‘judge and 
jury’ [106]. We recognize that in smaller pro-
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grams, it may not be feasible to separate these 
roles; in those cases, it can be worthwhile to form 
a community of remediation resources indepen-
dent of departmental divisions, so that remedia-
tion experts in parallel programs may provide 
support. For example, a need to remediate a 
learner in otolaryngology with gaps in procedural 
skill could be referred to a colleague with that 
expertise in plastic surgery, with a reciprocal 
agreement as needed.

 Phase 3: Supporting the Ultimate 
Decision

 Goal 3A: Develop Compassionate 
“Off-Ramps” for Learners Who Must 
Discontinue Training

Learners early in their journeys of health profes-
sions education must undergo a significant accul-
turation process. Many, if not most, learners 
cannot foresee their future development, and oth-
ers experience external pressure to enter health 
professions training. It is notable that many other 
professions, including business and the law, have 
higher levels of learner attrition over time than do 
the health professions. Health professions pro-
grams should expect that some learners will not 
complete their training (see Chap. 29), but pro-
fessional and regional variation in remediation 
practices limits standardization and ultimately 
may undermine the trust that society places on us 
to graduate competent professionals.

For health professions training, with its heavy 
time and financial commitments, various struc-
tures have been proposed to mitigate the porten-
tous burden of withdrawal or dismissal. Already 
mentioned above is the implementation of 
competency- based education and training to 
identify learners needing support and to specify 
the areas of improvement. Systems that all pro-
grams can implement for all trainees include the 
assessment of learners’ motivations to continue 
in a health professions program by ongoing 
career counseling, curricula emphasizing profes-

sional identity formation, and financial counsel-
ing to manage debt. For learners contemplating 
or needing to leave training, a means of officially 
recognizing and credentialing work already 
undertaken in training does not yet exist except as 
a blight on one’s resumé. Additionally, institu-
tions can provide advising for alternative path-
ways in education, research, or industry. Studies 
of alternate pathways taken in countries where 
many who enter health professions training do 
not complete would inform the development of 
such policies elsewhere [6, 7].

 Conclusion

Remediation is a complex process that is multifac-
torial and often requires interdisciplinary support. 
Balancing the many tasks involved in the remedia-
tion process is complicated and time- consuming; 
striving to achieve some balance between structure 
and compassion also takes effort and nuance. 
Therefore, it is essential to implement a system that 
reduces the need for remediation and maximizes 
educational outcomes for all learners, including 
those who struggle. These goals highlight impor-
tant components of a holistic remediation process 
that fosters transparency in the academic policies 
and structures, allows for an environment condu-
cive to learning for both the trainee and faculty, and 
compassionately reinforces our commitment to 
both learner and profession. We acknowledge a 
continual need for research in this area of concern 
and hope that future studies will facilitate further 
consistency and standardization across institutions. 
In the interim, we hope that providing these goals 
will allow institutions and programs a framework 
to develop or revise their current remediation strat-
egies to enhance our support for learners while 
upholding our obligation to institution, profession, 
and society.
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3Diversity, Inclusion, 
and Remediation: Excellence 
Requires Equity

Denise L. F. Davis, Justin Bullock, John C. Penner, 
and Calvin L. Chou

 Introduction

Increasing the proportion of trainees who are 
from racial and ethnic backgrounds underrep-
resented in the health professions (URHP) is 
crucial in addressing the well-documented 
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You have some anxiety as you prepare to 
meet with Mary (she/her), a student who 
excelled in her undergraduate work and 
during a gap year in which she did research 
at a large academic medical center. The 
Associate Dean for Students in your insti-
tution recommends she work with you, as 
she has struggled; She barely passed her 
clerkships. She plans to apply to a very 
competitive specialty.

How should you prepare to earn Mary’s 
trust and help her improve her clinical 
performance?

Mary identifies as Black. She reports 
that she has received scant mentoring and 
that there are few Black role models and 
mentors in your institution. She entered 
health professions school as one of three 
people of color in a class of 100. There was 
one person of color on faculty, the dean of 
diversity, who seemed well-meaning and 
also very busy. Paintings and photographs 
on the walls of the entry to the school all 
depict white men. Case materials to illus-
trate clinical concepts mostly described 
white patients, and the few patients of color 
featured in the cases were characterized as 
poor and/or “substance-abusing.” Mary 
didn’t feel she belonged, and that her own 
experiences were less meaningful than the 
talk of valuing diversity that she heard dur-
ing interviews and in orientation sessions 
upon matriculation.
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racial disparities in the health professions 
workforce and in health outcomes [1]. Patients 
in race- concordant relationships with their 
physicians perceive their care to be of higher 
quality than those in race-discordant relation-
ships [2, 3]. A systematic literature review 
found that racial discordance predicts poorer 
communication in several domains including 
information-giving, partnership-building, and 
participatory decision- making [4]. Similar 
dynamics may affect the well-being and suc-
cess of learners in race- discordant relation-
ships with supervisors [5]. Unfortunately, 
URHP trainees encounter additional pressures 
beyond those of their represented peers, includ-
ing bias from supervisors, stereotype threat, 
and inequities in housing, education, and social 
opportunities [6–12]. Differences in academic 
outcomes ensue, including lower results on 
high-stakes standardized exams, clerkship 
grades, and performance ratings, leading to a 
higher risk for remediation and differences in 
ultimate career choice [13–15]. Schools have 
begun to identify and implement systemic 
countermeasures to address this “amplification 
cascade” [13].

To help URHP learners identified as strug-
gling to reach their full potential, we must recog-
nize, examine, and address complex and 
reciprocal interpersonal, institutional, and struc-
tural processes. Learners’ struggles are rarely 
simple or solely attributable to learner character-
istics. After a brief section on theoretical fram-
ing, we will adapt Jones’ allegory about bias 
[16] as a conceptual framework to address intra-
personal work that faculty must confront; inter-
personal interactions with individual learners; 
and systems-level interventions, all of which 
must work together for ultimate success in reme-
diating learners across differences. Specifically, 
we will describe the effects of implicit bias, ste-
reotype threat, and microaggressions (see Box 
for definitions) on learners who struggle and out-
line some actionable recommendations to 
address them.

As an important aside, writing a chapter on 
diversity brings significant challenges and much 
humility. No guidelines can eliminate the effects 
of oppression on individuals or groups; we can 
merely enumerate aspirational attitudes and wise 
actions that reflect our current and limited per-
spectives, informed and restricted by our identi-
ties that exist in a matrix of marginalized and 
privileged social locations. We acknowledge our 
limitations and commit to lifelong learning. We 
hope that you will, too.

 The Social Identity Approach

The social identity approach, a collection of theo-
ries including social identity theory and social 
categorization theory, can help explain how 
dynamics that underlie our relationship with dif-
ference may develop [21]. As individuals, we 
maintain a sense of self that is influenced by our 
social groups. We assimilate into our own “in- 
groups” with people with whom we share com-

Definitions of Major Concepts in Diversity, 
Equity, and Inclusion in Remediation

Implicit bias: an automatic, uncon-
scious set of negative beliefs or attitudes 
about people from a particular social group, 
leading to perceptions based on social ste-
reotypes [17].

Stereotype threat: an anxiety state in 
which one perceives that one’s identity is 
threatened by a negative stereotype [18].

Microaggressions: common everyday 
slights, verbal or non-verbal, intentional or 
unintentional, that target people with mar-
ginalized identities and reinforce privilege 
and power [19].

Minority taxes: burdens of extra respon-
sibilities placed on minoritized learners and 
faculty in the name of diversity [20].
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mon characteristics and view favorably. We also 
differentiate from people in “out-groups,” which 
helps maintain the positive self-image of the in- 
group. Our perception of our own social identi-
ties is a combination of how we view ourselves 
and how we perceive others view us. Comparisons 
between groups may result in expressions of 
power, privilege, and depersonalization, where 
individuals are viewed as prototypical of a par-
ticular group rather than as unique [22]. These 
dynamics form the basis for xenophobia and rac-
ism. The health professions are subject to these 
insidious effects, as evidenced by a longstanding 
and ongoing inability to include learners and 
health professions educators from historically 
URHP backgrounds that is commensurate with 
their proportion of the population.

 Intrapersonal Work: An Inside Job

We must reject not only the stereotypes that oth-
ers hold of us, but also the stereotypes that we 
hold of ourselves.—Shirley Chisholm

 Implicit Bias

Committing to support learners who struggle 
requires that we become aware of the biases that 
we hold. Our implicit bias is the intrapersonal 
broad brush we use as a shortcut when judging 
another person or situation. It is not a moral fail-
ing but a habit of mind, leading to perceptions 
based on social stereotypes [17]. Kahneman 
described this process as System 1 thinking: 
instinctual, intuitive, automatic, “thinking fast” 

[23], arising out of the need for efficiency, and 
reinforced in fast-paced clinical settings. 
Similarly, our System 1 thinking figures promi-
nently in our work with learners, potentially lead-
ing to bias when encountering a mentee with 
historically marginalized identities. Implicit bias 
based on learner race/ethnicity is associated with 
poorer learner outcomes for Black and Latinx 
students [24, 25]. Furthermore, clinical evalua-
tions of women and URHP students tend to 
emphasize descriptions of personal attributes 
rather than competency, which can lead to dis-
criminatory academic assessment [9, 26]; minori-
tized medical students are judged more harshly 
than white students by faculty from both majority 
and minority groups [19, 27]. Awareness of these 
implicit biases can be highlighted by taking 
implicit association tests [28–30].

Everyday societal messaging reinforces 
implicit biases, which are insidiously integrated 
into our everyday lives, and notoriously challeng-
ing to recognize and correct [31–34]. As a woman 
of color, Mary may be subject to implicit bias 
from faculty who typically represent majority 
identities, and subject to her own stereotype 
threat (see section below). Additionally, as some-
one referred for remediation, she holds a new 
identity in a marginalized social group. The inter-
section of these identities is greater than any indi-
vidual element.

Mitigating implicit bias is not straightforward. 
“Cultural competence” training may help raise 
awareness but is insufficient for abiding change. 
If consciously activated, System 2 thinking, a 
rational, deliberate, and energy-intensive process 
of “thinking slow” [23], theoretically can disrupt 
automatic implicit bias. Unfortunately, urgency, 
stress, and fatigue, elements endemic throughout 
health professions practice and training, likely 
detract from System 2 thinking. In addition, 
attempting to change one’s thinking inherently 
increases cognitive load and can exacerbate 
biased behaviors. For example, a remediation 
coach who is self-conscious about their own 
potentially biased language may stammer, make 

DD: As a Black woman in medicine, with 
both humility and urgency for my col-
leagues who coach learners in the health 
professions, my message is to be better pre-
pared. Remediate yourself as a first step in 
working with struggling learners.
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less eye contact, fail to detect subtle emotional 
cues, and appear emotionally restricted and 
therefore less empathic than they actually feel 
with a learner who struggles [35–38].

Recommendations: Several learner-based 
interventions to mitigate implicit bias may apply 
to remediation faculty [39]. Merely understand-
ing that implicit bias has neurobiological roots is 
an ineffective approach [40]. Deliberately prac-
ticing mindfulness and self-regulation strategies 
(Table 3.1) can bring about changes in automatic 
processes that control stereotype activation, and 
they lessen cognitive load [41–43].

These recommendations are not that easily 
described, and are even more difficult to opera-
tionalize and sustain [44]. Perhaps more than any 
other paradigm of lifelong learning, the process 
of recognizing, examining, and addressing 
implicit bias forces us to uncomfortably confront 
entrenched assumptions. Acting with honesty, 
courage, and commitment in the face of the dis-
comfort and associated negative emotions, such 
as disdain, contempt, and defensiveness, that 
arise when addressing implicit bias can facilitate 
transformative learning [45]. We need self- 
compassion and grace to work on this incremen-
tally and relentlessly, “striving while accepting” 

[46]. URHP learners do not have the privilege of 
respite from the implicit bias and assumptions of 
others that impede their progress.

 Interpersonal Work: Interacting 
with Learners

We now move to interactions with learners who 
struggle, integrating some awareness of our iden-
tities and biases with the humility that we will 
never fully know everything, and with the com-
mitment to learn more about ourselves and the 
social contexts that influence our perspectives. 
With this admittedly incomplete toolbox of 
potential resources and perspectives, we can 
increase our awareness of the cultural forces that 
impact mentoring and remediation relationships 
across power and privilege.

 Start with “Location of Self”

To optimize the remediation, educators must, 
from the very first interaction, create a sense of 
safety for learners who are often dealing with 
fear of the required remediation and concerns 
about bias, both of which negatively influence 
performance and well-being [47]. How is this 
accomplished? Educators can openly welcome 
the URHP learner’s identities as a strength (for 
instance, because it often serves as an advantage 
when interacting with patients of similar back-
grounds) and acknowledge that assessments may 
be biased and inequitable [48].

Therefore, in any new mentoring relationship, 
we start with a “location of self” introduction, 
where we briefly explain our own key identities 
(Table 3.2) and how they may potentially influ-
ence the remediation work to ensue [49]. Though 
this suggestion may seem contrary to the caution 
against self-disclosure in patient interactions 
[50], by modeling vulnerability, the remediation 
coach can help flatten the inherent hierarchy in 
this high-stakes learning relationship. The ensu-
ing psychological safety can augment a learner’s 
comfort to speak their thoughts, lead with their 
differences, admit their mistakes, and ask for 

Table 3.1 Strategies to mitigate implicit bias [39, 41, 42]

Strategy Examples
Counter- 
stereotypic 
imaging

Visualizing positive exemplars of 
minoritized groups: abstract (e.g., 
photos or symbols), well-known, or 
direct (from people you know)

Individuation Spending one-on-one time meeting 
with individuals about whose 
identities you have biases or who have 
different life experiences, rather than 
making generalized assumptions about 
them as part of their minoritized group

Perspective- 
taking

Finding respectful ways to inhabit 
viewpoints of people in marginalized 
groups (e.g., watching a documentary 
or reading a thought piece)

Values 
affirmation

Reinforcing values of equity, both as a 
mental subroutine and explicitly to 
learners
Framing every encounter with a 
URHP learner as a commitment to 
equity and fairness reinforces those 
values
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Table 3.2 Sample location of self-introductions, as if spoken directly to Mary

DD: Mary, may I tell you a bit more about my journey? As the first physician in my family, I am grateful that my 
mother, a Registered Nurse, shared her textbooks with me, and my father, quizzed me and my brother at the dinner 
table about world history, focusing intentionally on the African diaspora as well current events. They wanted me to 
be proud of who I am, and they succeeded. But, there have been rough spots in between, as when I was the only 
African American trainee in a large academic hospital, and I was struggling and left the program after a year. I look 
back and see that the learning environment affected me and that I needed time and guidance to regain my sense of 
confidence and joy. I am dedicated to supporting you and your success.
JB: During medical school, I failed my clinical skills final examination. To that point, I had never failed anything. I 
remember my feelings of embarrassment. In addition to the disappointment in myself, a lot of my shame came from 
the fact that as a Black man, I felt that I was fulfilling the stereotypes that others had about medical trainees who 
shared my racial background. As I went to the group remediation session, I felt there were a disproportionate 
number of students from underrepresented backgrounds who apparently had failed the test. After the group 
remediation session, I was paired with a chief resident who would help me to work on my clinical skills. Notably, he 
was a white man, whom I did not expect to relate very much to aside from a mutual interest in medicine (yes, I was 
stereotyping him). I found myself pleasantly surprised when on our first session, he opened with the fact that he too 
had failed something in medical school and was very excited at the opportunity to work with me and hopefully help 
me. By sharing an inconspicuous part of his identity (as one who had failed), he created a safe space which helped 
to lower my veil of shame and to focus on learning from him. That’s my goal for you.
JCP: As a cisgendered, straight, white man, I carry many privileged identities in my personal and professional lives. 
I also carry one of someone who struggled throughout medical school, especially on standardized tests and 
high-stakes exams throughout the preclerkship curriculum. Even with the unearned privilege of my identities, I’ve 
felt the toll of how lonely and isolating that experience of struggling to keep up can be, the ways it can ripple out 
into one’s sense of self, and the impact it can have on one’s mental health. While I will never know exactly what 
your experience is as a Black woman in medicine, I sincerely hope to earn your trust so that I can come to better 
know and understand it through whatever you may choose to share so that I can leverage the privilege I carry to 
help you thrive in whatever ways that looks like to you. That is my commitment to you in our time working together 
and beyond.
CLC: As a gay Chinese doctor, son of immigrants, there were—and still are—many times when I am reminded that I 
am an outsider. I felt society was telling me that it wasn’t ok to be Chinese, and when I was younger, I internalized a 
lot of that. Then as my sexuality was dawning on me, in the very beginning of the AIDS epidemic, it was clear that 
society was telling me several ways that it wasn’t ok to be gay, either. It has taken a lot of hard knocks, some of them 
physical, all of them emotional, and a lot of processing and therapy to get to this place of being not just ok with but 
actually proud of myself. And so I resolve to pay that belonging and pride forward to you. I am sure I don’t know 
what it is like to be a Black woman at this stage of your development. I am working on understanding the 
experiences of women, Black people, and the intersections between those and other identities you might eventually 
be willing to share with me. Please know that our work together is fully in support of you, to be the best you that you 
can be.

help [51]. Contrastingly, a lack of psychological 
safety may lead to negative effects on career, sta-
tus, or self-image [52]. Explicitly stating one’s 
location of self also brings intellectual and moral 
integrity to a coaching or learning relationship: 
we invoke the social identity approach by demon-
strating awareness of not only the in-groups we 
belong (or appear to belong) to, but also the pos-
sible bias we bring to out-group members and our 
willingness to mitigate it [22].

Openly discussing our identities and the rela-
tionship of those identities to power, privilege, 
and marginalization takes courage. Faculty reme-
diators, especially those from majority identities, 
may state “there’s nothing interesting about my 

background; I’m average.” Many people of color, 
as well as queer and transgender people, must 
frequently and involuntarily address their identi-
ties [18, 53–55]. Similarly, URHP learners see an 
educator not as Italian, for example, but as White; 
avoiding an overt self-description as “White” 
may thereby interfere with developing trust in 
that learning relationship. Vulnerably introducing 
our identities, strengths, and limitations helps 
build an alliance across differences, which is nec-
essary for the success of crucial feedback conver-
sations in remediation [56].

Recommendation: We support overt 
acknowledgment of our positions of power, privi-
lege, and hierarchy, coupled with a commitment 
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to use those positions to help the learner, an 
expectation that we will commit errors in the 
mentoring process, and ongoing humble commit-
ment toward continuous improvement. Starting 
mentoring relationships with honesty about who 
we are invites co-construction of the trust that is 
so influential in maximizing the success of the 
remediation process.

 Recognize and Diminish Stereotype 
Threat and Microaggressions

Though failure to meet educational standards is 
often attributed solely to the learner’s cognitive 
capabilities, lack of preparation, or low motiva-
tion, strong evidence indicates that perceptions 
that one’s identity is threatened by a negative ste-

reotype measurably undermines performance 
[18]. This anxiety state, or “stereotype threat,” is 
common in minoritized learners, who may feel 
alienated by constant reminders that they don’t 
belong in the face of verbal and nonverbal cues 
throughout the healthcare environment [57, 58]. 
These implicit messages reinforce a dynamic of 
“internalized oppression,” the belief that there is 
truth underlying these reminders. For example, 
even in the absence of overt sexism and racism, 
when negative stereotypes were merely present 
in the environment, women and African 
Americans underperformed compared to men 
and white people [18].

Minoritized medical students undergo three 
stages of stereotype threat: triggering, where an 
experience activates stereotype threat; internal 
dialogue, in which the learner expends signifi-
cant energy questioning and processing their 
experiences; and response, which takes  numerous 
potential forms including avoidance, denial, pre-
vention, deferral, and confrontation [59]. 
Learners in remediation settings experience addi-
tional stereotype threat when seen as struggling 
and often adopt maladaptive behaviors that fur-
ther impede progress [60, 61].

Stereotype threat is perpetuated with ongoing 
microaggressions, defined as common everyday 
slights, verbal or non-verbal, intentional or unin-
tentional, that target people with marginalized 
identities and reinforce privilege and power [19]. 
Microaggressions can seem innocuous to the 
uninformed, while the ambiguity can create stress 
for the target of the offense. A common microag-
gression, “Mary, your hair is so unique,” targets 
Black people, especially Black women’s hair-
styles, even though it may be intended as a com-
pliment. Microaggressions that trigger identity 
threat can also be environmental (e.g., paintings 
depicting only white male progenitors). The 
effects of microaggressions range broadly. First, 
they increase cognitive load (see Chap. 10): hav-
ing to hear, process, and decide how to respond to 
interpersonal microaggressions interfering with 
academic performance [58]. Second, since 
microaggressions often occur without response 
from supervisors or team members, trainees can 
feel alone in that silence [62, 63]. Finally, there is 

An Exercise
For faculty remediators, talking through 
these issues with trusted peers and practic-
ing addressing identity (with feedback) is a 
very effective way to build skills in work-
ing across differences.

Think now about a striving and strug-
gling learner you know who identifies 
with a marginalized group. Please take 
30 seconds right now to imagine how that 
person might feel in their academic and 
clinical life.

Now think about your own identities—
race/ethnicity, gender, social class, body 
size, sexual orientation, ability, language 
preferences, and others. How would you 
describe yourself to learners? How com-
fortable do you feel in talking about your 
own identities? How might Black, 
Indigenous, and People of Color (BIPOC) 
see you? How might queer, transgender, 
and non-binary learners see you? Their 
identities matter and how they see you 
matters, and in your role as a coach and 
remediator, your identities, when 
addressed early in the relationship, matter 
just as much because they have the poten-
tial to earn the trust of the learner.

D. L. F. Davis et al.



33

a dose-response relationship between the number 
of reported microaggressions experienced by 
medical students and depression and anxiety, 
which lead to further deleterious mental and 
physical outcomes, and an increased incidence of 
thoughts of withdrawing from school [64, 65]. 
Microaggressions poison the learning climate 
and require learner and mentor preparation, 
debriefing, and allyship [18, 54, 55].

Stereotype threat and microaggressions are 
two interconnected forms of identity threat which 
detract from trainees’ ability to learn and demon-
strate learning. Fostering a sense of identity safety 
may promote successful remediation across dif-
ferences. Identity safety is an evolving construct, 
defined by some as absence of identity threat and 
by others as respect and appreciation. The most 
extensive characterization of identity safety is in 
elementary school students, defined by four pil-
lars: learner-centered teaching, cultivating diver-
sity as a resource, classroom relationships, and 
caring environments [66]. Preliminary research 
on identity safety in health professions trainees 
highlights the importance of adopting an anti- 
deficit mindset to create safe environments in 
which identity is viewed from a positive lens 
(e.g., the assets one brings because of their 
diverse identities) as opposed to the deficit frame-
work (e.g., predominantly thinking about the 
negative associations with minoritized identi-
ties). This results in cultivating diversity as a 
resource [67]. For JB (Table 3.2), his mentor suc-
cessfully leveraged his identity by disclosing that 
he was a former trainee who failed and now was 
a successful chief resident using his experience to 
give back to other learners who had failed.

Recommendations: Clinical supervisors and 
remediation coaches can use several helpful strat-
egies to decrease stereotype threat and demon-
strate allyship. In most ways, URHP struggling 
learners’ needs are similar to other learners who 
need coaching for success. Though using an anti- 
deficit mindset seems paradoxical and perhaps 
even antithetical in the realm of remediation, all 
learners deserve the relationship-centered pro-
cesses of respect, beneficial and brave feedback, 
and mentoring. Because URHP learners learn in 
the universe of health professions education that 

treats some differently than others due to long-
standing systems of privilege, power, marginal-
ization, and oppression, we describe additional 
approaches that have salience for URHP learners 
(Table 3.3).

Table 3.3 Strategies to mitigate stereotype threat, micro-
aggressions, and identity threat

1. Self-affirmation and values affirmation [68]
    (a)  “Mary, I would love to know things that you 

value about clinical learning environments.”
    (b)  “I’d like to hear whatever you feel 

comfortable telling me about a recent 
success.”

    (c)  Deferring extensive modifying feedback at 
the outset of a coaching relationship and 
emphasizing validating feedback: “I noticed 
how you quickly developed rapport with your 
patient by introducing yourself with a warm 
greeting and apologizing for interrupting the 
patient’s day. Please keep doing that.”

2.  Defined structure to remediation programs, 
making very explicit the specific details of the road 
map that will lead to learner success [56, 69]. Even 
with delineation of precisely defined objectives, the 
clinical training pathway is fraught with implicit 
curricular expectations, some of which are further 
accompanied by implicit bias in observers and 
assessors. The more that these implicit details can 
be revealed, the clearer the path for the struggling 
learner, which will maximize the chance of success

3.  Communicating high standards [66]: Again, this 
approach may seem counterintuitive, yet faculty can 
overcome their concerns and develop their own high 
standards for remediating learners across differences 
using deep empathic honesty, bravely offering the 
support required to change the educational trajectory 
for struggling learners, and taking heart in 
recognizing psychological defenses or projections 
when they arise. “Mary, I have high standards for 
you and all the learners I work with. You have told 
me that you want to perform at a high level. I am 
committed to helping you get there.”

4.  Acknowledgment that bias exists in your 
organization, often expressed through 
microaggressions. Begin the coaching relationship 
with “I wish that bias didn’t happen here. I’m 
asking your permission to check in with you about 
expressions of bias witnessed or that target you. No 
one should be alone with those experiences and 
experiences of bias interfere with performance.” 
When witnessing or presented with descriptions of 
microaggressions, proactively intervening or at the 
very least, debriefing the experience afterwards, 
represent necessary steps to preserve and deepen 
trust [18, 54, 55]

(continued)
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Table 3.3 (continued)

5.  Recognition when stereotype threat goes both 
ways. Stereotype threat becomes most salient 
when the subject cares about the outcome [66]. For 
coaches and leaders who have made a commitment 
to the success of all minoritized learners, finding 
themselves in a position to guide or pronounce 
judgments on struggling URHP learners 
compounds the stereotype threat of the coach/
leader. Similar to how we approach learners: 
self-affirmation, structure, and high standards will 
help reduce the stereotype threat that may weigh 
on a faculty member

Table 3.4 Sample questions to ask about learners’ com-
peting demands

“I wish that I didn’t have to ask, but I will ask because 
I’m dedicated to your success. Do you feel that you’ve 
been treated differently? I have time to hear your 
thoughts”
“What other important demands on your time are you 
managing?”
”How is your living arrangement affecting your 
academic work?”
“Financial strains are common amongst health 
professions trainees. Do you have financial stressors 
you feel comfortable discussing with me?”
“What do you feel comfortable telling me about the 
mission you have to make this program better for 
others?”
“I wonder if you feel alone in that work”
“How much thought have you given to the 
implementation of your mission that might compete 
with the standards of the program?”
”What would support from our institution look like?”

 The Minority Taxes

Because minoritized patients appear to gravitate 
toward URHP providers, educators must not only 
acknowledge but also encourage the connections 
that Mary develops, as well as solve the complex-
variable equation to support her clinical training. 
If supervisors note Mary’s strengths and then 
assign all patients of color on the service to Mary, 
this tokenism can exact an even greater “minority 
tax” on her time, energy, and emotional resources 
of URHP learners and faculty [20]. Institutions 
often underrecognize and undervalue these 
activities.

In addition, due to structural racism, URHP 
trainees are more likely to have personal experi-
ence with poverty, housing and food insecurity, 
and the criminal justice system compared with 
their majority counterparts; they may be very 
reluctant to share this information with people 

whom they do not yet trust [27]. Black medical 
students in the US also consistently carry more 
debt than Hispanic, Asian, and White peers [70]; 
those from underrepresented backgrounds, espe-
cially women, are more likely to have significant 
elder- care responsibilities [59].

Holding more than one marginalized identity 
magnifies both the complexities of navigating 
academic culture and the sense of isolation when 
a critical mass of individuals with similar inter-
secting identities is lacking. Mentors need to 
develop their own skills to be able to comfortably 
and knowledgeably ask about, explore, and 
empathize with a mentee’s complex lived experi-
ences. It is a tricky balance, though: eschewing 
reflexive avoidance, dismissal, minimization, or 
overidentification with their mentee’s perspec-
tives takes significant effort.

Recommendations: By making explicit what 
is otherwise covert, educators can specifically 
recognize the added value of racial concordance 
that URHP learners bring to minoritized patients, 
inquire directly about competing demands 
(Table  3.4), and acknowledge the presence and 
work toward the reduction of structural oppres-
sion (see next section).

On the clinical service, Mary spends extra 
time working with Black patients to coun-
sel them in the morning. These patients are 
deeply grateful, saying that they trust her 
much more than other providers. Even 
though Mary tries to arrive earlier and 
earlier to complete her work before rounds, 
because of her commitment to her patients, 
she often arrives late to rounds and can 
appear clinically unprepared.
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 Remediating Curricula and Systems

Naturally, many of the influences addressed above 
have origins in societal systems of oppression. 
Implicit bias, stereotype threat, and internalized 
oppression are not isolated from history, geopoli-
tics, and other cultural forces. We have already 
discussed the perpetuation of implicit bias through 
cultural messaging, the awareness gap and reti-
cence of faculty and supervisors to explicitly 
acknowledge their advantaged status(es) to URHP 
learners, the ongoing bias that drives stereotype 
threat and microaggressions and expressions of 
bias, and the minority tax that exaggerates social 
pressures on URHP trainees. These forces also 
deserve interventions at the systemic level.

Implicit bias: Institutional leaders and remedia-
tion coaches making decisions about Mary’s prog-
ress may view her through the lenses of their own 
implicit biases. A programmatic approach to reme-
diation can hold these numerous implicit biases in 
check. A cultural humility approach, however, also 
requires that we constantly review institutional per-
spectives for stubbornly opaque implicit bias [71]. 
Course content and assessment processes should 
be regularly reassessed for ingrained implicit bias. 
If a disproportionate number of minoritized learn-
ers underperform in a particular setting, systemic 
factors must be considered and mitigated. 
Institutional practices can also increase belonging 
and thereby prevent challenges in the learning cli-
mate that unduly affect minoritized learners. 
Examples include longitudinal faculty develop-
ment with an equity focus, instituting and/or 
strengthening programs that integrate developing 
professional identities with underrepresented social 
identities: orientations to schools that emphasize 
inclusion, and affinity groups and/or leadership 
programs for URHP students [22, 72].

Just and equitable faculty representation and 
faculty development are also essential in creating 
a climate of equity. No matter how progressive 
institutional conversations are regarding equity, 
representation of URHP faculty and other leaders 
is vitally important. For example, the continued 
underrepresentation of Black, Latinx, and 
Indigenous RN students and faculty [73] sends a 
clear message to minority students and faculty 

that structural barriers persist. Furthermore, 
merely plugging the leaky pipeline by prioritiz-
ing recruitment of URHP faculty alone is insuf-
ficient—institutions must also invest in minority 
tax-free support success for those faculty.

Location of self: Mentors tasked with giving 
modifying feedback often struggle with finding 
the right words when working with all students; 
perhaps especially when the learner identifies as 
a member of a marginalized group [74]. Though 
many acknowledge the existence of institutional 
biases, most faculty members also lack confi-
dence in navigating conversations about racism, 
sexism, ableism, or anti-LGBTQ+ oppression in 
health professions education. A longitudinal 
narrative- based curriculum for faculty may 
increase comfort in discussions about race [75].

Stereotype threat and microaggressions: 
Counter-stereotypical examples should be empha-
sized in clinical vignettes and/or simulation exer-
cises to provide students opportunities to recognize, 
practice, and habituate into anti- oppressive attitudes 
and behaviors. In addition, faculty need and deserve 
system-based interventions that address remedia-
tors’ lack of confidence and anxiety about hosting 
crucial conversations. Institutions must spend time 
and resources to acknowledge and address the ste-
reotype threat that affects faculty remediators and 
undermines performance, whether in the form of 
peer mentoring groups or formal trainings with 
experts in anti-oppression pedagogy.

Institutions should explicitly survey learners 
about their perceptions of racial climate, gender 
equity, and the presence or absence of faculty 
role models who share learners’ identities. 
Learners, who are the experts on their own expe-
riences in educational and healthcare systems, 
should be consulted often. Remediation faculty 
should consult campus surveys and equal 
employment opportunity complaints about sys-
temic inequity to boost their knowledge of sys-
tem strengths and weaknesses and inform their 
advocacy for mentees. In addition, institutional 
policies and rules must explicitly prohibit patients 
from discriminating against trainees, and these 
policies must be upheld and reinforced [76].

The minority taxes: The minority tax advan-
tages faculty members from historically privi-

3 Diversity, Inclusion, and Remediation: Excellence Requires Equity



36

leged positions, while holding minoritized 
mentors responsible for building relationships 
with learners who are disadvantaged because of 
notoriously challenging issues such as implicit 
bias, racial trauma, and stereotype threat. 
Institutions must first analyze patterns and then 
address situations where majority-identified fac-
ulty are “off the hook” when addressing the chal-
lenges of students who are members of 
historically marginalized groups. Institutions 
can ensure that “majoritized” coaches develop 
awareness of the needs and challenges of learn-
ers who identify with marginalized identities 
[77], while faculty from URHP backgrounds 
should be explicitly valued for advocacy and 
remediation they can bring to race-concordant 
relationships.

 Remediation in the Twenty-First 
Century and Beyond

The Black Lives Matter and #metoo movements 
have catalyzed the publication of many articles 
on intrapersonal, interpersonal, and institutional 
forms of oppression, including racism and sex-
ism, that affect patients, families, learners, and 
colleagues [78, 79]. Health professions faculty 
can and should avail themselves of the founda-
tional knowledge about best practices in anti- 
oppression and culturally-sensitive pedagogy, 
supervision, and mentoring [73].

In this chapter, we have highlighted a case of a 
Black woman struggling to succeed. The issues 
of diversity in remediation clearly apply to a wide 
population of learners who hold marginalized 
identities and behaviors that may single them out 
for implicit bias on detection and reinforcement 
(for one of many possible examples: see Chap. 12 
for neurodiverse learners).

The many recommendations included in this 
chapter range widely and may be time- 
consuming. We must act as humble exemplars, 
teachers, and allies to others. Ultimately, there 
are many knowledge gaps in this area of remedia-
tion work crying out for research and quality 
improvement. We will only be able to ultimately 
succeed if a critical mass of health educators, stu-
dents, and patients (yes, everyone) recognizes 

these dynamics and makes tangible moves toward 
a culture of equity.
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4The Metacognitive Competency: 
Becoming a Master Adaptive 
Learner

Neva Howard and Martin Pusic

 Introduction

All learners engage in cycles of learning; how-
ever, these cycles are generally reactive to the 
activities presented and are unplanned. Our expe-
riences with learners who struggle demonstrate 
that surfacing, examining, and strengthening 
their frameworks for learning lead to long-lasting 
improvement in learning performance. For 
instance, before entering medical school, perhaps 
Wyatt had not been challenged enough to need 
these higher-order learning processes. Although 
he easily adjusted to the requirements of under-
graduate education, he was unaware of how to 
use a more generalized learning process to adapt 
to all environments.

The Master Adaptive Learner (MAL) frame-
work [1] integrates multiple underlying theories, 
such as learning curve theory [2], theory of 
expertise [3], theory of adaptive expertise [4], 
dual cognition theory [5, 6], mindset [7], and 
self-regulation theory [8], among others, to pro-
vide learners and educators with a shared view of 
the metacognitive and adaptive processes needed 
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Wyatt (he/him) had been an extremely suc-
cessful undergraduate student with well- 
honed study and memorization skills. He 
focused his considerable intelligence on 
closely following the directions of profes-
sors and excelling on prescriptive assign-
ments, with a major motivation to impress 
his teachers. But when he entered medical 
school, faced with the high volume of infor-
mation, those strategies no longer worked, 
and he performed poorly on an exam for 
the first time in his life. His confidence fell. 
Unable to conceptualize why this hap-
pened, he did not take advantage of faculty 
or peer-led tutoring or seek other support. 
He worked harder but without altering his 

study strategies. He continued to fail and 
was required to enter a formal remediation 
process where he confronted the need to 
understand how he learns, how to adapt his 
learning to new situations, and how to 
reframe failure as part of an iterative 
improvement process.
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to learn in health professions. The framework is 
similar to improvement frameworks, such as the 
PDSA cycle of quality improvement [9], Kolb’s 
learning cycle rooted in constructivism [10], and 
the scientific method. The MAL Framework goes 
beyond these models by also considering the 
learning environment, the intrinsic qualities of 
learners, and the interaction of the learner with 
the broader organization [1].

MAL challenges learners to be aware of what 
learning strategies are needed for adaptation. 
Metacognition, defined in many ways, is collo-
quially referred to as “learning to learn” or 
“higher-order thinking skills.” Practicing meta-
cognition allows for control of one’s own cogni-
tive processes: not simply asking “how am I 
learning this?” but more specifically asking, “am 
I learning what I need to help the next patient?” 
[11]. This is great news for learners who struggle, 
as the framework helps identify specific areas of 
struggle and therefore guides remediation strate-
gies [12].

In this chapter, we will describe the MAL 
framework and demonstrate how it can transform 
how all health professions trainees learn, guiding 
consistent improvement through coaching 
towards expertise, adaptability, and innovation. 
We will also explore the relationship between 
metacognition and the critical drivers of MAL: 
curiosity, motivation, mindset, and resilience.

 The Master Adaptive Learner 
Framework

The MAL framework promotes a meta-cogni-
tive, intentional perspective for health profes-
sions learning, including normalizing 
productive failure as an important strategy [13]. 
Figure  4.1 shows the MAL cycle as dynamic 
gears, including the planning phase, the learn-
ing phase, the assessment phase, and the adjust-
ment phase [1]. MAL also considers the 
learning environment and the need for a coach 
to monitor the cycle. A coach is depicted meta-
phorically as a rheostat monitoring the learner’s 
“batteries” of resilience, motivation, mindset, 
and curiosity.

The MAL framework explains how trainees 
and clinicians at all levels can improve or learn so 
that they can apply that learning to similar future 
situations. In a process known as preparation for 
future learning, a learner, ideally with the aid of 
an educator/coach, must invest time into learning 
the components of the framework. This means 
that in the early stages, the learner is productively 
double-tasked—learning the subject matter AND 
learning to learn. Thus, the going is initially 
slower than it might be otherwise; however, the 
learning-to-learn skills (metacognition, adapt-
ability, approach to uncertainty) become ever 
more applicable moving forward, making subse-
quent learning easier and more effective [14].

 The Planning Phase: Preparation 
for Future Learning

The usual entry point for the MAL process is the 
planning phase (Fig. 4.1), where a learner recog-
nizes a gap in performance or knowledge and 
then determines the activities and resources they 
will use to close the gap. Common problems with 
the planning process can involve either an inabil-
ity to recognize gaps or failure to create a credi-
ble plan using appropriate resources.

Recognizing gaps is complicated by weak 
self-assessment capacity. The literature shows 
that those with low ability are poor at self- 
assessment and tend to overestimate themselves. 
This cognitive bias (the “Dunning-Kruger 
effect”) can necessitate reliance on external 
assessment at the beginning of the learning curve, 
often best mediated by a coach. With coached 
practice and improved self-assessment skills, our 
ability to recognize what we don’t know can 
improve.

However, even with appropriate assessment 
abilities, planning can fail due to the inability to 
mobilize appropriate resources or methods. A 
learner may need a coach to help them engage in 
deliberate practice to push themselves to deeply 
understand a particular concept. Learners like 
Wyatt may previously never have broken down 
concepts into their component parts, deciding 
instead merely to re-read the material and memo-
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Fig. 4.1 The Master Adaptive Learning cycle is depicted 
as a set of four dependent gears, monitored by the coach at 
the bottom who moderates the driving batteries of curios-

ity, motivation, resilience, and mindset. All these pro-
cesses occur within the learning environment. Used with 
permission [1]
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rize superficial, easily-forgotten features or facts 
[15]. An effective coach can also conserve a 
learner’s time. A novice such as Wyatt may need 
his coach to demonstrate evidence-based prac-
tices such as chunking the material and breaking 
down tasks [15]. Many trainees are unaware of 
the power of habits and how to harness their use 
for very successful learning [16].

In addition, many trainees fail to plan for the 
non-linearity of learning. The learning curve is a 
representation of the generally non-linear nature 
of progress or achievement over time. Consider 
Fig. 4.2, demonstrating the prototypical learning 
curve. At the beginning of a learning curve, on 
the left side, little progress in performance 
(y-axis) is seen initially. This is because the 
learner must become oriented to the task, spend 
time identifying resources, and learn how to best 
learn this subject matter.

Educators can work with all learners to foster a 
habit of adaptive expertise in early phases of 

learning [17]. For example, starting academic 
courses with authentic clinical problems and 
actively supporting reflective practice (sometimes 
with individual coaching) helps learners develop a 
tolerance for productive failure and uncertainty in 
clinical practice. Given that the health professions 
value supporting learner autonomy through grad-
uated decreases, or fading in supervision, we must 
work hard to instill in our learners the self-coach-
ing habits early in training.

The benefits of early investment in adaptive 
expertise development are hidden in the initial 
latent stages of the learning curve. However, this 
may be where remediation or coaching can have 
its greatest longer-term benefit. Early interven-
tions have the potential to set the learner up for 
downstream learning success. In Table  4.1, we 
outline how a meta-cognitive approach can 
improve the conditions of learning all along the 
learning curve. We touch on these points in sub-
sequent sections.
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Fig. 4.2 Prototypical Learning Curve. A prototypical learning curve demonstrating how learning effort is related to 
learning outcomes. The implications of the successive phases are described in Table 4.1 and the accompanying text
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Table 4.1 Opportunities for metacognitive intervention by phase of learning curve

Learning curve 
phase Potential difficulties Meta-cognitive question Coaching/remediation
Latent phase Inefficient orientation to the 

learning task
How can I quickly orient to 
a new learning situation?

Limit trial-and-error learning unless 
it is a productive struggle designed 
to promote future learning

Suboptimal resources identified What is an optimal 
resource?

Identify the best resources and why 
they are considered as such; critical 
appraisal.

Lack of meta-cognition How should I learn to 
learn?

Outline the learning path ahead, 
using the learning curve framework 
as organizing metaphor

Inability to structure learning 
in terms of time or conditions

How do I best ration/
prioritize my time?

Move from reactive to proactive 
time-planning

Early rapid 
learning

Intoxication by superficial 
approaches to learning

When should learning be 
rapid? When should it be 
desirably difficult?

Guide learning decisions based on 
longer-term retention rather than 
immediate gains

Learning overly oriented to 
routinization

Is my goal routinized or 
adaptive expertise?

Create conditions for adaptive 
expertise including emphasis on 
deeper mechanisms, experience 
with variability, and productive 
failure

Overconfidence (Dunning- 
Kruger effect)

How can I reliably assess 
my performance?

Calibrate the learner’s insight into 
their performance with external 
measures

Inflection 
point—
learning slows

Misinterpretation of slowing as 
achieving competency or 
mastery

I am not learning as 
quickly as I did before—
how do I know when I’m 
done learning?

Explore what is meant by mastery 
in this domain, and across domains

Asymptotic 
learning

Misinterpretation of slowing of 
learning as a plateau where no 
further learning is occurring

What does expert learning 
look like?

Expert learning is slow, uncertain, 
and effortful. These features are to 
be celebrated, not avoided

Fatalism as to the conditions of 
learning

How can I create the 
optimal conditions for 
expert learning?

Explain limits of Continuing 
Medical Education (CME) model; 
celebrate motivation, teamwork, 
curiosity, mindset, and resilience in 
learning

 The Learning Phase: Aiming 
for Adaptive Expertise

There is explicit research evidence for how a 
learner should achieve their maximum potential 
[15]. Unfortunately, many learners inadvertently 
plan for the “illusion of knowing” with a prefer-
ence for superficial and passive approaches: for 
example, reading, highlighting, and watching 
videos, without deeper reflection, to “efficiently” 
cover material. Furthermore, the ability to recog-
nize more adaptive behaviors in oneself and 
know when to strategically apply them requires 
significant self-regulation and metacognition.

The core MAL concept for the learning phase 
is that a learner must become expert in their own 
learning by becoming familiar with the relevant 
core educational principles. Here we will high-
light several of these—growth mindset, self- 
regulation, adaptive expertise—that are especially 
important to Master Adaptive Learning and how 
it is different from business as usual.

The metacognitive habit of leaning applied to 
challenging problems—rather than towards eas-
ier problems that display one’s prowess—is a 
learned skill, characterized as the “growth mind-
set” [7]. Those who learn quickly without experi-
encing failure are generally worse off, as they do 
not develop the skill of rectifying failure [18]. In 
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its cyclic nature, the MAL model proposes that, 
independent of intelligence and “so-called” talent 
[19], everyone needs an individualized approach 
for understanding their own learning.

Fundamentally, the difference between a nov-
ice and an expert is the degree to which the indi-
vidual has developed self-regulatory behaviors 
that enable regular improvement. Self-regulation 
comprises a cyclical process reliant on self- 
efficacy, goal setting with self-observation, self- 
judgment, and self-reaction [8]. The process goes 
far beyond monitoring one’s own tasks and into 
thoughts surrounding motivation and emotion 
[20]. While learners clearly must commit to self- 
regulation, teachers can also have a significant 
effect on their learners’ self-regulation. Even 
career teachers may have difficulty conveying 
self-regulatory processes [21], suggesting that 
most teachers would benefit from professional 
development in modeling and coaching self- 
regulation [22]. Research has demonstrated that 
professional teachers can be taught these skills 
[23], with a large effect size both at the  elementary 
level [24] and the collegiate level [25]. Whether 

learner-initiated or facilitated by teachers, posi-
tive self-regulatory behaviors promote adaptation 
to different learning events and avoid maladap-
tive responses such as ruminating, focus on 
extrinsic motivators, and vacillating between dif-
ferent strategies [8].

Critical to becoming a MAL is the concept of 
adaptive expertise. In contrast to routine exper-
tise [26], where extreme precision and efficiency 
are championed, adaptive expertise facilitates 
solving problems in novel ways, an inherently 
inefficient process [27]. This is not a dichoto-
mous relationship: both routine expertise (effi-
cient) and innovation (inefficient, tailored) are 
needed for the true adaptive expert (see Fig. 4.3). 
For example, a surgeon needs routine expertise to 
perform an uneventful procedure, but innovation 
to save a patient’s life when a situation she has 
never seen before arises [28]. Thus, adaptive 
expertise is defined as a balance between innova-
tion and efficiency, and knowing how to optimize 
the balance [14, 29]. To achieve this balance, the 
emphasis must shift from recognizing familiar 
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Fig. 4.3 Balancing efficiency in learning with the slow, 
deliberate learning for innovation necessary for all health 
professionals. This constant tension, induced by the health 
care environment’s need for precision overlapping its 
need for constant problem solving, puts learners and 

experts in a state of always learning for adaptability. 
Research suggests that this requires very deliberate and 
time-intensive work by both the learner and coach [30]. 
Used with permission from [14]
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situations in the current environment to adapting 
to the constantly changing environment.

There are two general approaches that a coach 
can take to guide a learner along the path of adap-
tive expertise: choosing problems that induce 
adaptive expertise and reinforcing adaptive 
approaches. Importantly, problems must include 
real-life ambiguity, allowing the learner to build 
not only an approach to the specific case under 
consideration, but also an approach to ambiguity. 
It is difficult to develop adaptive expertise based 
on a diet of clear-cut routinized cases. Case and 
practice variation have the beneficial effect of 
demonstrating the boundaries of adaptability. In 
approaching cases, highlighting deep underlying 
mechanisms is preferential to superficial recipes 
[29]. The coach can encourage the learner to 
voice their thought processes, thereby allowing 
them to clarify the learner’s approach to a new 
problem. If the learner grasps at old scenarios to 
apply to the new, they must be consistently 

coached longitudinally to become aware of and 
then eventually change this habit [14].

In Table 4.2, we compare “traditional learning 
models” with the adaptive expertise model and 
apply it to Wyatt’s case [1].

We emphasize that this method moves learn-
ers from their more comfortable “zone of proxi-
mal development” [31] towards a more 
individualized curriculum with authentic settings 
and increased support. With the full support of a 
longitudinal coach and an environment where it 
is both psychologically and physically safe to 
fail, learners can take on much larger challenges 
than would be predicted in an unsupportive envi-
ronment. This is different from traditional 
instruction for learning content (e.g., how to per-
form a lumbar puncture) and requires comple-
mentary coaching to support the development of 
self-regulated learning (e.g., how to adapt lumbar 
puncture skills in a patient with variant anatomy). 
As we are all consistently novices in some aspects 

Table 4.2 Comparison of parameters of the traditional learning model and the adaptive expert. We have included ways 
that Wyatt could have been trained for adaptive expertise and avoided the harsh difference between his experiences in 
his undergraduate and medical school experiences

Parameter
Traditional learning 
model Adaptive expertise Improvements for Wyatt in the MAL framework

Emphasis Learn well-known 
prototypes (illness 
scripts) efficiently

Develop expertise that can 
match any situation

Wyatt experiences authentic clinical cases from 
day 1 of medical school, allowing him to learn 
how standardized illness scripts are applied in 
real clinical environments

Unit of 
adaptation

Adapt environment 
to learner

Adapt learner to the 
environment

Wyatt needs to move away from the safety of 
lectures and periodic multiple-choice exams. 
Ambiguous problems coupled with substantial 
metacognitive scaffolding would better prepare 
him for real clinical problems. This not only 
benefits struggling learners like Wyatt but trains 
every novice learner towards adaptive expertise

Scaffolding Keep learner in zone 
of proximal 
development [31]

Encourage learner to step 
out of comfort zone by 
emphasizing authentic 
complex challenges

Learners need to have support not only for the 
content to be learned, but also for learning how 
to learn in difficult, uncertain contexts

Progression Progressively 
withdraw learning 
scaffolds or supports

Progressively add adaptive 
behaviors

As time goes on, Wyatt can tolerate more 
uncertainty and more willingly adapt—but he 
needs to be challenged with increasing levels of 
ambiguity, likely with continuous, supportive 
coaching

Endpoint Fully withdraw 
scaffolds

None; continue long-term 
coaching for asymptotic 
improvement

Wyatt assumes the identity of the Master 
Adaptive Learner: always striving to improve 
and learning to learn from the uncertainty 
inherent in clinical practice
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of our work as adaptive experts, the goal is to pro-
vide the support necessary to balance efficiency 
and adaptive behaviors to keep us in an “adapt-
ability corridor” at all times [27, 32]. As we move 
towards self-directed learning and adaptive 
expertise, probably the single most important 
way to support the MAL cycle is to develop hab-
its of self-assessment and feedback-seeking.

 The Assessment Phase: Feedback 
Fuels the Self-Regulated Learner

The third phase of the MAL cycle is the assess-
ment phase, wherein the learner candidly deter-
mines the success of their learning, asking three 
essential questions: “Have the goals I laid out 
been achieved?” “If I failed, can I learn from it?” 
“What information do I need to make this 
determination?”

Self-assessment can be painful, requiring 
relinquishing ego and perfectionism [33, 34]. 
Reframing this pain into metacognitive discipline 
may result in more productive habits and can 
transform one’s identity [35, 36]. Seeking 
 feedback is a habit that can be practiced [37]. 
Coaches and teachers can promote this habit in 
several concrete ways, including fostering a sup-
portive environment that supports and celebrates 
learning from failure. With ample cognitive and 
emotional support, individuals can begin to see 
any failure as happening for them rather than to 
them [18]. In the face of failure, many learners 
have negative maladaptive thoughts, may become 
defensive and anxious, and may avoid feedback. 
By routinely and actively eliciting, empathizing 
with, and discussing learners’ thoughts and feel-
ings after failure, it may be possible to inculcate 
a productive habit of learning from failure, 
thereby fostering an individual’s highest poten-
tial [38].

Teaching learners to seek feedback requires an 
environment infused with frequent data-rich 
assessments [39]. Professions are slowly shifting 
away from infrequent high-stakes summative 
assessments—mostly multiple-choice exams—
towards more frequent but lower-stakes, multi-
method assessments [40–42] that are timely and 

constructed to help learners formulate future 
learning goals [4]. We recommend collecting 
multisource assessments in a portfolio [43] that is 
regularly and formatively reviewed with a coach 
who ensures that trainees reflect on their meta-
cognition skills.

In our work with learners who struggle, edu-
cators must strive to model openness and non- 
defensive receipt of feedback. This requires 
admitting our own mistakes, acknowledging fal-
libility, and recognizing that we work in a fully 
interdependent environment. Demonstration of 
humility and introspection is associated with 
being a learner-centered educator [44]. These 
characteristics are also crucial to developing 
teamwork and quality improvement in the clini-
cal realm and preventing medical errors [45]. 
Hosting effective feedback conversations takes 
training, time, and skill to execute because it is 
highly dependent on culture and context [46] (see 
Chap. 6).

 The Adjustment Phase: Learning by 
Individuals as a Driver 
for Organizational Change

The first three phases of the MAL model, Planning, 
Learning, and Assessing, align with the precepts 
of Self-Regulated Learning, emphasizing individ-
ual improvement. The fourth adjustment phase 
considers how the individual intersects with the 

Using the MAL framework, we re- examined 
how Wyatt planned his learning, helping 
him to prioritize patient care rather than the 
next examination. As he engages in learn-
ing, we stressed the positive aspects of 
struggle in terms of depth and retention of 
learning. In assessing his learning, we noted 
development of the active habits of feed-
back-seeking and reflection. As Wyatt expe-
rienced more consistent success using these 
new approaches, he gradually rebuilt his 
confidence and began to inhabit his emerg-
ing medical professional identity formation.
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broader organization of people and resources 
around them [47]. The adjustment phase espe-
cially applies to learning by practicing clinicians, 
who can change the clinical microsystem around 
them and, by extension, influence the larger orga-
nization. But the adjustment phase also applies to 
the novice learner, highlighting the larger context 
of their individual learning. In fact, several organi-
zational learning models (e.g., Senge’s Five 
Disciplines [48]; Deliberately Developmental 
Organizations [49]) describe the expected mutual 
learning between the individual and the organiza-
tion. Similarly, Rogers’ Theory of Innovation 
Diffusion can be used to describe the variable cap-
ture of the hearts and minds of a population of 
learners—some being “early adopters,” others as 
“laggards”—such that overall, an organization 
learns as its people do (Fig. 4.4). Remediation has 
its role to play in this process, not just in bringing 
“laggards” up to speed but also identifying and 
discussing critical issues raised in seemingly idio-
syncratic stories to effect beneficial change for all.

All clinicians must find a balance between 
innovation and efficiency in their learning. 
Novices deserve support as they adjust to the 
clinical microsystem using new (to them), seem-
ingly laborious, collaborative learning especially 
when compared to the highly efficient indepen-
dent test-taking skills that may have dominated 
their prior experience with learning. The effec-
tive MAL appreciates their role in the larger 
learning trends that affect them [14]. This pro-
cess of innovation becoming routine has been an 
underacknowledged, tacit aspect of clinical 
learning. In recent years, there is growing recog-
nition that explicit consideration of the interac-
tion of individuals with the larger system or 
organization can be beneficial for both. Whether 
labeled the “learning environment” [51], “clini-
cal microsystem” [52], or health system science 
[53], all are applied manifestations of this adjust-
ment phase between the individual and a larger 
structure.

Fig. 4.4 The Rogers Innovation Curve approximates the 
first derivative of the learning curve suggesting that as a 
new technology or idea is taken up by a community, indi-
viduals vary in their propensity to adjust to their practice 
to the new method in a fashion that is approximately nor-
mally distributed (black curve). This adoption/adjustment 

process is a key driver of organizational learning (blue 
curve) [50]. In the Adjustment Phase of Master Adaptive 
Learning, the individual’s relationship to larger learning 
trends is explicitly considered, to the benefit of both the 
individual and the organization. Taken with permission 
from [47]
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 Drivers of Metacognition and MAL: 
Curiosity, Motivation, Mindset, 
and Resilience

Focus on the critical drivers of metacognition and 
MAL—curiosity, intrinsic motivation, mindset, 
and resilience (depicted as batteries in Fig. 4.1)—
can help learners perform better by strengthening 
metacognition and/or mitigating external factors. 
Because emotion drives  self- regulation [20], 
external life stressors, structural racism, and 
threats to core identity can imperil our learners’ 
success and the ability to engage in the MAL 
model (see Chap. 3). Stressors can also amplify 
feelings such as impostor syndrome and anxiety, 
common to many trainees. Derek’s powerful 
“real-world” experience unfortunately did not 
prepare him emotionally or academically for the 
different challenges of medical school. The highly 
structured curriculum suppressed his innate curi-
osity and motivation. When he entered the more 
authentic practice of clerkships, depression over-
came his resilience in the face of difficulty.

For learners who have fallen off the usual 
learning curve, the four MAL drivers move front 
and center. Unless those batteries are fueled, 
remediation attempts using the metacognitive 

lens necessary for the MAL process can fall flat. 
The coach (depicted as the rheostat, Fig.  4.1) 
must tune up their involvement in diagnosing 
these problems [54]. The MAL model suggests 
what a coach should pursue if learners disengage 
from the overall process. In remediation, Derek 
presented as a disinterested, minimally engaged 
medical student. However, a mentor recognized 
his potential and coached him (along with an 
appropriate referral for mental health support) to 
re-engage with the MAL process.

Curiosity drives the learner to notice a gap in 
understanding as an opportunity and, like the 
other MAL drivers, is considered both inherent 
and context-specific [39]. For Derek, the cogni-
tive dissonance of fitting his identity into the 
medical world resulted in a maladaptive response 
to his learning environment. Reviving his curios-
ity required a multifaceted approach. Research 
demonstrates that curiosity is critical to the 
problem- solving process and necessary for empa-
thy and humane practice in medicine [39]. Most 
medical curricula strive for efficiency and the 
necessity of a correct answer, which are known to 
diminish curiosity [55, 56]. Fortunately, many 
schools are moving towards problem-based and 
team-based learning, which promotes personal 
involvement and curiosity through exploring 
open-ended problems [57]. Furthermore, Derek 
was not finding the relevance he craved in medi-
cine, dampening his curiosity. However, the cog-
nitive dissonance he experienced in relating his 
identity as a resilient problem-solver to his medi-
cal studies offered a clue to a potentially success-
ful remediation.

As the second driver of the MAL model, moti-
vation fuels the impetus to initiate learning, set 
goals, and persevere to success, particularly in 
academic realms [58]. As the creative originator 
of a successful business Derek felt deep self- 
efficacy and autonomy, two important facets of 
intrinsic motivation [59], before medical school. 
He struggled with the extrinsic motivator of per-
formance on multiple-choice exams. With coach-
ing, he learned to rely more heavily on 
small-group work, where he excelled. He showed 
an advanced ability to tolerate the ambiguity of 
higher-level problem-solving, acquired in the 

During medical school, Derek (he/him) 
spent much of his free time volunteering at 
a local free clinic. Prior to medical school, 
he had founded a very successful non-profit 
company that served low-income citizens. 
His compelling charisma and ability to 
tackle real-life problems, along with high 
incoming test scores and undergraduate 
grades, made him a desirable medical 
school candidate. He initially passed his 
medical school knowledge exams but had 
very little interest in the material. Over 
time, his engagement and performance on 
standardized exams started to falter, and 
his engagement during clerkships was low. 
Eventually, he failed a clinical clerkship. 
Derek came to remediation depressed and 
uncertain if he could succeed.
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uncertain realm of creating a successful business. 
This recognition renewed his interest and confi-
dence in medical school. He then started to ana-
lyze his difficulty with multiple-choice exams, 
reframing it as a necessary challenge. Derek’s 
previous experience fostered his implicit self- 
view that he could dig himself out of any hole 
and consistently improve. He fundamentally 
believed that he could work towards improve-
ment, forged in the many small failures he con-
sistently overcame in his previous career. With 
renewed motivation, he grew his belief that he 
could surmount this challenge through learn-
ing—relying on his robust growth mindset, the 
third driver of MAL.

Finally, Derek displayed the essence of resil-
ience (see Chap. 18), the fourth driver of MAL, 
in adapting to his new environment despite sig-
nificant adversity. A combination of coaching, 
small group problem-solving, and reflection 
enhances resilience [60]. Building on Derek’s 
previously demonstrated resilience, these exter-
nal interventions allowed him to recapture his 
identity as a problem solver and re-engage with 
the metacognitive practice of MAL. In fact, the 
very experience of struggle and remediation 
deepened his ability as a MAL, allowing his 
eventual success as a practicing physician.

 Conclusion

Give someone a fish, and you feed them for a day. 
Teach them to fish, and you feed them for a lifetime 
– ascribed to Maimonides

We have described a framework rooted in sequen-
tial evidence-based learning processes governed 
by metacognition. The MAL process recognizes 
the struggle, planning, growth, and adaptation 
that we believe is the root of success not only in 
learning the health professions, but in being a 
health professional [14]. This process is not lim-
ited to “remediation” but rather applies to all 
learning, celebrating the struggle as core to how 
all human learning evolves.

While core knowledge and skills are the bed-
rock of effective clinical practice, we must now 
go further than previously expected and adapt to 

the changing clinical learning environment, 
where traditional learning models are only part of 
the equation. In fact, disparate uncoordinated 
approaches have never worked for the profes-
sional with a growth mindset, who needed to find 
ways to learn despite the formal curriculum. 
Recognizing the benefits of struggle—and learn-
ing how to learn—is a gift to all our learners.
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5The Learner’s Experience 
of Remediation

Lynnea Mills

 Introduction

In recent years, published work on remediation 
has grown significantly [1–5]. Much of this work 
centers around the identification of learners who 
struggle, methods to approach remediation plan-
ning, institutional policies for managing chal-
lenging remediation situations, and other 
“how-to’s” for helping individuals like Dylan. 
There has been relatively little discussion of the 

learners’ experience of remediation. While we 
should continue to study the techniques most 
likely to help Dylan improve his academic per-
formance, we should also seek to appreciate how 
Dylan is affected by his test scores, how moti-
vated he feels to change his approach, how 
invested he is in his future career, and why. 
Understanding the learner’s lived experience of 
the process will greatly improve our ability to 
develop and individualize effective remediation 
interventions.

Being identified as “failing” or “behind” adds 
emotional challenges on top of the already- intense 
process of training to be a clinician. Going through 
a prescribed remediation process places additional 
burdens on learners, including spending time in 
remediation work outside their busy schedules, 
extending their schooling/training, delaying salary 
payments, or paying for courses or skill develop-
ment. In this chapter, we explore what is already 
described in the remediation literature about learn-
ers’ experiences, what we can extrapolate from 
work in other fields or contexts, and how we can 
use this information to move forward with more 
thoughtful and informed approaches.

 What Learners Tell Us

We can summarize the findings of studies that 
describe learners’ perspectives on remediation in 
three broad categories.
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 Learners Prefer Active Remediation 
Approaches

Learners have described mixed feelings about the 
efficacy of remediation interventions. While 
some learners undergo remediation because it is 
required and do not perceive benefit, learners in 
multiple studies found the interventions helpful, 
ranging from improving preparation for clinical 
skills exams [6] to addressing gaps in prior train-
ing [7] and facilitating a transition from passive 
to active learning [8]. Experienced physicians 
reported experiencing significant practice change 
as a result of remediation, such as adjusting 
workload to decrease the risk of error [9]. 
Learners report a preference for small group 
activities and fieldwork [10], as well as simula-
tion activities [11], for professionalism remedia-
tion. While these are early findings, we can 
conclude that learners appreciate active learning 
activities as part of a remediation plan.

 Learners Recognize Skillful 
Remediation Coaches

Learners who recognize a need for growth desire 
a coach, rather than a cheerleader. They highly 
value remediation coaches who are honest and 
skillful facilitators [8], friendly but somewhat 
disciplinarian [12]. While it is likely that there is 
individual variability in what learners prefer, 
these few studies suggest they appreciate open 
and honest relationships with experienced reme-
diation coaches who articulate high standards.

 Learners Desire Attention 
to the Impact of Life Context 
and Emotions on the Remediation 
Process

Learners keenly feel and appreciate when explicit 
attention is placed on how their academic learning 
impacts their personal lives and emotions. In one 
study, learners felt that addressing personal life 
factors, in addition to focusing on specific skills, 
was essential to remediating low performance, and 

they would have preferred more attention to per-
sonal life factors and less focus on building knowl-
edge [13]. Another study described a student who 
spoke of the need to “stop blaming myself and oth-
ers and start blaming the process that I was using,” 
as well as forming a positive identity around being 
“a repeater” [8]. (See below for more discussion of 
emotion, Chap. 4, and Epilogue.)

 What Research Outside 
Remediation Tells Us

Several facets of the learners’ experience are 
likely critical to remediation work.

 Emotion

Emotion plays a significant role in learning. 
While emotion and cognition have historically 
been thought of as separate processes, we now 
understand them as complexly intertwined [14, 
15]. For example, emotion mediates learners’ 
ability to transition into the deeper conceptual 
understanding afforded by “threshold concepts,” 
defined as core concepts that, once grasped, allow 
learners to instantly transform their thinking in a 
domain and enable deeper learning [16]. We also 
know that emotion directly impacts memory and 
cognitive performance during high-stakes work 
tasks; for example, anxiety and stress lead to 
impaired working memory and short-term recall 
but improved memory consolidation [17]. This is 
particularly salient in the health professions, 
where the work routinely involves high 
emotions.

Learners likely experience a range of intense 
emotions, both positive and negative, when faced 
with the need to remediate. Negative emotions 
such as shame [18] and fear [19] may lead to 
defensive reactions when learners are told they 
need remediation. However, anecdotally we 
know that positive emotions (e.g., relief, hope) 
may coexist, facilitating a learner’s willingness to 
engage. In other areas of higher education, stu-
dents who feel more positive emotions about 
learning are more likely to engage deeply with 
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content than students who experience relatively 
more negative emotions [20]. In language learn-
ing, for instance, positive emotions facilitate 
uptake because they enable learners to open 
themselves to new perspectives [21]. Medical 
students, during their regular coursework, dem-
onstrate an association between positive emo-
tions and motivation to engage in learning [22]. 
Taken together, working to amplify positive emo-
tions in remediation may improve learning. More 
research is needed to better understand how emo-
tional reactions impact the outcomes of 
remediation.

 Motivation and Feedback 
Responsiveness

Motivation has been explored extensively in 
health professions education (HPE), though 
infrequently in the remediation context. We do 
know that the source of motivation is important. 
HPE learners who are externally motivated (moti-
vated by grades, desire to impress people, etc.) 
are less likely to do well in the remediation pro-
cess than those who are internally motivated 
(motivated by a sense of altruism, mastery etc.) 
[23]. When learners have specific, personally 
meaningful goals that motivate them to invest 
academic effort, they are more likely to succeed 
when facing stumbling blocks like a disappoint-
ingly low performance [24]. Internal motivation 
and goal orientation also greatly impact learners’ 
ability to receive and incorporate feedback, 
which is essential to remediation (see Chap. 4). 
Multiple studies in other disciplines, including 
management science, have investigated learner 
characteristics that influence feedback receptivity 
and uptake; these include the relationship with 
the feedback-giver, beliefs about the inherent 
value of feedback, self-awareness, and emotional 
regulation [25]. These factors likely also affect 
learners in health professions. A high degree of 
openness to feedback may imply that a learner 
has a growth mindset, which is presumed to be 
important to remediation (Chap. 4). Though 
recent meta-analyses have demonstrated that 
interventions to enhance growth mindset have 

minimal impact on academic achievement [26], 
one key exception is “at-risk” learners (those 
with prior poor performance); in the remediation 
context, having a growth mindset likely enhances 
learners’ ability to engage with the process and 
improve.

 Insight/Accountability

Self-awareness is a key component of the self- 
regulatory process that allows learners to change 
their approaches and grow. Research indicates 
that this self-awareness, frequently referred to as 
“insight” in the remediation literature, is tied to, 
though distinct from, other metacognitive and 
emotional characteristics and processes 
described above. For example, without adequate 
insight into their struggles, even highly moti-
vated learners are unlikely to make learning 
gains. We know that learners are often poor at 
self-assessing [27, 28], and research shows that 
underperforming learners tend to overestimate 
their performance [29]. This may manifest as 
confusion or surprise at objective measures of 
performance and may increase learners’ diffi-
culty in engaging with remediation. Outside of 
remediation, research shows that practicing phy-
sicians who struggle with an array of challenges, 
including medical errors and interpersonal con-
flict, often externalize responsibility for the 
struggle but see junior learners who do the same 
as lacking in insight [30]. Some scholars believe 
that lack of insight makes some learners, or at 
least some challenges, irremediable [31]. For 
professionalism lapses, lack of insight about the 
inappropriateness of the behavior and lack of 
taking responsibility is associated with greater 
rates of future lapses [32]. It is my personal 
experience that remediating learners who lack 
insight or accountability progress slowly.

Many successful remediation approaches 
depend on insight/self-awareness. For instance, 
approaches rooted in self-regulated learning the-
ory, which emphasizes metacognitive processes 
that depend on self-awareness, show promise in 
remediation [33–35]. More work is needed in this 
area.

5 The Learner’s Experience of Remediation
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 Academic Culture

The culture in which learners study or practice 
likely has significant impact on how they think 
and feel about their performance and help- 
seeking. The “summative assessment culture,” in 
which learners perceive an emphasis on 
 summative, rather than formative, assessment, 
creates an avoidance of failure [36]. In this cul-
ture, learners focus on passing assessments rather 
than developing their skills, and this behavior is 
exacerbated by interactions with others in the 
same culture [36]. This may mean learners reject 
information or feel bewildered when confronted 
with evidence of their low performance, height-
ening the emotions with which they approach 
remediation. This assessment culture also often 
shifts medical learners toward external motiva-
tion [24], which, as discussed above, can have 
further ramifications for their engagement and 
success with remediation. Similarly, an institu-
tional “culture of excellence” emphasizes the 
academic strength of the community, making it 
harder for supervisors to give and for learners to 
receive modifying feedback [37], because it may 
seem to threaten the learner’s identity as excel-
lent. These cultural factors can significantly 
influence how learners perceive themselves and 
their expectations; therefore, these cultures likely 
significantly impede the success of growth pro-
cesses like remediation.

 Where Do We Go from Here?

The available evidence provides initial guidance 
for improving remediation by focusing on learn-
ers’ experiences.

 Normalizing/Destigmatizing 
the Process of Receiving Help

All clinical learning settings need to help mem-
bers feel that receiving guidance on their perfor-
mance is acceptable, normal, and even desirable. 
Normalizing the process of working deliberately 
and with assistance on one’s skills would likely 

improve the success of remediation significantly 
[38]. How to destigmatize remediation is a more 
difficult question. Making intensive coaching and 
skill-building available to all learners, regardless 
of skill level, rather than just for those referred 
for remediation is one recommended approach. 
This emphasizes that everyone can improve and 
also decreases the stigma associated with receiv-
ing help. While there are cases in which efforts to 
destigmatize remediation actually worsen out-
comes because learners may not appreciate the 
extent of their challenges [39], this can likely be 
mitigated through honest, data-driven coaching 
on learner skills.

A complementary approach might be to have 
respected role models openly seek help for them-
selves. For example, at my institution, a peer 
observation program helps faculty improve their 
skills while helping residents and students see 
that even their own attendings can welcome feed-
back and coaching. Seeing “high-performing” 
individuals, who they admire, seeking help may 
lower the barriers for all learners to seek and 
receive help.

How we frame and speak about remediation 
matters. Framing our offerings as supportive and 
meant to enhance learners’ existing skills, rather 
than punitive, is likely to increase receptivity and 
engagement [40–43]. Taking this a step further, it 
may be time to stop using the word “remedia-
tion,” which connotes correction of deficiencies 
or other noxious entities (given that, outside of 
education, remediation usually refers to removal 
of environmental toxins). In fact, the well- 
intentioned analogizing of clinical language to 
the learning setting (e.g., “diagnose” the learner) 
unnecessarily pathologizes learners. One pro-
posed approach is to shift toward language com-
mon to athletic coaching situations, in which 
athletes’ performance is described as not meeting 
a standard in relation to a particular event, but the 
athlete is not described globally as “deficient” or 
lacking [41].

An additional key to normalizing the process 
of receiving guidance is to decouple coaching 
from assessment. In many cases, the person or 
group assessing a learner’s competence and 
progress is the same person or group overseeing 
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the learner’s remediation, creating a conflict of 
interest. For coaches and assessors to be com-
pletely separate reduces stress and enables 
learners to feel fully invested in learning and 
improvement, rather than simply jumping 
through an assessment hoop [38]. Even for cli-
nicians post-training, who do not have routine 
workplace-based  assessments, the roles of over-
sight and remediation are often linked. 
Institutional leaders often view remediation as a 
process of both fixing competency issues and 
alternately (or simultaneously) regulating 
behavior and performance for legal or policy 
purposes. This frame-shifting and lack of clear 
role delineation limit us from creating best prac-
tices for remediation [44] and likely also rein-
force the misperception that remediation is 
punitive.

Time-variable education also promises to 
assist in normalizing both the process of help- 
seeking and the obvious but underappreciated 
idea that learners master content at different 
rates. Time-variability replaces the traditional 
time-delimited training period (e.g., 4 years for 
medical school) with a more flexible course that 
allows learners to progress at a rate that is most 
consistent with their skill development and per-
sonal life circumstances [45, 46]. Many institu-
tions in the U.S. allow learners to pause or 
prolong their training in specific circumstances; 
making this option easier to access and treating 
it as a normal variation, rather than an exception 
or accommodation, would destigmatize students 
who take a time-variable approach to HPE. Even 
the way we label our learners can signal our 
expectations: it’s common in the U.S. for stu-
dents, immediately upon entering their training, 
to be cohorted with peers based on their expected 
graduation date (e.g., “Class of 2023”). A men-
tor of mine, who works at a time-variable medi-
cal training institution in the Netherlands, 
shared that, at his medical school, students are 
never described this way and are instead 
cohorted based on where they are in their cur-
rent coursework, meaning students are much 
less likely to feel stigmatized if their trajectory 
varies from that of peers with whom they began 
school.

 Gathering Information About 
Learners’ Experiences

Many remediation programs begin with an intake 
process, wherein either the coach or another pro-
gram representative speaks with the learner to 
understand the challenge and help set goals for 
the remediation work. This meeting may include 
an educational history and would likely further 
benefit from routinely incorporating additional 
questions targeted toward the learner’s emotions 
and internal experiences (see Chap. 6). Answers 
to these questions can help the coach achieve a 
comprehensive sense of the learner’s current state 
and assist both with providing support and tailor-
ing the approach to the needs of the learner.

 Explicitly Incorporating Emotion/
Metacognition into Remediation 
Programs

We should consider how to help learners leverage 
adaptive emotions and mitigate maladaptive ones 
while implementing any remediation coaching 
program. We should be actively working to create 
programs that minimize shame, defensiveness, 
and similar emotions that learners experience 
[47]. We can also think about ways to cultivate 
insight within remediation programs, by asking 
learners to self-assess and then immediately 
afterward receive skilled feedback [48].

 Bringing It All Together

Throughout the remainder of this book, you’ll 
find evidence-based recommendations and prac-
tical guidance for coaching around a variety of 
skills, as well as information to help you think 
broadly about creating and managing remedia-
tion programs. At the center of all this work, of 
course, lies the learner. Further research will shed 
light on how best to incorporate the learner’s per-
spective to improve remediation. Meanwhile, we 
can make explicit efforts to acknowledge and 
address the personal factors that impact learners, 
as well as working to normalize help-seeking 
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behaviors and maximize metacognitive processes 
during remediation.
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6A Stepwise Approach 
to Remediation for the Frontline 
Clinician-Educator

Archana Sridhar, Sara Rumrill, Calvin L. Chou, 
and Abigail Phillips

 Introduction

This chapter seeks to provide clinician-educators 
with a framework for conducting remediation. We 
will first outline the overall process of remediation 
followed by a step-by-step process to intervene 
effectively with a clinical learner who struggles. In 
this chapter, we refer to the person undergoing 
remediation as the “learner” and to the educator 
tasked with remediation as the “coach.” We use the 
term “coach” intentionally to signal that this educa-
tor’s role is to guide learners by deepening their 
awareness and instilling motivation to enhance the 
growth of their knowledge and skills because it is 
their professional responsibility to do so.

We recommend remediating learners in four 
sequential phases, summarized in Box 6.1: iden-
tification of the learner and their struggles; clari-
fication to determine the underlying reasons 
(including academic, nonacademic, individual, 

and curricular) for poor performance; a series of 
interventions to get the learner back on track; and 
assessment, of both the learner and the overall 
remediation process.
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Box 6.1: Phases in the Remediation of the 
Learner Who Struggles

Phase 1: Identification

• Identify the area(s) where the learner 
exhibits inadequate performance

• Acknowledge the learner’s emotions, 
and commit to their success

Phase 2: Clarification

• Assess for systemic causes of sub- 
optimal performance

• Probe for individual factors that affect 
academic or clinical performance

• Gather more information, directly 
observing the learner if at all possible

Phase 3: Intervention

• Collaboratively establish learning goals 
and choose assessment methods

• Incorporate high-value interventions 
during remediation
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Table 6.1 Examples of PEARLS© phrases to help build 
a safe, trusting coaching relationship

Sentiment 
communicated Example phrases
Partnership “Let’s work on this together”
Empathy “I hear how unfair this feels to you”
Apology “I am sorry that you are going 

through this alone”
Respect “It takes a lot of courage to share this 

with me”
Legitimization “Many students in your position 

would feel the same way”
Support “I will do what I can to support you 

in developing your skills”

Phase 4: Assessment

• Assess the learner’s progress
• Document all interventions, conversa-

tions, and progress
• Advocate for systemic change

 Phase 1: Identification

 Identify the Area(s) Where the Learner 
Exhibits Inadequate Performance

Identification of the learner needing support typi-
cally occurs during the course or clinical assess-
ments, whether formal (e.g., performance on 
examinations) or informal (e.g., observation on 
clinical rotations). Because of the complexity of 
clinical encounters, educators may identify a sin-
gle or multiple competency area(s) of struggle. 
Initially, educators may have a vague sense that 
something is off-track or “not quite right” but 
may be unsure of how to proceed [1]. Subsequent 
sections, and Chaps. 7–16, will highlight various 
patterns of learner struggle. Alternatively, course 
or program directors may approach remediation 
coaches for expert guidance after pinpointing the 
domains of struggle.

 Acknowledge the Learner’s Emotions, 
and Commit to Their Success

In the first meeting with a learner who struggles, 
before delving into the business of remediation, we 
strongly recommend that the coach acknowledge 
and validate the learner’s emotions. Learners who 
struggle seldom self-identify learning needs, and 
the need for remediation may come as a surprise [2, 
3]. Understandably, their initial reaction is often-
times negative, with shame predominanting [4].

We suggest that the coach begin by briefly stat-
ing that it is their role to fully support the learner’s 
growth and professional development, and clarify-
ing that (ideally) this role is separate from making 
a high-stakes decision about the learner’s standing 
in the educational program (see Chap. 2). 
The coach can then spend most of the remaining 

time understanding the learner’s emotions and per-
spectives around remediation. Often, learners will 
proactively express their emotions. If learners 
appear more guarded, it can be helpful for coaches 
to name an emotion they notice (“You seem upset 
about our meeting”), or to ask a direct question 
(“Many learners have emotions about undergoing 
a coaching process, and often they are negative 
emotions. How are you feeling, emotionally, about 
our meeting?”). In all cases, the goals are to listen 
much more than talk,  and to avoid jumping into 
offering advice or technical solutions to the learn-
er’s struggles. While creating this space for the 
learner to voice their emotions may take signifi-
cant time and energy, it helps the coach to better 
understand the learner’s perspective, establishes 
trust, and encourages vulnerability and openness 
to feedback (see Chap. 5). Table  6.1 contains 
example phrases, using the PEARLS© framework 
for communication, that can help build a psycho-
logically safe, trusting coaching relationship [5].

The second goal of the initial meeting is to 
work toward  shifting the learner’s perspective 
on remediation from a punitive intervention to a 
supportive, growth-oriented journey. After 
acknowledging the learner’s emotional reactions, 
the coach may then help the learner articulate and 
clarify their core values and strengths on which to 
build. This appreciative approach to coaching 
redirects the focus of the conversation from the 
learner’s failings toward building confidence that 
improvement is likely, thereby  motivating  the 
learner to participate productively in the process 
[6]. Evidence suggests that learners who invest 
themselves in remediation continue to derive ben-
efits beyond the end of the remediation period [7].
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At the conclusion of the initial meeting, we rec-
ommend that the coach outline next steps in the 
process. This includes frequency of meetings, 
responsibilities of the coach, and expectations of 
the learner. The coach should also discuss what 
can and cannot be kept confidential, and what they 
are ultimately obligated to report to those who will 
determine the consequences of the remediation.

Box 6.2 contains an example of an initial conver-
sation between a learner and coach. In this vignette, 
the learner who struggles exhibits reactions com-
monly seen in trainees who are told they require 
remediation: denial, externalization, and defensive-
ness. Although the decision to remediate a learner is 
made after multiple clinical supervisors have raised 
performance concerns, this learner has only heard 
corrective feedback from one, further complicating 
the coach’s task. Through supportive questioning, 
coaches can gradually help learners develop insight. 
Do not expect to accomplish this fully in one meet-
ing: attending to the learner’s emotions will be a 
recurrent theme throughout remediation.

Box 6.2: Example of an Initial Encounter 
Between a Coach and Learner Embarking on 
Remediation

Coach: Good morning, Jake. You have 
been referred to me because your teachers 
report that you are struggling with organi-
zation and patient care skills. My goal is to 
try to help you achieve your own goals. I’d 
like to spend most of this meeting checking 
in with you about how you’re feeling. Then, 
I’d like to end with what you can expect 
from me during this process. How does that 
sound?

Learner: Sure, that’s fine.
Coach: Can I begin by asking you to 

talk about your understanding of why you 
were referred to me?

Learner: Well, I’m not sure I under-
stand fully. My program director told me I 
needed remediation, which I think is pretty 
extreme, and honestly, I disagree. I know 
that my preceptor in clinic mentioned a lot 
of stuff to me that she was unhappy about, 

but I feel that I get along well with other 
attendings, and no one else has said any-
thing to me about how I’m doing.

Coach: I hear how unexpected this news 
is for you.

Learner: Yeah. It also feels unfair and 
subjective.

Coach: I definitely see that you feel the 
process has been unfair. (brief pause) Tell 
me more about your interactions with your 
clinic preceptor.

Learner: Well, one day she sat me down 
after clinic and went through a patient note 
with me. She was pretty harsh and nit-picky 
about what I wrote. I think I get along 
really well with my patients and they like 
me a lot, so I was surprised by the conver-
sation. I’ve felt really on edge when I pre-
cept with her—I think she hates me, or 
she’s going through something personal 
and taking it out on me.

Coach: It sounds like you value your 
ability to establish rapport with your 
patients, and it was hard to hear her criti-
cal feedback.

Learner: Yeah. I mean, I understand 
what she was saying. I didn’t provide a lot 
of differentials. And my note was disorga-
nized. I’ve always had a problem with 
organization. And I’m just not as fast with 
writing notes as everyone else. But I don’t 
think my notes are  so bad that I need 
remediation.

Coach: You seem to have done a lot of 
thinking about this. Can you tell me more 
about what you meant when you said, “I’ve 
always had a problem with organization”?

Learner: Uh, yeah. Things have always 
taken me a little longer. Especially writing 
and focusing.

Coach: I see. How have you overcome 
this in the past?

Learner: It’s never really been an issue 
until now. I think in medical school we only 
had to see one or two patients at a time, but 
now I’m seeing 5 or more patients in a half- 
day of clinic and on the wards. It’s just 
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 Phase 2: Clarification

The next three steps comprise the clarification 
phase of remediation. Multiple  factors can con-
tribute to suboptimal performance, including 
both systems-level considerations and circum-
stances unique to the individual learner. Table 6.2 
summarizes these factors and suggests how a 
coach may elicit this information from a learner 
who struggles.

 Assess for Systemic Causes of Sub- 
optimal Performance

Systems-level factors include implicit race and 
gender bias (see Chap. 3) or outright hostile work 
environments that result in the differential treat-
ment of learners. For example, a training environ-
ment where men are given more opportunities to 
perform procedures compared to women, because 
of a prevailing belief that they are better at these 
types of activities or enjoy them more, may result 
in less procedural competence among women. In 
turn, women may internalize the message that 
they are less competent in procedures compared 
to men and avoid subsequent procedural opportu-
nities, further widening the performance gap. 
Examples of this phenomenon, known as stereo-
type threat, clearly pervade the clinical learning 
environment. Faculty members and program 
leadership should continually monitor and assess 
for factors that contribute to or directly manifest 
as performance differences among learners.

By uncovering systems-level factors contrib-
uting to trainee performance, the remediation 
coach can be a powerful advocate for structural 
improvement in the academic learning environ-
ment. Systems-level contributors require thought-
ful and comprehensive responses by academic 
leadership. Examples of structural improvements 
include curriculum revision, modification of 
assessment methods to eliminate bias, the institu-
tion of widespread faculty development, and/or 
modification of a working environment that is 
unsafe or harmful to learners.

hard to get everything done on time. At the 
end of the day, my mind is buzzing about 
what I forgot to do, I can’t sleep, and I’m 
even less focused the next day because I’m 
so sleep-deprived. I’ve been feeling really 
tired lately, but I figured that was just nor-
mal for residency.

Coach: It sounds like it has been hard 
juggling all of the additional responsibili-
ties on your plate. I am glad you told me 
about this. It takes a lot of courage to admit 
when things are hard. Are you dealing with 
this on your own?

Learner: I guess I haven’t really told 
anyone about it until now. And every resi-
dent is sleep-deprived, so I figured what I 
was going through was normal.

Coach: I want to work with you so that 
you start to feel more successful in your 
work. You’ve already touched on this a bit, 
but what are some strengths that you cur-
rently bring to your work?

Learner: Well, like I said, I care a lot of 
about my patients. I think they see that, and 
I form good relationships with them.

Coach: It sounds like being able to pro-
vide empathic care to your patients is one 
of your core values. Showing empathy and 
building strong relationships with patients 
is an area where many doctors struggle. 
It’s terrific that you already feel adept at 
this skill so early in your training.

Learner: Yes. It’s why I wanted to be a 
doctor.

Coach: It is really important to keep 
this in mind when things get tough. Thank 
you for being open and honest about what 
you’ve been going through—now I have a 
better understanding of where you’re com-
ing from. Jake, let’s work together to make 
sure you become the best doctor you can 
be. I’d like to give you a brief overview of 
what you can expect moving forward, 
okay?
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Table 6.2 Factors affecting clinical performance

 Factor
Examples of performance 
manifestation

Questions the coach may ask to elicit information about these 
factors

Systems-level factors affecting clinical performance
Implicit bias Guardedness, passivity, 

helplessness, cynicism, apathy
“I wish I didn’t have to ask this question and that our 
learning environment was optimized for everyone. Have you 
ever felt like you have been treated differently or unfairly 
based on your gender, race, or other factors that are beyond 
your control?”
“The culture of medicine has a long way to go as far as 
establishing an environment of diversity, equity, and 
inclusion. Faculty, staff, and peers can harbor implicit biases 
with negative effects on learners. Can you think of a situation 
where you were personally affected by implicit bias, 
micro-aggression, or discrimination?

Toxic work 
environment

Individual factors affecting clinical performance
Mental health
Depression Impaired motivation or 

concentration, tardiness, or 
inconsistent performance

“Depression and anxiety are common among physicians and 
medical students. Our jobs are hard. I want to make sure I 
ask: do you think this applies to you?”
“Sometimes people have difficulty with their emotions at 
work based on past experiences with trauma. Is this 
something that resonates with you?”
“I’d like to ask you some more sensitive questions about your 
habits outside of work. Would that be okay with you?”
“Lapses in professionalism are sometimes caused by a 
dependence on alcohol, opiates, or other substances. Is this 
something you struggle with, or have struggled with?”

Anxiety Excessive stress around 
test-taking or when directly 
observed, such as when giving 
oral presentations

Post-traumatic 
stress disorder 
(PTSD)

Impaired executive functioning 
and inconsistent clinical 
performance, emotional 
volatility

Substance use 
disorders

Absenteeism, tardiness, poor 
concentration at work, 
professionalism lapses

Distraction or deprivation
Sleep Difficulty focusing at work, 

absenteeism, poor 
organizational skills, 
inconsistent performance, 
professionalism lapses

“What are you managing outside of work?”
“What are your stressors outside of work?”
“Do you have access to food and a safe place to live? Do you 
run short of money by the end of the month? Do you ever feel 
unsafe at home or in school?”

Economic stress
Family 
responsibilities or 
interpersonal 
violence
Disability and Difference
Attention deficit 
disorder (ADD)

Poor organizational skills, 
difficulty following through on 
tasks

“Do you feel you have to work harder than others organizing 
your day, responding to emails, and staying on track with 
tasks?”
“Do you feel you have to work harder than others to build 
rapport with patients and other staff members?”
“Do you struggle to convey your emotions or empathy to 
others?”
“Do you feel it takes you longer to process written 
information or numbers?”

Autism-spectrum 
condition

Challenges with interpersonal 
communication

Dyslexia Difficulty and slowness in 
processing written information

Dyscalculia Difficulty and slowness in 
interpreting and processing 
numerical data
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 Probe for Individual Factors That 
Affect Academic or Clinical 
Performance

Factors affecting performance that are unique to 
the individual learner include life stressors, learn-
ing differences, and/or previously diagnosed or 
undiagnosed mental health conditions (see Chap. 
17). These are prevalent in learners who struggle 
and frequently contribute to sub-optimal clinical 
performance [2]. Establishing a trusting relation-
ship will increase the likelihood that a learner 
will share non-academic challenges affecting 
performance as early as in the first meeting with 
the coach. More often, however, these issues are 
revealed over time as trust in the coaching rela-
tionships builds.

Assessing for external factors helps the coach 
understand and work with the learner more effec-
tively (see Chap. 2). Referring the learner to 
appropriate parties, such as program directors, 
learner wellness resources, or deans, can connect 
the learner with necessary accommodations and 
support during remediation, increasing their like-
lihood of academic success. In the case of sus-
pected but undiagnosed learning differences, 
evaluation by a learning specialist is recom-
mended (see Chap. 17). Learners struggling with 
substance use disorders or significant illness may 
need to be temporarily excused from clinical 
responsibilities to engage in treatment before 
returning to work or school.

It is important to note that coaches may 
unconsciously lower their expectations of learn-
ers after uncovering external factors. For exam-
ple, a coach may be more willing to excuse 
performance lapses after hearing about a learn-
er’s past experiences with trauma or challenging 
life circumstances. While seemingly compas-
sionate, this leniency bias may risk limiting the 
learner’s professional growth in the long term. 
Coaches must be aware of this potential bias, 
seek advice from colleagues if needed, and 
attend to investing in the learner’s success dur-
ing remediation.

 Gather More Information, Directly 
Observing the Learner If Possible

Coaches obtain data on learners’ performance 
from a variety of sources. These include end-of- 
rotation global rating scales, informal “feed for-
ward” comments by other faculty, incident reports, 
and test scores. These sources are helpful, but also 
have limitations: they may provide incomplete 
information, underreport or gloss over serious 
struggles, and be subject to bias [3, 8–10]. The 
medical education literature suggests that direct 
observation of the learner is the most effective way 
to understand their area of struggle [7, 11, 12]. We 
recommend evaluating the learner in more than 
one setting or context, including reviewing perfor-
mance across different rotations through direct 
observation, written notes, and conferences. Direct 
observation clarifies and corroborates written doc-
umentation of the learner’s performance and gives 
the coach a clearer and more authentic understand-
ing of the learner’s needs for future growth.

Having obtained and reviewed reliable perfor-
mance data, the coach can identify which specific 
competency area or skill requires remediation. 
The Accreditation Council for Graduate Medical 
Education (ACGME) identifies six competency 
areas [13] for medical learners, which are sum-
marized in Table 6.3. In a review of learners at all 
levels referred to a remediation program from 
2006 to 2012, medical knowledge, patient care 
(specifically clinical reasoning), and profession-
alism were the most common competency areas 
requiring remediation [2].

Learners who struggle commonly have weak-
nesses in more than one domain [2], which can 
feel overwhelming for both the coach and learner. 
Initially, the coach and learner may choose to 
focus on remediating 1–2 competency areas at a 
time before building on additional skills. For 
example, a learner may struggle with medical 
knowledge, clinical reasoning, time manage-
ment, and organization. The coach and learner 
may choose, in this scenario, to focus on improv-
ing medical knowledge and time management 
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Table 6.3 Description of the ACGME competency areas

ACGME 
competency area Description
Medical 
knowledge

Basic understanding of illness 
scripts, pathophysiology, 
diagnostic testing, and therapeutic 
interventions

Patient care Clinical skills such as history- 
taking, physical examination 
skills, procedural skills, clinical 
reasoning, and time management 
and organization

Interpersonal and 
communication 
skills

Ability to receive and 
communicate information 
meaningfully to patients, peers, 
and ancillary staff

Professionalism Behaviors and attitudes including 
reliability, accepting responsibility 
for tasks, treating others with 
respect, and exhibiting integrity 
and honesty

Systems-based 
practice

Awareness of how to utilize the 
complex healthcare system to 
ensure safe and effective 
healthcare delivery, including 
attention to quality, safety, and 
transitions of care

Practice-based 
learning and 
improvement

Ability to receive feedback and 
data on performance and 
implement changes to improve 
one’s practice over time

skills  initially;  subsequently,    they can empha-
size clinical reasoning skills. For other learners, 
focusing on a few areas simultaneously may 
allow for more rapid improvement in overall 
performance.

 Phase 3: Intervention

 Collaboratively Develop Learning 
Goals and Assessment Methods

Once the focus of remediation is clear, the next 
step is to collaborate with the learner to develop 
learning goals and create an Individualized 
Learning Plan (ILP). As discussed in Phase 1, we 
recommend that the coach begin this process by 
asking the learner to describe their strengths and 

core values, and then inquiring about their hopes 
for future academic success. Ask the learner to 
articulate one learning goal in their own words, 
and then work with them to iteratively refine that 
goal to make it specific, measurable, attainable, 
relevant, and timebound (“SMART”). Through 
dialogue and active listening, the coach can 
encourage the learner to reflect on feedback they 
have previously received and choose learning 
goals that  address the identified  challenges. 
Guiding the  learner to take ownership of their 
learning in this way helps build insight and self 
awareness (see Chap. 16). Taking time to define 
SMART goals  enables  assessment of  progress 
and improvement.

After defining the learning goals, the coach 
must work with the learner to develop a plan and 
accountability for achieving them. The core ques-
tion here is, “How will you know that you have 
achieved this goal?” Some competencies are rela-
tively straightforward to assess. For example, one 
can assess medical knowledge through perfor-
mance on knowledge tests or other methods of 
direct examination. Patient care competencies 
may be assessed by preceptor observation and 
evaluation. Other areas, such as professionalism, 
are trickier (see Chap. 14). It is good practice to 
collaboratively  define appropriate  forms of 
assessment early in the development of the reme-
diation plan [14, 15]. Finally, it is important to 
have an honest and transparent discussion with 
the learner about the possible consequences if 
they do not achieve the goal within the specified 
time period.

When all of this has been completed—setting 
SMART goals, articulating the assessment 
method(s), and outlining potential outcomes—
we recommend that the coach share the content 
of the conversation with the learner in writing, 
preferably in the form of an ILP. This ensures that 
there is clarity and transparency between the 
coach and learner about the remediation process. 
It also provides documentation that programs and 
institutions must track to demonstrate learner 
readiness for graduation and independent prac-
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Table 6.4 Components of an Individualized Learning Plan (ILP), with examples of learning goals and assessment 
methods

Area requiring 
remediation

Examples of collaborating on the learning goal
Examples of assessment 
methods

Initial learner- 
generated learning 
goal

What data indicate 
that this should be 
my learning goal?

SMART learning goal after 
refining with coach

How will we know if my 
goal is achieved by the 
end of remediation?

Medical 
knowledge

I will improve my 
medical knowledge

Low examination 
scores on board 
exams.
Clinic preceptor 
noted lack of 
knowledge on the 
management of 
diabetes and 
hypertension on my 
evaluation.

I will be able to describe 
the presentation, 
diagnosis, and 
management of common 
conditions encountered in 
a primary care clinic (list 
included).

I will improve my score in 
the General Medicine 
section of the in-training 
exam to the 50th 
percentile.
My 3 clinic preceptors 
will evaluate my medical 
knowledge at the end of 
remediation and will 
attest to my knowledge of 
chronic disease 
management.

Time 
management 
and 
organization 
(patient care)

I will be able to 
care for 8 patients 
in the wards

My senior resident 
has to take over my 
presentations on 
rounds because I do 
not have data 
available.
Recent evaluation 
stated that “I could 
not be relied on to 
complete tasks 
without reminders.”

I will be able to collect 
vital signs, labs, and 
examine 8 patients before 
rounds. I will be able to 
complete notes and tasks 
by 5 pm each day. I will 
not require reminders to 
complete tasks.

I will have notes done and 
leave the hospital by 5 pm 
at least 75% of the time.
Evaluations by clinical 
supervisors at the end of 
the remediation period 
will attest to my 
preparedness on rounds 
and the fact that I do not 
require reminders to 
complete tasks.

Clinical 
reasoning 
(patient care)

I will provide 
well-reasoned 
clinical 
management for 
patients I see on 
the wards and in 
clinic

Feedback on the 
quality of my 
assessment and 
plans from clinic 
and recent wards 
rotation.

I will include at least three 
diagnoses on my 
differential for each new 
problem on my in-patient 
history and physicals. I 
will explain my thought 
process for the differential 
diagnosis I provide.

Evaluation by clinical 
supervisors, who will 
review my notes and 
evaluate the clinical 
reasoning in my 
assessment and plans on 
a rubric.

tice (see Chaps. 20, 26, 29). Table 6.4 highlights 
the main components of an ILP, describing the 
process of creating learning goals and determin-
ing assessment methods.

 Incorporate High-Value Interventions 
During Remediation

Each remediation plan should be individualized 
and meaningfully designed to help the learner 
achieve the specific learning goals they have 
identified. While  subsequent chapters in this 

book will describe interventions aimed at reme-
diating specific competency areas,  we recom-
mend including  the following  high-value 
practices in all successful remediation plans.

 Meet Regularly with the Learner
Remediation is a time-intensive endeavor. To be 
effective, a coach must ensure that they have 
the time and capability to sincerely commit them-
selves to the learner’s success. In one study, 
learners who struggled required, on average, 
close to 20 hours of dedicated faculty time during 
remediation [2]. Some learners will require more 
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time and support than others. Because learners 
may struggle with insight, time management, ini-
tiative, and the stigma of remediation, the coach 
may need to organize the first few meetings rather 
than relying on the learner to initiate them. But 
once scheduled, the content of the meetings 
should be co-owned by the coach and learner. 
They should focus on reviewing and refining 
individualized learning goals, giving high-quality 
feedback, and improving skills in self-regulated 
learning.

 Encourage Self-Regulated Learning 
Skills
Learners who struggle may use maladaptive cop-
ing strategies when they encounter challenges. 
They are more likely to externalize reasons for 
failure, attribute their lack of success to factors 
that are unchangeable and therefore not worth 
addressing (e.g., “I’m just not a good test-taker”), 
or spend more time using the same ineffective 
study strategies rather than adopting new behav-
iors to achieve greater success. Coaches can reset 
these tendencies by framing failure as normal and 
an opportunity to reflect, make changes, and 
build new skills. According to self-regulated 
learning (SRL) theory, this approach empowers 
learners to build self-efficacy, a strong internal-
ized sense of confidence in their ability to achieve 
success (see Chap. 4).

SRL is defined as a cyclical process where 
learners engage in specific goal-directed thoughts 
and behaviors, self-monitor their progress, and 
adapt their actions based on reflection to achieve 
individual learning goals [16]. There are three 
phases in which the cycle unfolds: (1) before 
(“forethought”), (2) during (“performance”), and 
(3) after (“self-reflection”). Table 6.5 describes the 
major activities that occur in each of the phases.

Each SRL phase contains several key pro-
cesses. Table 6.6 defines these processes and also 
contains questions the coach can ask to promote 
meaningful dialogue around goal-setting and 
adaptive behavior change relevant to each pro-
cess [17]. Effective coaches engage learners in 
these cycles by doing a lot of curious (rather than 

interrogative) questioning. This entails reflecting 
the content and emotion of what the learner says 
without prematurely sharing the coach’s own cri-
tique, analysis, or anecdotes, and encouraging the 
learner to uncover individual goals, self-monitor 
progress, and make adaptive changes. The 
 theoretical underpinning for these processes is 
outlined in detail in Chap. 4.

Building the learner’s self-efficacy, defined as 
an intrinsic sense of confidence that they can 
achieve a task and overcome challenges, is cen-
tral to SRL. The coach may assess self-efficacy 
during the “before” phase and again during the 
“after” phase of the SRL cycle for comparison. 

 Provide High-Quality Feedback
We believe that framing feedback conversations 
in the SRL model helps learners develop internal 
motivation and lifelong skills in performance 
improvement that apply well beyond the remedi-
ation period.  Effective feedback is an essential 
component of remediation. Leaders in medical 
education often lament that direct and accurate 
feedback is seldom given to learners who strug-
gle by frontline clinician-educators who super-
vise them [3, 18]. To mitigate the perceived 
severity of their judgment, supervisors may gloss 
over or talk around areas of concern while over-
emphasizing positive comments [19]. Some 
supervisors choose not to give undesirable feed-

Table 6.5 Self-Regulated Learning (SRL) phases and 
associated activities

SRL phase Activities
Before (“forethought”) Goal setting, planning specific 

steps towards achieving a goal. 
The preparation and 
motivation required to act

During 
(“performance”)

Actual actions and real-time 
monitoring and modifications 
that are executed based on the 
planned strategy established in 
the “forethought” phase

After 
(“self-reflection”)

Review of the “performance” 
phase and description of the 
changes made to the original 
strategy to ensure the initial 
goal was achieved
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Table 6.6 Self-Regulated Learning (SRL) phases and processes, with examples of questions and responses the coach 
may pose to the learner to encourage reflection and provide feedback (adapted from [17])

SRL 
phase

SRL 
process Definition of process

Example questions 
the coach may ask 
the learner to 
assess the process Goal of feedback

Example responses the 
coach may pose to the 
learner in a feedback 
discussion

Before Goal- 
setting

Steps towards achieving 
the desired goal should 
be specific and 
measurable

“What learning 
goals do you have 
in mind to help 
you…”

Ensure goals are 
SMART 
(specific, 
measurable, 
attainable, 
relevant, 
time-bound)

“Let’s discuss ways to 
make this goal more 
specific and measurable.”

Strategic 
planning

Specific strategies or 
techniques (such as 
memorization of 
procedures) to help 
learners monitor and 
regulate their progression 
through the task

“What do you think 
are the next steps 
needed to 
accomplish…”

Encourage 
learners to create 
strategies and 
organize a plan 
for their goals

“I noticed you might be 
skipping a few steps 
towards goal A. Let’s 
discuss how we can fill in 
those gaps.”

During Self- 
monitoring

Adapting and changing 
their strategies by 
constantly checking in on 
their progress towards 
achieving their desired 
goals

“What are your 
thoughts about 
what you tried?”

Encourage 
learners to think 
about their 
progress

“You mentioned to me 
that you felt hesitant, 
because you weren’t sure 
if your strategy would be 
effective in this scenario. 
Let’s discuss how we can 
adjust your strategy for 
future cases.”

After Self- 
evaluation

Critical reflection and 
incorporation of feedback 
through writing or 
question-asking to 
improve future 
performance

“What happened 
that made you feel 
that it was 
successful/
unsuccessful?”

Prompt learners 
to think about 
what outcomes 
they desire for 
their goals

“Do you think you have 
performed well thus far 
or have you made any 
mistakes?”

Attribution 
beliefs

Learner’s specific beliefs 
about the causes of their 
performance (e.g., ability 
to identify and 
acknowledge their own 
mistakes instead of 
blaming factors outside 
of their control)

“Why do you think 
that you could not 
achieve…”

Encourage 
learners to 
reflect on their 
own efforts, 
abilities, and 
mistakes

“Based on what you told 
me, I would recommend 
thinking about how to 
improve the ability to…”

Adaptive 
changes

Learner’s ability to adjust 
their approach during 
real-time tasks to 
improve their 
performance. Best 
utilized after a poor 
performance

“What do you need 
to do to become 
successful on your 
next attempt?”

Encourage 
learners to think 
about changing 
their strategy

“What would you have 
done differently if you 
had to try again? Why 
would you choose to do 
that differently?”

Before 
and 
after

Self- 
efficacy

The extent to which an 
individual feels confident 
about whether they can 
achieve a task

“How confident 
are you in 
doing…”

Identify baseline 
confidence to 
compare after 
intervention

“Let’s come up with a 
plan to increase your 
confidence moving 
forward.”
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back altogether, instead directing concerns to 
third parties. In the end, what is heard by the 
learner may not accurately reflect the true assess-
ment of their performance. These tendencies, 
grounded in the understandable desire to avoid 
uncomfortable conversations, hinder successful 
course correction and remediation. This section 
describes a framework to help the clinician- 
educator host effective feedback conversations 
with all learners, whether they struggle or not 
[20].

Set Up for Success
Much of the work in establishing a safe environ-
ment for difficult conversations has already 
occurred at the beginning of remediation (Phases 
1–2). For meaningful feedback to occur, the 
coach must create a safe space where the learner 
expects to hear feedback, reflect on their perfor-
mance, and collaborate on future performance 
goals. Coaches should share these objectives 
with the learner in advance of or at the outset of 
each meeting. In addition, coaches should opti-
mize the meeting time so that learners can can-
didly engage in a thoughtful conversation. A 
trainee who has just worked a 24-hour shift or is 
grappling with a traumatic day on clinical service 
is almost certainly unable to engage in a produc-
tive feedback conversation. While it is impossible 
to control for all the factors that may adversely 
affect the emotional state of both the learner and 
coach prior to a feedback meeting, certain fac-
tors, such as sleep and time, can be addressed to 
ensure a productive session.

Observe the Learner
As mentioned above, direct observation of the 
learner is the most effective method of acquiring 
knowledge of their performance. Coaches should 
conduct observations with close attention to the 
specific learning goals or competency areas 
requiring remediation. We recommend paying 
particular attention to, and if possible, scribing, 
specific behaviors or reactions that the observer 

sees or hears. This helps to minimize subjectivity 
when hosting the feedback conversation and 
reduces the risk of the learner perceiving the 
feedback as unfair, subjective, or judgmental. As 
human beings, it is impossible not to create judg-
ments from observations. Our strong recommen-
dation is for coaches to use information about 
feelings or inferences as starting points for deeper 
reflection and analysis about what specific behav-
iors created those judgments [21].

In practice, coaches may not have time to 
directly observe learners on a regular basis and 
may instead rely on written documentation sub-
mitted by other clinical supervisors. In this sce-
nario, it is important that the narrative comments 
submitted to the coach are behaviorally specific, 
accurate descriptions of observations rather than 
interpretations of the learner’s intentions. The 
potential for bias and subjectivity in using such 
proxy data can be mitigated by committing to 
widespread faculty development on feedback and 
narrative evaluation at your institution (see Chap. 
19).

Ask for the Learner’s Self-Assessment, 
Initially Focusing on What They Did 
Effectively
After the observation, the coach may prompt the 
learner to reflect on their performance. When dis-
cussing written documentation submitted by 
another supervisor, ask the learner to read the 
comments and offer their reflections or perspec-
tive. To elicit critical reflection, we recommend 
asking specific questions of the learner. Clinical 
supervisors commonly ask, “How do you think 
that went?” This type of open-ended question 
risks veering the feedback conversation off the 
focus of learning. Specific questions targeted at 
the competency area requiring remediation pro-
mote better reflection and discussion.

Learners who have internalized the message 
that they are substandard performers may choose 
to discuss only the negative aspects of perfor-
mance. In these situations, it is useful to re-direct 
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them to recall parts of the encounter that they did 
effectively. Helping them articulate strengths 
promotes greater self-confidence. Confident 
learners are more likely to be motivated to 
improve their practice over time.

After drawing out these initial reflections, the 
coach may then ask the learner to reflect on spe-
cific aspects of their performance that can be 
improved. Box 6.3 contains examples of such 
guiding questions.

Respond with Reflection and Empathy
It is tempting, after hearing the learner’s perspec-
tive and assessment of their performance, to 
respond immediately with either affirming or dis-
agreeing statements. This is especially true if the 
coach has strong opinions about the observation 
that are discordant with the learner’s perception. 
Before sharing your own views, however, we rec-
ommend that the coach pause and take a moment 
to convey to the learner that their perspective has 
been understood. This is done by summarizing 

what you have heard in your own words, even if 
you do not share their view of events:

I am hearing that you felt you needed to call out 
the nurse for not checking vital signs when the 
patient arrived on the surgical ward. I am also 
hearing that you were concerned for the patient’s 
safety and felt that other members of the interpro-
fessional team were not.
I am hearing that you felt that the situation was not 
set up for you to perform at your best. I’m sorry 
about that.

Empathic statements, using the PEARLS© 
framework (see Table 6.1) are useful communi-
cation tools in this step. Note that these phrases 
are used to give space for the learner’s emotions 
and acknowledge their perspective but do not 
necessarily agree with that perspective: reflection 
does not necessarily indicate concurrence. If the 
learner feels that the coach has heard them, then 
they are more likely to listen to modifying or cor-
rective suggestions. However, this approach is 
not merely a strategy to entrap the learner. 
Importantly, these empathic statements must be 
authentic. Being authentic requires that the coach 
be exquisitely aware of their own feelings and 
reactions and actively seek to have positive regard 
for the learner as a person even when feeling crit-
ical of the learner’s performance, behavior, or 
attitude. The ability to achieve this authentic 
“stance” is a skill that can be cultivated through 
practice with feedback and reflection and should 
be a goal of faculty development (Chap. 19).

Share Your Assessment and Thoughts
Reinforcing Feedback: When it is time to pro-
vide your feedback, it may be tempting to try to 
“fix all the problems” that you note. Strongly 
resist this urge! We recommend first providing 
reinforcing feedback, and plenty of it, for two 
reasons. First, reinforcing feedback provides 
validation and mitigates the learner’s internal-
ized conviction that they are in a permanent state 
of “struggling” or “failing.” Second, focusing 
early on what the learner did effectively gener-
ates additional trust, strengthens the relation-
ship, and contributes to a positive learning 
climate [22].

Box 6.3: Examples of Specific Questions a 
Coach Can Ask to Elicit the Learner’s 
Reflection and Self-Assessment

Example 1:
One of the goals we set at our last meet-

ing was to improve the quality of your clini-
cal assessments on rounds, with a 
particular focus on the ‘one-liner’ or sum-
mary statement. What do you think you did 
effectively today with respect to this?

What do you want to do differently 
tomorrow on rounds?

Example 2:
Can we debrief about the family meeting 

you led?
What are some communication tech-

niques that you used that seemed to work?
Can you recall moments that could have 

gone better?
What could you have done differently 

during those moments?
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As with responses to the learner’s perspec-
tives in the preceding section, reinforcing feed-
back must be specific and sincere to be useful. A 
general laudatory remark (such as “strong 
work”) is less effective than naming specific 
behaviors to maintain competent performance 
(such as “I saw in your note how you prioritized 
your differential diagnosis and clearly docu-
mented your clinical reasoning.”). 
Acknowledging progress on learner-identified 
areas of struggle is especially meaningful in pro-
moting behavior change (for example, “I know 
you are working on conveying empathy in your 
communication. During that family meeting I 
noticed you repeating the patient’s words back to 
her. It’s clear to me that the patient felt connected 
to you as a result. Congratulations on the prog-
ress you have made.”)

The ideal ratio of reinforcing feedback to 
modifying feedback is higher than many think. In 
general, people are more accustomed to provid-
ing corrective comments rather than reinforcing 
ones. Coaches must work hard to overcome this 
tendency. This can initially be hard to do, but 
effective coaches work hard to develop this skill.

Modifying feedback is necessary for course- 
correction and is given with the intent to improve 
the learner’s performance. When communicating 
modifying feedback, coaches must convey that 
their intent is supportive. Ask permission to share 
your observations and thoughts—this gesture 
indicates respect for the learner and softens the 
inherently hierarchical nature of the relationship. 
The coach can also preface the feedback by reaf-
firming their commitment to helping the learner 
achieve the professional goals they set at the 
beginning of remediation, encouraging greater 
buy-in for what you have to say.

When sharing modifying feedback, we recom-
mend stating specific behaviors rather than vague 
or general impressions, starting with impartial 
observations and using them to ground your sug-
gestions. As with any skill, preparation and delib-
erative practice in communication are key. 
Table 6.7 contains examples of modifying feed-
back in a variety of scenarios. The italicized text 
denotes the coach’s nonjudgmental observations. 

The underlined text contains the coach’s editorial 
comments based on those observations.

The examples in Table 6.7 contain statements 
that give the learner validation and the benefit of 
the doubt (“I imagine this was not your intent”) 

Table 6.7 Examples of modifying feedback for learners 
who struggle in specific clinical skill areas

Area requiring 
feedback

Example of communicating 
corrective feedback

Oral 
presentations

“With your permission, can I share 
some observations with you? I 
observed that with your first patient, 
you had written down her vital signs, 
physical examination, and lab results 
on a piece of paper and presented 
them smoothly. When the time came 
for your assessment and plan, you 
spoke off the top of your head and 
seemed to search for the right words 
to convey your thoughts coherently. 
You appeared to be less prepared 
with your thoughts on the assessment 
and plan section of your 
presentation. I suspect your team 
may have interpreted this 
unpreparedness as a lack of medical 
knowledge and clinical reasoning 
skills”

Interpersonal 
communication

“Can I tell you what I noticed? When 
you spoke to the patient on how bad 
smoking is for his health and then 
listed all the complications of 
tobacco in detail, he looked away, 
sighed, and rubbed his forehead. It 
looked to me like he had disengaged, 
and I’m concerned that he did not 
internalize what you said. I imagine 
that this was not your intent”

Professionalism “I fully recognize the stress while the 
patient was decompensating, and I 
know what a caring and competent 
clinician you aspire to be. I noticed 
that when you gave the nurse orders 
during the code, you raised your 
voice and used a clipped tone. I 
noted that the nurse left the room in 
tears. I am concerned that the tone 
you used had a negative effect on 
collegiality and teamwork in the 
intensive care unit. I worry about its 
potential to adversely affect patient 
safety, which I know is something 
you care deeply about”

Italicized  =  coach’s observations; Underlined  =  coach’s 
assessment/thoughts
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and reinforce the learner’s core values (“I know 
you care deeply about patient safety”). This 
approach works well with learners who are highly 
sensitive to modifying feedback. You may find 
that fewer validating statements are necessary for 
learners who are more receptive to modifying 
feedback.

Collaborate on Improvement Strategies
Once the learner has heard and reflected on the 
feedback, the coach should prompt them to think 
about what they can do to course-correct. 
Through iterative questioning, the coach can 
encourage the learner to come up with specific 
strategies to improve their performance and set 
short-term performance goals to be visited at 
subsequent meetings. Learners who can articu-
late their own action plan are more likely to fol-
low through with it. Box 6.4 contains a vignette 
in which a coach encourages a learner to develop 
an improvement strategy, using one of the modi-
fying feedback examples from Table 6.7.

Box 6.4: Example Conversation Between a 
Learner and Coach Collaborating on 
Improvement Strategies

Coach: With your permission, may I share 
some observations with you? (pause)

(Learner nods.)
I observed that with your first patient, 

you had written down her vital signs, phys-
ical examination, and lab results on a piece 
of paper and presented them smoothly. 
When the time came for your assessment 
and plan, you spoke off the top of your head 
and seemed to search for the right words to 
convey your thoughts coherently. You 
appeared to be less prepared with your 
thoughts on the assessment and plan sec-
tion of your presentation. I’m afraid your 
team may have interpreted this unpre-
paredness as a lack of medical knowledge 
and clinical reasoning skills.

Learner: I know. I was really embar-
rassed during rounds. I just don’t know 
why I can’t come up with an assessment 
and plan the way the other interns can. It’s 
so easy for them. Why is it so hard for me?

Coach: You clearly demonstrated today 
that you can easily present vital signs and 
lab results. Why do you think the assess-
ment and plan portion was more challeng-
ing for you?

Learner: I think I get performance anx-
iety. When I’m in front of all those people, 
my brain stops and I’m not able to get the 
words out right. I stutter and sound 
disorganized.

Coach: I see. Can you think of some-
thing you can do to overcome your perfor-
mance anxiety? I am confident that you can 
be successful in this, as you appeared quite 
calm and confident during the first part of 
your presentation.

Learner: Well, if I’m reading something 
off a piece of paper like I did with the vital 
signs I’m less likely to trip up over my 
words. Maybe I can spend some time before 
rounds writing out the words I will say for 
the assessment and plan so that I have 
something to look at if my mind goes blank 
on rounds.

Coach: Writing out your assessment 
and plan on paper so that you have a 
chance to prepare coherent thoughts—this 
sounds like a promising strategy. It will 
require you to spend more time preparing 
for rounds.

Learner: That’s true.
Coach: When do you think you can start 

to implement this plan?
Learner: Probably as early as 

tomorrow.
Coach: That’s terrific. Can we check in 

at the end of rounds tomorrow? I would like 
to follow up with you to see how this plan is 
working.
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 Phase 4: Assessment 
of the Learner’s Progress

Coaches must continuously assess for progress 
during remediation. After the learner articulates a 
plan for improvement, the coach should ensure 
there is a plan for follow-through. This is an 
essential, yet often overlooked, step in feedback. 
We recommend that the coach follow up with the 
learner at the next meeting about their successes 
and challenges in implementing the improvement 
strategy articulated at the prior meeting, as 
alluded to in the vignette contained in Box 6.4. 
The coach may also choose to perform a repeat 
observation or follow up with the learner’s clini-
cal supervisors to assess for progress. Formative 
assessment is defined as a series of ongoing anal-
yses of a learner’s progress. In formative assess-
ment  during remediation, the coach determines 
whether they must adjust the remediation plan to 
keep the learner on track. Important components 
include continuing direct observations of the 
learner, acquiring information about the learner’s 
performance from other supervisors, and encour-
aging the learner to reflect on their progress and 
areas of ongoing struggle. It is essential to docu-
ment the content of each meeting (including 
learning goals, what was accomplished, and next 
steps) so that the coach and learner can keep track 
of progress. This practice ensures transparency 
and accountability for the learner during remedi-
ation and provides clear data for ultimate arbiters 
to make decisions (Chap. 29).  In addition, 
coaches should communicate to leadership  any 
systems-level factors uncovered in the remedia-
tion process for programmatic change (Table 6.2).  

Summative assessment recaps the learner’s 
progress at the end of remediation and what the 
coach reports back to the arbiters of remedia-
tion—the academic deans, clinical competency 
committees, and/or program directors. If the 
expectations for performance and the summative 
assessment of progress are clearly established at 
the outset of remediation (see Phase 3), the arbi-
tration of remediation should be straightforward 
for both the learner and the arbiters. While it 

helps for the remediation coach to attend the arbi-
tration process to provide information and pre-
pare to help the learner with the outcome, we 
recommend that the coach not have voting power 
during the arbitration process, as this may com-
promise the relationship of trust with the learner 
during remediation.

Many learners who struggle will continue to 
benefit from mentorship beyond the end of reme-
diation. Maintaining a coaching relationship with 
the learner is invaluable for their professional 
well-being and subsequent skill development. 
This can be done by either the coach who was 
involved in the formal remediation process or by 
another faculty member who has a longitudinal 
relationship with the learner.

 Conclusion

Many clinician-educators, chief residents, and fac-
ulty members become de facto remediation 
coaches of learners who struggle. The task requires 
reflection, diligence, and deliberate communica-
tion, and is an essential component of medical 
education. If done attentively and compassion-
ately, the coach has the potential to change a learn-
er’s trajectory for the remainder of their career.
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7“They Need to Read More”: 
Helping Trainees Who Struggle 
with Knowledge Base

Jeannette Guerrasio, Bau P. Tran, 
and Kalman Winston

 Introduction

A distinctive feature of health professions educa-
tion is the need to learn enormous amounts of 
information. While modern learners can quickly 
access information electronically, they still 
require solid foundational knowledge to perform 
effectively and efficiently as health professionals. 
Often, trainees struggle with the volume of facts 
they need to commit to memory. Trainees per-
forming below their potential must develop new, 
more rigorous learning strategies; in fact, such 
learners request support for their study skills [1]. 
We will follow the remediation framework listed 
in Chap. 6 to guide the reader through effective 
means of providing support to these learners.

 Identification

Insufficient knowledge is prevalent among stu-
dents who struggle; at one medical school, 42% 
of students referred to a remediation program and 
60% of residents placed on probation had a medi-
cal knowledge gap [2, 3]. Certainly, learners who 
consistently score poorly on assessments of their 
knowledge base, such as high-stakes standard-
ized examinations [4], likely have needs for sup-
port in this area (see Clarification section, below).

In clinical practice, we believe that insuffi-
cient knowledge is “over-diagnosed” by educa-
tors who have some sensitivity but lack specificity 
in identifying remediation issues. Many students 
told by clinical supervisors to “read more” have 
adequate foundational knowledge. They can 
recall facts, but they lack understanding of the 
implications of and interrelationships between 
facts, have disorganized memory coding (i.e., 
retrievability), are unable to apply knowledge in 
the context of clinical reasoning (Chap. 10), or 
suffer from performance anxiety, or inadequate 
interpersonal communication (Chap. 13). 
Therefore, to provide effective support, educators 
must consider remediation strategies that go 
beyond simply needing to “read more.”

J. Guerrasio 
Medicine Within Reach, PLLC, Denver, CO, USA
e-mail: jeannette@coloradocme.com 

B. P. Tran (*) 
Department of Physician Assistant Studies, 
University of Texas Southwestern, Dallas, TX, USA
e-mail: bau.tran@utsouthwestern.edu 

K. Winston 
Cambridge University, Cambridge, UK
e-mail: kaw82@medschl.cam.ac.uk

© The Author(s), under exclusive license to Springer Nature Switzerland AG 2023 
A. Kalet, C. L. Chou (eds.), Remediation in Medical Education, 
https://doi.org/10.1007/978-3-031-32404-8_7

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-32404-8_7&domain=pdf
mailto:jeannette@coloradocme.com
mailto:bau.tran@utsouthwestern.edu
mailto:kaw82@medschl.cam.ac.uk
https://doi.org/10.1007/978-3-031-32404-8_7


80

 Clarification

To create a targeted remediation plan, it is essential 
to elucidate the underlying causes of knowledge 
gaps. Reviewing the trainee’s academic record or 
asking if they passed all prior standardized exams 
may help differentiate medical knowledge gaps 
from other areas of struggle. Answers to the follow-
ing questions (Box 7.1) can paint a comprehensive 
picture of the learner’s challenges with exams. 
Chapter 17 also provides an in-depth treatment of 
detecting, diagnosing, and managing learning dif-
ferences and disabilities.

Sam (they/them) is getting ready to start 
their third year of medical school, which 
marks the start of their clinical clerkship 
rotations. They twice failed their Step 1 
United States Medical Licensing 
Examination (USMLE), the first of three 
that assess factual and applied medical 
knowledge, and passed it on the third 
attempt. They are interested in improving 
their test scores, as they will have to take 
USMLE Steps 2 and 3, as well as clinical 
science subject examinations.

Box 7.1: Questions to Clarify Underlying 
Reasons for Knowledge Gaps
• Why did the learner think they struggled 

with this exam?
• Has the learner’s performance on exams 

been consistent?
• How did the learner score on other stan-

dardized exams such as the Scholastic 
Aptitude Test (SAT) for college admis-
sions, Graduate Record Exam (GRE) 
for graduate school admissions, Medical 
College Admission Test (MCAT) for 
medical college admissions, or the 
USMLE compared to peers?
 – Was the learner’s performance con-

sistent across all components of the 

assessments, or did the learner score 
low in one area and high in others?

 – Is the learner’s knowledge gap global 
or related to a specific topic or set of 
topics?

• Can the learner identify a point in time 
when their performance significantly 
worsened?
 – If so, what factors contributed to this 

low performance (i.e., study habits, 
personal issues, change in context, 
etc.)?

• What approaches have the learner been 
using to study? Is the learner able to 
describe their study habits in detail?

• Trainees studying or practicing in a for-
eign country may struggle with lan-
guage barriers that require them to 
spend extra time and effort to compre-
hend language and/or translate complex 
technical material [5, 6]—does that 
apply to the learner?

• Has the learner been previously diag-
nosed with one or more learning 
disabilities?
 – If so, does the learner have effective 

strategies to address their challenges? 
is the learner able to advocate for rea-
sonable accommodations? Are more 
needed? (see Chap. 17)

• What demands on the learner’s time out-
side of the classroom may influence 
their ability to perform?

Upon further questioning, Sam reports 
doing well on the SAT, placing in the 95th 
percentile of all college-bound high school 
students in the US. The total MCAT score 
places them in the 80th percentile of US 
medical school applicants. Sam’s scores 
are not unlike their high-achieving peers. 
Sam scored just about average on most pre- 
clerkship exams.
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Apart from one’s cognitive abilities, individ-
ual characteristics also influence learning and 
performance [7], including openness, conscien-
tiousness, dependability, curiosity, intellectual 
engagement, growth mindset, and grit [8–11]. 
Every learner requires individualized strategies 
to maximize success. Common issues in learners 
who struggle with knowledge base include per-
formance vs. mastery orientation (seeking to 
master the material rather than merely score well 
on an exam), lack of effective and efficient study 
skills, slow language processing, underlying 
learning disabilities, and physical or mental 
illness.

If the knowledge gap is limited to one or two 
topic areas, subject-specific remediation will 
likely be straightforward. Those who procrasti-
nate and work to avoid appearing incompetent 
are most likely to underperform [12]. Increasing 
learners’ awareness of this performance orienta-
tion and asking them to reflect on their own expe-
riences may help motivate them to change their 
behavior and attitudes toward learning [13]. 
Engaging them in conversations about how clini-
cians must develop lifelong learning skills and a 
mastery orientation may also help motivate them 
to change ineffective study habits (see Chap. 4).

Learners who spend sufficient time studying 
but do not apply cognitively and behaviorally 
active learning strategies (e.g., rereading the 
same textbook many times rather than summariz-
ing the material into briefer study tools) may ben-
efit greatly from study skills coaching (see “Study 
Skills Interventions” below). In addition, if the 
learner has a previously diagnosed learning dis-
ability, their experience with accommodations 
(e.g., extra time for exams, use of a calculator for 
calculations, or computer for writing) may pro-
vide straightforward study skill guidance [8]. 
Study skills coaches can help students with learn-
ing disabilities adjust to new learning environ-
ments (see Chap. 17).

For other learners reporting that they have 
always been “bad test takers,” or had an injury or 
illness that resulted in a change in performance, 
cognitive or neuropsychological evaluation can 

identify new or undiagnosed learning disabilities 
resulting from physical or mental illness. Signs 
of a longstanding underlying learning disability 
include prior difficulties in school, difficulty 
understanding and following instructions, trouble 
remembering what someone just told them, dif-
ficulty distinguishing right from left, difficulty 
identifying words or a tendency to reverse letters, 
words, or numbers, lack in physical coordination, 
easily losing or misplacing items, or difficulty 
understanding the concept of time [14]. Other 
clues that neuropsychological testing is indicated 
include history of head trauma, failure to achieve 
developmental milestones as a child, such as 
delayed language development, hearing or visual 
deficits, exposure to drugs, alcohol, or maternal 
illness in utero, exposure to chemicals, toxins, or 
heavy metals, tics, seizure disorders, substance 
abuse, strokes, and psychiatric disorders.

Trainees who learn in settings where their 
native language is not used often notice that it 
takes them longer to complete exams and to read 
and process information compared with their 
peers. This slow reading rate may also be seen in 
native speakers (“slow processors”). Often such 
students undergo testing and can receive time 
accommodations on written tests. Students with a 
slow reading rate can partially overcome this gap 
through training by completing large volumes of 
practice test questions under timed conditions. 
Normalizing these issues by having other train-
ees or faculty with similar struggles share their 
experiences can be very helpful.

 Intervention

Many adult learners who struggle believe that 
putting more time into familiar, previously suc-
cessful study strategies will improve their perfor-
mance (“I just need to read more”). These trainees 
require external support to encourage them to 
master new, more efficient strategies [15–18]. In 
conducting medical knowledge remediation pro-
grams, we create opportunities for learners to 
learn new study strategies to improve lifelong 
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knowledge acquisition through cycles of effortful 
practice, tailored feedback, and self-reflection. 
These are key components of deliberate practice 
critical to developing expertise [19, 20] (see 
Chap. 4). After describing evidence-based strate-
gies that can support all learning, we describe 
remediation tailored to three commonly encoun-
tered issues that interfere with knowledge gain: 
ineffective study skills, distraction, and anxiety 
with low self-confidence.

 Evidence-Based Learning Strategies

Health professions schools often have different 
expectations for self-regulated learning com-
pared with students’ prior learning contexts [21]. 
Sam’s “pump and dump” (also known as “binge 
and purge” or “brute force”) study strategy is an 
inefficient means of knowledge acquisition and is 
among the least effective in producing future 
recall and application of that information to new 
problems. Curricular structures that heavily 
weigh one or two comprehensive knowledge- 
based exams foster these ineffective approaches. 
The learning science literature provides evidence- 
based strategies that facilitate durable learning 
and long-term retention by using (1) spaced prac-
tice, (2) interleaving, (3) elaboration, (4) concrete 
examples, (5) dual coding, and (6) retrieval prac-

tice [22, 23]. Table 7.1 summarizes each learning 
strategy and an approach to incorporation into 
self-regulated learning.

Regrettably, learners often perceive that these 
approaches are less effective because they slow 
down learning and require more effort. 
Curriculum structures that clump similar content 
and assessment approaches, and which do not 
test material cumulatively, reinforce this study 
behavior. Alerting learners to these effective 
learning strategies can encourage more self- 

When asked to discuss their study strate-
gies, Sam admits that because the grading 
policy is pass/fail, they stopped going to 
class once they felt confident passing the 
courses. Instead, they sleep until noon, 
attend mandatory small group sessions in 
the afternoon, and watch video recordings 
of the lectures from home in the evenings, 
often at double speed. Starting 2  days 
before an exam, they repeatedly review lec-
ture notes and textbook chapters, taking 
brief breaks to eat and sleep. They feel that 
this “healthier” approach provides more 
control over their time and energy.

Table 7.1 Learning strategies and approach to 
incorporation

Step 1. Organized study sessions (distributed learning) 
[24, 25] into a regimented schedule that allows 
learners, over a defined time frame, to apportion their 
study activities
   Spaced practice 

[23, 26, 27]
Encourages the frequent review 
of small blocks of information/
topics at regular intervals over 
time

   Interleaving 
[22, 23, 28]

Scaffolds multiple problems or 
topics within a single study 
session, in addition to shifting 
the order of topics reviewed

Step 2. Meaningful study time [29]—deepens 
understanding of the topic
   Elaborative 

interrogation
   or elaboration [22]

Uses a higher-order questioning 
strategy that enables the learner 
to triangulate existing 
knowledge with new knowledge 
to promote a deeper 
understanding of topics and 
concepts—understanding the 
“how” and “why”

   Concrete 
examples [30, 31]

Applying abstract concepts to 
real-life examples or specific 
relatable experiences

   Dual coding [23, 
31]

Verbal and visual information 
are combined

Step 3. Knowledge check—engaging long-term 
memory
   Retrieval practice 

[32–34]
Recalling learned information 
from long-term memory via low 
stakes, weekly formative 
quizzes, accompanied by 
summative open-ended question 
exams; alternatively, in a “cover 
the options” approach, students 
answer multiple-choice 
questions after reading the stem 
rather using the listed response 
options to arrive at the best 
answer
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regulated learning through using them. 
Additionally, faculty must appreciate the mecha-
nisms to fully support their use in curricular plan-
ning and evaluation to maximize knowledge 
acquisition and retention.

 Study Skills Interventions

For a student like Sam, it is critical to create a 
highly structured remediation process. Such 
trainees need explicit guidance to emphasize 
high-yield material and the appropriate depth of 
learning. It is imperative to make specific recom-
mendations with strict timelines and to clearly 
warn the learner that the process can require fre-
quent meetings with a supervisor and an extended 
amount of time.

 Time Management
Time management is essential to successful dem-
onstration of knowledge and improves exam 
scores. A disciplined study structure, including 
timelines as noted above, underscores the overall 
importance of time management and deemphasizes 
the use of cramming strategies [35]. Many students 
who are easily distracted struggle to manage their 
time during an exam, either rushing through ques-
tions due to their underlying impulsivity or becom-
ing distracted, leaving insufficient time to finish. 
Knowing the testing format, the number of sections 

and questions per section, the types of questions 
being asked, and how much time they will have for 
each section is critical to manage time effectively. 
For some tests, a breakdown of topics is also help-
ful, as it will direct the learner to study the highest-
yield topics first. Practice exams, flashcards, or 
sample questions from reputable testing banks, are 
widely available [36, 37].

We work with the learner to develop a specific 
study schedule, including the number of pages to 
read and short answer practice questions to com-
plete daily and weekly. We give specific reading 
assignments with source and page numbers (e.g., 
“Internal Medicine Essentials for Clerkship 
Students, pages 75-99”) rather than leaving this 
up to the student by saying, “read about cirrho-
sis.” If possible, we correlate readings with clini-
cal activities and make specific assignments for 
the student to do before, during, or after an edu-
cational experience. This way, we use distributed 
learning to model effective ways to blend back-
ground and just-in-time reading with experiential 
learning. Taking regular planned breaks (“joy 
breaks”) also increases learners’ retentive ability 
[38]. Finally, learners should reflect on how well 
the study calendar worked each week and adapt 
as necessary for subsequent weeks.

 Study Skills Coaching
Study skills coaching is readily available in many 
academic communities. Even if the individual 
coach has no prior experience working with pro-
fessional school students, most can work effec-
tively in consultation with an experienced 
clinician-educator. Learners have better outcomes 
with experienced coaches who are more likely to 
engage their learners with challenging models of 
facilitating learning, take a dialogic stance that 
encourages more collaborative discussions, diag-
nose cognitive errors, and use effective tactics 
such as taking metacognitive time-outs and mak-
ing crosslinks between various curricular content 
(interleaving) [39]. Initially, we carefully choose 
the material that directly relates to course or clerk-
ship objectives, targets the appropriate level of 
learning, and is manageable to complete during 
the time available. In doing so, the student learns 
to read with increased focus.

On clinical rotations, Sam is unable to 
answer basic fact-based questions in sev-
eral different content domains. Their clini-
cal supervisors report that their knowledge 
gaps are global and not related to any dis-
ease, organ system, or specialty of medi-
cine. Sam reports that they haven’t had as 
much time to study on their current rotation 
nor purchased the text recommended by the 
clerkship director. In the past week, the 
supervisor suggested Sam read about the 
mechanisms of action of the medications 
used for the treatment of congestive heart 
failure, but they haven’t yet.

7 “They Need to Read More”: Helping Trainees Who Struggle with Knowledge Base



84

In addition to time management skills (see 
above), learners should take written notes as they 
read and summarize each section or teaching ses-
sion in writing, identifying the major themes, 
important facts, and take-home points of figures, 
tables, and cases [40]. For students who routinely 
cram for exams, it is important to encourage them 
to actively learn the material in depth to facilitate 
long-term retention and clinical application. As 
they read about a patient case, learners should be 
encouraged to use elaborative interrogation, going 
beyond answering the “what and how” questions 
(e.g., treatment options for gout and how to admin-
ister them) and asking “why” questions (e.g., 
mechanisms of action, and conditions for using 
certain treatments instead of others). Additionally, 
it can be helpful to the learner to create their own 
mnemonics, visual maps, charts, pictures, and 
algorithms from the extracted material. They 
should log remaining questions about the material 
and discuss these questions with their study coach, 
clinical or course supervisors, or in study groups 
with their peers [8, 41]. Innovative technology is 
available to assist students with difficulty “captur-
ing” information in writing (see Chap. 17).

Lastly, allow learners to reflect on new study 
methods. What have been the pros and cons of hav-
ing such a strict study schedule with weekly quiz-
zes? What have they noticed about the effect on 
their performance? Do they now have more to add 
to patient or education discussions, and can they fol-
low those discussions better? Ideally, this intensive 
process will result in the trainee’s ability to link her 
enhanced effort with higher achievement [40].

 Remediation Roles and Practices
Though working with trained study skills coaches 
is optimal, competent peers or near-peers can 
function as tutors. Peers most capable of providing 
this support need not be the highest  performers: 
success in developing more effective study habits 
predicts success in peer coaching. Faculty educa-
tors should concentrate on identifying students 
who need help, structuring and monitoring the 
remediation process, and participating in making 
summary judgments about a student’s success in 
remediation. As content experts, educators must 
also clarify any knowledge gaps. We recommend 

that content experts avoid merely telling informa-
tion to students who struggle and instead facilitate 
trainees’ learning by reviewing the practice ques-
tions the learner answered incorrectly, drilling 
down to reveal why the learner stumbled.

A faculty coach should ask the trainee to 
rephrase the question to demonstrate understand-
ing of the assessed concept and encourage the 
learner to explain why the given answer is correct 
and the incorrect answers are wrong. Then, educa-
tors can work with the learner to identify keywords 
and concepts to help develop the ability to distin-
guish salient information from distracting facts. 
Encouraging the learner to write their own multi-
ple-choice questions on a challenging topic 
actively engages the student in encoding, retriev-
ing, and applying the information to authentic sce-
narios [42]. Some course directors routinely have 
students write test questions as a study strategy.

 Self-Regulation
Students should identify their most productive 
time of day for studying and monitor relevant 
issues such as how much sleep they receive and 
require; use of caffeine, over-the-counter medica-
tions, and prescription medications; and the role 
of exercise and study location (e.g., students with 
ADHD paradoxically prefer public locations such 
as coffee houses rather than being isolated) in 
helping them attend to studying. A medical or 
psychiatric evaluation may be warranted for med-
ication recommendations and sleep problems. 
Sleep disorders and undertreated mental illness 
affect alertness and efficient use of time. Specific 
distractors and interruptions should be identified 
and eliminated to make study time more efficient 
and productive [40]. The student may need advice 
on confronting their family members’ and friends’ 
wishes and expectations to preserve the necessary 
amount of protected study time.

 Taking Advantage of Aural and Visual 
Learning
Audio recording a summary of the student’s study 
notes and listening to the recordings on their way to 
work, while walking the dog, or working out at the 
gym is a strategy that helps students with language 
fluency. The repetition involved in making and lis-
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Box 7.2: Study Skills Support
• Help the students develop a study 

schedule.
• Encourage openness, conscientious-

ness, dependability, individual curiosity, 
intellectual engagement, and mastery of 
the material.

• Warn against procrastination and effort 
and time invested in appearing 
competent.

• Instruct the students to focus on learning 
and understanding, as well as applica-
tion and analysis, rather than just 
remembering or memorizing.

• Encourage the students to take written 
notes on reading, attend teaching and 
group study sessions, and create dia-
grams, charts, and maps.

• Encourage students to learn the lan-
guage and vocabulary of medicine by 
going back to basic definitions and dis-
cussing questions that arise while study-
ing with a knowledgeable other.

• Identify the most productive time of day 
for studying.

• Find efficient, protected time, and an 
appropriate space to study.

• Get at least 6 h of sleep per night.
• Develop a routine exercise regimen.
• Limit caffeine and use medication 

appropriately.
• Consider having the student audio 

record their notes or a summary of their 
notes and listen to the recordings.

tening to such  recordings takes advantage of the 
multimedia effect of processing information using 
dual channels, both verbally (spoken and written 
words) and visually (pictures) [43]. The resultant 
solidification and retention of the material will help 
decrease anxiety and increase confidence walking 
into writing exams and other evaluative assess-
ments. Box 7.2 summarizes these and other strate-
gies to support learners’ study skills.

Developing self-awareness and a repertoire of 
strategies can ensure that trainees achieve their 
goals and meet competency standards. In addi-
tion to all the strategies discussed above, a men-
tor can advise students on how to establish 
healthy boundaries with others, locate study 
space, relinquish nonacademic tasks and respon-
sibilities to preserve protected study time, and 
provide the student permission and support to 
sustain the courage needed to explore and opti-
mize study techniques.

 Distracted Learners

ADHD is one of the most common learning disor-
ders seen in health professions students. While not 
associated with intelligence, it is associated with 
poor attention, impulsivity, distractibility, restless-
ness, impaired organization and time management, 
and procrastination [44, 45]. These features impact 
both knowledge acquisition and test-taking as 
demands of the curriculum increase. While both 
males and females are affected by ADHD, females 
are diagnosed at a lower rate [46, 47] (see Chap. 17).

Ann (she/her) has been referred for knowl-
edge remediation because her exam scores 
have consistently been in the bottom quin-
tile of her class. She says she has always 
been a “bad test taker” but is adamant that 
her knowledge base is comparable to her 
peers, as demonstrated on clinical perfor-
mance evaluations.

Ann spends 2  h every evening reading 
and completing practice questions. When 
asked for more detail, she admits to only 
being able to complete 2–5 pages of read-
ing per night and about 2 or 3 practice 
questions. She finally admits that she car-
ries the diagnosis of Attention Deficit 
Hyperactivity Disorder (ADHD) and that 
because she feared being stigmatized, she 
has not requested testing accommodations 
or sought treatment.
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Without support, these students cannot get 
through an adequate proportion of material dur-
ing their study time and retain less of it compared 
to their peers. With earlier diagnosis of learning 
difficulties and more effective interventions for 
learners with ADHD, increasingly, students are 
arriving at professional school with a much more 
sophisticated understanding of their situations 
and are better prepared to strategize effectively 
and advocate for their own learning needs. The 
prognosis for students like Ann is good if compe-
tent study skills coaching is available. This 
includes focusing on organizing study material, 
transforming from passive to active study strate-
gies, and learning strict time management tech-
niques. It is important to determine if supportive 
medication treatment is appropriate.

 Training for Test-Taking

Practice answering test questions improves per-
formance [8, 29, 34, 48–51]. Practice exams 
should closely simulate the actual test environ-
ment, including timing and the number, format, 
and types of test questions. Learners should prac-
tice answering the easier, more straightforward 
questions first, then complete the remaining, 
more complex questions rather than answering 
questions in order. They should be cautioned to 
avoid careless errors by not rushing through the 
exam. On the other hand, for non-computer adap-
tive testing, if a question takes more than 4–5 min, 
they should move along to the next question. 
During the final 2 min of the allotted time, have 
the learner fill in answers to the unanswered 
questions: they should not leave any questions 
blank [36, 37]. High performers on the USMLE 
Step exams typically read one review book series 
entirely from start to finish, at least once, then 
study their notes and complete 1500 questions. 
An alternative focused strategy is to complete 
2500 questions, thoroughly review the explana-
tions for each answer, and look up topics they did 
not perform well on [52].

For case-based or long-format questions, a 
helpful technique is to read the stem question at 
the very end of the passage first, review the 

answer choices, and then go back and read the 
entire case. Understanding the question allows 
the learner to identify relevant facts or key fea-
tures from all the information commonly pro-
vided in these question types. This ability, which 
maximizes the use of our limited working mem-
ory, is called saliency determination, and can be 
honed with practice. Explicitly enhancing 
saliency determination is particularly useful for 
learners with ADHD [53].

Another technique involves helping learners to 
switch perspectives on a question, also known as 
cognitive flexibility. Some learners prefer to view 
the world through a big picture lens; others tend to 
initially see each tree first rather than the whole 
forest. Both are necessary. If the learner is strug-
gling with a question or concept, have them try 
looking at it from both views. Likewise, some 
learners focus more on concrete information, 
details, and facts, while others work better with 
abstract concepts and theories. It is essential for 
learners to understand their preferred approach 
and be able to switch perspectives. This 
perspective- switching may help distracted learn-
ers attend longer and therefore improve 
performance.

For multiple-choice test questions, instruct the 
student to look at all the answer choices, eliminat-
ing the incorrect choices and choosing from the 
remaining ones [36, 37]. A learner who consis-
tently narrows the answers down to two or more 
choices may lack the specificity of knowledge and 
needs to focus their study time on acquiring more 
details, in addition to understanding the big pic-
ture. Alternatively, such challenges may indicate 
an underlying learning difference (see Chap. 17).

Using these techniques on practice questions 
and exams will help provide the learner with 
feedback on the progression of their knowledge, 
the effectiveness of different study and test- 
taking strategies, and optimal pacing for studying 
and completing exam questions. Practice test 
data should be monitored to provide feedback on 
the effectiveness of study and testing strategies. 
Such learning should be noted and reinforced 
until better strategies become habitual. Box 7.3 
summarizes tips for preparing for and taking 
exams.
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 Learners with Anxiety and Low 
Confidence

Chronic anxiety has been consistently associated 
with poor performance on cognitive assessments 
[54, 55]; however, the nature of this correlation is 
not well-understood. Multiple factors likely con-

Box 7.3: Advice for Preparing For and Taking 
Tests
• Make liberal use of practice tests and 

questions.
• When studying from practice questions:

 – If you consistently narrow the 
answers down to two or more 
choices, you lack the specificity of 
knowledge in that domain. Read 
more with intent.

 – Make sure you can rephrase ques-
tions, explain why the given answer 
is correct and the incorrect answers 
are wrong, and identify and define 
the keywords.

 – Analyze and monitor the reasons why 
you get practice questions wrong. A 
knowledge gap? Why didn’t you 
know this material? Not enough time 
spent? Did you misread the question? 
Get discouraged or anxious? 
Document lessons learned and follow 
up on specific learning issues.

 – Track practice scores and document 
lessons learned.

 – Learn to manage time during exams.
 – Take practice tests in an environment 

that simulates the testing 
environment.

 – Review lessons learned about test-
taking before the exam.

• Be familiar with the test format and 
content.

• When taking the test:

 – Keep track of how long it takes to 
complete a certain number of 
questions.

 – Practice answering the easiest ques-
tions first.

 – Do not rush through any one 
question.

 – If a question is taking more than 
4–5 min, move on.

 – During the final 2  min of the time 
period, fill in answers to the unan-
swered questions.

 – For long-format questions read the 
end of the passage and response 
options first.

 – Consider each test question from 
both the big picture and the detailed 
view.

Juan (he/him) admits that taking tests is 
extremely anxiety-provoking. His anxiety 
slows him down, and he starts thinking in 
his native language, Spanish. Juan calls 
the school’s education specialist to help 
him prepare for USMLE Step 1. He is no 
longer confident that he will ever pass the 
test or graduate from medical school. In 
the past, Juan consistently scored in the 
bottom 10% on exams and has had to 
repeat one course each of the past 2 years. 
Juan has been reading and re-reading the 
suggested board preparation text books 
and question banks for the past year, in 
parallel to his classroom courses. He has 
never been evaluated for a learning dis-
ability and has never sought testing accom-
modations. He lives with his family to 
reduce the cost of his education. While they 
are extremely supportive of his study time 
and proud that he is the first member of his 
family to attend graduate school, Juan 
doesn’t have private study space and is 
expected to and wants to engage with them 
frequently.

7 “They Need to Read More”: Helping Trainees Who Struggle with Knowledge Base
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tribute to reducing cognitive resources, thus caus-
ing cognitive overload. Furthermore, numerous 
forces conspire against learners whose back-
grounds include disadvantaged learning environ-
ments and/or identities that are stereotyped as 
lower performing in scientific fields (see Chap. 
3). Once in professional schools, such learners 
are less likely to use academic support services 
[56]; stereotype threat can lead to a consistent 
exam performance decrement ([57]; see Chap. 
3); and confidence, which correlates with better 
test performance, may be lacking [58]. In fact, 
being identified as “struggling” is likely to reduce 
confidence. The cycle continues as learners who 
lack confidence avoid challenging situations, 
such as courses, study groups, and higher-level 
discussions [59–61].

The main remediation strategies for learners 
with anxiety, low confidence levels, and chronic 
low scores include fine-tuning study skills, increas-
ing preparation for exams, and repetition. One 
strategy is to encourage learners like Juan to take 
written notes in English as he reads and attends 
teaching sessions, which can build confidence in 
English language fluency and the new medical 
vocabulary. In addition, study groups help learners 
who lack awareness of their knowledge gaps [62]. 
In groups, learners can see alternative explanations 
and solutions to patient cases and medical ques-
tions, develop a sense of group identity, and feel 
supported [39, 63, 64]. An advanced group will be 
able to give each other feedback and begin to self-
regulate their learning.

 Assessment

There are several programmatic ways in which 
health professions schools can decrease the need 
for knowledge base remediation. Best curriculum 
design practices incorporate learning strategies 
listed in Table  7.1 and introductory classes on 

Sam’s story:
Sam works closely with a mentor who helps 

them design a study schedule. Initially, 
Sam is disgruntled at having to take 
weekly quizzes. However, Sam soon 
notices an improvement in knowledge 
base and in overall performance. This in 
turn enables deeper, more satisfying, 

and enjoyable engagement on rounds 
and with patient care. They even 
received the second highest score on 
their Internal Medicine subject exams.

Ann’s story:
Ann sought counseling and pharmacologic 

treatment for ADHD. She incorporated 
visual maps and algorithms while read-
ing, making her studying more efficient, 
interactive, and interesting. She no lon-
ger needs to stay up all night to get 
through required material and now 
wakes up early in the morning to run for 
45 min before work. Overall, she is feel-
ing less burnt out and has passed all 
exams.

Juan’s story:
Juan is frustrated that he must study more 

than his peers. However, the time and 
repetition are paying off. For Juan, tak-
ing notes, recording his voice explaining 
concepts, and listening to the recordings 
on his way to work have been helpful. He 
has begun sharing his struggles with a 
few of his classmates and has found them 
supportive. They have been available to 
discuss concepts with him to reinforce 
his learning, and he has found the confi-
dence to engage more with the resident 
and faculty members on his teams. With 
the help of his family, he was able to cre-
ate a quiet space to study at home, and 
they encouraged him to spend time in the 
local public library. Juan took a month 
off clinical rotations to concentrate on 
practice questions prior to USMLE Step 
2, which paid off. He was able to com-
plete all questions and received an aver-
age score.
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study, cognitive, and metacognitive skills [65, 
66]; these strategies are beneficial for all stu-
dents. Institutions should provide ready availabil-
ity to question banks, highest-yield reading 
materials, and academic support resources [67], 
including a pool of learners and faculty who are 
skillful tutors and good role models. Finally, after 
analyzing available data to predict at-risk stu-
dents, schools should plan interventions to sup-
port them.

 Conclusion

While it is common for health professions educa-
tors to be concerned about a learner’s knowledge 
base, few have a sophisticated toolbox of effec-
tive remediation strategies. Based on our experi-
ence and the literature, we have illustrated 
evidence-based and road-tested effective reme-
diation strategies for the most typical trainee sce-
narios [68]. We hope that this chapter encourages 
an optimistic embrace of individually tailored 
and closely supervised remediation based on 
deliberate practice, which is effortful, challeng-
ing, and supported by multiple sources of feed-
back and requires metacognitive awareness 
through self-reflection.
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8Remediation of Physical 
Examination Skills

Tahlia Spector, Cha-Chi Fung, and Ronald Olson

Observe, record, tabulate, communicate. Use your 

five senses. Learn to see, learn to hear, learn to 

feel, learn to smell, and know that by practice 

alone you can become expert.–Sir William Osler

 Introduction

Novice clinicians demonstrate a range of physical 
examination (PE) skill levels. Learners’ approaches 
to and facility with the PE are influenced by many 
factors, ranging from knowledge and application 
of physiology and pathophysiology to personal 
biases, perceptions, and sensory or physical dis-
abilities, to curricular design differences during 
pre-clinical and clinical years, to workplace-based 
experiences (including the “hidden curriculum”). 
In this chapter, we will briefly name and define 

common areas where learners struggle with PE 
skills, describe methods to identify learners need-
ing remediation, describe potential tools that can 
be used in remediation, and finally, revisit each of 
the domains with an illustrative case and specific 
remediation strategies.* Notably, there is usually 
some overlap between domains, and learners often 
struggle in more than one domain.

Many would argue that the focus and struc-
ture of performing PEs both in health profes-
sional schools and in clinical practice has 
changed over the past decade. The need for rou-
tine annual PEs has largely been questioned (as 
evidenced by Medicare no longer paying for this 
evaluation), and many practicing clinicians have 
deprioritized aspects of the PE. Simultaneously, 
over 88% of medical schools have begun teach-
ing ultrasound in some capacity in the pre-clerk-
ship years, some with a robust point-of-care 
ultrasound (POCUS) curriculum, which allows 
direct visualization of pathology previously 
only  surmised [1]. Some programs provide 
learners with handheld ultrasound machines 
from day one, seamlessly supplementing and 
altering fundamental PE teaching. While POCUS 
enables a bedside “look under the skin” and has 
the potential to positively impact learning in 
many ways [2, 3], it can introduce additional 

* Editor’s note: We refer the reader to the first edition of this 
book for detailed cases where the authors describe reme-
diation techniques for many of the struggles listed here.
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challenges as well. Depending on relative expec-
tations of POCUS mastery, remediation of this 
modality may also be required.

We will use the four-phase framework from 
Chap. 6 to frame a remediation process for both 
general PE skills and POCUS, the latter being an 
additional tool in a clinician’s PE toolbox. 
Moreover, because POCUS allows for real time 
visualization of anatomy, faculty can use it dur-
ing remediation to clarify elements of PEs, even 
if learners lack significant POCUS experience or 
knowledge. This more basic and limited use of 
POCUS has the secondary benefit of exposing 
the learner to this valuable adjunct to PE if not 
yet embedded in the curriculum.

Identification

 1. Struggles with motor/technical skills are 
typically readily observable. Common exam-
ples are when a trainee palpates the abdomen 
at insufficient depth or incorrect location, pro-
duces inadequate percussion tones on pulmo-
nary or abdominal exam, or has misdirected 
or incorrectly placed the ultrasound probe.

These struggles may be attributable to learn-
ing lapses or may indicate more complex edu-
cational systems issues. Technical best 
practices when conducting the PE (for exam-
ple, auscultating the lungs from one side to the 
other in at least six places) is taught in class-
room settings, on peers or standardized 
patients. This method, though efficient and 
least disruptive to busy clinical practice, sepa-
rates the relevance of PE skills from actual 
clinical contexts; therefore, novices often have 
a limited ability to select which techniques 
should be applied to which patients and to 
interpret the significance of PE findings such as 
percussion or auscultation sounds until more 
immersive clinical exposure. A seasoned clini-
cian, for example, would auscultate the lungs 
differently in a patient suspected of having a 
pneumothorax compared with one suspected of 
being in heart failure. In addition, learners 
quickly adopt poor habits, such as listening to 
the heart and lungs through the patient’s gown, 
from supervisors on clinical rotations. Faculty 
conducting remediation should be aware  that 
this hidden curriculum about the PE can thwart 
their educational efforts.

 2. Learners with experiential/medical knowl-
edge struggles may exhibit aptitude in per-
forming pertinent exams on patients presenting 
with certain chief concerns, but not others. 
Alternatively, they may not know how to per-
form a health maintenance examination, seek-
ing evidence of complications  in a patient 
with  chronic illness. Similarly, they may be 
unable to discern subtle differences  between 
disease entities (for example, mistakenly iden-
tifying the dry “Velcro” crackles of interstitial 
lung disease for rales of congestive heart fail-
ure). In a POCUS curriculum, these students 
lack skill or experience using this modality. 
Unless accompanied by other  struggles, this 

Chris is a clerkship student assessing a 
patient with atherosclerotic disease who had 
gnawing back pain. The patient’s drape fell 
off, exposing the patient’s undergarment. 
Without explaining to the patient what was 
about to happen, Chris palpated below the 
umbilicus to a depth of about 1 cm, checking 
for an enlarged pulsating aorta. Not palpat-
ing in the correct location, nor at the correct 
depth, nor with the correct technique, in a 
patient who was unable to relax abdominal 
musculature due to the discomfort of being 
exposed, Chris did not detect the obvious 
enlarged pulsating mass. Moreover, during 
the rest of the exam, Chris seemed unaware 
of the patient’s discomfort and did not repo-
sition the drape leaving the patient partially 
exposed.

Common Domains Where Learners Struggle 
with PE and POCUS Skills

 1. Basic motor and technical skills
 2. Experience and medical knowledge
 3. Interaction
 4. Clinical reasoning
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scenario can be a simple teaching opportunity 
to expand a learner’s experience and/or knowl-
edge base. (See Chap. 7 for further details on 
remediating medical knowledge.)

 3. Interactional struggles manifest when 
learners fail to establish trust, ensure patient 
comfort and privacy, gain patient coopera-
tion and collaboration in PE maneuvers, and 
communicate PE findings. Illustrative 
behaviors include forgetting to wash their 
hands (or the ultrasound probe), improperly 
draping the patient, displaying overt awk-
wardness when performing aspects of the 
PE, omitting explanations about maneuvers 
they perform, and not recognizing a patient’s 
pain during a maneuver. Occasionally, a 
learner’s personal hygiene (e.g., halitosis, 
body odor, unlaundered clothes) is objec-
tionable to patients and contributes to patient 
discomfort and lack of cooperation. In the 
case of patients who have experienced pre-
vious physical assault or psychological 
trauma, poor performance may even contrib-
ute to or trigger anxiety. It has been esti-
mated that nearly 70% of adults in the USA 
have experienced some type of traumatic 
event, with higher estimates in historically 
marginalized populations [4]. Therefore, 
every physical exam should be done in a 
way that ensures safety, informed patient 
choice, collaboration, trust, and empower-
ment. (See Chap. 12 for remediating strug-
gles in interpersonal communication.)

 4. Clinical reasoning struggles may represent 
the most challenging scenario, as there are 
multiple steps in the clinical reasoning pro-
cess (see Chap. 9 for details). Even when the 
comprehensive physical exam is taught effec-
tively and a learner knows and is able to dem-
onstrate how to perform specific maneuvers 
technically, they may lack the ability to select 
the relevant focused physical exam elements 
to perform in the context of a patient’s pre-
senting situation. In other words, they know 
“how” to do the exam but not “when” to do 
the exam [5]. Often, learners struggle to iden-
tify how the physical exam helps narrow and 
prioritize a differential diagnosis.

Clarification

Ideally, experienced clinician educators would 
observe learners conduct comprehensive patient 
encounters in actual clinical settings, offer 
detailed feedback, and identify PE skills-related 
struggles in clinical reasoning, knowledge, and/
or skill. Unfortunately, this is rarely logistically 
possible [6]. Instead, most learners’ skills are 
assessed through conference room-based clinical 
rounds, where groups of clinicians hear patient 
case presentations that include reports of PE find-
ings [7]. Though efficient from the perspective of 
clinical patient care, this approach makes it chal-
lenging for clinicians to accurately identify learn-
ers’ needs and domains for improvement in PE 
skills. Without direct observation, we cannot 
assess the accuracy of PE findings obtained by a 
learner. For example, when told that the “neuro 
exam was unremarkable,” it is unclear which of 
the many components of the exam were per-
formed and if they were conducted or interpreted 
accurately. If the learner reports diminished 
reflexes, is this to be interpreted as due to a neu-
rological problem, or were the reflexes poorly 
elicited by the learner? Perhaps the learner didn’t 
hear a heart murmur but was “coached” about its 
presence by a resident. Perhaps the learner was 
unable to address patient comfort and attain full 
cooperation when performing sensitive exam 
maneuvers. Therefore, conference room rounds 
are  not an effective environment in which to 
assess a learner’s PE skills, and ultimately, these 
inaccuracies can significantly compromise clini-

Referred for remediation, Chris met with a 
coach. In the initial meeting, the coach 
explored the issues underlying the poor 
performance and discovered that, in addi-
tion to a poor understanding of the anat-
omy and physiology of the aorta and its 
branches, Chris avoided deep abdominal 
palpation for fear of hurting the patient. 
On further discussion, this fear of causing 
patient discomfort was a recurrent problem 
across many elements of Chris’s PE.
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cal reasoning and patient management plans. A 
powerful, longstanding debate over the value of 
the PE compared with “paraclinical” or labora-
tory and imaging modalities to obtain similar 
information has negatively impacted the rigor of 
and emphasis placed on teaching this material [8, 
9]. Direct observation, focused teaching, and 
assessment of the PE, especially in patients with 
actual rather than simulated disease, can counter 
the loss of these skills to the benefit of clinical 
excellence, patient safety, and improved patient 
outcomes.

Despite the logistical constraints posed by an 
increasingly busy clinical practice setting, sev-
eral structured opportunities, all of which require 
direct observation by experienced clinical educa-
tors, allow for clarification of learner struggles 
with PE skills:

• “Bedside Teaching”: Largely informal edu-
cational sessions where patients, teachers, and 
learners collaborate to provide opportunities 
for learners to demonstrate, both technically 
and interactionally, their ability to perform PE 
and POCUS maneuvers and discern notable 
findings.

• Semi-formal patient interactions (e.g., 
Clinical Evaluation Exercise—CEX, Mini-
CEX (3), or BSCO—Brief Structured Clinical 
Observations): Structured opportunities to 
observe a learner perform specific compo-
nents of a clinical encounter and are flexible in 
terms of the setting and time. Multiple obser-
vations are necessary when using these tools 
to achieve an acceptable level of accuracy in 
assessing a learner’s performance [10].

• Formally structured skills courses/work-
shops: Highly structured learning experiences 
designed to teach specific skills (for example, 
cardiopulmonary or musculoskeletal examina-
tion techniques or POCUS), usually incorporat-
ing standardized or real patients in small group 
settings, and providing ample opportunities for 
direct observation of learner performance.

• Formal testing (e.g., OSCE—Objective 
Structured Clinical Examinations [11] using 
standardized patients): Important assessment 
tools where faculty have the opportunity to 

observe a single student across multiple clini-
cal encounters or stations, as well as observ-
ing multiple students conducting the same 
standardized patient encounter. Coaches can 
therefore calibrate feedback to the learner’s 
training level by explicitly designing encoun-
ters to enable identification of struggles in 
clinical reasoning, knowledge, and skills. In 
addition, trained and highly calibrated stan-
dardized patients can provide structured 
checklist-based feedback on their experience 
of the learner’s interactional skills and other 
components of the encounter, including the 
PE.  Because these exercises require signifi-
cant resources, they often have limited utility 
and do not replace the need for real-world 
clinical learning settings [12, 13]. However, 
especially if they are videotaped, OSCEs can 
provide objective information about learner 
performance. Faculty can review performance 
with learners who struggle, encourage learner 
self-reflection, and prescribe individualized 
remediation plans [14–16].

Certain struggles (e.g., technical skills and 
interactional elements) may be obvious after sim-
ple observations. Others, especially clinical rea-
soning, must be ascertained through a more 
thorough process, for example, probing question-
ing that leads the learner to recall and critique the 
thought process behind why they chose to exam-
ine the patient a certain way, how they interpreted 
the information obtained, and what they might do 
differently in future cases (see Chap. 9 for further 
details).

To elucidate both the scope of the struggle and 
the degree of learner insight, we have relied on 
asynchronous faculty precepted video review. In 
this process, the learner reviews a video of their 
encounter with a standardized patient and self- 
assesses by completing a checklist designed to 
create awareness of best practices for both the 
technical and interactional aspects of the physical 
exam. Following this self-assessment, the learner 
and faculty coach review the videotape together, 
and the faculty proposes a series of questions 
aimed at impelling reflection on the integration of 
the physical exam with clinical reasoning [17].
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Intervention

Book and Video Suggestions:
• Physical examination textbooks: Bates’ 

Physical Examination and History 
Taking [18] or DeGowin’s Diagnostic 
Examination [19]

• Online videos or real-life/real-time 
demonstration of correct exam tech-
niques: Bates’ Physical Examination 
Videos provided as part of the textbook 
package; UCSD Practical Guide to 
Clinical Medicine [20]

• Online videos of examination of abdomi-
nal aorta (for example: https://www.you-
tube.com/watch?v=2MO3en1D_w8)

• Online videos of basic ultrasound 
techniques

• Online videos of the eFAST examina-
tion (Extended Focus Assessment with 
Ultrasonography in Trauma) or other 
specific exams

• Using the ultrasound probe to examine 
geometric models (e.g., cylinders) to 
understand how orientation of the probe 
affects the image  

Reflective Questions to Ask in the 
Clarification Phase

 1. After completing your history, what are 
the top 3–5 disease processes in your 
differential diagnosis in order of 
likelihood?

 2. What are the disease processes you are 
most concerned about that need to be 
ruled out?

 3. What do you think is going on at this 
point in the encounter?

 4. What pertinent positive or negative PE 
findings were you looking for or would 
you look for now?

 5. If you were to perform the physical 
exam again based on this differential, 
describe what you would do.

 6. If POCUS is to be used, what anatomi-
cal structure would be scanned?

 7. What examination findings would sup-
port or refute your hypothesis?

 8. I see that you listened to the [heart]. 
What were you listening for? How 
would you change the exam to find what 
you are looking for?

 9. What do you think is the best position 
for the patient to be in to elicit that find-
ing? Why?

To address the interactional component, we 
had Chris practice performing non- invasive 
physical exam maneuvers with friends, family 
members, or colleagues, requesting detailed 
feedback on Chris’s ability to address drap-
ing and privacy, to explain actions before 
performing them, and to share the “findings” 
without utilizing medical jargon. Then we 

To address knowledge and technical skills 
struggles, we directed Chris to choose 
between several books and online resources 
that highlight the technical skills required to 
evaluate abdominal structures and suggested 
selecting learning one specific technique per 
day, followed by deliberate practice of that 
technique on every patient seen  clinically 
that day. We required Chris to briefly docu-
ment each practice case, including a descrip-
tion of the PE findings and interpretation of 
the information in the context of the clinical 
case. We encouraged Chris to add a new 

technique daily until Chris conducted and 
documented comprehensive abdominal 
exams on a few patients a day. In addition, 
we guided Chris to visualize each patient’s 
anatomy using POCUS: the location of the 
abdominal aorta and bifurcation, to assess 
the width of the aorta, and to observe the 
pulsations before repalpating.
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Learners require individualized remediation 
strategies, depending on their needs and 
domain(s) in which they struggle. Strategies that 
incorporate hands-on, practical, and interactive 
activities are more effective than reading and 
shadowing alone [21]. To address knowledge 
gaps, preparatory reading is required before start-
ing interactive case-based exercises that promote 
application of acquired knowledge [22].

• Real-Time Remediation: We find it highly 
efficient and meaningful to take learners to a 
patient’s bedside to demonstrate correct PE 
and POCUS techniques, discuss underlying 
physiological rationale for those techniques, 
and to teach PE pearls (e.g., how to examine a 
ticklish patient). When more in-depth teach-
ing is needed, or discussion of a topic that is 
very personal for the student is likely, bedside 
teaching may be inappropriate.

• Independent study/self-directed learning 
exercises to establish the necessary funda-
mental knowledge base and clinical reasoning 
include:
 – Listing differential diagnoses for certain 

chief complaints based on age, gender (if 
relevant), and possibly co-morbidities in 
the order of most common and most 
dangerous

 – Creating charts that discriminate which exam 
findings are consistent with or help discern 
between different but similar diseases

 – Considering what examination would be 
required in a patient with various chief 
complaints—can be done as an exercise on 
a simulated patient (either role play with 
another learner or on paper)

 – Considering what examination should be 
performed in a well-person visit when the 

patient has various underlying medical 
problems. This is usually a two-step pro-
cess: first, identification of the possible 
complications of a disease process, 
 followed by demonstration of an exam to 
look for pathology

 – Reading parts of a PE skills textbook or 
watching videos that elucidate appropri-
ately and correctly performed PE and 
POCUS maneuvers. Texts that are orga-
nized on cases or chief complaints rather 
than by organ system may have the added 
benefit of modeling more accurate and 
complete examinations

• Many of these activities can be done alone or 
in small study groups. We also often pair these 
cognitive exercises with other experiential 
activities (for example, practice interactions 
with standardized or real patients).

• Clinical activities focused on PE skills spe-
cific to learners’ struggles can be incorporated 
as part of a regular clinical rotation. Examples 
include: (1) practice systematizing approaches 
to the history and physical exams; (2) practice 
creating an appropriate differential diagnosis 
that includes dangerous entities, asking spe-
cific questions to rule these in or out and then 
performing an exam that supports/refutes 
these entities in the differential; (3) repetition 
with feedback to increase speed and flow of 
the encounters to improve patient comfort 
while maintaining accuracy; (4) practice 
announcing to patients what exam will be per-
formed and verbalizing the findings; and (5) 
practice performing certain examinations 
[e.g., ophthalmological or cardiovascular 
exam, POCUS of the heart, lungs, or kidneys] 
on each patient to improve technique.

• Organized group activities/courses have 
been designed for medical students on funda-
mental or advanced clerkships specifically to 
address struggles identified either via a struc-
tured curriculum or faculty teaching at the 
bedside. These activities, though faculty- 
intensive, are often very well-attended and 
appreciated.

 – Advanced diagnostic skills courses using 
real patients with chronic but stable medi-

asked Chris to demonstrate how to drape and 
ensure patient privacy. We also arranged to 
have Chris experience being the patient for 
near peers practicing abdominal exams and 
asked Chris to reflect on how various 
approaches contributed to Chris’s own 
degree of comfort.
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cal problems to appreciate the subtleties of 
the physical exam.

 – Engagement in teaching pre-clerkship stu-
dents [23]

 – Hypothesis-Driven PE workshops that use 
standardized patients who act out specific 
clinical presentations and guide learners 
through the reasoning process by conduct-
ing a focused PE [24, 25]

 – Evidence-based PE workshops, using the 
Rational Clinical Examination series from 
the Journal of the American Medical 
Association, [26] to help recap basic PE 
skills and enable learning of the highest-
yield disease- specific PE maneuvers [23]

 – POCUS workshops and courses for skill 
improvement and visualization of struc-
tures to enhance physical exam technique

Assessment

Reassessment, using any of the strategies used for 
primary assessment at pre- determined intervals, is 
critical to determine the success of any remedia-
tion. It is helpful if the evaluator is aware of the spe-
cific struggle(s) focused on in the  remediation, 
through sharing of the remediation plan or direct 
conversation with the learner. It is critical for the 
learner to take a high degree of responsibility for 
self-monitoring of progress, since doing so consti-
tutes the basis for the lifelong, self-directed learn-
ing skills needed to maintain clinical competence.

Finally, on a systems level, curriculum leaders 
responsible for educating students on the physi-
cal exam must monitor remediation activities for 
emerging patterns as a matter of program evalua-
tion. If multiple learners struggle in a given area, 
the curriculum, rather than the learners, may need 
revision and supplementation with additional 
education and/or skill-building.

 Conclusion

We have named four distinct domains where learn-
ers struggle with PE: motor/technical skills, 

knowledge or experience, interaction, and  clinical 
reasoning. Most learners requiring remediation 
demonstrate a combination of struggles; therefore, 
remediation strategies must be individualized for 
best results. Though PE skills remediation typi-
cally occurs during routine clinical learning at a 
patient’s bedside and uses role modeling to impel 
learners toward deliberate practice, a range of 
strategies, including the use of structured and stan-
dardized simulations and workshops, should 
always be considered. Depending on the resources 
available and students’ individual needs, remedia-
tion can be enhanced by utilizing technology such 
as digitally enhanced or multi-headed teaching 
stethoscopes, POCUS, simultaneous cardiac echo, 
among others. It is also helpful to keep handy a 
catalog of vetted learning resources such as 
YouTube videos of examination skills. Early iden-
tification of student struggles, use of diverse reme-
diation strategies targeted to learner needs, and 
regular progress monitoring represent the core 
steps in supporting learner proficiency in the PE.

There remain significant logistical constraints 
in the remediation process that need to be 
addressed. Curricula and faculty skills and atti-
tudes must be continually monitored to ensure 
effective teaching of PE skills. Faculty clinicians 
with exemplary PE and coaching skills also must 
have time and resources available to engage with 
learners. In these ways, we believe that most 
learners will attain the skills to be both excellent 
clinicians and capable teachers for future 
generations.
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9Assessment and Remediation 
of Clinical Reasoning

Andrew S. Parsons and Karen M. Warburton

 Introduction Clinical reasoning is a term used to describe the 
processes of making a diagnosis and managing a 
patient [1]. Learners can struggle with one or both 
of these components, commonly referred to as 
diagnostic reasoning and management reasoning 
[2]. Effective remediation of learners who struggle 
with clinical reasoning includes timely identifica-
tion, global and targeted appraisal, coaching, and 
continuing evaluation and assessment. The goal of 
this process is to ensure patient safety and move the 
learner toward consistent expert performance. 
National organizations and landmark publications, 
such as The National Academy of Sciences’ 
“Improving Diagnosis in Healthcare,” have called 
for enhanced teaching of clinical reasoning to 
reduce clinical errors [3]. Unfortunately, the rate of 
diagnostic and management error is difficult to 
determine in the routine assessment of individual 
trainees. Clinical evaluators may lack the skills 
necessary to assess the clinical reasoning of their 
learners, limiting intervention efforts. Once identi-
fied, dedicated coaching and deliberate practice are 
the most effective means of moving these learners 
toward expert performance [4, 5]. However, effec-
tive clinical reasoning remediation requires signifi-
cant time investment by both coach and learner [6]. 
In addition, learner buy-in is essential to a success-
ful remediation process. We follow many of the 
steps listed in Chap. 6; the first steps in this process 
are asking the learner about their perspective, 
empathizing with what they almost assuredly see 
as a predicament, and drawing out the learner’s 
perspective on their own plight.

Ethan (he/him), a second-year internal 
medicine resident, is called to meet with the 
program director, Dr. Ramirez (she/her), to 
discuss concerns about his clinical perfor-
mance. Dr. Ramirez alerts Ethan that 
senior residents and faculty have raised 
concerns in their written evaluations about 
his clinical decision-making. Select com-
ments include: “cannot tell a story,” 
“struggles when things are complex, or 
when the service is busy,” “cannot put the 
pieces together,” and “has tunnel vision at 
times.” One evaluator did note that he “can 
make an accurate decision when given all 
of the data.”
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 Identification

Struggles with clinical reasoning can be difficult 
to recognize and are often “misdiagnosed” as 
struggles either with fund of knowledge or orga-
nization and efficiency ([7]; see Chaps. 7, 11). 
Clinical reasoning is not recognized as a distinct 
clinical competency by the Accreditation Council 
for Graduate Medical Education (ACGME), and 
thus data on the prevalence of struggles with clin-
ical reasoning are often not captured in surveys 
about learners who struggle [8–10]. According to 
reports from two centralized remediation pro-
grams across the continuum of medical educa-
tion, clinical reasoning was identified in 25–45% 
of learners who struggled [5, 11].

Struggles with clinical reasoning can impact 
performance in many ways. Learners may have 
trouble with patient presentations or making clin-
ical decisions. Table 9.1 includes some common 

descriptive phrases used to describe the learner 
struggling with clinical reasoning.

Often, the evaluator recognizes that a learner 
is struggling, but cannot quite pinpoint the 
problem. Learners who make confusing, disor-
ganized, or inaccurate case presentations or 
write disappointedly inadequate clinical notes 
are worrisome because they potentially endan-
ger patient safety. Clinical reasoning is a com-
plex cognitive process, dependent on, but not 
limited to, adequate fund of knowledge. 
Because many clinical supervisors may lack a 
framework for analyzing clinical reasoning 
struggles, they are less likely to effectively 
coach learners to improve clinical reasoning. 
Moreover, we often do not spend enough time 
directly observing our learners’ clinical skills 
and are therefore left to infer a great deal about 
their performance from how they answer fac-
tual questions on rounds or in conference. 
Many learners struggling with clinical reason-
ing are reflexively advised to “read more.”

Ethan’s case is typical of learners who strug-
gle with clinical reasoning. Based on test scores, 
his knowledge base is sound. However, his per-
formance drops during clinical encounters that 
require a structured approach and application of 
knowledge.

Table 9.1 Commonly used phrases to describe the 
learner struggling with clinical reasoning

Presentations are disorganized and often miss important 
details
Easily overwhelmed with complex patients
Can’t see the forest for the trees
Can’t connect the dots
Struggles to prioritize a differential diagnosis
Can’t call a consult
Handoffs don’t convey the important information
Can’t structure an admission (or clinic visit) efficiently
Can’t triage a task list
Can’t tell sick versus not sick
Anchors, or demonstrates premature closure

Dr. Ramirez: Ethan, do these comments 
resonate with your experience?

Ethan: It’s definitely not the first time 
I’ve been given feedback like this, but I am 
not exactly sure what is going on. I felt that 
I was improving in these areas as an intern, 
but now that I have more responsibility, I 
am struggling with my decision-making.

Dr. Ramirez: I know this can be hard, 
and I hear that this is not a shock to you. If 
we can figure out where exactly you’re 
struggling, we can tackle these problems 
together.

Ethan: Sometimes I’m just not sure what 
is wrong with my patients, and which steps 
I should take next, especially with the more 
complex patients. Maybe I just need to read 
more? I always did well in medical school.
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 Clarification: Global and Targeted 
Appraisal of the Learner Struggling 
with Clinical Reasoning

 Global Appraisal

Effective remediation hinges on accurate deter-
mination of specific performance gaps, which is 
best accomplished with a systematic review of 
the learner’s performance in the current and, 
when available, prior program(s). As described 
in Chap. 6, a comprehensive investigation 
includes talking with the learner about underly-
ing causes of unsatisfactory clinical perfor-
mance such as impairment, performance 
anxiety, or burnout [11]. It is important to review 
educational history for evidence of primary 
struggles with medical knowledge; after all, one 
needs to know the alphabet to spell. Signs con-
sistent with clinical reasoning struggles include 
failure in one or more objective structured clini-
cal examinations (OSCEs) in medical school; 
average or above average standardized knowl-
edge test scores coupled with consistently low 
scores in clinical performance; and comments 
from clinical rotations (Table  9.1). We recom-
mend that the remediation coach attempt to 
speak directly with a few clinical educators who 
have worked with the learner across clinical 

contexts. And, as described in Chap. 7, knowl-
edge can be assessed by asking direct, factual 
questions during direct observation of the learn-
er’s performance in the clinical learning envi-
ronment, or through discussing cases in a 
coach’s office.

 Targeted Appraisal

If global appraisal leads to the determination that 
the learner’s struggle is predominantly related to 
clinical reasoning, the next step is a targeted 
appraisal [5]. The goal of targeted appraisal is to 
identify strengths and challenges along the clini-
cal reasoning pathway. It is important to deter-
mine if the primary struggle is ineffective 
diagnostic or management reasoning by a thor-
ough review of clinical evaluation data. In fact, 
clinical evaluation data are critical because they 
add context to the targeted assessment which can 
limited by case specificity and a learner’s content 
knowledge. For the purposes of appraisal of clini-
cal reasoning, it is useful to simplify and consider 
diagnosis and management as a linear pathway, 
starting with diagnostic reasoning and then bas-
ing management strategies on that diagnosis 
(although in practice, there is a dynamic and iter-
ative relationship between the two). A clinician 
must always reconsider the diagnosis as new 
information emerges from the patient’s response 
to treatment and the evolution of the clinical 
predicament.

For learners who struggle with diagnosis, the 
initial objective is to further specify an area to 
support along the following diagnostic reasoning 
pathway: hypothesis generation; data collection; 
problem representation; refinement of hypothe-
ses; and development of working diagnosis 
(script selection). We suggest using a seven-step, 
case-based approach (Fig. 9.1) that incorporates 
these steps.

Further conversation between Ethan and 
Dr. Ramirez revealed that Ethan’s perfor-
mance on standardized tests was good to 
average. He remembers struggling on 
Observed Structured Clinical Examinations 
in medical school. Dr. Ramirez determines 
that Ethan struggles to apply knowledge to 
the clinical environment and refers him to 
Dr. Williams, a clinical reasoning remedia-
tion coach.
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The coach provides the learner with the initial clinical case information (patient age, gender) and the chief 

complaint in the patient’s own words. 

Coaching prompt:

Step 1: Based on this information, generate hypotheses (broad differential diagnosis) using both non-

analytic (pattern recognition) and analytic methods (anatomical, systems based, or pathophysiology 

based; be sure to incorporate pre-test probability).

Coaching Probes: 

Which analytical approach would work best for this case and why? 

Step 2: Based on the broad differential you created, what questions do you want to ask this patient? Keep 

in mind that we are working towards a hypothesis driven approach to history taking. In other words, the 

differential guides data gathering.

The learner is provided further history of present illness in response to their questions. 

Step 3: Based on this information, how would you manipulate and reprioritize the differential? 

Coaching Probes: 

Do you recognize any patterns?

Use pretest (prior) probability to prioritize your differential diagnoses. 

The learner is provided history and review of systems. 

Step 4: Based on your updated differential, select which physical examination data you would like to 

receive and why. 

The learner is provided with pertinent physical examination findings in response to their questions. 

Step 5: Create a problem representation, a 1-2 sentence summary of the pertinent information you have 

learned to this point. A problem representation has three components: demographics/risk factors, tempo, 

and syndrome(s). Use semantic qualifiers to change from the patient’s voice to medical terminology.

Keep in mind that a major purpose of the problem representation is to refine and narrow your initially 

broad differential diagnosis. 

Step 6: Which illness scripts are prompted by your problem representation? Remember, an illness script 

has three components: epidemiology (who gets the condition and when), pathophysiology, and clinical 

presentation (signs and symptoms).

Step 7: Reprioritize the differential diagnosis with an emphasis on identifying a working diagnosis. 

Fig. 9.1 Case-based identification of struggles with diag-
nostic reasoning: a seven-step appraisal. Use this case- 
based appraisal method to identify areas to support along 

the diagnostic reasoning pathway. It is critical to use this 
approach across a range of clinical cases and include vary-
ing contextual factors

 Hypothesis Generation

The diagnostic reasoning process begins with the 
development of a broad list of potential diagno-
ses based on a limited set of key pieces of infor-
mation from the chief complaint and patient 
demographics. This list of hypotheses is gener-
ated using two well-described cognitive systems 
of decision-making. Dual-process theory sum-

marizes a vast cognitive psychology evidence 
base and provides a robust framework for under-
standing clinical reasoning [12]. The dual- 
process theory describes two systems that are 
relatively independent but work together, 
enabling a physician to reason rapidly and 
 deliberately. System 1 is non-analytical, intuitive, 
and efficient [13]. The basic clinical reasoning 
skill in System 1 is pattern recognition. System 1 

A. S. Parsons and K. M. Warburton



105

thinking is most obvious when an experienced 
physician immediately recognizes a well-estab-
lished illness script when presented with a patient 
presentation. In contrast, System 2 is an analyti-
cal process. It is slow, deliberative, conscious 
application of an analytical approach to arrive at 
a diagnosis [13]. Which system is activated 
depends on the clinician’s prior experience with a 
given clinical presentation, and their ability to 
activate the appropriate illness script [14]. To 
avoid mistakes, experts consciously toggle 
between systems, confirming a diagnosis they 
reached quickly through System 1 by applying 
System 2 reasoning to the case [15]. Novices also 
use both systems; however, given their limited 
experience, their System 1 is likely to be less 
accurate, and they are more likely than experts to 
anchor on a final diagnosis based on their initial 
thoughts. Because of this, inexperienced clini-
cians are at risk of prematurely committing to a 
diagnosis with inadequate information.

 Data Gathering

Data gathering involves asking questions about 
the patient’s history (see Chap. 7), performing 
the physical examination (see Chap. 8), and col-
lecting initial laboratory and imaging results. 
Consideration of diagnostic hypotheses prior to 
data gathering, termed hypothesis-driven data 
gathering, improves diagnostic accuracy [16].

 Problem Representation and Illness 
Scripts

The problem representation is a an abstraction 
of the important features of a case using paired, 
opposing descriptive terms referred to as seman-
tic qualifiers [17]. When in the form of a verbal-
ized or written summary statement, the problem 
representation is commonly referred to as the 
“one-liner” and is used to summarize patient 
cases when clinicians communicate with each 
other (oral presentations on rounds, handoffs, 
progress notes, calling consults). When done 
correctly, formulating problem representations 

strengthens clinical reasoning [18, 19] by acti-
vating or accessing illness scripts, or mental 
representations (schemas) from the clinician’s 
long-term memory. Illness scripts, which usu-
ally include key risk factors, pathophysiology, 
and clinical presentation, reflect the clinician’s 
organized stored knowledge of a given disease 
[14, 20]. With experience and attention to accu-
racy, learners should enhance their illness 
scripts to better estimate the likelihood of a 
diagnosis when a clinical feature is present or 
absent [21].

The ability to formulate an effective problem 
representation is a fundamental skill and one that, 
for many learners, needs to be taught explicitly. 
Difficulties with problem representation can man-
ifest in many ways. For example, a learner may be 
unable to provide effective handoffs of care, as 
observed in their “sign-out” to other providers. 
Other signs of gaps in this domain are struggles 
with succinct and accurate presentations, calling 
consults, or managing more than one complex 
patient. Evaluators may comment that these learn-
ers lack an understanding of the big picture with 
their patients, or “just don’t get it.”

 Management Reasoning

Cook et al. recently defined management reason-
ing as “the process of making decisions about 
patient management, including choices about 
treatment, follow-up visits, further testing, and 
allocation of limited resources” [2]. They also 
identified some key differences between diagnos-
tic and management reasoning. For instance, 
diagnostic reasoning is a classification task of 
assigning a single diagnosis, operates indepen-
dently of context, and does not require patient 
interaction. In contrast, management reasoning is 
a task involving shared decision-making and 
monitoring, can include multiple solutions, 
depends on context (e.g., patient, provider, and 
system preferences), and requires patient com-
munication [2]. Diagnostic reasoning likely ends 
with activation of a management script, the first 
step in management reasoning. Like illness 
scripts, management scripts are activated in real 
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time in response to encountering a clinical prob-
lem [22]. Once a management script is activated 
(accessed, recalled, retrieved) for a given condi-
tion, clinicians can then select actions (i.e., labo-
ratory, imaging, procedures, consultants, 
medications, monitoring, etc.) based on the needs 
of a specific patient and the current situation. 
This process, termed management option selec-
tion [22], requires the learner to estimate the 
harms and benefits of each intervention, taking 
patient preferences into account. Though the evi-
dence base supporting our understanding of man-
agement reasoning is less robust than that for 
diagnostic reasoning, the two processes are 
highly analogous, and the literature is growing.

 Intervention: Coaching Clinical 
Reasoning

Once the targeted appraisal is complete, coaching 
should begin with a discussion of expectations and 
goals to obtain a commitment from the learner, 
because successful clinical reasoning coaching is 
time-intensive and requires deliberate practice. As 
clinical reasoning may be a new language to the 
learner, an explicit discussion of the reasoning pro-
cesses should follow closely after the initial 
appraisal. The discussion should include an intro-
duction or review of key clinical reasoning terms. 
The learner should be informed that the coaching 
process will include working through segmented 
cases and clinical reasoning exercises, employing 
frequent “stops” to determine the reasoning behind 
the learner’s decisions. Some learners find this 

approach needlessly theoretical and must be con-
vinced that the ability to think critically and reflect 
on their own thought processes is critical to devel-
opment of strong clinical reasoning (see Chap. 4).

The coach and learner together should design 
a remediation strategy that employs exercises 
(Fig. 9.2) targeted to the identified area requiring 
support [23–25]. Because successful clinical rea-
soning depends on context, coaching must 
include a substantial number of cases across a 
broad array of clinical conditions. We suggest 
that coaching encounters begin with simple, typi-
cal presentations of common problems that pro-
gressively increase in complexity [26, 27]. The 
coach should give the learner cases with varied 
chief complaints and demographic information. 
The coach’s approach, based on the reasoning 
level of the learner, should provide scaffolding 
for the learner, at first being very structured and 
supportive even to the point of sharing a detailed 
“worked example” if needed, and then fading 
back as the learner becomes more self-sufficient 
(see Chap. 19, cognitive apprenticeship). The 
coach should aim to create a safe atmosphere 
where the learner can develop strong self- 
regulatory skills, metacognition, and reflective 
practice (see Chaps. 4, 15).

 Hypothesis Generation (Fig. 9.2, 
Purple Gear)

Setting: Ethan’s first meeting with Dr. 
Williams (she/her), the clinical reasoning 
coach

Dr. Williams: Ethan, I look forward to 
working with you on this. Let’s begin by 
setting some specific goals. Then I will 
introduce you to a standardized approach 
to clinical reasoning, which will give us a 
shared language we can use to talk about 
and work on clinical reasoning and clinical 
decision-making.

Dr. Williams: From the cases we have 
worked through together so far, I notice 
that you do not always begin by creating a 
broad differential diagnosis.

Ethan: Yes, I didn’t feel like I had enough 
information. I usually go see the patient 
right away, collect all the information I 
can, and then think about what may be 
causing the patient’s symptoms. At times, I 
come out of the patient’s room feeling con-
fused and disorganized.

Dr. Williams: Can you tell me more 
about what you mean by disorganized?

Ethan: Yes. I feel overwhelmed, espe-
cially when the patient is critically ill.
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Fig. 9.2 Targeted strategies to coach struggles with diag-
nostic reasoning. The process begins with hypothesis gen-
eration and ends with a working diagnosis. Each 

component of the process has two recommended coaching 
exercises [23–25]. Adapted with permission

Ethan struggles to generate potential diagnoses 
with limited information and distinguish between 
concerning and less concerning diagnoses. With 
limited information, and usually limited experi-
ence, the learner must rely on System 2 to build 
or broaden their initial list of hypotheses. 
Learners can use frameworks or organizing scaf-
folds (Fig.  9.2, purple gear), to systematically 
approach this process. Because clinical informa-
tion can be retrieved and manipulated as a single 
item within the working memory, the use of 
frameworks to develop schemas may help learn-
ers manage their cognitive load [28, 29]. As cer-
tain frameworks may be more appropriate for a 
given chief complaint, we recommend use of one 
or more of the following frameworks [27]. We 
guide the learner toward the appropriate frame-
work through repetitive case-based application 
and have provided some guidance below.

Schema 1: Pre-test Probability
Consider the probability or likelihood of sus-
pected diseases, based on their prevalence before 
any diagnostic tests are conducted (also referred 
to as base rate or prior-probability), specific to a 
given patient from a particular population. 
Common diseases are common, and rare diseases 
are rare. It is important to encourage the learner 
to routinely familiarize themselves with the epi-
demiology of the geographic locale and under-
stand how referral filters and recency or 
availability effects may bias their judgement on 
what is most likely in a particular clinical setting. 
We encourage use of this framework for all cases.

Example: While a complaint of chronic cough 
is usually post-nasal drip, reactive airway dis-
ease, or gastroesophageal reflex, during a viral 
pandemic, adjustments in prior probability need 
to be carefully considered.

9 Assessment and Remediation of Clinical Reasoning



108

Schema 2: Anatomical
Consider the organs and surrounding structures 
in a given location and what can go wrong with 
each. We encourage use of this framework for 
localized complaints such as pain, redness, swell-
ing, or other signs of inflammation.

Example: For a complaint of chest pain, 
think of anatomical features in the chest (skin, 
muscles, ribs, mediastinum, heart, lungs, spine, 
and associated bony structures) as well as the 
few instances where this is potentially confus-
ing because pain may be referred from 
elsewhere.

Schema 3: Pathophysiology
Consider the physiological processes of disease 
leading to the chief complaint. We encourage 
use of this framework for isolated abnormal 
vital signs, laboratory values, or imaging 
findings.

Example: For an abnormally elevated creati-
nine level in outpatient clinic, think of pre-renal, 
intrinsic, and post-renal causes.

Schema 4: Systems
Consider various organ systems and disease pro-
cesses in each. We encourage use of this frame-
work for nonspecific complaints such as fatigue, 
weight loss, and fever.

Example: For a complaint of unintentional 
weight loss in a refugee patient

Neurological—Depression, eating disorder, laxa-
tive abuse

Gastrointestinal—Malabsorption, dental disease
Endocrine—Thyroid disease, diabetes mellitus
Neoplastic—Many forms of cancers
Infectious—Tapeworm, dysentery
Vascular—Ischemic bowel disease
Social—Poverty, isolation

Schema 5: Worst-Case Scenario
Consider specific conditions that can lead to sig-
nificant morbidity or death, or are time-urgent. 
These are “cannot-miss” diagnoses. We encour-
age use of this framework for all cases, while 
emphasizing that inappropriate consideration of 

such diagnoses can, in some cases, lead to 
over-testing.

Example: For a complaint of acute shortness 
of breath, consider pulmonary embolism, decom-
pensated heart failure, and myocardial 
infarction.

 Data Gathering (Fig. 9.2, Pink Gear)

Students are generally taught how to take a com-
prehensive patient history using a structured 
approach (i.e., chief complaint, history of present 
illness, past medical history, etc.). However, 
learners may struggle to adapt and refine their 
history-taking based on a given patient’s clinical 
presentation. To improve hypothesis-driven data 
gathering, learners need dedicated case-based 
coaching and deliberate practice. We recommend 
a “search for scripts” exercise (Fig.  9.2, pink 
gear) where the learner is provided a specific 
chief complaint, asked to generate a differential 
diagnosis, and then asked to propose 3–5 history 
items and 3–5 physical exam findings that would 
be expected for each item on the differential [23–
25, 29]. This exercise forces the learner to con-
sider differentiating and distinguishing features 
of each diagnosis. The coach should ask the 
learner to compare and contrast key features of 
each diagnosis. This exercise should be repeated 

Dr. Williams: Now that you have a frame-
work for generating a broad differential 
diagnosis, let’s work through some more 
cases.

Ethan: I have been told that I take a long 
time to see patients. This approach might 
make it worse. How do the attendings 
always seem to know what questions to ask 
to get to the heart of the matter quickly?

Dr. Williams: Great question. As we dis-
cussed, clinical reasoning is a complex 
process. Efficiency and accuracy come 
with practice in developing hypotheses to 
guide our data gathering. Let’s work on 
that.
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for multiple chief complaints. Additionally, 
coaches should employ an exercise known as 
“highlight key features” (Fig.  9.2, pink gear) 
[23–25, 29]. In this exercise, a learner is provided 
comprehensive written H&Ps for unfamiliar 
patients. The learner is asked to literally highlight 
key features of the history and physical exam 
while reading the note from beginning to end. 
This exercise asks the learner to identify differen-
tiating and distinguishing features of a case while 
simultaneously considering multiple diagnoses.

 Problem Representation (Fig. 9.2, 
Orange Gear)

Successful development of an accurate and con-
cise problem representation is reliant upon a 
strong repository of illness scripts in the learner’s 
long-term memory and a solid base of biomedi-
cal knowledge [17]. There are several targeted 
exercises for learners who struggle with problem 
representation. We recommend “reversing the 
presentation” [23–25, 29], a technique in which 
the learner begins the oral presentation at what is 
typically expected at the end, with the assessment 
to prime the coach for feedback on selection of 
subjective and objective data. This allows the 
learner to proactively support their initial assess-
ment. Second, learners should be asked to explic-
itly create and state their problem representation 
for each patient. A thorough problem representa-
tion should answer three questions [30]:

 (a) Who is the patient? Include pertinent demo-
graphics and risk factors

 (b) What is the temporal pattern of illness? 
Length (acute, subacute, chronic) and tempo 
(stable, progressive, resolving, intermittent, 

waxing and waning)
 (c) What are the key signs and symptoms?

The learner should also be asked to refine their 
problem representation once new clinical data are 
collected or revealed in various case-based 
scenarios.

 Hypothesis Refinement (Fig. 9.2, 
Green Gear)

Learners sometimes assign diagnoses to individ-
ual pieces of data, but fail to consider the pattern 
in the data. This behavior emphasizes how knowl-
edge is necessary but not sufficient for strong 
clinical reasoning, because this behavior can lead 
to over-testing and overtreatment when the clini-
cian has a low tolerance for risk and uncertainty. 
An effective targeted exercise to address this phe-
nomenon is known as “identify findings that mat-
ter” [23–25, 29], which asks the learner to identify 
findings that have the biggest impact on increas-
ing or decreasing the probability of certain diag-
noses. This helps them build more robust illness 
scripts.

Another exercise is to have the learner 
assume the role of a patient [23–25, 29]. The 
learner then describes how they would convince 
the coach (role playing a clinician) of a specific 
diagnosis in order to force prioritization of clin-
ical details.

Ethan: I still receive some pushback from 
other services when calling consults. Maybe 
I am not communicating effectively?

Dr. Williams: It sounds like you may 
struggle with problem representation.

Dr. Williams: Ethan, your presentations 
are greatly improved. But now you seem to 
be presenting expansive differential diag-
nosis lists even after the diagnosis is rela-
tively certain.

Ethan: Yes, now that you mention it, I 
feel that I am now commonly considering 
many more diagnoses than I did previously. 
I thought that was a good thing.

Dr. Williams: It is, but the next step is to 
focus in on a few most likely diagnoses.
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 Working Diagnosis (Fig. 9.2, Blue 
Gear)

The coach can have the learner practice visual 
diagnosis using images, video, or bedside find-
ings to enhance pattern recognition [23]. In addi-
tion, common cognitive biases include anchoring, 
confirmation, availability, and premature closure. 
Structured reflection on each step of a clinical 
case and engaging their metacognitive awareness 
may help learners prevent reasoning errors. More 
specifically, structured assessment of fit, a sys-
tematic procedure of reflective reasoning, can 
counteract bias [31, 32]. In this exercise, the 
coach asks the learner to list findings in support 
of the diagnosis (which also may result in confir-
mation bias), findings against the diagnosis, and 
findings expected for the given diagnosis, but not 
present.

 Management Reasoning

Creating management plans can be difficult, 
especially for early learners who lack context or 
significant clinical experience. Use of a manage-
ment script template provides a scaffold, forcing 
the learner to consider all of the potential man-
agement options for a given diagnosis [22]. A 
sample management script template is given 
below (Table 9.2).

Next, the coach should ask the learner to select 
which interventions to perform (i.e., manage-
ment option selection) based on patient-specific 
characteristics.

The management script template can be par-
ticularly effective for coaching learners who 
struggle with urgent clinical encounters where 
the clinician is typically required to make man-
agement decisions prior to having a refined dif-
ferential diagnosis. In these cases, the patient’s 
clinical response to management interventions, 
specifically testing and treatment, may itera-
tively guide prioritization of the differential 
diagnosis. Use of the management script tem-
plate allows learners to practice delineating a 
broad list of potential management options 
from which to select interventions. Coaches 
can discuss with the learner the benefits and 
risks of each management option specific to a 
given patient. Improving management reason-
ing using this exercise can both improve the 
efficiency of decision-making in urgent clini-
cal encounters and guide hypothesis 
generation.

Dr. Williams: Let’s spend some time on 
management reasoning so that you select 
the correct tests and treatments for your 
patients. This should enhance confidence.

Table 9.2 Management script template worksheet

All management 
options for 
diagnosis/syndrome

Patient-specific 
management 
selection

Laboratory 
studies
Imaging 
studies
Procedures
Consults
Medications
Monitoring

Ethan: After all of the negative feedback 
that I have received, I guess I am afraid 
getting it wrong.

Dr. Williams: Ethan, this a common 
response. But you have worked hard, and 
your skills are improving. Now we need to 
work on building your confidence in your 
approach.

Ethan: Are there any exercises that I can 
use to check myself once I select a diagno-
sis so that I am less prone to bias and cog-
nitive error?
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 Continuing Observation 
and Reassessment

Lessons learned through direct coaching are ide-
ally fed forward, with the learner’s permission, 
by the clinical reasoning coach to faculty evalua-
tors for use during subsequent direct observation 
on scheduled clinical rotations. Equipped with 
data from the global and targeted appraisal, a 
coach can gather real-time feedback from these 
clinical rotations, creating a dynamic process of 
coaching and feedback (Fig. 9.3) [4].

In most cases, learners benefit from ongoing 
practice with the skills developed with the coach. 
All of the exercises summarized earlier can be 
used in the clinical learning environment, under 
the supervision of peer evaluators (i.e., supervising 
residents or fellows) or the attending evaluator of 
record. This practice tends to promote more fre-
quent direct observation of the learner and provide 
structure and impetus for more regular, higher 
quality, formative feedback. In the authors’ experi-
ence, summative evaluations in which the evalua-
tor has participated in these exercises are generally 
more substantive and, often, more positive.

Introduction:

As you know, I currently serve as a clinical reasoning coach for ***, a role that necessitates obtaining as 

much feedback as possible about his/her function in the clinical environment. Please provide me as much 

feedback as you can, both positive and constructive, based on your direct observation of ***. All 

feedback is confidential. 

Is the learner able to generate a broad differential when provided a chief complaint? (Hypothesis 

Generation)

Is the learner able to elicit key clinical information specific to a working differential? (Hypothesis driven

data gathering)

Is the learner able to reprioritize their differential diagnosis as new information is provided? (Manipulate 

and reprioritize the differential)

Is the learner able to generate an accurate one or two sentence summary of the case and modify this 

statement as new information is revealed? (Problem Representation)

Is the learner able to effectively recall illness scripts for a given clinical presentation? (Illness scripts)

Is knowledge triggered by a clinical case? 

Please comment on the learner’s clinical communication:

Are their oral presentations/consults/handoffs easy to follow and well organized?

Is the learner able to present a brief and highly synthesized oral presentation/consult/handoff?

Do their oral presentations/consults show evidence that the learner has a developed understanding

of the problem and is searching for missing elements?

Is the learner able to accurately differentiate “sick” versus “not sick”?

Is the learner able to formulate an appropriate, patient-specific management plan?

Thank you. 

Fig. 9.3 A tool for obtaining feedback from direct observation. Use this communication tool to obtain informed feed-
back from continuing direct observation of the learner who has undergone targeted coaching
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 Conclusion

The approach and tools described here are 
derived from the latest research on the teaching 
and coaching of clinical reasoning. The reason-
ing process is inherently complex, and we recog-
nize that many educators were never explicitly 
taught a process for clinical reasoning. For both 
educators who are undertaking remediation 
efforts and learners in need of additional coach-
ing, we have designed a relatively linear approach 
that we have found to be highly effective. This 
coaching process works best when the learner 
takes ownership of their own educational devel-
opment, and the learning becomes more self- 
directed (see Chap. 4). One of the main tenets of 
adult learning theory is that adults learn best 
when they are actively engaged in the learning 
process and self-direct their own learning goals 
and activities [33]. In the authors’ experience, 
learners who learn to gain comfort in feeding for-
ward, soliciting feedback, bringing this feedback 
back to the coach, and continuing to self-reflect 
and identify areas for continued work, are most 
likely to succeed.
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10Remediation for Technical Skills

Shareef Syed, Riley Brian, and Sanziana Roman

 Introduction

Though struggles with technical skills can be 
identified at different times during training, learn-
ing experiences in most procedural specialties 
follow a temporal sequence. Earlier periods in 
training typically emphasize the cognitive aspects 
of a procedural specialty: learning history- 
gathering and specialized physical examination 
skills; diagnostic and management reasoning; 
caring for the critically ill; and mastering diag-
nostic and therapeutic algorithms to identify indi-
cations for invasive interventions and detecting 
complications after such interventions. Early 
trainees often have exposure to simple proce-

dures or small parts of complex procedures but 
do not independently perform technical skills 
until later in the training process. This means that 
a trainee may be at an advanced stage in training 
before concerns regarding their technical skills 
are identified. A learner’s advanced non-technical 
skill competence and accomplishments may 
potentially influence or delay reporting of strug-
gles with technical skills.

This chapter will follow the remediation 
framework outlined in Chap. 6. We will begin 
with the domains that affect technical proficiency 
and then review cognitive load theory as it under-
pins and helps to structure the clarification and 
intervention phases of procedural skills remedia-
tion. Finally, we will describe methods of ongo-
ing assessment.

 Identification: Defining Technical 
Skills Domains

Assessment of technical skills can be conducted 
in and out of the operating/procedure room. 
Expert proceduralists observing a novice usually 
can discern when something does not look right 
but may be unable to specify how or why it is 
going wrong. This makes it especially difficult to 
provide the coaching that learners desire.

Objective tools force evaluators to rate learner 
behaviors on specific criteria. Many simulation 
and intraoperative performance scales are avail-

During a surgery education and compe-
tency committee meeting, concern arises 
regarding the technical skills of Ralph (he/
him), a third-year resident. Ralph will be 
rotating on your service next month, and 
the committee has asked you to “address” 
the resident’s technical skills and update 
them at a subsequent meeting.
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Fig. 10.1 Domains comprising technical skills performance [3]

able and are helpful for providing global assess-
ment of trainees’ technical skills. Objective 
structured assessment of technical skills (OSATS) 
is the most studied and validated in a lab setting 
[1]. Many of these tools have not been widely 
adopted into general educational practice, due to 
lack of expertise, infrastructure, time, and cost. 
Promising novel smartphone-based workplace 
assessment tools are also becoming available [2].

Even though these technical skills assessments 
only identify general deficiencies, they are useful 
in ascertaining individuals who might benefit from 
remediation. Figure  10.1 delineates the seven 
domains that comprise technical skills perfor-
mance. We note that two of these domains overlap 
with the Accreditation Council for Graduate 
Medical Education (ACGME) core competency 
areas: underlying knowledge of the procedure, and 
use of assistants (a combination of interpersonal 
communication and systems- based practice).

Once the learner is identified, instructors must 
devote significant time and effort to remediating 
the learner’s technical skills. An individual or a 
small group of instructors must commit to create 
relationship and optimize the learning environ-
ment (see below) for remediation success.

Because any combination of psychomotor, 
cognitive/knowledge, or affective issues may 

influence a learner’s technical skills, it is 
imperative that there is a high degree of trust 
between the coach and learner. Trust in this 
relationship increases the likelihood that a 
learner will be motivated to actively engage in 
the remediation process [4]. While trust is built 
over time, it is important to ensure that the 
learner-remediation coach relationship begins 
collaboratively by engaging the learner in co-
creating the remediation plan to the extent pos-
sible. This includes discussing the learner’s 
perceptions of their performance in a private 
and safe place (Chap. 6) prior to working in a 
“high stakes” environment, such as the operat-
ing room or simulation center. These discus-
sions allow the trainee to understand the 
coach’s motives, enthusiasm, and sincerity to 
help; ideally, they also allow the learner to 
speak freely, especially about potential meta-
cognitive and affective struggles that may 
influence technical skills.

Refinement of technical skills is a lifelong 
journey for all proceduralists. Therefore, it may 
be appropriate to share the instructor’s personal 
experiences and challenges in psychomotor skill 
acquisition. When done selectively and skillfully, 
sharing stories helps build rapport between the 
coach and the learner.
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 Clarification and Intervention: 
Cognitive Load Theory 
in Procedural Skill Learning

A body of literature has emerged around the con-
tributions of cognitive load theory (CLT) to the 
clarification and intervention phases of remediat-
ing technical skills. CLT is an instructional design 
theory based on our knowledge of human cogni-
tive architecture, in particular, the limitations of 
working memory [5] that can be used to under-
stand workplace psychomotor learning. CLT pro-
poses that at any one moment, humans have finite 
working memory resources or cognitive capacity 
for learning. “Cognitive load” refers to the rela-
tive proportion of working memory required to 
manage the information needed to do the task has 
been described in three types: extraneous, intrin-
sic, and germane.

Extraneous load (EL) is the portion of the 
learner’s working memory that must processes 
information that is not essential to the task [6]. 
Practically, it encompasses methods by which 
learning tasks are presented as well as external 
distractions. In the surgical learning context, EL 
in operative settings includes operating room 
noise (communication in room not essential to 
the task, such as music, sounds of life support, 
and anesthetic machines), self-induced and 
instructor-influenced performance pressures, 
time limitations, and concerns for patients on the 
surgical floor.

Intrinsic load (IL) arises from the information- 
processing demands associated with the perfor-
mance of the task itself. IL includes the effort 
needed to develop and organize knowledge 
essential to the task (e.g., sequence of the surgical 
procedure). Both task complexity and learner 
expertise determine the IL [7].

Germane load (GL) is the use of working 
memory to construct ways of organizing infor-
mation into long-lasting schemas, for example, 
into flowcharts or algorithms. Therefore, it helps 
manage IL and contributes to long-term memory 
[7]. In procedural settings, learners can increase 
GL through thoughtful repetitive practice (see 
Simulation Training and Deliberate Practice sec-
tions below).

 Reducing Extraneous Load

 Learning Environment
Historically, surgical training followed an appren-
ticeship model. Early surgeon-barbers in the 
United Kingdom learned professional technical 
skills from a single mentor rather than through for-
mal university or medical school training. This 
mentorship model still exists but is uncommon in 
most academic institutions for logistical reasons. 
In the modern context, trainees are expected to 
learn from many instructors and are exposed to 
significant diversity in techniques, communica-
tion, and entrustment. Although a diversity of 
approaches confers some learning advantages, it 
can also create uncertainty and instability for early 
learners or those who struggle. A coach can help 
such learners develop an approach for learning 
procedural skills in the face of conflicting models.

As noted above, the learning environment is 
crucial for effective procedural remediation. 
Technical procedures carry significant risk to 
patients. Adverse events during procedures 
make up a significant proportion of all adverse 
events, many of which are caused by technical 
faults [8]. The procedure/operating room is an 
intolerant environment due to patient safety 
issues, time pressure, and the stress of being 
observed, not only by supervisors but also by 
nursing staff and anesthesia providers. These all 
add to the learner’s EL [9]. Learning environ-
ments outside of the procedure room, such as 
simulation and anatomy labs (see below) will 
reduce EL and may help increase GL for learn-
ers who struggle.

 Affective Difficulties

During a procedure, you note that Ralph 
has a significant hand tremor which wors-
ens during a difficult phase. During the 
case, he was very quiet and only was 
answering in very short sentences, and at 
times was incomprehensible. After the case, 
you note that Ralph’s scrubs are drenched 
with sweat, and he appears visibly fatigued.

10 Remediation for Technical Skills
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Learners may possess the cognitive and psycho-
motor skills to be successful, but they may lack 
confidence and/or suffer significant anxiety 
which may be exacerbated by a deep sense of 
responsibility to their patients and the stress of 
being observed. A trustworthy relationship with a 
coach can provide important support.

Performance anxiety is a significant issue in 
the execution of technical skills. As an adaptive 
mechanism that sharpens attention, anxiety can 
be helpful to a certain degree but if excessive can 
lead to impaired function. Unresolved perfor-
mance anxiety in athletes and musicians may 
ultimately lead to personal and professional 
struggles; while less is known about performance 
anxiety in procedural specialists, early evidence 
suggests it is common and associated with burn-
out [10].

It is essential that the remediation coach 
empathize with the learner’s affective issues. In 
addition, the learner can develop resilience 
mechanisms to reframe perceived stress through 
the development of specific cognitive habits [11]. 
These intra-procedural coping mechanisms, in 
conjunction with robust pre- procedural knowl-
edge and technical preparation help, are critical 
for trainees to learn to manage inevitable devia-
tions from the norm. Exposing the learner to high 
stress environments is uncomfortable. However, 
it is vital for the learner to develop skills to detect, 
control, and overcome stress.

Mindfulness-based interventions, such as 
focus on the breath, have been shown to enhance 
resilience and improve affect, executive function, 
and performance in other high-stress populations 
such as the Marines, police, special forces, and 
elite athletes. Mindfulness-based interventions 
can also serve as stress resilience training for 
physicians. Trainees completed procedural skills 
faster when they had completed mindfulness- 
based stress reduction training, compared with 
control participants. This may be explained by 
the influence of mindfulness-based interventions 
on attention, emotional regulation, and cognitive 
skills, which are increasingly recognized as criti-
cal for motor skill performance [11].

 Addressing Intrinsic Load

Learning psychomotor skills is separated into 
three graduated stages [12]: cognition (intellectu-
alizing and executing the task); integration (refin-
ing the technique for efficiency and effectiveness); 
and automation (performing the task with mini-
mal cognitive input).

Trainees are required to gather a large amount 
of sensory data when learning any psychomotor 
task, which can be overwhelming. Occasionally, 
simple medical interventions can optimize the 
learner’s sight and hearing with appropriate pre-
scription glasses or hearing aids. Haptics must also 
be addressed, to be sure learners understand how 
differently things feel with gloves on or how a par-
ticular suture feels, how an instrument unlocks, or 
how much pressure needs to be placed on a certain 
blade. Though these sensory issues are intuitive to 
some learners, they are not to others and can lead 
to challenges in learning psychomotor skills. 
Many of these very basic aspects can be easily dis-
cussed and practiced in an office setting.

Handedness is often a significant issue which 
is commonly overlooked and can affect around 
10% of trainees. Procedural instructions, instru-
mentation, and exposure are frequently set up for 
a right-handed trainee. Many left-handed trainees 
voluntarily try to convert to a right-handed tech-
nique, but this adds additional complexity and IL, 
which can be perceived by observers as a strug-
gle. Instructing a left-handed trainee requires sig-

Prior to your meeting with Ralph, you take 
time to review some of the prior rotation 
evaluations. You note that Ralph has scored 
well on his in-training knowledge exam 
and shows an outstanding level of respon-
sibility to patient care. A few operative 
evaluations have been completed and 
reveal comments such as “apprehensive,” 
“slow movement,” “awkward technique,” 
and “unable to modify with ‘in the moment’ 
feedback.”
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nificant adjustment to the exposure and approach. 
Making adjustments in the midst of a procedure 
usually results in a suboptimal experience for the 
trainee. This can be overcome by a discussion 
prior to the procedure to facilitate the left- 
hander’s approach. Introducing the trainee to a 
left-handed proceduralist can be additionally 
important for them to discuss issues that a right- 
handed instructor may not appreciate, such as 
instrument and body positioning.

Ergonomics are also an important consider-
ation, as most instruments (syringes, needle hold-
ers, and stapler devices) are designed for a 
“medium” sized hand, disadvantaging people 
with smaller hands. Again, a proceduralist and a 
learner who have similar hand sizes can discuss 
methods to overcome instrument design biases. 
Another example is ensuring that trainees with 
height differences adjust the height of the proce-
dure table to optimize their body position and 
thereby their technical skills.

Once the baseline sensory, handedness, and 
ergonomic barriers are addressed, the instructor 
can subjectively and objectively evaluate the 
learner to identify any additional areas needing 
improvement, which can necessitate further 
intervention.

 Addressing Intrinsic Load 
and Creating Germane Load

To an expert, foundational tasks, such as tying 
a knot or driving a needle, is a one-step pro-
cess: they have automated a series of steps 
into a single task through use of GL. Novices, 
however, perceive the task as individual steps 
they must master. The instructor may have 
difficulty deconstructing these automatic 
tasks at first; however, the thoughtful coach 
can reduce IL and create GL with time and 
patience, clear instructions, careful observa-
tion and analysis, and actionable feedback to 
the learner.

Additional ways to address IL and create GL 
are through simulation training, facilitating delib-
erate practice, video coaching, and structuring 
learning opportunities.

 Simulation Training

Simulation provides a low-stakes, risk-free envi-
ronment for learners to make and learn from 
errors. As Charles Mayo stated, “experience can 
mean making the same mistake over and over 
again” [13], which is not acceptable in the proce-
dure room. Simulation provides a “safe” training 
ground for cognitive, metacognitive, and techni-
cal skill training, ideally focuses on and reduces 
IL [9], reduces learner EL, and aids GL develop-
ment. In the simulation lab, learners can experi-
ment with techniques and ask questions that they 
would not disclose in a real-life situation. They 
also have an opportunity to observe and discuss 
issues with any peers present in a facilitated and 
informal setting. This peer discussion and evalu-
ation can help to reduce anxieties regarding their 
own skill level, further reducing EL.

Simulation of basic procedures (e.g., central 
lines, intubation) and laparoscopic/open surgery 
is widely available and practiced. Low-cost simu-
lators can advance learners’ skill level in a low- 
risk environment. Higher fidelity simulators may 
be largely unnecessary and are associated with 
greater and possibly prohibitive cost [14].

Cadaveric labs allow learners to revisit essen-
tial gross anatomy, which they may not have 
focused on since their earliest years of training. A 
fresh procedural context is powerful, reinforcing 
understanding of anatomic relationships and sur-
gical planes, and enhancing interest and reten-
tion. Fresh frozen cadaveric models, although 
expensive, simulate the lifelike feel of tissue bet-
ter than preserved models.

Animal models, are used sparsely but do 
enable practice with critically important scenar-
ios such as intraoperative bleeding, which require 
technical (ability to expose and address); cogni-

During your meeting, Ralph reports a 
growing sense of worry regarding his tech-
nical skills. He admits to struggling since 
coming back from his research year. You 
arrange to meet with him at the skills lab to 
review some foundational techniques.
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tive (understanding of anatomy and appropriate 
maneuvers for each situation); and metacognitive 
(understanding and creating overall strategies) 
skills. This experience is seldom obtained until 
the learner is advanced or independently per-
forming tasks and can be an extremely valuable 
part of the remediation process.

Simulation is valuable in not only teaching 
core technical foundations but also maintaining 
technical skills between procedural experiences. 
Deliberate practice is a core principle in technical 
education and remediation (see below), and 
 simulation provides a venue for the learner to 
integrate and automate movements.

 Deliberate Practice

Deliberate practice (DP) is based on the theory 
that expert performance results from intentionally 
engaging in and choosing activities that improve 
and maintain high performance. It involves 
repeated practice on tasks and immediate feed-
back on performance that allows individuals to 
focus on improving where they struggle, while 
also refining other aspects of performance [8].

DP applies very successfully to procedural 
learning. In the setting of remediation, DP is crit-
ical to help learners overcome the technical issues 
they face. DP simulation studies show improve-
ment in dexterity and global quality of perform-
ing procedural skills [15]. Creating simulators for 
the learner to practice and for instructors to pro-
vide feedback on a regular basis will improve 
procedural performance and reduce degradation 
of skills during low volume periods of training, 
ultimately leading to an increase in the learner’s 
GL.

 Video-Based Coaching

Laparoscopic and endoscopic procedures are eas-
ily recorded; logistical challenges unfortunately 
interfere with effective recording of open proce-
dures. Video-based coaching has been broadly 
studied and used successfully in technical educa-
tion and remediation in both simulation and real-
life procedural settings. Prerecorded video review 
of experts can also highlight specific techniques, 
anatomic landmarks, and planes. No significant 
difference between pre-procedure and post-pro-
cedure coaching has been noted; however, video-
based coaching within a structured framework 
can increase GL and significantly improve tech-
nical performance [16]. A careful review of 
recordings of the learner performing the proce-
dure, when available, can greatly help identify 
specific technical struggles.

 Structuring Learning Opportunities

During the simulation session, you note 
some issues with Ralph’s techniques and 
offer guidance, to which he responds read-
ily. However, he shares that he feels unable 
to maintain the skills between procedures 
during low volume procedural months and 
that he finds real-life procedures very dif-
ferent from his experiences in simulation.

Prior to your first inguinal hernia case with 
Ralph, you ask to meet with him to review 
the operative steps. He displays appropri-
ate knowledge of the operative steps and 
pertinent anatomy. You review a video of 
the procedure being performed by an expert 
and some of the subtle differences in your 
operative steps and technique.

After the video review, you note that you 
have three inguinal hernia procedures 
today. You set expectations, informing 
Ralph that he will assist you in the first 
case; in the second case, he will perform 
the exposure and dissection, and you will 
implant the mesh; and in the final case, you 
will expose and dissect, and he will focus 
on mesh implantation. You arrange to have 
him assist in 2 other procedures that day, to 
try and remove some of the time pressure 
from the day and so that he can focus only 
on inguinal hernias.
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By explicitly naming expectations with graded 
levels of responsibility throughout the day, learn-
ers can further develop GL.

 Assessment: Intraoperative 
Remediation

The highest fidelity “model” of technical skills, 
and the locus of ultimate ongoing assessment of 
all the above elements, is in the operating/proce-
dure room. As mentioned, the high-stakes nature 
of procedures creates a suboptimal learning envi-
ronment for the initial phases of remediation. 
That said, intraoperative remediation is impera-
tive to allow learners to understand errors in 
decision- making, identification of anatomic land-
marks and surgical planes, and techniques.

Explicit discussion prior to the procedure will 
help set expectations and clarify the instructor’s 
investment in their growth. It aids the trainee’s 
focus, reduces uncertainty, and reduces the sense 
of failure if the instructor assumes the primary 
role. Trainees can thereby anticipate their partici-
pation level, reducing EL. Complex procedures, 
such as cardiac, vascular, and transplant surgery, 
can have thousands of steps and resultant high 
IL.  Separating these complex procedures into 
smaller parts is helpful to reduce the learner’s IL 
and increase GL.

The Instructor can give graduated responsibil-
ity and autonomy over time [17]. These steps 
(Table 10.1) provide a guide, with the instructor 
correcting behaviors that will lead to errors, and 
if an error has already occurred, to “take over” 
and correct the error.

Table 10.1 Sequenced stages of supervision [17]

Zwisch stage of 
supervision Attending behaviors

Resident behaviors commensurate with this 
level of supervision

Show and tell Does majority of key portions as the 
surgeon
Narrates the case (i.e., thinks out loud)
Demonstrates key concepts, anatomy, 
and skills

Opens and closes
First assist and observes

Cues to advancement When first assisting, begins to actively assist 
(i.e., anticipates surgeons’ needs)

“Smart” help Shifts between surgeon and first assist 
roles
When first assisting, leads the resident in 
surgeon role (active assist)
Optimizes the field/exposure
Demonstrates the plane or structure
Coaches for specific technical skills
Coaches regarding the next steps
Continues to identify anatomical 
landmarks for the resident

The above, plus:
Shifts between surgeon and first assist roles
Knows all the component technical skills
Demonstrates an increasing ability to perform 
different key parts of the operation with 
attending assistance

Cues to advancement Can execute the majority steps of procedure 
with active assistance

“Dumb” help Assists and follows the lead of the 
resident (passive assist)
Coaching regarding polishing and 
refinement of skills
Follows the resident’s lead throughout 
the operation

The above, plus:
Can “set up” and accomplish the next step for 
the entire case with increasing efficiency
Recognizes critical transition point issues

Cues to advancement Can transition between all steps with passive 
assist from faculty

No help Largely provides no unsolicited advice
Assisted by a junior resident or an 
attending acting like a junior resident
Monitors progress and patient safety

The above plus:
Can work with inexperienced first assistant
Can safely complete a caste without faculty
Can recover from most errors
Recognizes when to seek help/advice

10 Remediation for Technical Skills
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Active coaching throughout the more advanced 
stages of autonomy is critical. Coaching should be 
offered supportively (see Chap. 6), and if possible, 
in the context of a longitudinal relationship. In 
addition to feedback and coaching in the moment, 
it is often useful to allow time for learners to reflect 
on and share their thoughts about the complete 
procedure, in writing, prior to an additional discus-
sion regarding overall performance. This will 
importantly establish the habit of thoughtful and 
honest self-assessment. The resultant clarity of 
insight will enable trainees to grow into self-
directed learners with strong self- regulation skills 
(see Chap. 4) for the remainder of their careers.

Once a clear mental model has been created, 
these conversations ultimately will mature into 
collegial discussions on the finer points of proce-
dures and technical skills, including prior plan-
ning, anticipating technical challenges in specific 
anatomic or pathologic settings, and understand-
ing adverse events and complications. Together 
with improved observed technical skill, this 
would serve as evidence that the trainee is devel-
oping into a competent proceduralist.

 Conclusion

Remediation of technical skills is a time- consuming 
endeavor that requires significant commitment 
from both instructor and learner and can be guided 
by addressing and optimizing the three elements of 
cognitive load: extrinsic, intrinsic, and germane. 
Through creating an  educational relationship, gath-
ering specific information to understand a learner’s 
technical issues, hearing the learner’s perspective, 
supervising simulated tasks, and conducting effec-
tive feedback conversations, instructors can opti-
mize GL to maximize learning [9]. The cornerstone 
of remediation is the formation of a trusting, bidi-
rectional relationship, developed though empathy 
and clear communication that allows the transmis-
sion of honest reflections without fear of any retri-
bution. Having a holistic yet focused theory-based 
perspective will allow the instructor to offer action-
able advice and create opportunities for the learner 
to overcome many of the common obstacles they 
face in technical skill acquisition.
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11Evaluation and Remediation 
of Organization, Efficiency, 
and Time Management

Karen M. Warburton, Andrew S. Parsons, 
Peter Yen, and Eric Goren

 Introduction

For many trainees, learning to perform and prop-
erly prioritize patient care tasks efficiently and 
completely comes naturally through observation 
and practice. These learners need little directed 
teaching, using the tricks, tips, and frameworks 
modeled by their supervisors and peers. Efficient 
management of daily clinical tasks, such as being 
prepared for clinic or team rounds by “pre- 
rounding” or admitting patents to the hospital, are 
typically minimum expectations of learners, yet 
many struggle in these fundamental areas. 
Deficiencies in time management and organization 
have been reported in specialty-specific surveys of 
program directors as well as retrospective reviews 
from single-center remediation programs. These 
deficits may become apparent when learners are 
late or unprepared for rounds, deliver disorganized 
presentations, produce poor quality documenta-
tion, or are unable to reliably complete their daily 
task lists. Such behaviors can be frustrating and 
disruptive to clinical care teams. Furthermore, a 
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Case 1
Ray  (they/them) is a categorical internal 
medicine intern who is several months into 
their internship. Ray has already completed 
several inpatient rotations. Evaluations 
consistently comment that “Ray could ben-
efit from improving their efficiency” and 
that “Ray has trouble getting their work 
done on time.” Some evaluations are 
marked ‘for concern’ and detail that Ray 
always stays late on call days and comes in 
far earlier than anyone else on the team the 
next day. Ray undergoes a comprehensive 
assessment that does not reveal any con-

cerns related to mental well- being and 
determines that organization and efficiency 
seems to be the most likely primary deficit. 
The coach, Dr. Suárez, reaches out to Ray to 
introduce her role and sets up a time to meet 
privately with Ray.
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disorganized learner can make it more difficult for 
clinical educators to assess medical knowledge, 
clinical reasoning, and global achievement of clini-
cal milestones. This chapter presents a systematic 
approach to the assessment and coaching of the 
learner struggling with organization and efficiency. 
The authors have developed and tested these 
 interventions on medical students, residents, and 
fellows in the in- and outpatient settings. All these 
tools can be adapted for use with learners on inter-
professional teams, including nursing and phar-
macy trainees. As with other chapters in this 
section, we will follow the general framework and 
recommendations outlined in Chap. 6.

 Identification: A Learner Appears 
"Disorganized"

“Disorganized” and “inefficient” are terms com-
monly used to describe learners who struggle at all 
stages of training. These descriptors map to a few 
overlapping domains and at least four of the six 
Accreditation Council for Graduate Medical 
Education (ACGME) competencies (patient care, 
interpersonal and communication skills, profes-
sionalism, and systems-based practice). Common 
behavioral patterns include the learner who is con-
sistently late or unprepared for rounds, perpetually 
behind schedule in clinic, whose notes are com-
pleted very late in the day, and who cannot keep 
track of their materials and deadlines. These learn-
ers typically require a great deal of supervision, 
and thus their struggles may negatively impact the 
dynamics of the clinical care team.

Organizational skills, referred to by neurosci-
entists and cognitive psychologists as executive 
functions, develop gradually and can change over 
the lifespan, peaking when the prefrontal cortex 
becomes fully myelinated, typically between the 
ages of 20 and 29. Probably due to the require-
ments of qualifying for entry into school, health 
professions trainees tend, as a group, to have rel-
atively strong executive functions compared with 
age-matched peers; however, there is a range of 
abilities in all groups. Higher-order executive 
functions include planning, reasoning, and 
problem- solving. The set of cognitive processes 
underlying these functions have been delineated 
as attentional control, cognitive inhibitory con-
trol, working memory, and cognitive flexibility, 
all necessary for selecting and monitoring behav-
iors that facilitate goal attainment. In the authors’ 
experience, it is not uncommon for even high 
performing learners to struggle with higher-order 
executive functions. Often these struggles go 
unnoticed until these learners enter clinical train-
ing, where the demands exceed their previous 
ability to compensate using other elements of 
their intelligence. Viewed through this lens, 
young adults can be expected to continue to 
develop stronger executive functions and benefit 
from coaching, practice, and use of adaptive 
tools.

There is limited literature to guide our 
approach to the learner who struggles with orga-
nization and efficiency, because we have not yet 
classified this as a unique competency. A survey 
of United States (US) Internal Medicine (IM) 
program directors performed in 2008 reported 
that, among trainees having performance diffi-
culty, 41% had trouble with organization and pri-
oritization [1]. Single-center reports from 
institutions with centralized remediation pro-
grams suggest that time management and organi-
zation are common problems, particularly among 
resident learners undergoing remediation [2–5]. 
A national survey of nephrology fellowship pro-
gram leaders cited organization and efficiency as 
the second most common struggle requiring 
remediation among nephrology fellows over the 
preceding five years [6].

Learners’ struggles with  organizational 
skills manifest in all clinical settings and 
include:

• New patient evaluations (admissions or 
new patient intake clinic visits)

• Pre-encounter preparation (pre-rounds, 
pre-clinic charting)

• Note-writing
• Managing a to-do list, triaging tasks

K. M. Warburton et al.
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The Merriam-Webster dictionary defines “dis-
organized” as not having parts arranged in a neat 
and effective way or lacking coherence, system, 
or central guiding agency [7]. Simply put, some 
learners struggle to maintain many aspects of 
their life in an orderly fashion. Their problems lie 
on a continuum of global struggles in many 
aspects of their life to very specific issues partic-
ular to the context they are in. Learners with 
global deficits may arrive late to events because 
they have forgotten to record the meeting time, or 
failed to leave enough time to park, or realized 
too late that they do not have directions to their 
destination. They may appear flustered on rounds, 
shuffling papers and struggling to locate informa-
tion or their belongings. Their patient presenta-
tions are often disorganized because they are 
unable to collect and record information in an 
effective manner. These learners may have inad-
equate systems for completing their work-related 
tasks or, more commonly, lack systems alto-

gether. This chapter provides an approach to spe-
cific challenges related to clinical work. Global 
deficits require broader behavioral coaching not 
covered here.

 Clarification: Delineating 
Underlying Causes of  Executive 
Function Struggles 

Specific organizational challenges are often pre-
dictable when one considers the learner’s prior 
educational training and experience with the 
electronic health record. For instance, a learner 
who did not complete a sub-internship in which 
they functioned in the full capacity of an intern 
may have difficulties with organization and effi-
ciency when they transition to the role of an 
intern. Similarly, someone who completed resi-
dency at a small community program may strug-
gle as a subspecialty fellow in a busy academic 

Table 11.1 Differential diagnosis of the learner who appears disorganized

Type of struggle Behavioral clues
I. Struggles with organization, 
efficiency, or time management

–  Lacks effective habits, approaches, or systems for completing daily 
work

   A. Global – Struggles in multiple aspects of life
    Difficulty meeting deadlines, bills unpaid, cluttered home or desk
– Arrives late to meetings or rounds

   B. Specific –  Lack of familiarity with specific information systems (e.g.. electronic 
medical record)

–  Prior educational/training program did not prepare learner for current 
program (e.g., size, complexity of patients, different expectations)

–  Unable to describe systems for evaluating new patients, preparation 
for rounds

II. Struggles with clinical reasoning –  Has not seen all patients prior to clinical rounds, unprepared for 
rounds in general

– Spends an atypically long time evaluating new patients
–  Struggles to triage tasks in all clinical settings, may lack appreciation 

of urgency of tasks
– Perpetually behind on all work
– Scattered history-taking or physical exam

III. Mental well-being concern
   A.  Medical impairment (e.g., 

metabolic disease, neurologic 
disease, side effect of prescribed 
medication)

   B.  Fatigue
   C. Substance use
   D. Depression
   E. Anxiety
   F.  Cognitive issue (e.g., ADHD, 

learning disorder)

–  Other signs of impairment (e.g., unsteady gait, slurred speech, 
lethargic, agitated, withdrawn, fidgety, inappropriate or uninhibited 
behavior, memory loss or confusion, disheveled appearance, loud, 
rapid, or nonsensical speech)

– Known history of mental health condition(s)
– Other issues with performance
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hospital with a large and complex consult 
service.

Alternatively, learners who appear to be disor-
ganized or inefficient may struggle  primarily 
with clinical reasoning. Clinical reasoning, also 
not an ACGME competency, describes a com-
plex, patient-centered process that involves the 
gathering, integration, and interpretation of infor-
mation to form a working diagnosis and treat-
ment plan [8]. A challenge at any point along the 
diagnostic [9] and management [10] reasoning 
pathway may present as a primary problem with 
organization. Learners with these struggles often 
lack training and experience in hypothesis-driven 
data gathering, triaging of large amounts of infor-
mation, generation of an effective problem repre-
sentation, development and selection of 
appropriate illness scripts, and generation of the 
differential diagnosis with reprioritization as new 
data are presented (see Chap. 9; [8, 11]).

Finally, disorganization and inefficiency at 
work may be the presenting symptoms of 
 impairment or other mental well-being concern. 
Impairment may be the result of a medical condi-
tion, mental health diagnosis, fatigue, or sub-
stance use (see Chap. 6).

In some cases, these learners’ struggles can be 
attributed to the overlap of more than one of these 
conditions. As much as possible, appropriately 
distinguishing between struggles related to orga-
nizational systems, clinical reasoning, and men-
tal well-being is crucial, as each of these issues 
necessitates a unique remediation approach. 
Coaching to improve organization and efficiency 
is best accomplished through a structured process 
that deconstructs complex tasks into precise 
steps, with direct observation and feedback by a 
coach [5, 6]. In the authors’ experience at two 
different institutions, peer coaching can be an 
effective component of this work.

Success in any remediation program requires 
systematic and accurate information-gathering 
of specific clinical performance struggles 
(Table  11.2; [3]). This clarification process 
includes a comprehensive review of the learner’s 
performance in the current program and, when 
available, prior programs. Understanding the 
learner’s trajectory can be very informative. An 

abrupt change in trajectory may signal a chal-
lenging external circumstance, or acute or 
chronic issues with mental well-being. When 
possible, additional direct observation of the 
learner and direct communication with evalua-
tors is recommended. An interview with the 
learner should assess for underlying issues such 
as stressors, mental well-being diagnoses such 
as depression, anxiety, history of learning differ-
ences (see Chap. 17), burnout (see Chap. 18), 
and impairment, including substance use. 
Specifically, the interview can distinguish 

Table 11.2 Comprehensive clarification phase: the 
learner needing help with organization and efficiency

I. Reconnaissance
   A. Written filea

     Here is an example of information to compile 
for Internal Medicine residency

Undergraduate Medical 
Education

Graduate Medical 
Education

[] Preclinical performance [] Inpatient evaluations 
for residency and/or 
fellowship rotations

[] Clinical performance, 
including course 
evaluations from 
clerkships, subinternships

[] Outpatient evaluations 
for residency and/or 
fellowship rotations

[] Standardized test scores, 
including United States 
Medical Licensing 
Examinations (USMLE)

[] In-training, USMLE 
scores

[] Medical Student 
Performance Evaluation 
(MSPE) letter

[] Program director file 
from residency and/or 
fellowship, letters of 
recommendation

   B. Direct observation
   C. Direct communication with evaluators
II. Interview
   A. Build rapport with the learner, assess the 

learner’s insight and perspective
   B. Assess for underlying issues
   C. “Review of systems” for specific deficits
    i. Medical knowledge
    ii. Clinical reasoning
    iii. Organization/efficiency
    iv. Professionalism and communication

a The written file is most relevant to the assessment of a 
US graduate medical learner. The approach can be adapted 
for international learners and learners in other professions 
such that the reconnaissance phase includes a review of 
the comprehensive written file in both the current (and 
prior, when available) programs, including objective and 
subjective data
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between needs to support organization and effi-
ciency as opposed to clinical reasoning. This can 
be accomplished by asking the learner to describe 
in detail their strategies for completing their 
daily work. It is also useful to review clinical 
cases to pinpoint specific   challenges  along the 
diagnostic or management clinical reasoning 
pathways (see Chap. 9).

It is often helpful, if possible, to designate 
someone other than the learner’s direct super-
visor, or program director, to conduct this 
clarification phase, as learners may be more 
willing to confide in a faculty member who is 
not part of their ultimate assessment process 
(see Chap. 2).

 Intervention

An effective coaching plan must be individual-
ized to the needs of and developed in collabora-
tion with the learner. The plan should explicitly 
summarize the area(s) of struggle, outline spe-
cific goals and objectives, provide a timeline, and 
provide a method of reassessment. Detailed doc-
umentation throughout the process is key. Again, 
when possible, reassessment should be per-
formed by someone independent of the coaching 
process.

With some targeted questioning, Dr. Suárez 
has identified inefficiency with new patient 
admissions as a notable weakness that Ray rec-
ognizes needs improvement. It will be important 
for her to observe Ray  to  pinpoint the specific 
issues.

 Inefficiency with New Admissions

Identifying the Area of Struggle
Dr. Suárez: Ray, let’s have you walk me 
through your approach on a new 
admission.

Ray has a hard time verbally describing 
these steps, so the coach asks Ray to dem-
onstrate the work on a hospital worksta-
tion. During the demonstration, Ray flips 
through multiple tabs in the patient chart, 
first reviewing the patient’s most recent 
outpatient note, then acute Emergency 
Department (ED) vitals, and then review-
ing the ED physician’s assessment and 
plan. Ray’s inefficiency becomes clear: 
Ray does not have a system for approach-
ing new admissions.

At the initial meeting, Dr. Suárez alerts Ray 
to the emerging pattern of concerns about 
inefficiency and time management on the 
written evaluations from inpatient 
rotations.
Dr. Suárez: Ray, do these comments reso-

nate with your experience?
Ray: It’s definitely not the first time I’ve 

been given feedback that I don’t get my 
work done quickly enough. I’ll admit 
that I’ve consistently found myself need-
ing to stay late and arrive early to get 
my work done. That does make me a lit-
tle worried because it’s wearing me 

down and taking a toll on my personal 
life.

Dr. Suárez: I also worry that you feel resi-
dency is having an overwhelming impact 
on your personal life. I think if we figure 
out where exactly you’re struggling, we 
can tackle these problems together. Tell 
me, what part of your workday seems to 
slow you down the most?

Ray: Well, call days are particularly hard 
for me because it takes me a long time to 
work through a new admission. It feels 
like as soon as I finally have a grasp on 
one admission, the next one comes, and 
all my tasks are just suddenly piled up 
and I’m so far behind.
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Dr. Suárez works with Ray to identify key 
components of the task, emphasizing the impor-
tance of naming the steps of the process, and cre-
ating explicit steps for something many of us do 
subconsciously. She introduces and simulates 
how to use the “TRIAGE An H&P” tool 
(Fig. 11.1).

Dr. Suárez then outlines specific goals, pro-
viding a timeline and method of reassessment.

Setting a Goal and Timeline

Dr. Suárez: Okay, Ray. I want you to prac-
tice implementing the “TRIAGE An H&P” 
tool on five mock patient cases, then 
actively using this tool on all your admis-
sions this week. Your goal will be to com-
plete an admission from start to finish in 
1.5 hours. Let’s meet again next week after 
your next call cycle to review the call day.

Fig. 11.1 The “TRIAGE An H&P” tool is a comprehensive ordered list of tasks to accomplish during initial hospital 
admissions [5]

K. M. Warburton et al.
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 Inefficiency in Pre-rounding Learners commonly struggle to efficiently 
review records and check-in with their hospital-
ized patients before the scheduled work begins. 
This “pre-rounding” time is rarely observed or 
explicitly directed. The “PRePPING” tool 
(Fig.  11.2) walks the learner through each 
 pre- rounding step, starting with mentally prepar-
ing while traveling to the hospital, maximizing 
time with patients, and efficiently using any addi-
tional downtime before formal rounds begin. It 
also provides faculty areas for focused, direct 
observation of pre-rounding skills.

A similar approach applies to learners strug-
gling with efficiency in the outpatient setting. 
The learner is encouraged to briefly review the 
charts of patients scheduled for the following day 
and estimate the amount of time they expect to 

Over time, Ray’s efficiency with  new 
admissions improves, but they still come in 
very early to ensure readiness for rounds.

Dr. Suárez: It seems your efficiency on 
admissions has improved. But you still 
seem to have to come in very early to be 
ready for rounds.

Ray: Yes. If I don’t come very early, I strug-
gle to see everyone before rounds start. 
I don’t feel like I have any organization 
or system. Each day I do things a bit 
differently.

Fig. 11.2 The 
“PRePPING the Patient” 
tool is a comprehensive 
ordered list of tasks that 
help learners organize 
their preparation for 
hospital work and 
develop a plan for 
evaluating patients prior 
to hospital rounds [5]
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spend in the room with each patient to address a 
limited number (e.g., 2–3) of key issues and tasks 
that must be addressed.

 Inefficiency and Disorganization 
in Note Writing

In the era of the electronic health record, many 
learners fall into the ‘copy forward’ note writing 
habit. Besides negatively affecting the quality of 
the written patient chart, this practice also repre-
sents a missed opportunity for learners to better 
understand a patient’s clinical progression. We 
developed the inpatient “3R/3W” tool (Fig. 11.3), 
which provides the learner with a framework for 
updating notes. It reminds the learner to ask three 
questions aimed at reassessing a patient’s trajec-
tory based on information gathered in pre- 
rounds—“Is the patient better?” “Is the current 
diagnosis still the most likely?” “Is your current 
therapeutic plan still effective?” After reassess-

ing, it encourages the learner to rename the 
patient’s diagnoses more precisely based on addi-
tional information (e.g., “Is the patient’s fever 
now more aptly described as a symptom of newly 
diagnosed endocarditis?”). Finally, and most 
importantly, this tool encourages the learner to 
reprioritize issues on the problem list as issues 
resolve and others develop. This tool can be eas-
ily modified for coaching longitudinal care in the 
outpatient setting.

 Inefficiency in Daily Tasks

Too often, the feedback given to learners like 
Arthur is nonspecific: they need to be “more effi-
cient.” To provide specific and actionable feed-
back while also allowing for direct observation of 
the learner, start by asking the learner to share 
their “to do” list with you. While no single 
approach to organizing a task list is superior, hav-
ing one is critical. An effective system should 
allow the learner to see all of their tasks in a con-
cise and comprehensive way. Frequently, learners 
who struggle with task organization either have 
no system or have developed a system that is 
cumbersome.

After reviewing the learner’s task manage-
ment system, we resist the urge to completely 
overhaul it, but instead ask the learner to 
review their task list with us at the end of 
rounds. With this “fresh” task list, we ask the 
learner about their priorities. Then if need be, 
we work with the learner to prioritize tasks as 

Case 2
You are working with an intern, Arthur (he/
him), who is on his second inpatient rota-
tion of the  year. You have served as his 
ward attending for 1 week and are about to 
meet to provide feedback. He is enthusias-
tic and frequently shows a good fund of 
knowledge and clinical reasoning when 
asked questions during rounds. His new 
patient presentations are thorough with 
well-developed differentials, assessments, 
and therapeutic plans.

He does not yet have a large patient 
panel, but he consistently struggles with his 
daily work. You have noticed he rarely 
completes his notes before midday and 
never has notes ready for rounds, despite 
the expectation that notes be completed 
shortly after rounds. When he does finally 
submit the notes, they are often copied and 
pasted from prior days and lack pertinent, 
new information.

With your help, Arthur becomes more accu-
rate in his note-writing. However, he still 
struggles to complete his clinical duties. 
He often does not complete high-priority 
tasks until well after rounds and frequently 
requires reminders from you and the senior 
resident.

Arthur needs specific tools to help him 
better manage his “to do” list with proper 
triaging of tasks.

K. M. Warburton et al.
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Fig. 11.3 The “3Rs/3Ws” framework provides guidance for learners to update inpatient progress notes (see text for 
details) [5]

follows: (1) high priority for completion 
immediately following rounds; (2) intermedi-
ate priority (can be completed later in the day 
as time allows); (3) low priority for comple-
tion only by day’s end; and (4) very low prior-
ity (can be delayed until the following day or 
later).

Using this approach, we can explore learners’ 
reasoning around prioritizing tasks and give them 
very specific feedback about where their approach 
to prioritization could improve. Ideally, this 
requires only a brief discussion at the end of 
rounds and provides a topic for deeper explora-
tion and reflection at a subsequent time. We often 

review task lists more than one day in a row to 
identify how changing contexts impact the learn-
er’s efficiency.

 Assessment and Continuing 
Observation

Continuing direct observation with structured 
feedback is critical to solidifying new organiza-
tional and task management habits [3]. Optimally, 
supervisors would directly observe learners in 
their usual clinical environment, recording the 
timing of each step in accomplishing a task, elic-

11 Evaluation and Remediation of Organization, Efficiency, and Time Management
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iting structured reflection, and providing imme-
diate feedback. Lessons learned through direct 
coaching should be documented by the coach and 
relayed to faculty and peer evaluators for use dur-
ing subsequent direct observation on scheduled 
clinical rotations.

In addition, because effective organization, 
efficiency, and time management typically rely 
on appropriate decision-making at nuanced pivot 
points throughout the day, near-peer coaches can 
be particularly effective observers. Peer coaches 
should be familiar with the day-to-day tasks of 
the struggling learner, making them excellent at 
observing specifics and providing practical, real- 
time feedback. Peer coaches should also be at 
similar stages of training as the struggling learner 
to promote buy-in and limit stigmatization.

 Conclusion

Proactively defining success in remediation 
coaching is essential. There is no standard defini-
tion of “success”; many remediation programs 
only report short-term outcomes without ongoing 
observation and reassessment after directed 
coaching [12]. Definitions of success should be 
individualized to the needs and developmental 
stage of the learner and the educational or train-
ing program. Demands of training frequently 
shift, and therefore what constitutes success will 
also evolve. Proactively defining success means 
looking forward to anticipating both short-term 
and long-term demands for a given learner. All 
stakeholders, including the learner, should have a 
common understanding of what defines success-
ful remediation and when the learner can transi-
tion back into normal, full-time activities.

It is  important to acknowledge that remedia-
tion is not always successful. In the authors’ 
experience, remediation success is most closely 
tied to the type of struggle, the accuracy of the 
“diagnosis,” and the level of learner insight and 
buy-in. Provided that the learner is motivated to 
change, struggles with organization and effi-

ciency are typically remediated promptly and 
successfully with effective coaching. If there is 
a  failure to improve,  the coach should return to 
the clarification phase and reconsider whether the 
learner has a  clinical reasoning deficit or a men-
tal well-being  challenge, including cognitive 
dysfunction.
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12Remediation of Interpersonal 
and Communication Skills

Carol M. Chou, James Bell, Anna Chang, 
and Calvin L. Chou

 Introduction

The challenges in identifying and then remedi-
ating trainees who have difficulty in interper-
sonal communication are many. Occasionally, 

trainees are identified on clinical skills examina-
tions, but often the need for remediation 
becomes evident while observing them in every-
day clinical situations. Despite what we may 
observe in their outward behaviors, many of 
these learners wish desperately to connect effec-
tively with others; most do not have a single 
identifiable, easily correctable area of struggle. 
We will first enumerate the most likely obstacles 
that learners encounter in achieving excellent 
patient-clinician interactions, and then the reme-
diation strategies that we have used success-
fully. As with other chapters in this section, we 
will use the general approach to remediation 
outlined in Chap. 6.

 Identification

Learners often face several obstacles to effective 
communication simultaneously. To identify spe-
cific focus areas for remediation, the faculty 
member should begin by observing the learner in 
real-time clinical situations using the mini- 
clinical evaluation exercise (“mini-CEX”; [1]) or 
a Brief Structured Clinical Observation [2], and/
or with simulation case scenarios. It is critical to 
base the next clarification step of remediation on 
accurate low-inference observations of trainee 
behaviors, because struggles in other areas of 
medical knowledge or patient care may masquer-
ade as communication skills struggles (see 
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A colleague pulls you aside to tell you 
about Quinn (he/him), a student with whom 
she is working and about whom she has 
concerns. She has noted that Quinn’s inter-
actions with patients are awkward, and he 
appears to make patients uneasy. Your col-
league knows that you will be working 
with  this student in his next rotation and 
hopes that you can help.
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below); implicit bias may also influence judg-
ment of the observer or examiner [3, 4].

 Clarification

Suboptimal communication skills may be due to 
gaps in knowledge, attitude, or skills. It is impor-
tant to note that struggles with clinical reasoning 
(see Chap. 9) and issues such as culturally- 
influenced  interaction styles (see Chap. 3), as 
well as psychological and psychiatric factors, can 
manifest as struggles with communication skills.

 1. Knowledge gap: The learner may not have a 
systematic approach to the patient-centered 
interview (Table  12.1). Alternatively, since 
clinical fund of knowledge informs the con-
tent and organization of the interview, a poor 
knowledge base will negatively affect inter-
viewing skills. Students early in their clinical 
immersion experiences (e.g., medical stu-
dents on their first clinical clerkship)  often 
struggle  to balance listening and empathy 
skills with clinical reasoning  and the diag-
nostic process.

 2. Attitude gap: Once they have learned  basic 
communication skills principles, a learner 
may  determine that further honing their 
patient-clinician interaction skills is less 

important than focusing on other areas of clin-
ical competence.

 3. Skills gap: The learner may lack skills in any 
of the  fundamental  relationship-centered 
communication skills known to  enhance the 
trust between patient and clinician [5]. These 
include building rapport, demonstrating 
empathy, showing respect, actively listening 
for both content and emotion, reflective listen-
ing and summarizing, and identifying and 
interpreting nonverbal cues.

 4. Psychological and psychiatric factors: Learn-
ers suffering from clinical depression or 
excessive anxiety (either generalized or spe-
cific to  performance) may find these condi-
tions to be barriers to effective patient 
interactions. In these instances, educators can 
help by empathically eliciting the learner’s 
perspective and then encouraging follow up 
with a mental health professional.

 5. Interactional diversity: Learners from 
minoritized cultural or language groups may 
not fully understand communication norms 
implicitly assumed by indigenous groups or 
native language speakers. Highly introverted 
individuals may appear to have communica-
tion struggles when in fact they simply 
require extra time for internal  information 
and emotional processing.

Learners referred for communication skills 
remediation may have a higher incidence of a 
global communication condition, which the 
Diagnostic Statistical Manual of Mental 
Disorders fifth edition (DSM-5) divides into 
social communication disorder (SCD) and autism 
spectrum disorder (ASD), sometimes referred to 
as a neuroatypical interaction style. Often, train-
ees with SCD or ASD (diagnosed or undiag-
nosed) have adequate coping skills for and/or are 
socially accepted for their differences earlier in 
training, but stressors may outstrip internal 
resources in demanding academic or clinical 
training settings [6, 7]. Such learners are espe-

Table 12.1 Fundamental relationship-centered commu-
nication skills [5]

Skill Set 1
Establish rapport quickly
Elicit the list of all items
Negotiate the agenda
Skill Set 2
Open the conversation
Explore perspectives and name emotions
Respond with empathy
Skill Set 3
Share information incrementally
Assess understanding
Summarize and clarify with teach-back

C. M. Chou et al.



137

cially challenged by and can experience frustra-
tion functioning within the healthcare systems 
where implicit interpersonal interactions rules 
continually change. These settings challenge the 
learner’s ability to achieve clinical competence.

Two main features of autism spectrum condi-
tions include 1) persistent challenges with social 
communication and interaction, and 2) restricted 
and repetitive behaviors, activities, and interests 
[8]. We strongly recommend that educators 
ensure that a diagnosis of ASD be made by pro-
fessionals with specific training because inaccu-
rate use of this diagnostic term risks stigmatizing 
the learner. We have witnessed the value in mak-
ing a diagnosis of autism spectrum condition dur-
ing health professions training, as it can also be 
revelatory for the learner, providing an explana-
tion for  and demystifying years of unexplained 
negative feedback, and  enhancing self- 
compassion [7].

 Intervention and Assessment

We model our strategy for remediating learners 
on Relationship-Centered Communication 
(RCC) skills [5]; the same communication skills 
that we use to establish meaningful relationships 
with patients are also used to develop meaningful 
relationships with learners. (There are many 
other frameworks of healthcare communication 
skills to choose from [9–16]; coaches may opt for 
a framework used at their institution.)

Potential Causes of Challenges in 
Communication and Interpersonal Skills
• Knowledge Gap

 – Approach to relationship-centered 
interviewing

 – Clinical fund of knowledge
 – Inability to balance communication 

skills with clinical reasoning
• Attitude Gap
• Skills Gap

 – Active and reflective listening
 – Identification of nonverbal or emo-

tional cues
 – Development of rapport
 – Demonstration of empathy

• Psychological/Psychiatric Factors
• Differences in culture, language, or 

ways of communicating, including neu-
roatypical interaction style

• Diversity Issues

When Quinn arrives on your rotation, you 
observe his interactions with patients and 
indeed find his mannerisms to be distract-
ing and awkward. Specifically, you observe 
that Quinn makes poor eye contact and 
often stammers when  speaking. After a 
patient completes a series of statements 
and awaits the student’s responses, there is 
often  an uncomfortable pause. When a 
patient says something with emotional 
valence, Quinn moves forward with clini-
cal questions without acknowledging what 
the patient has said.

Review of previous coursework showed 
that there had been no prior concerns 
about Quinn’s  knowledge base; he had 
performed at the class mean on most writ-
ten exams before beginning clinical rota-
tions. Comments from faculty observers in 
his interviewing skills course showed no 
glaring issues. However, standardized 
patients in an Observed Structured Clinical 
Examination commented that they detected 
a general  awkwardness,  without  specifi-
cally describing ineffective behaviors.

You say to Quinn, “I’d like to have a dis-
cussion with you about your interactions 
with patients. Can we meet tomorrow after-
noon to talk about this further?”

12 Remediation of Interpersonal and Communication Skills
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The first meeting with Quinn 
should address these concrete goals: 

 1. Set the stage and establish rapport.
 2. Model the desired communication skills.
 3. Elicit the learner’s perspective.
 4. Encourage reflection on strengths.
 5. Focus on small successes.
 6. Assist the learner to develop their own learn-

ing plan.
 7. Revisit the learning plan and modify future 

goals.

 Step 1: Set the Stage and Establish 
Rapport

Conversations about remediation should begin 
with the equivalent of taking a patient’s social 
history. Showing genuine interest in the learner 
maximizes the possibility of establishing a strong 
partnership  founded on  trust  and unconditional 
positive regard [17]. In addition, stating an 
explicit commitment to work with the learner and 
to be as nonjudgmental as possible can enhance 
the learning climate.

Sample statements: “As we begin our work 
together, it is important to me to get to know you as 
a person. Tell me about yourself. What influenced 
you to choose the health professions as a career? If 
you were not in a health profession, what would 
you be doing?”

These questions are not idle cocktail party con-
versation. Sought with genuine interest and gen-
tle prompting, answers to these questions can 
reveal the learner’s underlying passions, motiva-
tions, and strengths. Eliciting learner strengths in 
this appreciative manner helps coaches link per-
sonal attributes to potential goals.

 Step 2: Model the Desired 
Communication Skills 

It is essential that coaches of communication 
skills exhibit fluency and flexibility in one or 
more models of communication (see example, 
Table 12.1) and use those same principles when 

interacting with learners who struggle. The 
 process of remediating communication skills 
depends as much on modeling exemplary behav-
iors as it does on teaching and facilitating learner 
behaviors. Too often, trainees undergo passive 
learning practices, where coaches merely  share 
their perspective without first eliciting the learn-
er’s thoughts. This approach may result in the 
learner becoming passive about their learning. To 
explicitly apply principles of relationship- 
centered communication skills to the remediation 
process, we favor an iterative process of interac-
tional “AART” (see box).

 Step 3: Elicit the Learner’s Perspective

Learners who struggle with patient-clinician inter-
action skills often feel a range of emotions, includ-
ing embarrassment, frustration, sadness, 
awkwardness, and defensiveness. Many equate 
poor communication performance with not being a 
“nice” person, or worse yet, being devoid of com-

Iterative, Interactional “AART”

Ask and frequently elicit the learner’s 
thoughts

Actively listen and reflect the content of 
the learner’s words

Respond with empathy
and only then:
Tell new insights from the coach’s 

perspective

You learn that Quinn felt great shame about 
his poor performance. He knew something 
was not working but could not identify 
exactly what he was doing wrong. He felt 
anxious whenever interacting with patients, 
and this anxiety was heightened when he 
was being observed. He felt that all his 
classmates were “superstars” that he could 
never compete with.

C. M. Chou et al.
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passion. This becomes a condemning self- judgment. 
Often learners will say, in self-defense, “when I’m 
in a real clinical situation [as opposed to a standard-
ized or observed encounter], my patients like me.”

Therefore, it is helpful to uncover the emo-
tions behind the learner’s reactions. 
Connecting emotionally with a learner under-
going remediation helps to build trust in the 
relationship. By expressing empathy and 
forming a personal connection, the work of 
remediation becomes a collaborative partner-
ship. Rather than reacting only with state-
ments like, ‘Well, you need to perform on this 
exam,’ or, ‘I can only evaluate you on what I 
observe,’ authentic relationship building state-
ments such as those patterned after the mne-
monic PEARLS © [5] can be very helpful in 
addressing learner resistance:

Empathizing with the learner is highly power-
ful: from an empathic stance, a coach can more 
easily explore additional topics, such as:

“I’d like to hear your ideas about how you might 
succeed on this exam, given that it doesn’t feel 
completely real to you.”

A word of caution: just because you may 
acknowledge the learner’s emotions initially 
doesn’t mean they will remain dormant for the 
remainder of the remediation process. The emo-
tions arise again and again. Continued attention 
to emotional connection with the learner will 
reap continued rewards.

 Step 4: Encourage Reflection 
on Strengths

Once the emotional connection develops, sup-
porting the learner’s strengths and passions can 
restore some of their confidence. Often in reme-
diation, the tendency is for both coach and learner 
to focus on deficit detection—what the learner is 
not doing well, behaviors that the learner most 
wishes to change—and elimination. An alterna-
tive approach is appreciative inquiry [18], a pro-
cess for learning through building on success 
rather than focusing on deficits. The premise 
underlying the appreciative inquiry model is that 
learners should have successes upon which they 
can build. Focusing on behaviors that encourage 
positive outcomes allows the learner to start from 
a place of known strength and comfort, which 
enhances the likelihood  of further success. 
Additionally, having the student identify 
and reflect on good examples they have seen may 
also be helpful, because it  serves as a point of 
inspiration for learners with challenges identify-
ing  anything laudatory in their own 
performances.

“Based on the video of your interaction with this 
patient, I’d like to hear from you about areas that 
you believe you are doing effectively.”

“I agree that you use steady eye contact when 
introducing yourself to the patient.”

One caveat, is that low-performing learners may 
overestimate their abilities; deft handling of these 
situations, without reinforcing ineffective behav-
iors is key.

(In discussing an area of possible disagreement): 
“I am hearing that you think your eye contact with 
the patient effectively communicated caring.”

• Partnership: “I want you to know that I 
am committing to working with you on 
this.”

• Emotions: “I imagine it is frustrating to 
feel that you are being judged on situa-
tions that may feel inauthentic to you.”

• Apology/Appreciation: “I’m sorry 
you’re having to go through this 
process.”

• Respect: “You have done a lot of work; 
I’m glad to hear that your patients work 
well with you.”

• Legitimization: “These exercises can 
feel contrived. Anyone might feel awk-
ward about having to go through this 
learning experience.”

• Support: “We can use your strengths to 
build skills and help lessen your 
frustration.”

12 Remediation of Interpersonal and Communication Skills
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 Step 5: Focus on Small Successes 

Direct observation—whether in real time or via 
review of video recorded encounters, whether 
using role-play or with a real or standardized 
patient—provides primary data for analysis. We 
recommend following the same “AART” process 
used to get to  know the learner: begin with 
Asking the learner for their own assessment of 
performance, Actively listen to the learner’s 
responses and compare their self-assessment 
with your own impressions, and begin to deter-
mine if the learner’s strengths can be drawn on to 
effect needed changes. Then, continue by 
Responding with empathy, affirming those things 
they did effectively and demonstrating your 
understanding of the learner’s self-assessment, 
and conclude by Telling your own impressions of 
the learner’s areas of strengths as well as areas 
that need work, and discussing next steps for 
practice and improvement. Learners who strug-
gle tend to perceive their own skills as better than 
they objectively are  [19, 20]; therefore,  to 
ensure continual improvement of skills, it is key 
to help the learner  increase the accuracy of 
their  self assessments. Using the  “AART” pro-

cess of eliciting self-assessment and providing 
reinforcing feedback early, often, and iteratively 
in the relationship can help the learner to gain 
that accuracy and achieve sustained success.

Deliberate practice with structured feedback 
is a fundamental strategy in developing expertise 
[21]. It is important to provide the learner oppor-
tunities for small successes that build on each 
other. For example, one can start with a con-
trolled or simulated scenario that allows the 
learner to employ strategies highlighting one of 
their own strengths. Focusing feedback on the 
learner’s effective behaviors prepares them with 
the confidence to face incrementally more chal-
lenging practice sessions. The educator can then 
deliver specific feedback, homing in on the 
desired skills.

Remediation can be anxiety-provoking. 
Frequent, planned feedback sessions initially 
focused on reinforcing strengths, rather than pro-
viding corrective behavior modifications, reduce 
the anxiety for the learner and the faculty mem-
ber. One simple format for feedback, using the 
AART framework noted above, is to follow these 
steps:

 1. Create an environment that allows for privacy 
and comfort.

 2. Take an emotional reading of the learner: 
“How do you feel that went?”

 3. Elicit the learner’s perception of successful 
aspects of the interaction.

 4. Confirm the learner’s view of specific suc-
cessful actions, and add any not noted by the 
learner.

 5. Elicit the learner’s self-critique.

Initially, Quinn wished to work on skills 
using role play, with the coach playing a 
range of patient presentations, as this 
approach felt manageable. The coach 
understanding Quinn’s goals, designed 
practice exercises specifically to  meet his 
needs.

Quinn desperately wished to connect with 
patients and was highly motivated to learn 
specific techniques to accomplish this con-
nection. He reports he has been an excel-
lent test-taker because he just buckles down 
and forces the information into his head.

Communication Remediation Coach: 
“It sounds like one of your strengths is not 
only to take tests but also to assimilate 
information in a way that makes sense to 
you. I’m glad to hear that connecting with 
patients is very important to you, and I’m 
excited to work with you to develop those 
skills. This work will probably require new 
ways of learning since “forcing” is not 
usually successful in communication. What 
ideas do you have about how you will best 
learn in this domain?”

C. M. Chou et al.
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 6. Confirm or refute this critique, and add any 
specifics not noted by the learner, limiting 
these to the  few most important and modifi-
able issues to avoid negative impact on 
learning.

 7. Ask the learner for their “take-home” points 
to be practiced.

 8. Summarize and plan next steps.

Using a structure for feedback reduces the 
potential negative emotional impact and enhances 
collaboration.

 Step 6: Assist the Learner to Develop 
Their Own Learning Plan

Effective learning plans are written documents 
with specific goals and strategies to address 
these goals. Learners often struggle at first to 
develop personal learning plans because they 
may not have had prior experience generating 
learning goals and strategies. Work by Knowles 
in adult learning theory suggests that learner-

generated interventions and goals result in 
increased frequency of application of interven-
tions and increased success toward goals [22]. 
Coaches should develop an approach to elicit-
ing a learner’s goals. Some starting prompts 
include:

“Tell me an area where you would like to improve.”

“When you watch the video of that interaction, 
where did you feel that you struggled?”

Often, learners name many goals that coaches 
have not considered. After identifying several of 
the learner’s own goals, the coach can take the 
opportunity to ask for permission to add another 
goal or two.

“Are you open to a suggestion or two from my 
perspective?” 

“You mentioned earlier that your eye contact 
helped your communication with patients. I have a 
different perspective and would like to analyze 
those phases of these encounters with you more 
closely. Can we agree to put that on your learning 
plan?”

Goals as part of learning plans are most effective 
when they are “SMART”: specific, measurable, 
attainable, relevant, and time-bound [23]. 
While  the learner can be challenged to  draft a 
learning plan based on the discussion, it is 
 important for the faculty  coach to revise the 
learning plan with the student to improve the 
plan’s utility. Some sample learning plans for this 
student might be:

“The next time I need to prepare a patient for hear-
ing bad news in an encounter, I will change my 
tone of voice to be serious, not lighthearted, and I 
will make a statement that gives them a warning 
that the news is serious. I will say…”

“When the patient starts to cry, I will allow silence 
in the room instead of continuing to speak. After I 
count to 10 or when the sobbing has subsided, I 
will gently ask them to share their experience by 
saying…”

Upon initiating feedback after a simulated 
patient encounter involving a disengaged 
teenager, Quinn is frustrated with the lack 
of progress toward understanding the 
patient’s motivation and the amount of 
time he “wasted” during the interview. The 
coach acknowledges the frustration, indi-
cates that teenage patients are often chal-
lenging  to engage, and points out that 
Quinn’s frustration is an indication that he 
is  perceiving  communication barriers, an 
important step toward addressing such 
barriers.
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 Step 7: Revisit the Learning Plan 

A learning plan is best used as a guide for contin-
ued intervention. Frequent review of the learning 
plan during remediation serves to verify interven-
tion strategies and monitor and celebrate prog-
ress. As the student works through the goals, new 
goals may emerge, updating the learning plan.

 Common Remediation Scenarios

We have applied the seven-step approach suc-
cessfully to most of our remediation work in 
communication skills. We now describe adapta-
tions of the approach to three  common 
scenarios.

 Learners Who Lack Verbal Rapport- 
Building Skills

It is common for learners to claim to feel com-
passion and empathy, but not verbalize these feel-
ings in ways that patients can appreciate.

Coach: [after eliciting effective behaviors from the 
learner and other areas to improve] I wonder if I 
could bring up an observation.
Learner: OK.
Coach: I noticed that while your eye contact and 
vocal tone showed caring, I didn’t hear a specific 
empathic statement.
Learner: But I was empathetic.

Coach: I saw your intention, but I’m not certain 
that the patient did. I was guessing that you were 
feeling the patient’s frustration, but to make sure 
the patient experiences that,  verbal empathy is 
helpful.
Learner: That sounds too touchy-feely.
Coach: I’m hearing you feel uncomfortable saying 
words that communicate emotion. At the same 
time, did you know that studies have shown that for 
both surgeons and internists, using a verbal 
empathic statement actually shortens their office 
visits?
Learner: No, I didn’t.
Coach: It’s hard for patients to read our minds. I 
wonder if you could find expressions that would 
allow you to connect verbally with a patient with-
out sounding too hokey.

 Learners Exhibiting Resistance 
to Learning This Material

Understanding of the learner’s ultimate profes-
sional goals provides the opportunity to connect 
these goals with the importance of mastering 
communication skills. For instance, succeeding 
in fields based on interactions between col-
leagues of different disciplines and professions 
invariably requires excellence in interpersonal 
skills.

Learner: I don’t need to learn this stuff. My patients 
will like me because I can save their lives.
Coach: I’m glad to hear that you plan on establish-
ing such important and satisfying medical exper-
tise. I would like to support you to be clinically 
masterful in a sustainable way. What do you know 
about relationship development and the effect on 
patients and clinicians?
Learner: I’m not sure I know much about that.
Coach: It turns out that clinicians have better long- 
term career satisfaction, and patients recover 
faster with less pain and psychological distress. 
Communication skills distinguish masterful from 
merely good clinicians. I want to get you to that 
masterful level.

Another approach uses appreciative inquiry (see 
above) to challenge the learner to define charac-
teristics of exemplary clinicians.

Coach: Tell me of a time when you saw one of your 
role models do something admirable.

Because Quinn’s strengths were about test-
taking and desire to connect, goals devel-
oped with his coach included: using a 
structured, standardized approach to each 
encounter; making certain to use at least 
one empathic statement during each 
encounter; remembering to ask about the 
patient’s explanatory model of illness; and 
using the teach-back technique to check his 
understanding of the patient’s illness.

C. M. Chou et al.
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Coach: What are some examples you’ve seen of 
expert clinicians who effectively used communica-
tion skills to achieve desired clinical outcomes?

After establishing the learner’s perspective, use 
the opportunity to share knowledge about out-
comes and pitfalls of ineffective communication 
skills for any practicing clinician, including inef-
ficiency, increased malpractice risk, poor patient 
outcomes and experiences of care, and poor well- 
being (see Chap. 18).

I’m curious if you know data on the relationship 
between the quality of interactions of exemplary 
clinicians in your field and malpractice risk.

 Learners with an Autism Spectrum 
Condition

There is reason to be optimistic about remedia-
tion for learners with an autism spectrum con-
ditions as long as they are otherwise motivated 
to address their challenges. A highly structured 
approach such as the one we have outlined 
above will help many learners. Two other 
widely available resources can particularly sup-
port learners and remediation teams. First, 
highly analytical trainees may find the Facial 
Action Coding System (FACS) helpful [24]. 
Popularized by Paul Ekman, who famously has 
consulted for Pixar films to humanize faces of 
animated cartoons, FACS systematically details 
facial expressions, provides approaches to 
decode them, and gives insight into what one 
intends to convey and what others perceive. 
Second, having trainees read poignant narra-
tives written by people reflecting on their abil-
ity to function with autism can inspire them 
with motivational techniques to address unin-
tended interactional challenges due to their 
communication styles [25–27]. An additional 
potential resource for remediation team mem-
bers specializing in working with trainees on 
the autism spectrum is Social Cognition and 
Interaction Training, to help learners define 
emotions, link facial expressions to these emo-

tions, help detect and interpret social cues, and 
address multiple explanations for ambiguous 
social situations [28].

Through these resources, and patience and 
compassion on the part of learner and remedia-
tion team, a trainee’s fear of needing a “personal-
ity transplant” will gradually dissipate, along 
with the recognition of the value that the trainee 
brings to individual encounters and to healthcare 
in general.

 Other Coaching Considerations

Methods to ascertain the learner’s communi-
cation skill level include: observation by qual-
ified faculty arbiters in real-time clinical 
settings, assessment in an Observed Structured 
Clinical Examination or similar simulation by 
trained standardized patients, and/or video 
review of either real-time or simulated 
encounters.

To enhance the success of these and future 
coaching interactions, faculty coaches must also 
self-reflect, investigate their own blind spots or 
issues of countertransference with learners, and 
be open to consultation with trusted colleagues 
and experts in these skills. Courses such as those 
held by the Academy of Communication in 
Healthcare (www.achonline.org) can also deepen 
fundamental skills, expand coaching tools, and 
provide connections and feedback from col-
leagues and experts.

Finally, curricular elements at programmatic 
and institutional levels must undergo review. 
Opportunities to improve explicit teaching of 
communication skills may be identified. In addi-
tion, it is important to examine the hidden cur-
riculum that might de-emphasize communication 
skills (“soft skills”) in favor of “hard” science; 
hierarchical or other cultural influences that 
interfere with effective role-modeling of effec-
tive communication; or toxic work environ-
ments necessitating resilience interventions (see 
Chap. 18).

12 Remediation of Interpersonal and Communication Skills
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 Conclusion

Remediation can be a challenging endeavor for 
the learner as well as for the coach.

We presented an effective seven-step approach 
to support learners with communication skills 
struggles. Though the examples in this chapter 
have focused on patient-clinician interactions, 
this approach to coaching communication skills 
applies to many different settings, including 
interactions between colleagues (with tips from 
the professionalism literature (see Chap. 14)); 
faculty  members struggling to connect with 
learners; and leadership interactions with team 
members. This broad application makes coaching 
interpersonal communication skills a versatile 
practice that we have found repeatedly helpful 
for learners at all levels.
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13Professionalism Lapses 
as Professional Identity Formation 
Challenges

Verna Monson, Muriel J. Bebeau, Kathy Faber-
Langendoen, and Adina Kalet

 Introduction

Most trainees begin their journey toward becom-
ing health professionals with the best of inten-
tions. However, it is common that actions do not 
always align with intentions. Our recommenda-
tions for remediating lapses in professionalism 
are guided by Rest’s Four-Component Model 
(FCM) of Morality, an evidence-based psycho-
logical theory whose central premise is that spe-
cific psycho–social–emotional capacities are 
essential to consistent moral behavior [1]. Initial 
use of this model was supported by data from 20 
cohorts of professional school students who com-
pleted an ethics curriculum designed to promote 

the capacities defined by the theory. We have 
since refined measures based on the FCM for use 
in remediation coaching of medical students and 
residents.

The phrase “lapses in professionalism” is now 
preferred to the term unprofessionalism in the lit-
erature [2–4]. This phrase adjusts for the ten-
dency to over-generalize from behavior to person, 
i.e., avoiding the tendency to deem a person as 
being of poor character based on a single episode 
or a pattern of behaviors [5]. In our view, profes-
sionalism is neither solely constituted of behav-
iors nor of character, but instead is a capacity for 
actions and decisions that are consistent with the 
requirements and expectations of the profession. 
We assert that consistent professional behavior is 
a function of (1) the individual’s level of identity 
development, or professional identity formation 
(PIF) [5–9] and (2) the organizational or institu-
tional culture [2, 5, 10]. Accordingly, with a com-
bination of coaching methods guided by 
principles of adult developmental theory, sup-
portive mentors and instructors, and an environ-
ment conducive to growth, the individual can 
improve in order to meet the expectations and 
requirements of the institution and the profession 
[2, 5, 9, 11]. We consciously use both “lapses in 
professionalism” and “unprofessional behavior” 
synonymously throughout the chapter to remain 
consistent with the literature and to emphasize 
that professionalism is more than either the sum 
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of a checklist of behaviors or solely attributable 
to the developmental level of the individual, but a 
complex integration of both [12].

Papadakis et  al. demonstrated that unprofes-
sional behaviors in medical students predicted 
disciplinary actions taken by medical boards 
against those individuals when they were in prac-
tice [13]. Since then, there has been growing 
commitment to understanding root causes of 
unprofessional behaviors, intervening early, and 
remediating effectively. Educators now have 
more sophisticated tools for these processes to 
enhance individuals’ capacity for lifelong profes-
sional behavior. However, continued reluctance 
to report identified lapses in professionalism lim-
its the impact of remediation. While one-fifth of 
clinician–educators observe unprofessional 
behaviors, only 3–5% report them to someone 
with the responsibility and skills to remediate [2]. 
Barriers to reporting lapses in professionalism 
include a lack of clarity about or trust in our abil-
ity to effectively intervene [14]. In this chapter, 
we hope to provide the health professions educa-
tor community and our trainees with an optimis-
tic view of the need to routinely identify and 
effectively address lapses in professional 
behavior.

 The Evolving Definition 
of Unprofessional Behaviors

Of course, context matters in how individuals 
enact their professionalism. While aspects of the 
ethical codes of many professions have remained 
fundamentally unchanged over very long time 
periods, significant shifts, reinterpretations, and 
updates have occurred with cultural, economic, 
and political movements. War and natural disasters 
such as pandemics present new professionalism 
challenges [15]. With increasing scrutiny regard-
ing what constitutes professional behavior [16], 
health professions faculty must exercise consider-
able wisdom, diligence, curiosity, and compassion 
when investigating lapses in professionalism [11].

Research has identified four patterns of unpro-
fessionalism behaviors (see Chap. 14), including 
involvement (e.g., tardiness submitting assign-

ments, unexcused absences, interpersonal con-
flicts), integrity (e.g., plagiarism, false reporting 
of data), interaction (e.g., disruptive behavior, 
harassment, inappropriate use of social media, 
breaches of confidentiality), and introspection 
(e.g., avoiding/resisting feedback, blaming others 
for lapses, being insensitive to others’ needs, 
lacking insight) [2]. Mak-van der Vossen and col-
leagues identified wide-ranging factors associ-
ated with these four dimensions [2, 3]. Individual 
factors include lack of awareness about compe-
tencies, neuro-atypical conditions (see Chap. 12), 
coping with physical and mental health or sub-
stance misuse/abuse, lack of motivation to 
become a health professional, and language limi-
tations. Broader factors include lack of clarity 
about expectations of professionalism behaviors, 
lack of role models, “unwarranted evaluations,” 
prevalence of racially discriminatory microag-
gressions in learning environments (see Chap. 3), 
cultural differences, difficulties in adapting to a 
hierarchical culture, or “feeling overwhelmed by 
stressful circumstances” [16].

Of the unprofessional behaviors, issues of 
integrity may be the most high-profile, challeng-
ing, and likely to lead to dismissal. Fargen and 
colleagues [17] found that plagiarism, cheating 
on examinations, and listing fraudulent publica-
tions were reported in 5% to 15% of student and 
resident populations. Self-reported cheating 
ranges from 0 to 58% [18].

When educational activities abruptly shifted 
to remote formats due to the COVID-19 pan-
demic, issues of academic integrity and changes 
in how to address unprofessional acts became 
highly publicized. At West Point Military 
Academy, at the height of the first wave of the 
pandemic in May 2020, 73 cadets were accused 
of cheating on a remotely administered calculus 
exam [19]. Fifty-nine admitted to cheating and 
voluntarily entered a rehabilitation process that 
allowed them to continue in the academy, a 
departure from previous policies of automatic 
suspension [20]. Similarly, at Dartmouth Medical 
School in May 2021, 17 students were accused of 
cheating on an exam administered through the 
learning management system, based on digital 
activity data [21]. After much debate and investi-
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gation, deliberate student cheating was not 
proven, all allegations were dropped, and apolo-
gies were issued [22]. Health professions educa-
tors have recently moved significantly from 
punitive toward developmental approaches, 
although not without controversy. Strategies 
employed vary from providing additional men-
toring or coaching to requiring mental health 
counseling [23].

In addition, remediation can reinforce stigma 
and shame among learners, particularly in those 
with preexisting mental health challenges, 
because of the fear of being labelled unfit for 
practice. The negative effects of remediation may 
occur at a disproportionately higher rate among 
learners who have experienced adverse childhood 
events (ACEs). Researchers found that ACEs that 
most strongly predicted referrals for lapses in pro-
fessionalism were those categorized as “boundary 
violations,” including “feeling unwanted or 
unloved or caretaker substance use” [24]. 
Therefore, educators involved in remediation 
must use trauma-informed approaches [24–26].

How, then, should health professions schools 
develop a coherent approach to remediation that 
maintains learning environments where ongoing 
formative assessment is the norm [27]? We pro-
pose a theoretically and empirically grounded 
approach that considers the full complexity of 
factors involved in remediating cases of unpro-
fessionalism [6]. We introduce a conceptual 
model that has been well-validated in health pro-
fessions education [5], followed by a discussion 
of potential assessments that are shown to be use-
ful in remediation of lapses in professionalism.

 A Theoretical Approach 
to Professionalism Remediation

Beginning in the early 1980s, Bebeau and col-
leagues designed and validated theoretically 
grounded performance measures used to both 
identify the need for an ethics educational inter-
vention and demonstrate long- and short-term 
program effectiveness (see [5] for a summary of 
the various measures). In addition to designing 
ethics educational programs for dentistry stu-

dents [1], MJB designed individualized ethics 
remediation programs for over 50 professionals 
disciplined by a licensing board [28, 29]. VM and 
AK built on this foundational work, applying it to 
extensive professionalism remediation efforts 
with medical students, residents, and colleagues. 
Utilizing two of four components of morality—
moral judgment and moral motivation, they 
designed remediation programs that effectively 
promote professional identity formation  (PIF). 
This approach empowers professionals and stu-
dents to recognize and reflect on developmental 
challenges as a path toward understanding and 
guarding against lapses in professional behavior. 
Below, we briefly review the theoretical frame-
work and share our experience with dental and 
medical students highlighting assessments and 
coaching strategies that help with commonly 
encountered lapses in professionalism [30].

 The Components of Morality

In the early 1980s, Rest reviewed morality 
research from multiple theoretical perspectives to 
illuminate the internal processes—in addition to 
moral reasoning and judgment—that might 
explain lapses in moral behavior. He suggested 
four independent reasons for moral failure: moral 
blindness, defective reasoning, lack of commit-
ment to moral ideals, and deficiencies of charac-
ter and competence [31]. Rest proposed that for 
consistency in moral action, especially in the 
context of challenging professional practice, 
individuals must have four core social–emotional 
and cognitive capacities that lead to conscious 
and effective, rather than accidental or unreflec-
tive, ethical decision-making (Table 13.1).

Wide-ranging evidence supports that each of 
Rest’s capacities develops throughout life [28, 
29]. Thus, at any given time point, for example, 
one’s inadequately developed competence in any 
of the four capacities could result in behavior 
that others judge as evidence of a moral failing 
that requires remediation. For example, a patient 
might report a professional to the licensing 
board, initiating investigation and, eventually, a 
judgment. If the judgment suggests someone has 
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Table 13.1 Rest’s four-component model of ethical 
decision-making and moral action

Capacity Assessment

Mental capacities of 
morality: growth 
trajectory

Moral 
sensitivity

Dental Ethical 
Sensitivity 
Test

From moral or ethical 
blindness to full 
awareness of ethical 
issues that encompass 
multiple, diverse 
perspectives

Moral judgment Defining 
Issues Test

From justifications 
centered on 
self-interest to ones 
that are humanistic 
and advocate for 
justice and the 
greater good

Moral 
implementation

Observed 
structured 
clinical 
examinations
Multiple mini 
interviews

From communication 
that is ineffective, 
self-interested, or 
paternalistic to 
communication that 
enacts principles of 
respect, autonomy, do 
no harm, justice

Moral 
motivation (or 
professional 
identity)

Professional 
Role 
Orientation 
Inventory or 
the 
Professional
Identity Essay

From a professional 
identity that seeks 
external guidance and 
direction and 
prioritizes self-
interest to PIF that is 
internalized (“I am a 
physician, therefore 
I…”), committed to 
aligning personal 
values to the 
profession’s, 
managing competing 
values, and 
contributing to 
well-being and the 
common good

been harmed or wronged, questions emerge 
about that professional’s competence and inten-
tions. MLB has used this framework, and assess-
ments associated with each component, to 
determine the professional’s relative strengths 
and weaknesses in each of the capacities. Then, 
the professional engages, with coaching, in self-
reflection, goal-setting, and development and 
implementation of a learning plan with the goal 
of enhancing ethical competence and reducing 
the chances of unprofessional behaviors in the 
future.

We describe two practical measures that 
relate to PIF, their scoring, and interpretation of 
the results. Though trainees are often referred 
for remediation based on unacceptable behav-
iors (e.g., [30]), the specifics of those behaviors 
may not translate directly into remediation strat-
egies. We have shown that remediation, guided 
by two measures of the individual’s capacities 
and understandings that drive the behavior, can 
be effective because they enhance self-aware-
ness and identify targets for educational inter-
vention [29]. The Defining Issues Test (DIT-2) 
provides a general assessment of the moral 
arguments that the individual finds persuasive 
when confronted with a moral problem. The 
Professional Identity Essay (PIE) elicits the 
individual’s concept of a professional’s role in 
contemporary society.

 Measuring Moral Judgment: 
The Defining Issues Test
The DIT-2 [32] is an extensively validated and 
widely used measure of moral judgment develop-
ment and, unlike many preference measures, is 
highly resistant to social desirability bias, particu-
larly to “faking” high scores [33]. It asks respon-
dents to choose among alternative actions when 
confronted with a series of moral dilemmas pre-
sented as brief written cases. Each dilemma is fol-
lowed by 12 statements that reflect each of three 
general moral schemas (a Personal Interests 
Schema, a Maintaining Norms Schema, and a 
Postconventional Schema) that adults tend to use 
to justify their action preferences as well as a few 
irrelevant phrases that serve as a reliability check 
(see Table 13.2; see [5] for details of scoring). The 
DIT-2 takes 25–30 min to complete, on average.

To gauge the development of moral judgment, 
respondents are asked to rate each statement, 
select four of the 12 deemed most important to 
their decision-making about the case, and further 
rank-order the selected statements. Scoring 
responses across cases reveals (1) whether the 
individual has a preferred moral schema; (2) 
whether the individual tends to use the preferred 
schema in decision-making; and (3) whether the 
individual responded with reasonable consis-
tency across cases and distinguished between 
coherent and irrelevant statements. Recall that a 
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Table 13.2 Descriptions of DIT-2 domains

Index
Index 
abbreviation

Reflects arguments that 
appeal to…

Personal 
interests

PI index Personal interest and/or 
maintaining one’s loyalty 
to family/friends

Maintaining 
norms

MN index Maintaining existing 
laws, rules, and/or 
societal norms (also 
called “conventional 
arguments”)

Post-
conventional

P index Procedural justice and/or 
to moral principles and 
ideals upon which 
conventions, norms, 
rules, laws are based

Elwin (he/him) was referred for remedia-
tion by the school’s Honor Council because 
he was episodically reported to be disre-
spectful to peers, supervisors, and staff. His 
DIT-2 revealed a high Personal Interest 
score compared with peers (~30% com-
pared with ~5%). Through reflection on his 
behavior both in writing and through dia-
logue with his coach, he gained insight into 
how his occasional tendency to justify his 
actions based on his own needs (e.g., “I left 
rounds because I wasn’t learning any-
thing,” “The nurse was wasting my time”) 
was perceived by those around him as arro-
gant and unprofessional. He also under-
went a focused curriculum, including 
selected readings reviewing basic profes-
sional ethics and principles, analytic and 
reflective essays, and discussions with a 
faculty member with advanced medical eth-
ics training. These activities motivated him 
to strengthen his capacity to consistently 
apply the principles of professionalism, in 
particular the expectation of interpersonal 
respect, in work relationships.

moral dilemma isn’t just a tough problem that is 
hard to resolve, but a situation that presents com-
peting claims that thoughtful people can disagree 
with. Although there isn’t one “right answer” to 
many difficult moral dilemmas, some answers 
are more defensible than others. (For information 
on the availability of the DIT-2, and an updated 
bibliography, see http://www.ethicaldevelop-
ment.ua.edu/.)

Respondents’ selections are reported as per-
centages across the three categories, and the pat-
terns can then be interpreted and discussed. 
Overall, the DIT-2 does not indicate whether 
someone is a good person, but it does help them 
see what kinds of justifications they find most 
persuasive compared to others. It also does not 
discriminate among types of personal interest 
arguments or among the more complex theoreti-
cal approaches used by moral philosophers and 
ethicists; it simply shows whether the individual 
prefers arguments that appeal either to proce-
dural fairness or to ideals.

Higher education, especially a liberal arts edu-
cation, has a powerful effect on moral judgment 
development. A preference for post-conventional 
thinking (or principle-based thinking) on the 
DIT-2 tends to increase with higher educational 
attainment, such as with additional health profes-
sions training, and is necessary for effective 
moral reasoning in highly complex situations. 
Conversely, a DIT-2 score distribution which 
shows a relatively low preference for post-con-
ventional thinking (and therefore higher personal 
interest or maintaining norms scores) have been 

associated with malpractice claims in practicing 
orthopedic surgeons [34]. Our experience in 
remediation aligns with DIT-2 research showing 
that individuals use all three arguments to some 
degree in their moral thinking. Under some cir-
cumstances, DIT-2 scores are useful in helping 
those undergoing remediation understand why 
they are perceived as unprofessional and suggests 
effective remediation strategies.

A formal curriculum in professional ethics has 
been shown to enhance moral reasoning develop-
ment during professional school [32]. We have 
found that while most students undergoing profes-
sionalism remediation have DIT-2 patterns like 
their peers (high post-conventional scores), sug-
gesting they are exceptionally capable of princi-
ple-based moral reasoning, for the relatively 
unusual health professions student with “imma-
ture” DIT-2 scores (Personal Interest scores 
>10%), a structured, cognitively intensive individ-
ualized curriculum does help them gain insight.
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 Professional Identity Formation (PIF) 
and the Professional Identity Essay 
(PIE)
Unlike the general population, persons granted a 
license for professional practice are expected to 
adhere to codes of professional responsibility and 
engage in actions that benefit others [32, 35–38]. 
Certainly, professionals vary in how reflective, 
deliberate, and resistant to self-interest they are 
in their daily work. However, health profession-
als are expected to reflect on the moral basis of 
their actions and to place a patient’s interests 
before their own. We see PIF as a developmental 
process by which professionals internalize val-
ues, aspirations, and actions into their identity 
and develop increasingly complex understand-
ings of what it means to be a professional. This 
process begins prior to entry into professional 
education programs and continues across the pro-
fessional lifetime. Figure 13.1 describes a staged 
professional developmental theory [33, 39].

Ideally, as one achieves competence in reason-
ing and an understanding and commitment to 
professional values and expectations, idiosyn-
cratic factors influencing action are reduced, and 
individuals are more likely to behave consistently 
with professional norms.

The Professional Identity Essay (PIE) consists 
of a series of open-ended questions designed to 
elicit the individual’s conception of a profession-

al’s role in contemporary society [5]. Responses 
are scored based on criteria adapted from Kegan’s 
life-span model of self-development [7]. Kegan’s 
approach to the study of identity formation is 
based on constructivist notions that individuals 
are by nature engaged in making sense of the 
world and thereby form conceptions of various 
social categories such as the self, the self as a 
member of society, a professional, a parent, etc. 
Kegan and colleagues propose a lifelong devel-
opmental model in which individuals can be 
located in terms of prototypic identity 
formation.

We reworked Kegan’s model to focus on how 
one comes to understand their specific profes-
sional role and incorporated Blasi’s [40] view 
that individuals differ in which moral consider-
ations penetrate the conception of self. In this 
view, seeing oneself as responsible is at least part 
of the bridge between knowing what one ought to 
do and doing it. Because students in health pro-
fessions programs can often express themselves 
well in writing, we use a series of open-ended 
questions to elicit understanding of a profes-
sional identity consistent with Kegan’s descrip-
tions of development stages. Questions prompt 
learners to reflect on how they construct meaning 
about becoming a professional, what they expect 
of the profession, what is expected of them, and 
what they anticipate being the most salient con-

Fig. 13.1 Professional identity formation as a developmental construct in medical education

V. Monson et al.



153

flicts or failures that could result from taking on 
their professional role.

A PIE stage scoring guide offers descriptions 
followed by prototypic statements that character-
ize stages and transition phases of professional 
identity [41]. In validation studies, trained raters 
have achieved high levels of intra- and inter-rater 
reliability in judging levels of development [42], 
including in medical students, law students, and 
counseling students.

Although we initially used these assessments 
only in professionalism remediation, we began 
assigning the PIE as a formative assessment to 
engage all students in self-assessment and reflec-
tion as to their location on a developmental con-
tinuum typical of professional life, and to develop 
a reasonable plan for self-development. Assigned 
during orientation to medical school, orientation 
to clinical clerkships, and after completing their 
advanced clerkships, students engage in a debrief-
ing and reflective writing exercise as a compo-
nent of a professional development curriculum. 
PIE stage scores are positively correlated with 
DIT-2 scores [33], increase through medical 
school, and predict small but significant increases 
in clinical communication skills [43]. In addition, 
these measures of PIF may have utility as part of 
a panel of “non-cognitive” measures in holistic 
medical school admission processes [44].

Trainees undergoing professionalism remedi-
ation complete both DIT-2 and PIE.  DIT-2 is 
scored for a small fee by the Center for the Study 
of Ethical Development (https://ethicaldevelop-
ment.ua.edu). The PIE is stage scored by an 
expert (VM), and an individually tailored, 
detailed report is generated (see Table  13.3 for 
excerpts from a coding rubric). Each report 
includes DIT-2 scores, the PIE stage score, and 
feedback in the form of “questions for ongoing 
reflection.” These questions are designed to facil-
itate both self-assessment and coaching which 
can begin with the questions or the learner’s felt 
needs or goals to engage in deeper and ongoing 
reflection, both verbally and in reflective 
writing.

 Coaching Using the Professional 
Identity Essay (PIE)

 Establishing the Relationship 
and Expectation of Active 
Self-Reflection
Coaching has rapidly gained recognition as an 
important and effective approach to facilitating 
PIF and conducting professionalism remediation 
[9, 45, 46]. In addition, the Accreditation Council 
of Graduate Medical Education [47] has estab-
lished the expectation that residents demonstrate 
the skill of “coach[ing] others when their behav-
ior fails to meet professional expectations” as a 
competency milestone.

We have found that having a trainee begin a 
professionalism remediation by completing a PIE 
provides a strong learner-centered basis for PIF 
coaching. Discussing feedback from the PIE 
helps identify the trainee’s perspectives of their 
needs and challenges and facilitates action on 
their self-defined values as goals for remediation 
work. Deepening the trainee’s ability to reflect on 
their thoughts and emotions, rather than provid-
ing a socially desirable response, is a prerequisite 
for tapping into their implicit assumptions, val-
ues, and sources of tension or anxiety that surface 
deeper identity structures [41, 48]. Based on 
close reading of thousands of PIE reflective writ-
ing assessments, we note that trainees in profes-
sionalism remediation benefit from coaching to 
strengthen their reflectiveness and develop a 
more nuanced understanding of their profes-
sional role. These tools help students understand 
how reflection on one’s assumptions and beliefs 
can enhance their self-awareness, rather than 
attain more knowledge or display surface confor-
mity with textbook definitions of 
professionalism.

Given the sometimes sensitive nature of train-
ees’ written responses to the PIE questions, we 
advise that programs strongly respect confidenti-
ality, to reassure learners that their responses will 
not become part of their academic record, and that 
the assignment is, while perhaps required, purely 
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formative. Once the coach establishes their trust-
worthiness and commitment to being facilitative 
and respectful of privacy, trainees may disclose 
personal experiences such as encountering bias or 
microaggressions, which then become meaning-
ful opportunities for empathic coaching. When 
coaches identify clinically significant symptoms 
of depression or anxiety, early referral to a mental 
health professional may proactively address soci-
etal stigma regarding mental illness [49]. Coaches 
can emphasize that the lifelong process of self-
discovery requires a level of openness and curios-
ity that cannot be attained merely by excelling in 
coursework or exams. Coaching involves “nurtur-
ing continuous reflection and embracing failure as 
an opportunity for learning” and “provides a 
model that aligns assessment and professional 
identity formation” [45].

 Working with the “Alienated Idealist”
We have found that some trainees become openly 
cynical or jaded early in training. These “alien-
ated idealists” come to the profession with high 
expectations that members of the profession will 
all exhibit great skill, unbridled altruism, and 
devotion to the profession. When the trainee 
observes that many clinicians fail to meet these 
expectations, they may disengage or become 
aggressively disrespectful, believing that only a 
select few truly understand professional values. 
These attitudes can thus lead to lapses in profes-
sionalism, such as expressing active disregard for 
teachers and peers, bringing them to the attention 
of educational leaders and signaling a need for 
remediation. Coaching such a trainee an be chal-
lenging, but also rewarding. We have found that it 
is critical to engage the learner by identifying, 
acknowledging, and expressing respect for the 
high standards the trainee has set for themselves 
and others. Encouraging them to articulate a spe-
cific interest or problem in society that requires 
putting one’s ideals into action may help them 
engage in self-directed reflection on their inten-
tions and actions, thereby guiding them to explore 
ways to refine and act upon their idealized goals, 
refrain from blaming or criticizing others, and act 
on their own ideals. Coaching can then focus on 
the learner’s experience of putting their ideals 

into practice, reflecting on the nuances inherent 
in the “real world,” engaging in pragmatic activi-
ties, and enhancing their ability to take the per-
spective of and therefore develop empathy toward 
colleagues and peers. Role playing the communi-
cation skills and emotional self-management 
needed to engage in respectful disagreement and 
debate can provide these trainees with strategies 
that enhance their capacity to navigate complex 
environments. An important assumption of the 
exercise is that it is normal to adjust one’s goals, 
narrowing the scope to a realistic level. For 
example, a student who has expressed interest in 
contributing to the problem of access to health-
care or disparities of healthcare outcomes could 
seek out opportunities to volunteer in a free clinic 
doing outreach to raise awareness about the 
importance of routine health screenings. Once 
the coach has reviewed the proposal, we ask the 
student to complete a professional development 
plan utilizing SMART goals [Chap. 6;  50] that 
relate to an overarching general expectation of 
the self, the profession, or society, and can build 
upon their responses to the PIE [41]. Students 
who feel alienated from their ideals benefit from 
guidance from potential mentors who can sup-
port those ideals and serve as role models for 
individualized, meaningful career planning.

 With an Eye Toward the “I” 
in Professional Identity

“… it becomes more apparent that there is an I 
who coordinates the facets of personality, who 
‘owns’ the house of self and is comfortable in all of 
its rooms” [51]

Coaches should become comfortable discuss-
ing PIF as a nonlinear process of setting goals 
and reaching them. It is also important to 
acknowledge that trainees, who are usually 
highly goal-driven, may need a moratorium on 
committing to specific goals. Movement toward 
self-definition (the fourth PIF stage) involves 
questioning one’s assumptions and then making 
refinements or major changes to how they define 
their professional identity. Contemporary student 
identity theorists emphasize the importance of 
integrating specific aspects of one’s personal 
identity (e.g., gender, race, or ethnicity) into 
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one’s professional identity, a topic of interest to 
health professions education as we consider the 
need for an intersectional view of professional 
identity [52]. The process of identity develop-
ment must also consider the context of “historical 
events and social and cultural conditions emanat-
ing from family and ethnic heritage” [53], from 
which a stable sense of self can grow.

 Remediation of Professionalism 
Lapses: Coaching Principles 
and Process
As noted, health professions learners are often in 
the throes of a highly pressured personal and pro-
fessional maturation process. Internal motivations 
may conflict with other aspects of one’s identity. 
Health or wellness routines are difficult to recon-
cile with the demands of health professions 
school. Making sense of how the hidden curricu-
lum or social milieu of the learning environment 
conflicts with the stated higher standards of pro-
fessionalism is personally challenging. Coaches 
must strive to incorporate into their practice well-
established developmental psychology approaches 
that embrace a growth mindset and the identifica-
tion of underlying assumptions and beliefs that 
interfere with acting upon one’s intentions [9, 54].

The PIF coach must balance two needs: to 
guide the learner supportively throughout the 
remediation process, and to require accountabil-
ity, engagement in the process, and evidence of 
improved performance. This process takes time. 
A professionalism remediation should not be 
viewed as a short-term process. Coaches and 
trainees need time to establish a growth promot-
ing relationship in which they can co-create and 
negotiate a variety of strategies. Therefore, while 
the coach might need to report regularly on prog-
ress, time pressure should be resisted. Steinberg 
cautions medical educators of the need to “be 
aware of our power and the ability to injure as 
much as to influence, yet to positively modify 
and help co-construct and co-create professional 
(and yes, personal) identity” [55].

We provide two case vignettes to illustrate 
coaching approaches (consistent with those pro-
posed in Chap. 6) to support trainees who have been 
identified as having lapses in professionalism.

 Two Cases Illustrating Coaching 
Principles, Processes, 
and Approaches

Coaches should be sensitive to the difference 
between technical and adaptive challenges facing 
professional learners [54]. Initially, coaches 
should focus on relationship development and 
actively resist the desire to give technical advice. 
For instance, if a learner’s issues include tardi-
ness or failure to respond promptly to emails, 
coaches may feel tempted to suggest setting up 
one’s smart phone for calendar alerts. However, 
most health professions students do not attain 
admission by being disorganized or unresponsive 
to requests from administrators or faculty. 
Something else is often going on.

Table 13.4 illustrates the explanations or 
hypotheses that coaches can generate to help 
learners meet behavioral expectations: one that is 
more technical, and another that relies on a more 
complex, adaptive approach, resulting in more 
sustained behavior [54]. Both approaches may be 
needed at different times.

 Clarification Phase
To help DB, rather than rushing to develop a spe-
cific plan of action, the PIF coach should initially 
focus on establishing the relationship with atten-
tive listening and observation for signs of depres-

Case 1: DB (He/Him)
Identification Phase

DB recently missed two required learning 
sessions. When asked by the Associate 
Dean to explain what happened, he stated 
that he thought he had informed the pro-
gram director that he had a conflict, but the 
email did not go through. On three other 
occasions, he arrived late to small group 
sessions. A classmate reported that DB was 
unprepared to discuss a group project. 
Another faculty member noted he seemed 
unwilling to accept feedback during a clin-
ical simulation assessment.
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Table 13.4 Two approaches to helping DB

Technical change: may help short-term; suggests a 
“quick-fix”
  •  DB is disorganized and/or distracted by personal 

problems.
  •  He needs to develop a system of organizing his 

email inbox.
  •  He needs to use the calendar on his phone and set 

up reminders.
  •  He needs to communicate more responsively and 

frequently with faculty and peers.
Adaptive change: more effective in the long run; 
requires high trust relationship with coach
  •  DB explains that his purpose and motivation to 

become a health professional is getting lost 
amidst the dense workload.

  •  He sees little value in some small group activities 
and believes that what really matters is passing 
his exams.

  •  He states that he feels isolated from his family 
and friends.

  •  DB confides to you that he has observed racial 
microaggressions recently, and is questioning 
whether to say anything or just let it go.

Table 13.5 Question prompts for interviewing or reflec-
tive writing

Facilitating the shift from an external to internal 
definition
  •  What does it mean to you to become a 

professional, personally? What motivates you to 
want to care for people who are ill or suffering?

  •  What does the profession expect of you?
  •  What was a time when you experienced being 

“the other?” Felt excluded or invisible?
  •  How do you make sense of the benefits of 

reaching out to your peers who are different from 
you, forming friendships, and learning about their 
lived experiences?

  •  How do you make sense of the privilege(s) you 
were born with?

  •  What kind of experiences could you engage in 
that would be enriching (e.g., clinical rotations 
abroad or in the community, volunteering)?

  •  How can you build a bridge for understanding 
and empathy that goes beyond dichotomies of 
“right/wrong,” “left/right,” or “good/bad”?

Facilitating a more fully self-defined professional 
identity
  •  How does the social contract between the health 

professions and society shape what our role and 
responsibilities are in becoming a professional?

  •  How could you cultivate leadership capacities in 
helping your peers, patients, or others grow to see 
greater complexity and the humanistic 
implications of divisive issues?

  •  How can you build your support system and find 
mentors who “get you?”

  •  In what ways can you be fully present as a 
professional while claiming your identity as 
someone who is, e.g., female, Black, Asian-
American, Latinx, IMG, indigenous, LGBTQ, 
living with a disability, a first-generation 
physician during residency and your fellowship?

  •  How can people from backgrounds of privilege 
interrupt patterns/incidents of unprofessionalism 
that threaten well-being and patient safety? How 
can they support peers who are recipients of 
microaggressions, racism, bullying, or other acts 
of unprofessionalism?

sion, clinical anxiety, or indicators of potential 
self-harm or abuse. One of the coach’s key roles 
is to help normalize talking about feelings and if 
needed consulting with a mental health profes-
sional. Making this referral may precipitate an 
emotional reaction in which DB’s beliefs about 
seeking help to  cope with difficult emotions 
might be revealed, e.g., with shame, anger, or 
denial. The coach also must ascertain if DB might 
be at risk for self-harm or suicide. Given the 
prevalence of depression, burnout, and suicide in 
the health professions, it is vital to maintain com-
munication and trust throughout this process.

Secondly, it is important to assess whether DB 
has an adequate and accessible support system. 
Coaches can and should determine if the student 
has at least one mentor. Depending on the situa-
tion, ideally, each student would have access to 
mentors who share important aspects of their 
background or identity (e.g., race/ethnicity, gen-
der, immigrant status, etc.) without being prescrip-
tive (see Chap. 3, section on Location of Self).

 Intervention Phase
Following the supportive clarification phase with 
DB, formulating a remediation plan can begin 

with assigning and then reviewing a PIE.  This 
can guide further brief reflective writing assign-
ments (Table  13.5). The coach can tailor self-
assessment exercises based on elements of the 
PIF rubric (Table 13.3) or related to health and 
wellness to issues identified during the remedia-
tion. The coach can also  assess DB’s organiza-
tional and time management strategies (see Chap. 
11) with attention to how these capacities might 
have changed over time.
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Case 2: Selina (She/Her)
Identification Phase
Selina is a PGY-2 pathology resident [56]. 
She shows up for work at 6 AM and leaves 
after 6 PM. Her peers say she spends her 
evenings studying pathology, and she 
comes in on weekends to review unknowns 
and work on projects. She has limited 
social interactions and no known outside 
interests. Within the last month, laboratory 
personnel have commented that she has 
become more indifferent in her work and in 
her relationships with them. Faculty com-
ments suggest she is “cutting corners” dur-
ing gross specimens and not taking the 
required sections. A patient’s complaint 
about Selina’s lack of respectful communi-
cation was lodged during her last transfu-
sion medicine rotation.

Table 13.6 Selina’s differing assumptions by profes-
sional identity formation level

Version A: Externally 
defined PIF

Version B: Internally 
defined PIF

I’m worried that peers will 
never accept me as one of 
them—I think they even 
look down on me. I’m 
ashamed to even tell my 
parents that I’ve been 
isolating myself because of 
this. They want the best for 
me.

I can’t afford to do a lot 
of activities with my 
peers right now, and I’m 
OK with that. But I think 
it makes me kind of an 
outsider to them.

Some patients just don’t care 
about their health and think 
I’m being rude when I’m 
trying hard to get them to 
take their health seriously.

Some patients will 
always see me as “not a 
real physician,” but I’ve 
learned to not take it 
personally.

When Dr. H asked me about 
the specimens for Patient X, 
I thought he was trying to 
get me in trouble. I’m 
terrified to do work for him 
now.

When Dr. H asked if I 
had taken enough 
sections of the specimen 
for Patient X, I realized I 
had made a mistake, and 
I will be more careful in 
the future.

 Clarification Phase
In facilitating Selina’s remediation process, the 
professional identity coach should first assess her 
current state of health and wellness considering the 
possibility that she may be in a state of burnout, 
experiencing clinical level of anxiety or depression, 
or utilizing unhealthy coping mechanisms. 
Referring to a primary care physician or a mental 
health professional should be considered as an 
additional step in ensuring the trainee’s safety and 
ruling out conditions requiring urgent medically 
guided treatment. In parallel, reflective writing 
assignments, such as the PIE, may help to uncover 
Selina’s current adaptive PIF challenges by reveal-
ing assumptions and beliefs that are related to the 
lapse. The overarching goal of coaching is to facili-
tate self-directed growth towards an internally 
defined PIF along with the capacity to develop 
strategies to prevent future lapses (Table 13.6).

If Selina’s responses are more like Version A, 
an externally defined PIF in Table 13.6, then she 
appears to struggle with the two developmental 
challenges: separating the self from important 
others and managing emotions resulting from 
balancing learning with her need for autonomy as 

she moves from an external to an internally 
defined professional identity. These challenges 
can be explored in either written reflection or 
through discussion to encourage her to aspire to a 
more internally defined PIF.

 Intervention Phase
To facilitate the shift from an externally defined 
to an internally defined professional identity, the 
coach can first create the space and psychological 
safety for Selina to examine those emotions and 
thoughts and to recognize patterns leading to 
states of mind that precede lapses in profession-
alism (e.g., discomfort or anger with peers result-
ing in self-isolation). Subsequent options include 
assigning readings or self-assessments that intro-
duce concepts related to PIF growth, or reflective 
writing prompts to explore emotions and thoughts 
related to the lapse [48]. Additionally, the 
SMART Goals framework can also be useful; 
however, it is important to be cognizant of the 
fact that remediation of professionalism lapses is 
not a “quick fix” but comprises an ongoing need 
to balance providing additional support and set-
ting appropriate challenges [57].

V. Monson et al.



159

Last, coaching for remediation of PIF can 
benefit from tools such as the Immunity to 
Change process [54].

 Assessment for Coaching 
Effectiveness

There is little research to guide professionalism 
remediation coaching. One key outcome is to pre-
vent future professionalism lapses; another is to 
promote the learner to develop a mature internal-
ized professional identity, where they are capable 
of complex reasoning and actions consistent with 
good intentions. Scholarship from other fields 
supports the importance of attention to the psy-
chosocial capacities that enable consistent moral 
sensitivity, judgment and reasoning, implementa-
tion, and motivation, as well as the centrality of 
wellness or well-being to consistent professional 
behavior. We encourage collecting and sharing 
best practices and narrative outcomes from indi-
vidual remediation coaching cases to build on any 
one coach’s experiences, thereby contributing to 
the overall community of practice. We also urge 
health professions schools to make explicit that 
remediation interventions are aimed at both 
changing behaviors to meet the expected stan-
dards set by the profession and preserving or even 
enhancing the trainee’s holistic well-being. We 
acknowledge that with some egregious lapses or 
in cases of persistent inability to reach a minimum 
level of competency, remediation coaching might 
conclude with dismissal from training. More 
often, however, a learner may  choose to leave 
health professions training, accepting that they 
are on the wrong path and need to pursue another. 
While difficult in the short run, this is likely a best 
outcome for all involved.

 Summary and Conclusions

We agree with Shulman [58] that professional 
education will always need to address the forma-
tion of professional identity “with a moral core of 
service and responsibility around which the hab-

its of mind and practice should be organized.” As 
educators, we do not fulfill our responsibility if 
we assume that trainees will always intuit profes-
sional values and expectations from the general 
socialization process. Instead, early in profes-
sional education, we must assess capacities that 
are known to be necessary conditions for behav-
ior, and then engage trainees in self-assessment 
and reflection regarding attainment of these 
capacities. Just as curricula provide for the devel-
opment of technical knowledge and its applica-
tion to clinical care, we advocate assessment, 
instruction, reflection, and further assessment of 
PIF for all students, not just those who “hit the 
radar” when they lapse. In the end, of course, 
each trainee is responsible for their own learning 
and is expected to maintain competence through-
out a lifetime of professional practice. Coaching 
for PIF centers on the learner’s goals and under-
standing, leading to reliable consistency between 
their intentions and actions. Coaches must con-
sider that developmental growth is not linear. 
While ideally all learners will grow toward a 
fully self-defined professional identity, expecta-
tions should be realistic. Developmental growth 
can best occur when learners are sufficiently sup-
ported to identify a specific goal related to the 
lapse in professionalism, and to formulate a suf-
ficiently challenging plan of action. Steinberg 
describes this as reframing professionalism “as a 
verb,” describing the role of coaching as 
follows:

“…We nurture, mature, grow, and transform by 
multimodal communication in every venue in 
which we do communicate, and by professional-
ism—not only as rigid laws and commandments, 
but professionalism as a verb: the hidden accultur-
ation, socialization, and action-ethics that are yet 
ill-defined and underacknowledged by our profes-
sion and that must be synonymous with trust and 
security” [55].
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14Nuts and Bolts of Professionalism 
Remediation

Marianne Mak-van der Vossen, Sjoukje van den 
Broek, Walther van Mook, and Marian Wolters

 Introduction

Professionalism is the basis for society’s trust in 
healthcare professionals. In medicine, malprac-
tice claims and healthcare complaints are often 
based on physicians’ unprofessional behavior [1, 
2]. Papadakis found that unprofessional behavior 
during medical training is predictive of unprofes-
sional behavior as a physician, making it clear 
that having a permissive approach toward unpro-
fessionalism during the early phases of medical 
education is not defensible [3].

Professionalism should ultimately result in an 
optimal combination of individual performance 
(based on knowledge, skills, and reflective abil-
ity), self-care, collaboration with other health 
professionals, and provision of quality patient 
care. As clinical trainees progress in their educa-
tional careers, they will predictably encounter 
moments of conflicting interests in these dimen-
sions. In learning how to handle such conflicts, 
they will sometimes fail. Evidence suggests that 
somewhere between 3 and 20% of all medical 
students show unprofessional behavior at some 
point in their training [4–11]. This wide range of 
percentages may be attributed to the differences 
in the definition of unprofessional behavior and 
methods of reporting and assessment.

In the experience of many educators, remedi-
ating professionalism is more complicated than 
remediating knowledge and skills. US internal 
medicine residency program directors report that 
remediation is most successful for medical 
knowledge (85.8%) and least successful for pro-
fessionalism (41.2%) [12]. Although we agree 
that remediation trajectories can be complex, we 
assert that failings in professional behavior also 
provide learning opportunities. We believe that 
providing students support and opportunities to 
reflect on their struggles early in their training 
may enable sustained professional behavior 
through their entire career.
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 How to Teach Professionalism?

We recommend that schools formally teach theo-
retical content about professionalism at the onset 
of the undergraduate curriculum. Providing train-
ees with necessary knowledge about the history 
and nature of professionalism will set expecta-
tions and give clear rationale for these behaviors 
[13–16]. Additionally, students must formally 
learn and practice necessary skills associated 
with professionalism, such as communication 
and reflection.

As learners progress into graduate and post-
graduate training, professionalism teaching and 
learning becomes largely informal and often 
implicit [13, 23, 24]. In fact, most of the teaching 
and learning of professionalism takes place 
through this ‘hidden curriculum’ [25], in which 
implicit beliefs, attitudes, and behaviors of edu-
cators and other role models, positive or negative, 
influence trainees’ professional development. 

These influences are frequently inconsistent with 
the formal curriculum. To enable trainees to grap-
ple with the numerous nuances throughout their 
training, programs must provide formal opportu-
nities to reflect on, explore, and unveil the hidden 
curriculum as a component of professionalism 
education [25].

 How to Assess Professionalism?

In many educational settings, measuring profes-
sionalism takes place through scheduled evalua-
tions [26]. Formative assessments of trainee 
performance drive individual learning, while 
only summative assessments are included in the 
final grade. Scheduled formative and summative 
evaluations can take place in both preclinical and 
clinical settings. Many institutions use locally 
developed versions of In-Training Evaluation 
Reports (ITERs) that describe directly observed 
behaviors in clinical or teaching settings, 
Objective Structured Clinical Examinations 
(OSCE’s), and moral reasoning assessments [27]. 
In addition to regularly scheduled assessments, 
critical incident reports are a necessary part of 
documenting unprofessional behavior, particu-
larly for egregious and unlawful behaviors, such 
as sexual harassment, intimidation, plagiarism, 
or falsifying official records [27]. Emerging 
issues, such as  the possibility that trainees may 
post protected patient information on social 
media, must be addressed directly as a matter of 
curriculum [28].

In professionalism evaluations, trainees 
receive a subjective judgment from their teachers 
and supervisors. Subjectivity is most  helpful 
when it is part of a programmatic assessment pro-
cedure [29]. Scheduled and incidental measure-
ments of professionalism (Fig. 14.1) are ideally 
integrated in a program of assessments in which 
trainees’ professionalism is evaluated early and 
frequently, using a variety of methods, in various 
settings, and ideally by a myriad of experienced 
and well-trained assessors [30, 31].

Box 14.1: Knowledge Aspects of 
Professionalism

History [17]
Virtues
Professional behavior
Professional identity

Definitions [18, 19]
Attributes [13, 20, 21]

Interpersonal skills
Understanding of roles
Capacity for teamwork
Cultural humility
Collegiality
Respect for patients and colleagues
Ethical conduct
Social contract [22]
Rights and obligations of the profession
 Independence and self-regulation of the 
profession
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Bachelor 1

Bachelor 2

Bachelor 3

Master 1

Master 2

Master 3

theoretical courses clinical courses scientific courses

summative assessment
of PB

professional development

Fig. 14.1 Example of a scheme of training and assess-
ment of professional behavior (PB) from the undergradu-
ate medical curriculum of the Faculty of Medicine VU 
Amsterdam. This school has the typical European struc-
ture of a 3-year bachelor's, followed by a 3-year master’s 

program. Theoretical courses are primarily aimed at 
knowledge acquisition, scientific courses are aimed at 
experiencing research practices, and clinical courses are 
aimed at gaining practical experience [32]

and there is a blank space to add open com-
ments (strengths and aspects of 
improvement).

The assessment forms are reviewed at 
the administration office, and the 
Professionalism Remediation Supervisor 
(see below) is informed in following cases:

A score of 5 on any one item, or more 
than one score of 6, triggers an overall 
assessment of ‘needs attention’. A school- 
wide Examination Committee (see 
Box 14.3) refers the student for profession-
alism coaching, while the student contin-
ues in their courses.

If a student receives a score of 4, or a 
score of 5 on any 2 items, this triggers an 
overall “unsatisfactory” assessment. The 
student is obliged to engage in professional-
ism coaching and not allowed to start rota-
tions again until the Examination 
Committee has approved. Approval is based 
on the student’s progress during coaching. 
Progress is assumed if the student demon-
strates adequate self-awareness and 
can critically reflect on their functioning.

Box 14.2: Example of a Scheduled 
Summative Professional Behavior 
Assessment
At the undergraduate medical education 
program in Utrecht, all students receive 
scheduled assessments for professional 
behavior from frontline teachers at least 
twice during their rotations. The assess-
ment form has eight items:

 1. Decency and respect
 2. Communication with patients
 3. Managing emotions of patients
 4. Collaboration with colleagues
 5. Managing own emotions, values, and 

norms
 6. Self-assessment, reflection, and han-

dling feedback
 7. Commitment
 8. Responsibility, integrity, reliability, and 

knowing one’s own boundaries

Students are rated on a scale from 4 to 
10 (this is a regularly used scale in The 
Netherlands: 4–5 below expectation; 6–8 
expected level; 9–10 above expectation) 
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Assessment of professionalism is very chal-
lenging for educators. Educators and clinicians 
often ‘fail to fail’ trainees even after they have 
directly observed unprofessional behavior [33, 
34]. As a result, unprofessionalism goes undocu-
mented, and the opportunity to identify and 
address the stagnation of a trainee’s professional 
identity formation is lost [35, 36]. Educators 
would benefit from a better understanding about 
how to identify trainees who behave unprofes-
sionally, how to help these trainees improve their 
behavior, and what steps to take if a trainee per-
sists in displaying unprofessional behavior [33]. 
Failing a trainee would then become an opportu-
nity to help them in the goal of optimally serving 
future patients and healthcare colleagues. We 
therefore assert that assessing performance and 
providing feedback on professionalism is the 
responsibility of all educators.

 Four Phases of Professionalism 
Remediation

Below, we describe practical guidelines for identi-
fying, evaluating, and intervening in medical train-
ees’ unprofessional behaviors. We describe four 
phases of professionalism remediation (Fig. 14.2) 
that are congruent with the structure presented in 
Chap. 6 [37]. While all educators have a role to 
‘intervene’ when they observe unprofessionalism, 
we use the term ‘remediate’ to describe  specific 
teaching activities conducted with individual stu-
dents alongside the regular curriculum by desig-
nated professionalism educators.

We list do’s and don’ts for each phase and rec-
ommendations for educators’ roles and activities 
when a trainee shows no improvement. Although 
the nature and consequences of professionalism 
issues may differ, the process of identifying, 

Fig. 14.2 Phases of professionalism 
remediation and their relation to the regular 
curriculum. Teachers in the regular curriculum 
identify and evaluate students showing 
unprofessionalism. They often start clarifying 
underlying causes, and if necessary refer their 
students to the next phase for further 
exploration. The thickness of the arrows 
represents the relative number of students. 
While most students can return to and proceed 
in the regular curriculum, some of them will 
need professionalism remediation support first. 
A small number of students will eventually be 
dismissed
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exploring, and remediating is essentially compa-
rable across undergraduate and postgraduate train-
ees and practicing professionals [38, 39]. We 
describe professionalism remediation strategies 
based on findings from both our research and our 
experiences in The Netherlands, with examples 
from our own institutions. While we try to provide 
a general and international perspective, local con-
texts and situations will differ, and cultural context 
will influence applicability of these guidelines.

 Identify and Evaluate

Professionalism is generally not considered an 
innate trait, but a capacity to behave consistently 
and in alignment with expectations of the profes-
sion. Trainees in all health professions curricula 
should be taught these expectations as explicitly 
as possible [13, 14, 40, 41]. By teaching and eval-
uating trainees’ professionalism, educators can 

identify trainees who need additional help to 
develop into clinicians who consistently demon-
strate professional behavior.

 4 I’s Model of Unprofessional 
Behaviors

Unprofessional behaviors have been categorized 
in different ways [42–48]. Based on a systematic 
review of the literature of medical students’ 
unprofessional behaviors as witnessed by educa-
tors or students, Mak-van der Vossen et al. pro-
posed the 4 I’s model of medical students’ 
unprofessional behaviors (Fig.  14.3): lack of 
Involvement, a lack of Integrity, poor Interaction, 
and poor Introspection [49].

The 4 I’s model provides a framework for 
frontline educators to identify, prioritize, discuss, 
and document concerns about unprofessional stu-
dent behavior. The model, which originates from 

Fig. 14.3 The 4 I’s, comprising 30 descriptors for signaling unprofessional behaviors among medical students [49]
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undergraduate medical education, has been vali-
dated for graduate general practice specialist 
training [50]. The framework helps trainees and 
educators talk about unprofessionalism and 
explore how individual issues and the educational 
context may influence student behavior. We see 
frontline educators as members of the coaching 
trajectory team, who need to feel free to contact a 
designated professionalism educator if any ques-
tions around patient safety issues or other con-
cerns should arise.

 Roles and Responsibilities

In Dutch medical schools, frontline educators are 
responsible for teaching trainees how to behave 
professionally, identifying a trainee’s unprofes-
sional behavior, and including this in assessments. 
If needed, a Professionalism Remediation 
Supervisor (PRS) is often available for consulta-
tion. The PRS regularly chairs a small committee 
of educators, the Professionalism Progress 
Committee  (PPC), to monitor trainees’ remedia-
tion and progress.

 Do’s and Don’ts for Frontline 
Educators in the Identify 
and Evaluate Phase

Do:
• Start a conversation about professionalism 

soon after observing any of the 4 I’s.
• Provide feedback to the trainee within a for-

Andrea (she/her) is a resident in general 
practice. Her supervisor notices that she 
leaves at 5 PM sharp every day, sometimes 
leaving unfinished work behind for her col-
leagues. They discuss this during a routine 
formative evaluation. The supervisor and 
Andrea share their expectations of what it 
means to be a professional general practi-
tioner. To the supervisor, this means that 
“you are always there for your patients.” 
To Andrea, it is paramount that a practitio-
ner attends to their own well-being and pri-
vate life. Both agree that their goal is to 
serve patients best. They agree that to avoid 
misunderstandings and ensure that the 
patient’s needs are attended to, Andrea will 
explicitly provide a written hand-off of 
patient care to her colleagues and inform 
her patients she is doing so. This improves 
the situation, and the summative evalua-
tion is satisfactory.

Box 14.3: Terminology for Role Descriptions 
Used in This Chapter

• Frontline teacher/frontline educator/
frontline supervisor: teacher in stan-
dard course, clerkship, or regular part of 
postgraduate education

• Professionalism Remediation 
Supervisor (PRS): faculty member with 
a dedicated central role in remediation. In 
institutions with a formal remediation 
program, the PRS oversees the process of 
remediation, knows all trainees who are 
referred for remediation, and makes ulti-
mate decisions. In some institutions, the 
Dean of Student Affairs is the PRS.

• Professionalism Progress Committee 
(PPC): a group of educators, often 
directed by the PRS, that supervises 
trainees’ professional development by 
synthesizing and aggregating assess-
ment data from frontline teachers in 
various contexts over time (51).

• Remediation coach: dedicated faculty 
member who is trained in the coaching 
of students during the process of reme-
diation of unprofessional behaviors and 
who is involved in the remediation tra-
jectories of individual students.

• Examination Committee (EC): A 
school-wide body that is responsible for 
the quality and validity of the examina-
tions. The EC objectively and expertly 
determines whether a student meets the 
conditions laid down by education and 
examination regulations with regard to 
knowledge, insight, and skills necessary 
for obtaining a degree.
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mative assessment to foster learning.
• Ask for help from the PRS if you doubt 

the trainee’s reflectivity and/or ability to 
grow.

• Give the trainee an unsatisfactory grade if the 
performance does not improve despite your 
feedback.

Don’t:
• Blame the trainee as an individual. Blame-free 

handling of underperformance means discuss-
ing both personal and institutional causes and 
supporting better adjustment to 
circumstances.

• Give a marginal grade out of convenience or a 
sense of mercy. This neither addresses the 
behavior nor ensures better behavior in the 
future.

After an unsatisfactory summative assess-
ment, the trainee is generally referred to the PRS 
and their advisors, which marks the transition to 
the Explore and Understand phase [51].

 Explore and Understand

This phase involves one or more conversations 
with the trainee in which the educator (or PRS) 
explores and clarifies underlying causes for 
unprofessional behaviors. Educators can help 
increase a trainee’s awareness of the gap between 
their intentions and displayed behaviors, induc-
ing reflection on the observed behavior and ide-
ally motivating  professional growth [52]. This 
phase  both serves the individual trainee and 
 promotes a culture that accepts failure in profes-
sionalism, once addressed, as a learning opportu-
nity for both trainee and supervisor, fostering a 
learning environment in which failures are seen 
as growth opportunities [52–55]. The process of 
exploring and discussing the unprofessional 
behavior in regularly scheduled meetings with 
the trainee may in and of itself constitute an 
“intervention” [56].

 Exploration of Unprofessional 
Behavior: Ten Questions

Unprofessional behavior can be attributed to per-
sonal circumstances, factors in the educational 
context, and cultural differences. A trainee’s ulti-
mate behavior is also influenced by the trainee’s 
intentions and beliefs about the behavior and its 
outcomes, social norms, and perceived control 
[57]. Based on the literature and our experience, 
we propose ten questions which can help front-
line teachers and/or PRS’s understand what hap-
pened and why (Table 14.1). The order of these 
questions is flexible.

 Four Patterns of Unprofessional 
Behavior

Based on observations and interactions (includ-
ing the answers to the ten questions) with the 
trainee, and depending on the levels of reflective-
ness and adaptability of the trainee, it might be 
useful for frontline teachers and/or PRS’s to dis-
tinguish from among four different patterns of 
unprofessional behavior (Fig. 14.4) that suggest 
different remediation approaches [58].

Our experience is that most trainees who dem-
onstrate accidental unprofessional behavior are 
aware of their lapse and experience feelings of 
shame and guilt [59]. While guilt helps the trainee 
identify and focus on the behavior, shame is a 
generalized bad feeling about who they are as a 
person and is more likely to have enduring nega-
tive consequences for the trainee. Such feelings 
may stand in the way of an effective coaching 
trajectory. Bynum and colleagues defined three 
ways in which teachers, supervisors, and reme-
diation coaches may lead trainees to a ‘shame- 
free’ response to unprofessional behavior: by 
acknowledging the presence of shame and guilt 
in the learner, by avoiding humiliation, and by 
leveraging effective feedback [59].

During the coaching trajectories, remediation 
coaches and other supervisors may worry that 
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Table 14.1 Ten questions to explore a trainee’s unprofessional behavior in a conversation [58]

To be explored Question
Examples of what educators are listening for in the 
trainee’s answers

1. Trainee’s 
perspective about 
the facts

What happened?    •  Are there any differences between the assessor’s 
feedback and the trainee’s narrative?

   •  Does the trainee differentiate between facts and 
their opinion about the situation?

2. Intentions What did you intend to do?    •  Behaviors could be well-intended yet be seen as 
unprofessional. What was the trainee’s 
intention?

3. Beliefs What did you expect to 
happen?

   •  Does the trainee show insight into the 
consequences of the behavior?

4. Context What circumstances 
influenced your behavior?

   •  Are there any explanatory or modifiable 
circumstances, such as time pressure, poor 
relationships with peers or supervisors, personal 
tasks outside the learning environment, problems 
with health and well-being of the trainee or the 
trainee’s relatives?

5. Power Were you able to influence the 
circumstances?

   •  Was the behavior complicated by power 
differences?

   • Did the trainee try to act differently?
6. Effect on others How do you think your 

behavior affected others?
   •  Is the trainee willing and able to reflect on 

consequences for peers, supervisors, patients?
7. Emotions How do you feel about the 

situation now?
   •  Does the trainee express feelings of shame, guilt, 

anger, or fear of consequences?
8. Causes Compared with your peers, 

are there any circumstances 
that make it more difficult for 
you to comply with the 
professionalism expectations?

   •  Does the trainee understand their own strengths 
and weaknesses?

9. Plans How will you act in a similar 
situation next time?

   •  What are trainee’s plans and learning goals for 
subsequent similar challenges?

   • What does the trainee need to learn or rehearse?
   •  Does the trainee see difficulties in learning 

alternative behavior?
10. Alignment with 

teacher’s 
perspective

Do you agree that what you 
did could be seen as 
unprofessional behavior?

   •  Does the trainee agree or disagree with the 
assessor’s view?

   •  Is the trainee willing and able to take the 
perspective of others/the assessor?

trainees are ‘saying the things they want to hear’ 
or displaying desirable behaviors without having 
internalized the underlying professionalism val-
ues. Clinical teachers need to become skillful in 
eliciting the trainee’s values. Doing so helps dis-
tinguish between the awkwardness of a novice 
practicing a new behavior as their own profes-
sional identity matures and one who is simply 
trying to ‘game the system’, accelerating their 
progress through the coaching trajectory without 
sincerity [58]. It is therefore essential for a trainee 

to practice and demonstrate their intended revised 
behaviors in authentic (clinical) settings with the 
attendant complexities, where it will be more 
obvious if a trainee is struggling or simply ‘fak-
ing’ the new behavior.

Sometimes trainees lack awareness of the 
impact of their behavior or frankly disagree that 
their behavior is unprofessional, thus showing 
the pattern of disavowing behavior (see 
Table  14.2). These trainees will move to the 
Remediate phase.
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Fig. 14.4 Four patterns of unprofessional behavior. 
Reflectiveness is the ability and willingness to identify 
one’s own strengths and relative weaknesses in detail. 
Adaptability is the ability and willingness to adjust to dif-

ferent conditions or circumstances. Each of the four 
behavioral patterns warrants a different remediation 
approach [58]

Table 14.2 Four behavioral patterns in professionalism remediation

Description Remediation Goal
Accidental 
unprofessional 
behavior

Trainee seems to understand what 
happened and why it happened. Trainee 
can prevent future professionalism 
lapses with help from frontline teachers 
in the regular curriculum

Create awareness, offer 
help to deal with 
dilemmas

Learning from lapses

Struggling 
behavior

Trainee understands what went wrong 
and why but is not able to adapt to the 
professionalism expectations, often due 
to external constraints (for instance, 
personal problems)

Offer practical support to 
address deficiencies in 
competence and/or 
reflectiveness

Influencing causal factors

Gaming-the- 
system behavior

Trainee does not seem to reflect on 
professional values yet strategically 
follows the instructions, aiming to pass 
the exams or remain undetected by 
others

Show relevance of 
professionalism

Internalizing professional 
values (a more mature 
stage of medical 
professional identity—see 
Chap. 14)

Disavowing 
behavior

Trainee does not acknowledge their 
repetitive unprofessional behavior and/
or blames others, despite remedial work

All of the above Improving introspection
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 Roles and Responsibilities

Frontline teachers and the PRS work together in 
this phase to create a valid and reliable picture 
of a trainee’s behavioral pattern over time. 
Allowing educators access to past assessments 
or providing them with education handovers is 
valuable in ensuring safety for patients and 
trainees [60, 61].

 Do’s and Don’ts for Teachers 
and Professionalism Remediation 
Supervisors in the Explore 
and Understand Phase

Do:
• Keep lines of communication open between 

the PRS and frontline teachers.
• Make organizational or contextual causes of 

professionalism lapses transparent to 
the institution.

• Recognize, appreciate, and follow up with 
frontline educators who have referred a trainee 
for remediation.

Don’t:
• Underestimate gaming-the-system behavior.

If a trainee shows inadequate progress or a 
need for more support, the Professionalism 
Progress Committee can decide to refer the 
trainee for expert remediation, which initiates the 
Remediate phase.

 Remediate

While most trainees with accidental unprofes-
sional behavior will gain insight with support for 
change by frontline educators or the PRS, any-
one with persistent, repetitive, or serious profes-
sionalism lapses will require help from dedicated 
remediation coaches.

Remediation coaches should be consulted 
early and made available to frontline teachers in 

the workplace for informal, confidential advice 
on how to approach a trainee. We recommend a 
structured and formal referral process, transpar-
ently shared with the trainee, where the PRS 
provides the remediation coach with informa-
tion such as the name of the trainee, stage of 
training, description of the unprofessional 
behavior, and steps already taken. The remedia-
tion coach can then gather additional relevant 
subjective information, such as the trainee’s 
emotional reactions during the process and their 
reactions to feedback, and feelings triggered in 
the supervisors or colleagues by the trainee’s 
behaviors. At some point in the process, reme-
diation coaches should also have access to the 
trainee’s academic history and prior assess-
ments to gain a complete and longitudinal over-
view of the trainee’s situation.

Ideally, being identified for remediation 
would be a transformative experience for the 
trainee. If a coach can harness the trainee’s self-
awareness and the trainee engages in the reme-
diation process with enthusiasm, the work can 
produce durable changes in understanding and 
behavior. Under these circumstances, we assert 
that punitive actions are counterproductive 
because they limit the trainee’s emotional 
engagement with the process and attitude toward 
failures in the future. We view the professional-
ism remediation process as primarily educa-
tional and therefore best accomplished through 
supportive, optimistic, and growth-promoting 
strategies. However, unprofessional behaviors 
have consequences. Illegal acts should be 
referred to the proper authorities for adjudica-
tion. In relatively rare instances,  for example, 
egregious cheating on high-stakes assessments, 
falsification of data, or harassment or threaten-
ing of others, a single episode may be an indica-
tion for serious institution-level academic 
consequences such as probation and dismissal 
(see Chaps. 20, 26, 29). Institutions should have 
and follow specific and transparent protocols for 
such punitive actions. This could be a reason 
to skip the Remediate phase and move directly to 
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dismissal. However, most lapses in professional-
ism do not reach this threshold and can be 
addressed effectively through a pedagogically 
framed remediation process.

Remediation coaches should have freedom 
and creativity to refer trainees to others for help, 
for example, mental or physical health profes-
sionals, ethicists, drama coaches, communica-
tion experts, and courses on personal 
development. Specific resources should be easily 
available [62].

 Distinction Between Coaching 
and Assessment

When resources allow, the teams doing coaching 
and assessment should ideally be separate groups. 
For example, frontline teachers and supervisors 
in the workplace can initially assess and refer the 
trainee; a specific supervisor or another faculty 
member, such as a remediation coach, can sup-
port the trainee during remediation; and the PPC 
can assess ultimate remediation success. This 
structure provides a safe space for the trainee to 
express emotions with the remediation coach 
without being overly concerned about being 
assessed and judged. (See Chap. 2 for further 
information about the distinction between coach-
ing and assessment.)

 Elements of Coaching

The trajectory of professionalism coaching 
should be individualized. It will vary widely 
depending on the behavioral pattern of unprofes-
sionalism, the institutional context, preferences 
of coaches, and the reflectiveness and adaptabil-
ity of the trainee (Table 14.2).

The coach should ensure that the following 
elements are part of every coaching trajectory:

• Private, and if possible, confidential, conver-
sations with the coach, which create a safe 
space for the trainee to speak freely, honestly, 
and vulnerably. When a student is obliged to 
undergo remediation by the Examination 
Committee, the coach reports regularly to the 

Ben (he/him) is a first-generation aca-
demic student from a minority background 
doing his first clerkship rotation. The 
supervising teacher notices that he stays in 
the back of the group during rounds and 
does not participate actively in group dis-
cussions. The supervisor identifies this 
behavior on the formative evaluation form 
and interprets it as a lack of engagement. 
The supervisor brings this issue up in dis-
cussion with Ben, who explains that he has 
always been shy and introverted. As a pre-
clinical student, he worked diligently and 
never missed an exam. On this, his first 
clinical rotation, he enjoys speaking to and 
engaging with  patients. He acknowledges 
that in this phase of his studies, he would 
learn more if he interacted more intensively 
with supervisors and peers. He asks for 
support to understand his introversion and 
improve his communication skills. The 
supervisor recognizes the student’s strug-
gling behavior, and to maximize the 
chances for success, refers him to the reme-
diation coach. As a result of this voluntary 
professionalism remediation, where the 
coach and student engaged in a series of 
discussions guided by written reflections, 
selected readings, simulations 
that  rehearsed engagement with supervi-

sors and peers around case discussions 
and guidance around cultural norms, and 
social interactions outside of the learning 
setting, Ben thrived on subsequent clinical 
rotations.
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committee on whether the student is cooperat-
ing and making progress in their trajectory but 
does not include information on the content of 
conversations with the student. Assessment 
and feedback on professional behavior is done 
by frontline teachers during rotations.

• Clear explanations to the trainee of what will 
and will not be communicated to the medical 
school leadership about remediation progress 
[63].

• Regular reassessment and adaptation of goals, 
approach, frequency, and duration of the 
coaching.

• A requirement that the trainee routinely pro-
vides reflections in writing and through dis-
cussion on the progress of the coaching [64].

• When applicable, with the trainee’s aware-
ness, monitoring by the coach of feedback 
from others (supervisors, teachers, peers, 
other important persons in the trainees’ envi-
ronment) for evidence of progress.

• Plans for and rehearsals of how to best handle 
similar or related challenges in the future.

• Creation of space where the trainee will have 
productive failures in authentic situations and 
will receive feedback on what does and 
doesn’t work for them. Support from the 
coach is critical to ensure adoption of effective 
strategies.

• A mutual understanding that the coaching tra-
jectory will not be terminated until both the 
trainee and coach feel comfortable with the 
plan for new behavior, and the trainee has 
demonstrated the ability to be successful. This 
takes significant time.

 Remediation Plan

Either the remediation coach or the PRS creates a 
remediation plan in collaboration with the 
trainee. They attend to the causal factors for 
unprofessional behaviors and to what extent they 
are of personal, contextual, or cultural origins 

[65]. Remediation might consist of measures to 
improve the trainees’ knowledge of how profes-
sional values are important to health care, to fos-
ter reflectiveness, or support to overcome barriers 
that hinder growth. To determine the success of 
professionalism remediation, PRS’s and remedi-
ation coaches should pay attention to the deter-
minants of reflectiveness and adaptability [51].

The main goal of the remediation plan is to 
support the trainee in reaching shared learning 
objectives for professionalism. Several interven-
tion options exist: individual coaching, relevant 
reading or reflective writing assignments ([66]; 
see Chap. 15), practice in simulated situations, or 
group remediation, e.g., including community 
work [67]. However, a recent literature review on 
the effectiveness of interventions to remediate 
professionalism lapses in medical trainees and 
doctors revealed a paucity of evidence to guide 
best practices [68]. We believe that a successful 
remediation plan is tailored to the underlying 
cause of the unprofessional behavior and results 
in growth of the trainee’s reflective capacities, 
engagement in remediation activities, respon-
siveness to feedback, and ultimately, consis-
tent exemplary professional behavior.

Although many trainees and educators may 
believe that feeding forward (educational hando-
vers) will negatively bias future evaluations, we 
disagree and  stress that feeding forward, done 
with  respect for  the learner’s privacy, helps 
develop a remediation plan and  is a necessary 
step in the process. See Chap. 2 for more infor-
mation on this topic. 

 Documentation

Once a trainee has started remediation, the PRS 
or remediation coach monitors the trainee’s prog-
ress. Careful documentation is necessary (see 
Chaps. 20, 26, 29), particularly because the train-
ing timeline may be extended, and because dis-
missal is a possible outcome of remediation [69]. 
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The trainee’s dossier should contain well-docu-
mented information on:

 – The trainee’s assessments over time and 
reflection assignments

 – Information on procedures, including all the 
remediation steps, who made the relevant deci-
sions, and when and by whom the trainee was 
informed about these decisions.

 Roles and Responsibilities

The role of remediation coaches is to motivate 
and guide the trainee’s change process. This 
includes spending more time with frontline edu-
cators who may provide assignments and give 
feedback.

 Do’s and Don’ts in the Remediate 
Phase

Do’s
• Facilitate and encourage referrals from front-

line educators to remediation coaches.
• Provide space for the trainee  to practice 

their new intended behavior.
• Inform frontline teachers about a trainee’s 

professionalism learning goals.
• Assemble a team of experts who can consult 

as necessary, and form a community of fac-
ulty involved in professionalism remedia-
tion to share experiences and support each 
other.

Don’t
• Take a punitive approach unless necessary

Not every trainee develops a mature pro-
fessional identity. If individual remediation 
does not lead to improvement in a reasonable 
amount of time and with a practical amount 
of effort, then the next phase should 
commence.

 Gather Evidence for Dismissal

In this phase, the main goal shifts from helping 
the trainee enter the profession to guiding them 
out of it [51]. In the United States, where dis-
missal from medical school often leaves a 
trainee with significant debt and without creden-
tials or obvious alternatives, there is an emerg-
ing recognition of the need for compassionate 
off-ramps from medical education [70, 71]. In 
the Netherlands, dismissing a trainee from med-
ical school is only possible after carefully adher-
ing to very strict legal procedures, and in cases 
where patients are at risk [72]. In all contexts, 
moving to this phase warrants the gathering of 
sound evidence (see Chap. 29). We generally 
believe that lack of progression in the overarch-
ing elements of reflectiveness, adaptability, and 
enthusiasm for remedial work will more likely 
result in dismissal than any specific unprofes-
sional behavior.

Chris (she/her), an early pre-clerkship stu-
dent, has been scheduled to do a 4-week 
outplacement in a nursing home. She sub-
mitted her signed and stamped evaluation 
form indicating having fulfilled the intern-
ship showing satisfactory professional 
behavior. Later, the examiner of the intern-
ship was surprised when asked by the nurs-
ing home supervisor how the school dealt 
with the student’s 3-week absence.

In a meeting with the PRS to explore 
and understand the behavior, Chris denied 
her absence, stating that her presence was 
not noticed because she went to another 
ward. As this contradicted the local super-
visor’s information, the PRS referred the 
student to the Examination Committee 
(EC) to gather documentation about pos-
sible evaluation form falsification.
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 Gatekeeper of the Profession

Faculty must take their responsibility to society 
very seriously. Less than 2% of all learners 
referred for remediation continually disavow and 
show a persistent pattern of unprofessional 
behavior despite remediation [4, 46, 73, 74]. 
Early identification of this irremediable profes-
sional behavior is important since a trainee’s 
time, energy, and financial resources can then 
better be directed elsewhere [38].

The decision to start on a path toward dis-
missal is challenging. We have found moral case 
deliberation, a framework borrowed from clini-
cal decision-making, to be helpful in guiding 
these decisions [75], since legal requirements in 
most countries stipulate that trainee deserve due 
process (see Chap. 29), and the school must 
defend itself against possible legal actions.

 Dismissal

Once it is determined that a trainee is unable to pro-
vide the ultimate standard of high quality and safe 
patient care, educators and PRS‘s hand off the 
trainee to those within the institution with the author-
ity and responsibility to decide on dismissal, such as 
the director, dean, EC, or judicial board [51, 76]. 
Subsequent referral to nationally operating bodies or 
councils may be necessary or even demanded by the 
candidate. While in the Dutch context, dismissal can 
only take place through formal legal procedures, in 
the United States, a school may dismiss a trainee for 
cause. US trainees reserve the right to appeal a dis-
missal determination (see Chap. 29).

Only after the EC confronted Chris with 
evidence, she admitted having falsified the 
evaluation form. She explained that she was 
not able to attend the internship because she 
had to take care of her sick child, and she 
thought no one would notice her absence 
and wanted to avoid a delay in graduation. 
The EC suspended Chris from her studies 
for a year and referred her to a faculty mem-
ber for professionalism remediation.

The coach asked Chris to reflect on her 
professional attitude. They discussed 
themes of balancing private and profes-
sional challenges, being aware of limita-
tions, making difficult choices, and 
admitting failure. The coach supported 
Chris in writing a professional develop-
ment plan including individual learning 
goals and encouraged her to discuss this 
with peers. After the suspension ended, 
Chris resumed her medical study and suc-
cessfully repeated the nursing care intern-
ship. As a result of this case, the school 
recognized the need for improved guidance 
about attendance on placements for both 
external supervisors and students.

Denis (he/him) is in his final year of medical 
school. He has been studying medicine for 
more than ten  years, during which he 
received multiple unsatisfactory profes-
sionalism evaluations, due to poor involve-
ment. He remediated these by repeating the 
courses, doing additional assignments, and 
repeating exams. Once, he received a criti-
cal incident report about plagiarizing 
another student’s work, for which he was 
suspended for three months. He underwent 
a professionalism remediation provided by 
expert faculty aiming to enhance his insight 
into his own behavior and the conse-
quences of this behavior for others, which 
he completed successfully.

Then, a new critical incident report reached 
the PRS. The hospital received a complaint by 
a patient, in which the patient stated that the 
student invited her to engage in a relationship 
and after her refusal, had been stalking her for 
the subsequent half year.

Immediately, the dean suspended Denis 
for the duration of the investigation. After 
careful additional exploration of the facts 
by the Committee on Professionalism, 
Denis was asked to discontinue his studies. 
He refused. Considering the severity of the 
offense, the dean started a legal procedure 
to dismiss the student.
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 Roles and Responsibilities

The establishment of a PPC is pivotal in all phases 
of remediation because such a committee can, over 
time, accumulate expertise in making judgments 
about the common patterns of unprofessionalism, 
and develop policies and procedures that align. 
This becomes especially important when disciplin-
ary intervention or dismissal is indicated. 
Ultimately, it is the responsibility of the director or 
dean to dismiss a student from the institution.

 Do’s and Don’ts in the Gather 
Evidence for Dismissal Phase

Do’s:
• Acknowledge that not every trainee will be 

able to or should graduate as a physician.
• Gather strong evidence for dismissal from sum-

mative evaluations—especially  evaluations 
from authentic, clinical, and other workplace 
contexts.

• Take concerns about patient safety very 
seriously.

• Treat trainees fairly through very clear pro-
cesses that are specified in institutional policy 
documents.

• Offer the trainees compassionate off-ramps 
from medical training.

Don’t:
• Limit indicated remediation out of fear of 

legal liability
• Forget to learn from these procedures

 Concluding Thoughts

This chapter aims at providing the reader with an 
overview of the steps that can be taken in remedi-
ating a  trainee’s  unprofessional behavior. We 
have proposed four consecutive phases in attend-
ing to professionalism lapses. Figure 14.5 shows 
an overview of the remediation process and its 
relation to the regular curriculum. The process 
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Fig. 14.5 Model for remediation of medical trainees’ unprofessional behavior [51]
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starts with teaching and evaluating professional 
behavior (Identify phase), and if there are lapses 
in professional behavior, trainees move to phase 
1 (Explore and Understand), phase 2 (Remediate) 
and, if necessary, phase 3 (Gather Evidence for 
Dismissal).

Each of the phases for attending to profes-
sionalism lapses asks educators to assume a dif-
ferent role [51, 77]. Initially they have the role 
of a concerned teacher, then a supportive 
coach; finally, if ongoing behaviors threaten the 
safety of patients, fellow trainees, or educators, 
educators  become gatekeepers of the profes-
sion. For the remediation coach, taking on the 
gatekeeper role conflicts with their former roles 
where they primarily acted to support the 
trainee. Thus, we strongly recommend distrib-
uting the guidance and assessment roles to dif-
ferent individuals, as we have described (see 
Chap. 2).

Professionalism remediation is a challeng-
ing task that generally consumes far more fac-
ulty time and effort than remediation of 
academic knowledge and skills struggles [46]. 
This is the case in all phases described in this 
chapter and calls for specific faculty develop-
ment. All individuals involved in the remedia-
tion process ideally form a community of 
practice to share experiences and support each 
other [69].

Finally, every remediation trajectory is an 
opportunity for the institution to learn essential 
information on their curriculum and institu-
tional culture. For example, a higher failure rate 
at a specific rotation site or by certain supervi-
sors, or insufficient guidance to trainees about 
course or rotation expectations, should trigger a 
review of those curricular contexts/components 
or individual educators. As we expect trainees 
to learn and adapt, so must programs and insti-
tutions continually learn from remediation tra-
jectories to avert future unintended 
consequences.
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15Reflection and Narrative 
in Remediation

David Hatem

By three methods we may learn wisdom: first, by 
reflection, which is noblest; second, by imitation, 
which is easiest; and third, by experience, which is 
the most bitter.—Confucius

We don’t see things as they are, we see things as we 
are.—Anais Nin

“All there is to thinking,” he said, “is seeing some-
thing noticeable which makes you see something 
that you weren’t noticing, which makes you see 
something that isn’t even visible.”—Norman 
MacLean, A River Runs Through It

 Introduction

Health professions education historically has 
emphasized facts and the latest scientific knowl-
edge. It has been oriented toward achievement, 
action, and outcomes, to the exclusion of other 
relevant domains of learning and ways of know-
ing. Nowhere else is this more manifest than in 
the prerequisite coursework for school applica-
tions. The set of admissions expectations has tra-
ditionally dissuaded students from exploring 
fields of study unless they are directly related to 
the goal of getting into professional school and 
therefore becoming a clinician [1, 2]. This empha-
sis, among many other powerful forces, has led to 

a culture of “unreflective doing” in health profes-
sions education, resulting in an underdeveloped 
capacity to learn by reflecting on practice.

As it has become clear that mastering founda-
tional knowledge is necessary but not sufficient 
to being a competent health professional, there 
have been renewed calls for reform in education 
[3] and initiatives designed to facilitate that 
change [4]. Professional organizations such as 
the Accreditation Council for Graduate Medical 
Education (ACGME) have set expectations that 
reach beyond technical knowledge [5]. The 
behavioral and social sciences [6], an expanded 
understanding of social determinants of health 
[7], and health systems science competencies [8] 
are increasingly integrated into health profes-
sions school courses. Preprofessional course and 
testing requirements and admission processes are 
broadening for the first time in decades [9–14]. 
Beyond suggesting additional content, the land-
mark Carnegie Foundation report proposed that 
there be explicit focus on the processes of inte-
gration of knowledge and experience, habits of 
inquiry, and improvement to promote excellence, 
identity formation, and the process of developing 
and refining professional values [3]. All these 
efforts require individual clinicians to master a 
set of cognitive abilities that enable lifelong, 
 self- directed learning. The capacity to reflect 
before, during, and after practice is foundational 
to this emerging area of competence [15]. Yet the 
literature suggests these skills are underdevel-
oped in learners and faculty [16].
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 Reflection as a Competency

Reflection is particularly important in making a 
successful transition from a student-focused class-
room setting to a patient-focused, experiential 
learning environment [17]. It is also foundational 
to efforts at continuous professional development 
and Maintenance of Certification initiatives [18, 
19]; in professional practice, the “high hard 
ground,” where problems are solved through the 
application of research-based theory, differs from 
the “messier” real world, where complex prob-
lems characterized by uncertainty and values con-
flicts defy clear technical solutions. In these 
indeterminate zones of practice, technically ratio-
nal evidence-based solutions often do not emerge. 
Because experience alone is insufficient to guaran-
tee learning, reflection—critically considering 
what one does before, during, and after doing it—
is necessary [20]. Reflection is central to clinical 
problem-solving [21] and self-directed learning: it 
is necessary for self-assessment, eliciting and 
responding to feedback, reconciling feedback with 
one’s own self- assessment, and then incorporating 
self and peer assessment into subsequent perfor-
mance [20]. In this way, reflection extends beyond 
the individual and can be described as “critical 
reflection,” defined as self-reflection that is supple-
mented by input from trainees (when teaching), 
colleagues, and theory [22].

 Frameworks for Understanding 
the Reflection Competency

 The Reflective Practitioner

Helping trainees learn from real-world settings 
requires a framework for choosing an effective 
action in complex contexts. Schon’s model of the 
reflective practitioner defines skills to apply auto-
matically, almost by rote, as “knowing in action.” 
There are other skills to apply and refine while 
they are being put into practice (“reflection-in- 
action”), and yet other skills that require thought 
after initially experiencing it (“reflection-on- 
action”) [20]. Further refinements of this model 
describe another element: anticipate and prepare 

for what we are about to do (“reflection-for- 
action”) [23].

 Kolb’s Cycle of Experiential Learning

Learners must develop the capacity to derive les-
sons from concrete clinical experiences effec-
tively and efficiently and then apply their learning 
to subsequent encounters, refining their own 
skills in the process [17, 24]. 

Figure  15.1 illustrates how this cycle works in 
clinical situations.

Ahmad (he/him) is a medical student on the 
first day of the Neurology clerkship. On 
inpatient rounds, the supervisory team 
examines and discusses each patient very 
briefly; the most common diagnoses are 
stroke, seizure, brain tumor, and psycho-
logical factors contributing to neurologic 
symptoms. Seven of these patients initially 
presented with hemiparesis. The potential 
for learning from this concrete experience 
is immense, but Ahmad perceives this as 
“drinking from a fire hose.” He tries to read 
about strokes, seizures, and brain tumors, 
but because of the overwhelming breadth of 
material available, he feels unprepared to 
learn efficiently in this situation. With a 
wellhoned and disciplined approach, he 
could learn how to distinguish a “basic” 
neurologic exam from a series of special 
maneuvers applied in unique contexts based 
on a known or suspected disease process. 
Well-developed critical reflection skills will 
enable learners to take away specific read-
ing goals. For instance, Ahmad could spend 
1 h that evening reading about the key fea-
tures that differentiate among the underly-
ing causes of hemiparesis. By actively 
reflecting on what he does and does not 
understand, he can maximize his learning 
from concrete experiences.
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Prepare for
the Clinical

Setting

Clinical
Experience

Reflect on
Experience

Conceptualize
and Test New

Approach

Fig. 15.1 Kolb’s Learning Cycle adapted by 
Greenberg and Blatt for clinical experiences

 Gibbs’ Reflective Cycle: Learning 
to “Pay Attention” to Concrete 
Experiences

Trainees encounter many challenging situations 
on clinical rotations [25–27]. They see vivid, dra-
matic, and shocking things that are often hard to 
digest emotionally.

Paying attention during these experiences and 
allowing for reflective observation in the moment 
presents challenges and is important to learning 
and emotional growth. Concrete methods include 
promoting personal awareness, mindfulness 
training, and participating in Balint groups [29–
31]. Gibbs’ Reflective Cycle ([32]; see Fig. 15.2) 
provides structure and suggests a series of 
prompts to help facilitate trainees’ reflective 
observation skills. If done in groups, individuals 
using this cycle can compare their own observa-
tion to those of peers, their teachers, or the litera-
ture [32], which promotes critical reflection skills 
[22].

I have seen entirely too many people naked. I 
have seen 350 pounds of flesh, dead: dried 
red blood streaked across nude adipose, 
gauze, and useless EKG paper strips. I have 
met someone for the second time and seen 
them anesthetized, splayed, and filleted 
across an OR table within 10 min [28].
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Description

What
Happened?

Feelings

What were you
thinking and

feeling?

Evaluation
What was good
and bad about
experience?

Analysis

What sense can you
make of situation?

Conclusion

What else could
you have done?

Action Plan

If it arose again,
what would you

do?

Fig. 15.2 Gibbs’ Reflective Cycle provides prompts to facilitate a stepwise approach to analyzing or debriefing con-
crete experience. Adapted from [24]. Reproduced with permission of the author

 Narrative in Clinical Education: 
Deepening Learning and Abstract 
Conceptualization

Stories have a central place in healthcare, both in 
hearing stories from patients and colleagues, and 
in telling stories [33]. The relationship between 
reflection and storytelling has been described in 
health professions literature [34–37]. Researchers 
have demonstrated that reflection narratives can 
be characterized [38] and measured [39], frame-
works to analyze and give feedback on reflec-
tions can be used [40], depth of reflection can be 
measured, and reflective ability can improve [41]. 
Learners who reflect superficially encounter pro-
fessionalism issues with greater frequency than 
those who can reflect deeply ([42]; Chap. 13). 

Therefore, narratives encouraging reflection can 
facilitate growth in the clinician.

Additionally, utilizing illness narratives in 
clinical education has been proposed as a model 
to foster empathy, professionalism, meaning 
making, trust, and identification with the unfa-
miliar [43, 44]. Both patient and learner  narratives 
can be part of transformative learning, helping to 
enhance understanding of the patient and of the 
provider. In this way, narrative reflection may 
contribute to professional identity formation 
(PIF) [45, 46].

Writing narratives favors depth over breadth 
in understanding a phenomenon [47]. Writing is 
a useful strategy to move from raw reflections 
toward formulating abstract conceptualizations 
needed to drive cycles of continually improving 
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performance (Fig. 15.1). A systematic review of 
narrative medicine programs, involving both 
close reading of literature and reflective writing, 
showed self-reported improvement in 
relationship- building, empathy, perspective- 
taking, resilience, and burnout detection and mit-
igation [48]. One study demonstrated that a 
program where interns wrote narratives led to 
greater personal awareness [49]. Reading and lis-
tening to reflective writing helps prepare learners 
for the risk-taking and vulnerability inherent in 
clinical practice and promotes professional 
development, general well-being, and empathy 
[50]. This has broad applications, including pro-
moting cultural humility and fostering profes-
sionalism and professional development [51, 52] 
(see Chap. 13).

There is, however, limited literature on out-
comes for those who do not wish to write or are 
not inclined toward reflection [53]. The remain-
der of this chapter will focus on using narrative to 
enhance reflection in remediation of trainees and 
clinicians. Here, the goal of narrative is to serve 
as evidence of reflection of one’s own attitudes, 
and to demonstrate understanding of another’s 
perspective. It also has the potential to document 
improved self-awareness, performance improve-
ment, and learning about how to think through 
complex clinical dilemmas.

 Remediation Strategies

Let’s consider several challenging cases. These cases illustrate, among other things, 
problems with premature closure (deciding too 
quickly on a diagnosis without considering other 
possibilities—see Chap. 9), professionalism, and 
teamwork. In each case, the learner has potential 
difficulty perceiving the perspectives of others 
and lacks awareness of their own biases or 
assumptions that significantly impact clinical 
problem solving, patient interaction, and 
teamwork.

How do we engage these learners in sincere 
and critical reflection on what happened? How do 
we encourage the practice of perceiving multiple 
perspectives simultaneously? How do we con-
vince them to remain “open-minded,” both clini-

• Case 1. You are responsible for clinical 
skills remediation and meet with PM 
(he/him), a student who failed a clinical 
skills exam because he did not collect 
many key historical facts, did superficial 
physical exams, demonstrated poor 
clinical reasoning in his written notes, 
and displayed a limited number of diag-
noses in his differential. PM explains 
that he plans a career in Emergency 
Medicine, and “while I know that there 

are other things that might be going on 
with the patient, my job is to make sure 
they are not going to die! Let the inpa-
tient docs figure the rest out.” His recent 
clinical supervisors report that he is a 
“nice guy,” interacts well with patients, 
knows a lot, and is eager to be helpful, 
but he often “misses the boat” with 
patient diagnoses.

• Case 2. A colleague (she/her) 
approaches you, a clinical rotation 
director, that trainee RA (he/him) has 
regularly interrupted her in the middle 
of a conversation with a patient, to dis-
agree with what she was saying. RA 
explains, “the supervisor was saying 
something that I didn’t think was accu-
rate. We have an obligation to be honest 
with the patient, don’t we?”

• Case 3. A peer files a professionalism 
complaint against SJ (she/her). In a 
hospital-based paired peer clinical 
skills exercise, SJ repeatedly interrupted 
her partner’s conversation with the 
patient, asking repetitive questions. Her 
partner asked her to hold her questions 
to the end, but SJ loudly replied, “I want 
to make sure this isn’t a heart attack,” 
not seeming to notice the worried look 
on the patient’s face.
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cally and interpersonally? I will explore how to 
use narrative as a practical tool to enhance reflec-
tion and learning.

 Reflective Capacity and Motivation 
to Learn

In remediation, by definition, we are working 
with trainees whose initial approach has not 
worked. Disagreements about the presence of a 
learning need between the learner and others may 
indicate a need to develop reflective capacity. 
Therefore, the learner can be seen as uncon-
sciously incompetent: not yet aware that they 
have a learning need [54].

Working with learners who need insight is 
challenging but critical. Theorists have proposed 
that transformative learning is stimulated by a 
“disorienting dilemma” [17, 55, 56], a situation 
that, upon reflection, typically guided by some-
one with authority, can lead to critically re-exam-
ining strongly held beliefs, ultimately leading to 
new insights and new ways of behaving [57]. Our 
job is to promote insight or point out the disori-
enting dilemma, while avoiding inducing shame 
or humiliation in the learner, which may under-
mine motivation to learn [58].

When we identify a learner for remediation, 
ideally the learner is presented with a powerful 
disorienting dilemma: they are off track. This 
facilitates the potential transformative impact of 
narrative reflection. Learners who previously 
lacked insight can be pushed to examine their 
own attitudes and beliefs with expert help (see 
Chaps. 4, 6). To deepen reflection and enhance 
reflective capacity, writing assignments can 
achieve success by encouraging perspective- 
taking and through narrative coherence [59].

 Perspective-Taking

Clinical experts gain insight into the human con-
dition by seeing the self in relation to others [60]. 
Trainees requiring remediation often have an 
incomplete understanding of multiple partici-
pants’ viewpoints in a situation; they may think 

they understand themselves, yet they are unaware 
of the effect that they are having on others. PM, 
who focused solely on “emergency” diagnoses 
(Case 1), risks discounting the patient’s desire to 
know their diagnosis. It is not sufficient to explain 
“your chest pain does not represent a heart attack 
or a pulmonary embolus.” RA, who interrupts a 
patient encounter (Case 2), may not intend to 
offend the supervisor, or worry the patient, but 
seems to be unaware of the possibility that this 
might occur. These trainees have a substantially 
different version of “what happened” (one of the 
first steps of the reflective cycle) and do not exert 
effort to see others’ perspectives [60]. A writing 
assignment may help them accomplish this criti-
cal task but must be direct and clear. Some may 
perceive assignments like “write your reflections 
on a challenging patient” as “busy work” that 
forces them to be insincere (an interesting per-
spective in itself) [53]. With trainees who lack 
insight into their own learning needs, it is best to 
proceed in steps, guided by Gibbs’ Reflective 
Cycle.

 Seeking the Trainee’s Perspective

Assigning learners to write narratives can help us 
understand the learner’s perspective, however 
objectionable we might perceive their behavior to 
be. A first remediation assignment for PM (Case 
1) is to ask him to describe his approach to a 
patient with chest pain in the Emergency 
Department, particularly the goals of care for 
patients who are not admitted to an inpatient unit. 
Sometimes simply giving a trainee time to write 
his actions and opinions may lead to significant 
insights. It also provides a baseline for the ongo-
ing remediation work. By seeking his perspective 
before addressing the behavior, we also model 
the perspective-taking we hope to enhance.

For RA (Case 2), you might ask:

“I was curious about your interruption in the mid-
dle of the encounter. I wonder what you were hop-
ing that would achieve.”
“What effect do you think questioning antibiotic 
choice in front of the patient might have on the 
patient’s willingness to take any medicines that we 
prescribe?”
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These questions, asked with curiosity rather than 
judgment and followed by a pause, encourage 
learners themselves to pause, think about their 
actions, reflect on their own internal process, or 
speculate about intended outcomes. Their 
response, whether written or spoken, represents a 
narrative, because they are telling their story about 
what took place, how they reacted, and how oth-
ers reacted or might react. Following this dia-
logue, you could assign them a written narrative 
to expand their reflective capacity by using Gibbs’ 
Reflective Cycle as a guide. Clarity about the goal 
of the assignment is critical (“We need to deepen 
your perspective-taking and improve your aware-
ness of the impact of your behavior, despite your 
good intentions”). It should be explicit, defined, 
and structured.

 Sharing Narratives to Reinforce 
and Deepen the Capacity to Learn 
from Reflection

There is inspiring work regularly occurring 
around us, and we can celebrate this by promot-
ing positive examples of healthcare professional 
or trainee behavior.

In their report of professionalism narratives at 
Indiana University School of Medicine, 
 Karnieli- Miller and colleagues recount narratives 
of both professional and unprofessional behavior 
written from the perspective of third-year medi-

cal students. In one example, as a patient with 
HIV and acute leukemia neared the end of life, 
multiple supervisors took extraordinary measures 
to ensure that the patient could be discharged 
from the hospital to attend her child’s graduation 
[26]. Looking at this example, consider asking a 
learner, “what made it possible for this to hap-
pen?” Such a question promotes examining indi-
vidual and institutional elements that support 
exemplary acts of professionalism and reflecting 
on facilitators and barriers to professional behav-
ior for all [61].

 Sharing Narratives to Address 
Negative Attitudes

There may be times when sharing different per-
spectives using published narratives might pro-
mote an alternative perspective that learners had 
not considered.

Consider the following situation. Supervising 
an inpatient team, you have had many elderly 
patients with delirium on your service and have 
noticed multiple comments made by the trainees 
that seem to disparage elderly patients. You could 
merely tell your team that you perceive these com-
ments to be dehumanizing, or that it is unprofes-
sional to make such comments. Alternatively, you 
can choose a 10-min slot during rounds to share 
and discuss the following poem illustrating a son’s 
grief resulting from a mother’s dementia, written 
by one of our students.

A Suggested Writing Assignment for SJ 
(Case 3)
Write a 500-word reflection on this epi-
sode. Describe what happened, and what 
you were thinking and feeling. Evaluate 
what was effective and ineffective about 
what happened from your perspective, that 
of your physical diagnosis partner, and the 
patient, what you make of the situation, 
what you might have done differently, and 
what you anticipate you might do differ-
ently the next time you are in a comparable 
situation. Email this to me by next Monday, 
and we will meet again Tuesday at 3.

Buttered Toast

While I tend the toaster
My mother has dabbed butter
On all six sides of her sourdough.
I am angered by her manners.
Even before her dementia, she was
the immediate light to my darker passion.
So I get offended at her impropriety,
As if manners were a thing that mattered in 
my family
While I really am angry at my inability

15 Reflection and Narrative in Remediation



190

We see that despite the losses, she still derives 
pleasure in eating a piece of buttered toast. This 
humanizes a woman whom the team may have 
trouble seeing as anything but a delirious and 
demented patient. We can see her like her son 
has, as a once-beautiful woman and imagine (and 
even inquire) about other personal and humaniz-
ing features. A brief discussion of this poem has 
served to create a highly memorable moment for 
a clinical team I have led, where they gained 
insight without the needing me to directly criti-
cize their behavior.

 The Perspectives of Others

Learners have high sensitivity to conflicting val-
ues in the clinical environment and exhibit dis-
tress when required to select from mutually 
exclusive, values-based alternatives [63]. 
Therefore, for Case 1, asking PM to write a series 
of brief essays about the same event from differ-
ing viewpoints (How would the patient present-
ing to the ER with chest pain perceive your 
approach? How would your ER attending view 
this?) may enable him to reconcile some of this 
distress and provide material to discuss with the 

remediation coach, potentially leading to new 
perspectives on taking shortcuts prematurely. 
Subsequent assignments can include reading and 
writing an essay on cognitive errors in diagnosis 
and common cognitive biases in the Emergency 
Department [64] (see Chap. 9).

Another perspective-switching approach 
might be to provide the learner a published narra-
tive of a challenging situation and ask them to 
imagine being the faculty member asked to con-
fer with the trainee. Stories such as William 
Carlos Williams’ “The Use of Force” [65], in 
which a learner loses his composure, or a narra-
tive in which learner takes part in a physician- 
assisted suicide [66], make good material for this 
exercise.

Collectively, these exercises allow learners to 
engage in critical reflection in a stepwise fashion. 
Initially, we ask for their version of the events 
and debrief this by changing the frame by asking 

A Perspective-Taking Writing Prompt for SJ 
(Case 3)
You are seeing a patient. You feel confident 
that you know what is going on with the 
patient. As you are explaining this to your 
patient, a student, whom you offered to 
have shadow you, interrupts and contra-
dicts what you are saying. Write a narrative 
detailing what you would do in this situa-
tion, what you would think and feel about 
the interruption, and how it might influence 
what the patient thought of you and what 
you were saying to them. Detail what you 
would say to the student.

An extension of this assignment might 
include a narrative coda: After the encoun-
ter, you look up what the student said and 
discover he was correct. Does this alter 
your thoughts and feelings about what hap-
pened? Given your thoughts about how you 
might act when you are interrupted, how 
does this situation prompt you to recon-
sider your actions?

To make her happy, to stop her from losing 
her
Dignity, in front of strangers on the street, 
to save her.
And when her brow is tense with 
frustration,
About food, or the plans for the rest of the 
day,
Or the inability to come up with any
Word at all, she really is afraid of dying
And sadly grieving the things she knew she 
lost though forgot the losing.
But the butter moves into the nooks,
and onto the fingers of Miss Alameda 
County 1960.
And her eyes widen as she says
Oh, this is so good! and I try like the butter
To melt for both of us [62].
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“what if” questions. We can present them with an 
alternative narrative from the literature, ask them 
to write a narrative to illustrate another “charac-
ter’s” perspective, ask them to take on a faculty 
role through “role exchange,” or share with them 
a series of narratives from the literature that com-
ment on the same theme in their narrative. Saving 
these narratives and reviewing them in sequence 
provides evidence of the growing perspective- 
taking ability (or lack thereof).

 Framing and Fostering Narrative 
Coherence

Language used by healthcare personnel frames 
the developing attitudes of our learners. In his 
timeless essay, “Can you teach compassion?” 
Lowenstein describes a common case presenta-
tion on rounds on the inpatient service. This 
trainee started the clinical story the way many do, 
using standard, impersonal language: “This is the 
first admission for this 35-year-old IVDA” 
(Intravenous Drug Abuser). On that day, Dr. 
Lowenstein interrupted the presenter and asked 
the team: “Would our thinking or care be differ-
ent if you began your history by telling us that 
this is a 35-year-old Marine veteran who has 
been addicted to drugs since he served, with 
valor, in Vietnam?” The inpatient team was 
embarrassed and silent as insight grew: standard 
medical nomenclature can frame our thinking, 
and dehumanize [67].

People do things for a reason, their reasoning 
can be elucidated, and similar reasoning will 
inform subsequent actions. This concept of 
“narrative coherence” [68] suggests that charac-
ters act in a reliable manner; it has informed my 
subsequent practice, leading me to elicit infor-
mation during my patient interviews to under-
stand behavior or symptoms that at first do not 
make sense. This enables my therapeutic rap-
port building and, as a result, enhances my clini-
cal competence.

Both these examples represent variations of 
PM’s challenge in Case 1. The absence of a 
trigger to reflect leads to premature closure. 
While Case 1 refers to premature closure as a 
struggle with problem-solving or clinical rea-
soning, also note here a “story” or “narrative” 
deficit: failure to consider alternatives to reduc-
tionistic thinking.

 Faculty Development

Faculty must recall the purpose of asking learners 
to reflect: to deepen their understanding of self 
and the situation and to inform subsequent action 
under similar circumstances. This learning expe-
rience should explicitly foster metacognitive 
skills essential for lifelong and self-directed 

It was the early days of the HIV epidemic. 
I was at the beginning of my career as a 
physician, and I was seeing the next in a 
series of HIV- infected drug-addicted 
patients who I was going to follow longi-
tudinally. As I took her social history, she 
told me that she began drinking alcohol 
regularly with her parents at the age of 6. 
She was sexually abused by her uncle and 
became pregnant at the age of 14, at which 
time she dropped out of high school and 

entered a series of increasingly challeng-
ing foster care settings. When I asked her 
how she had coped with all these chal-
lenges, she laughed at my “silly question” 
and answered: “I became a drug addict!” 
I was shocked at the powerful impact her 
laughter had on me. Because of my limited 
personal experience of drug use, my com-
paratively stable family life, and biases 
based on news accounts and popular 
press, I held beliefs that demonized drug 
users. In that moment, I gained insight. I 
was shocked out of my previously held 
beliefs by the fact that this woman’s drug 
addiction made perfect sense in the con-
text of her life.
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learning (see Chap. 4). Therefore, design of nar-
rative reflective assignments should be focused, 
structured, and clearly defined as modeled above. 
Additionally, faculty must create a safe learning 
environment, show comfort with strong emo-
tions, and provide clear feedback and follow-up 
to the trainee [59, 69, 70] (see Chap. 6).

Models for evaluating written reflections pro-
vide step-by-step instructions that allow for 
determination of the depth of reflection and dis-
cernment between reflective writing skills and 
storytelling [59, 71]. The strategy should best fit 
the purpose of the narrative exercise. The 
REFLECT framework describes four hierarchi-
cal levels of reflection: (1) “habitual action,” or 
non-reflective descriptions; (2) “thoughtful 
action or introspection,” with more elaborate 
description yet limited analysis; (3) “reflection” 
that includes attempts to understand or analyze a 
situation through clear description of the conflict 
or challenge, or explores emotions and attempts 
to look for meaning; and (4) “critical reflection,” 
which adds to simple reflection by exploring and 
critiquing personal assumptions and fully explor-
ing alternate perspectives [59]. Although efforts 
to demonstrate psychometric reliability and 
validity of narrative assessments have been chal-
lenging and will require additional study, using a 
structured approach to defining reflective ability 
provides a shared language and mental model 
which is valuable in conducting professionalism 
remediation (Chaps. 13 and 14) [72–74].

While this chapter has emphasized individual 
reflection focused on remediation and its poten-
tial uses, additional literature suggests that narra-
tives can be used as part of a formative evaluation 
system [75] or learning portfolios [76]. 
Additionally, qualitative reports of student narra-
tives provide a window into broader systems that 
affect groups of learners beyond the individual 
[27]. Organizational data about how our health 
system is perceived undergird competencies in 
systems-based practice and quality improvement, 
both examples of processes that can trigger orga-
nizational reflection that frames health care sys-
tems as learning organizations [77, 78]. 
Collectively, this literature reinforces the neces-
sity of reflection at the individual, team, and 

organizational levels and highlights the need for 
meaningful reflection to promote learning, team-
work, and performance improvement activities, 
including remediation, within an organization. 
Clearly, reflection extends beyond the 
individual.

For reflection to lead to performance improve-
ment, learners must be willing to engage deeply 
in thinking about situations that have gotten them 
into trouble. Under optimal circumstances, many 
clinicians and trainees can engage in this type of 
reflection and even enjoy writing assignments, 
but some do not. In fact, some are not inclined to 
be introspective, may resist reflection, and may 
refuse to write anything that reveals personal 
thoughts or feelings. In the end, as with all reme-
diation activities, judgments about whether this 
constitutes clinical incompetence or not must be 
made and documented.

For faculty members interested in learning 
more, there are several educational strategies for 
developing reflection and reflective capacity [15], 
guided reflection, and useful faculty development 
resources [51]. Additional methods have been 
described to help clinicians enhance personal 
awareness through reflection [25, 29, 30, 36, 49, 
79].

 Conclusion

Using narrative as a form of reflection for reme-
diation in health professions education has poten-
tially far-reaching implications. Narratives 
explore the depths of an experience [40] and seek 
a fuller understanding of the self and of the situa-
tion, both desired outcomes of reflection [15]. 
Narrative is especially useful for helping to 
explore complex clinical situations, uncover 
biases and assumptions, elicit multiple 
 perspectives, plumb the depths of our thoughts 
and feelings, and reinforce our choices or pro-
pose alternate actions for times when we encoun-
ter similar situations in the future. Clearer 
outcomes need to be delineated [41, 80, 81], but 
enhanced self-awareness, relationship building, 
empathic understanding of patients, problem 
solving, teamwork, and resilience/burnout miti-

D. Hatem



193

gation are potentially demonstrable endpoints. 
With learners who require remediation and may 
not naturally be inclined toward reflection, chal-
lenging them to write clear narratives, which 
demonstrate the willingness to reflect, is the first 
step. Reflection as described in this chapter is 
clearly an important metacognitive skill closely 
related to the process of “slowing down when 
you have to,” described in studies of expert clini-
cians who, when facing something unexpected or 
challenging consciously, switch into a more 
deliberate, effortful, yet mindful state that can 
ultimately lead to the delivery of expert, value-
based, patient-centered, safe patient care [82] 
(see Chap. 4).
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16Remediation Through the Lens 
of Systems-Based Practice 
and Practice-Based Learning 
and Improvement

Kelly Williamson, Peter Moffett, 
and Cedric Lefebvre

 Introduction

Even when learners’ clinical knowledge and 
skills are strong, some are challenged when need-
ing to apply this competence in the context of the 
healthcare system. For instance, trainees may 
struggle to incorporate patient safety measures 
into daily practice, work well within interprofes-
sional teams, or use the electronic medical record 
effectively.

Systems-based practice (SBP) is broadly 
defined by the Accreditation Council for Graduate 
Medical Education (ACGME) as “an awareness 
of and responsiveness to the larger context and 
system of health care,” which includes effectively 
calling on resources to provide optimal care [1]. 
Concepts such as considering costs and social 
determinants of health as well as working to 
identify and remedy quality-of-care concerns at 
the systems level are all a part of the domain of 

SBP.  On the other hand, the ACGME defines 
practice-based learning and improvement (PBLI) 
as “the ability to investigate and evaluate their 
care of patients” [1]. This includes using scien-
tific evidence and technology to improve the care 
of patients as well as being self-reflective and 
responsive to feedback. Learners may struggle 
with either competency or with both as they begin 
to find their place in the healthcare system.

As with other chapters in this section, we refer 
to the framework from Chap. 6 to organize the 
approach to learners like Adam who struggle 
with SBP or PBLI.  While we developed this 

As an emergency department attending, 
you receive a report from your cardiology 
colleagues that a new intern, Adam (he/
him), deviated from established care algo-
rithms for the management of patients with 
chest pain. Adam vociferously insisted that 
a patient with low-risk chest pain be admit-
ted to the inpatient service and undergo a 
cardiac MRI study. Despite Adam’s advo-
cacy for admission of the patient, both 
requests were denied. It is unusual in your 
experience for an intern to behave this way. 
You decide to have a talk with Adam, who 
you know to be a very capable intern in 
most situations.
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approach with emergency medicine residents, we 
believe it is easily generalizable to all health pro-
fessions learners.

 Identification

Learners needing guidance in SBP and PBLI 
come to the attention of faculty and program lead-
ership in several different ways. As with Adam’s 
example above, diagnostic or treatment plans that 
do not correspond to standards of care may signal 
a potential deficit in these competency domains. 
Other common examples include recurrent “near-
miss” safety events, over-ordering diagnostic test-
ing, and struggles with handoffs to colleagues. We 
will walk through approaches to these examples 
at the end of the chapter.

 Clarification

In Table  16.1, we list possible explanations for 
Adam’s perspective through the lens of SBP and 
PBLI deficiencies.

Upon examining Adam’s file and evalua-
tions from the other rotations, you notice a 
consistent theme. While Adam has always 
scored well on standardized tests and 
clerkship written exams and can answer 
directed medical knowledge questions, he 
struggles to apply this knowledge to the 
clinical care of his patients. Specifically, he 
struggles to apply clinical decision rules in 
real-time patient management.

In the first meeting, Adam tells you that 
he was trying to do the “best and safest 
thing for the patient” and that “this would 
never have happened” where he went to 
medical school. You make certain to hear 
his intentions and explore his underlying 
emotions.

You further learn that Adam is aware of 
the challenges noted on several of his eval-
uations. Because he had performed well in 
medical school clerkships, he had not 
anticipated any problems adjusting to resi-
dency, so he is disappointed. He is unsure 
how to prepare for his rotations and lacks a 
strategy to identify appropriate resources, 
such as peer-reviewed evidence-based 
medicine compilations and well-vetted free 
open-access medical education (FOAM) 
resources.

You let Adam know that he has an 
excellent fund of medical knowledge but 
at times struggles to translate this to the 
clinical care of patients. You ask Adam to 
describe times when he was able to suc-
cessfully apply current evidence to his 
practice. You point out these successes as 
a place from which to build consistent 
clinical learning and adaptability 
approaches [2].

Table 16.1 Potential causes for challenges in SBP and 
PBLI

1.  Lack of adaptability to new practice settings and 
local practice standards (SBP)

   (a)  Inattentiveness to local policies and procedures. 
Failure to review or recall orientation 
documents and available resources

   (b)  Lack of experience with adapting to different 
practice settings

2.  Inflexibility in adopting new practice styles or 
patterns (PBLI)

   (a) Unwillingness to modify practice style
   (b) Difficulty adapting to new ways of doing things
3.  Poor management of knowledge base and clinical 

experience (SBP and PBLI)
   (a) Failure to recognize knowledge gaps
   (b)  Overconfidence in existing knowledge and/or 

clinical experience
   (c)  Low self-confidence or embarrassment about 

knowledge gaps; fear of admitting/revealing 
inadequate knowledge or experience
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 Intervention

Learners like Adam clearly benefit from direct 
observation of both patient encounters and other 
aspects of workflow to provide the most appropri-
ate feedback to support his remediation. Learners 
should identify areas for improvement before the 
direct observation and then again after the obser-
vation period. During the feedback conversations, 
learners should be given the opportunity to reflect 
upon what they did effectively, focusing first on 
the self-identified areas (see Chap. 6). This not 
only allows the educator to emphasize effective 
feedback but also promotes self-reflection and 
thereby provides tools for ongoing PBLI.

It is essential that feedback to a learner be both 
specific and based upon objective data. 
Multisource feedback is the most helpful as it 
may reveal different reasons as to why the learner 
is struggling.

The competencies of SBP and PBLI encom-
pass many domains, ranging from use of evidence- 
based medicine and teaching style to patient 
safety and quality improvement and use of tech-
nology within one’s medical practice. For this rea-
son, it is important for the learner to actively 
participate in creating a personal remediation plan 
that defines objective and achievable goals for the 
remediation process [6]. As with all remediation 
processes, program leadership (and often core 
faculty educator colleagues) must monitor learner 
progress and strict adherence to the plan.

Several methods can equip the learner 
with experiential tools during their SBP 
and PBLI remediation

 1. Simulation: For learners struggling to 
work within an interprofessional team, 
a particular SBP area of focus and cre-
ation of a multidisciplinary simulation 
allow for direct observation and feed-
back [3–5].

 2. Patient encounters: Developing a habit 
of obtaining patient follow-up enhances 
a learner’s understanding of care coordi-
nation while ensuring patient safety and 
quality improvement. Learners should 
be coached to create follow-up logs and 
call patients after clinic visits, or dis-
charge from the emergency department 
or hospital to discuss their ongoing care 
and review those logs with the coach [3].

 3. Departmental continuous quality 
improvement (QI) and other system 
processes: Since almost all practices 
engage in formal CQI, a learner should 

be encouraged to submit a case for 
review. Highlighting areas of improve-
ment identified by others, and teaching 
the learner to identify these areas inde-
pendently, can aid the learner in framing 
how they approach their own patient 
care. It may also help the learner to 
spend time with the department’s billing 
and coding team. By identifying neces-
sary components of the medical record, 
the exercise will help the learner frame 
their clinical encounters to gain this 
information. Finally, it may be helpful 
for the learner to work with a medicole-
gal expert to identify common pitfalls in 
both patient care and documentation [3].

 4. Self-assessment and reflection: This 
can take several forms. As discussed with 
Adam, debriefing after a clinic day or 
emergency department shift allows the 
learner an opportunity for self-reflection 
that then gives the remediation coach an 
opportunity to give directed feedback. 
Another approach is asking the learner to 
write their own one-page letter of recom-
mendation. This process engages the 
learner in a self-reflection process that 
allows them to identify perceived areas of 
both strengths and weaknesses. Then, the 
mentor can review these self-reflection 
exercises with the learner, give specific 
feedback, and help the learner deepen 
their capacity for self-analysis.
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 Assessment

 Adapting the Approach to Specific 
Circumstances

 Learners Who Have Had Several 
“Near-Miss” Safety Events

A “near-miss” safety event is defined by the 
World Health Organization as “an error that has 
the potential to cause an adverse event (patient 
harm) but fails to do so because of chance or 
because it is intercepted” [7]. As described in our 

case, examples of “near-miss” safety events 
include an incorrect medication order that is 
caught by a nurse or entering an order for a diag-
nostic test on an incorrect patient. Involved learn-
ers may see each individual event as an isolated 
incident without a clear understanding of how 
these reflect an underlying pattern or process 
problem. It is imperative that the coach respect-
fully push through the learner’s inability to rec-
ognize patterns. This is critical to ensuring patient 
safety and quality (SBP competency) as well as 
the ability to self-assess and form a learning plan 
(PBLI).

We recommend that, after making an effort to 
establish a psychologically safe relationship 
where difficult issues can be discussed and intro-
ducing the discussion of “near-misses,” the 
assigned coach asks the learner to describe how 
the situation compares with similar cases and 
analyze why this safety event occurred.

Coach: You’ve done this well before. Can 
you highlight any themes in your near-miss 
cases that are different than the times 
you’ve been successful? [Clarification 
phase]
Learner: No. Each of these cases is totally 
different. In the first case … (goes on to 
detail all of the individual cases).
Coach: I can see how they each seem 
unique to you. I think that sometimes it is 
easier for an outside observer to identify 
patterns. [Intervention phase:] I’d like you 
to go to two of our departmental quality 
meetings and help with a root cause analy-
sis of at least two cases. Then we can meet 
to see what patterns you see in departmen-
tal quality cases.

Reviewing cases from other providers helps 
learners appreciate that others make similar mis-
takes. This process also gives them a broader 
appreciation for common processes involved in 
medical errors. After reviewing several cases 
from others, the learner can be directed back to 
their cases to see if they can identify and correct 
similar errors in their own practice.

You continue to meet with Adam twice a 
month for 3 months. During this time, his 
evaluations begin to improve, and several 
faculty colleagues have noted that he is 
making appropriate clinical decisions in 
the care of his patients and applying his 
medical fund of knowledge well. Adam 
feels re- energized on his clinical rotations 
and continues to study to further improve 
his performance. In your final scheduled 
meeting with Adam, you highlight his 
achievements and recommend continued 
attention to this learning plan to optimize 
future success.

Susan (she/her) is a second-year surgery 
resident. She is well-liked by her col-
leagues, and her medical knowledge is 
deemed to be appropriate based on her 
clinical performance. However, she seems 
to have difficulty multitasking, and several 
nurses have entered patient safety reports 
concerning “near-miss” safety events. In 
one instance, she ordered 100  μg of fen-
tanyl on the wrong patient. In another 
instance, she ordered a medication that a 
patient had an allergy to. In both instances, 
the nursing team caught the error before it 
reached the patient. However, her program 
director is concerned about this emerging 
pattern.
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 Learner Who Frequently Over-Orders 
Diagnostic Testing

Learners who struggle to apply evidence- based 
medicine to the clinical realm or have difficulty 
applying clinical decision rules to their practice 
may need PBLI remediation. While some learners 
may identify as “risk-averse,” others may have 
difficulty synthesizing information obtained in a 
clinical history. It is essential to aid learners in 
balancing the need to provide reassurance of the 
absence of serious pathology with the over-order-
ing of tests, given its association with increased 
healthcare costs, the implications of false-positive 
testing, and false reassurance of patients [8, 9]. 
Understanding these as problems with SBP (eco-
nomics and resource utilization, and patient safety 
and quality) may help coaches and learners find 
an effective path to remediation. While the rea-
sons for over-ordering can be complex, the learner 
can be coached to curb the practice.

Coach: I’ve noticed that you seem to order 
more tests than others at your stage. I’m 
curious about your reactions to my saying 
that. [Clarification phase]
Learner: I’m afraid of being sued so I need 
to make sure of every diagnosis before I 
discharge the patient.
Coach: It makes sense that we want to 
strive for certainty in our encounters. 
[Intervention phase:] I wonder if you are 
familiar with evidence- based decision aids 
and the “Choosing Wisely” campaign [10] 
that are designed to help clinicians feel 
more comfortable not ordering tests.

Learner: Yes, I know of them, but I feel 
like those do not always help the indi-
vidual patients. They only help on a pop-
ulation level. I’m concerned about 
missing something in my patient.
Coach: I really appreciate your concern 
for your patients. We should also probably 
explore together the ways that over-testing 
can harm the individual patient. Why don’t 
we look up the costs of some of those tests 
we are ordering, as well as the potential 
implications of false positive test results for 
the patients and for health care costs?

The learner should be directed to evaluate 
and summarize in writing their care of a par-
ticular patient in the context of the system and 
reflect on how their practices can cause harm. 
It may also be beneficial for the resident to 
meet with a faculty member who is expert at 
applying the principles of evidence-based 
medicine to clinical practice. The resident may 
also benefit from performing follow-up logs of 
their patients to help the resident understand 
the relative trade-offs embedded in extensive 
workups [11].

 Learner Struggles with Handoffs 
to Colleagues

Transitions of care have been recognized as 
one of the most dangerous times in patient care 
[12] and are a major focus of patient care 

John (he/him) is a first-year OB/GYN resi-
dent. His clinical preceptors have noticed 
that he routinely orders abdominal labs, 
cardiac markers, d-dimers, and chest 
X- rays on pregnant patients in their first 
and second trimesters presenting to clinic 
for their routine OB appointments.

Ben (he/him) is a third-year pediatrics resi-
dent. His chief resident approached the 
program director as she had received sev-
eral complaints from Ben’s co-residents 
that he was omitting pertinent details about 
the status of patient care, their diagnostic 
workups, and current medications during 
nightly hospital patient sign-out.
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improvement as highlighted by the US Agency 
for Health Research and Quality [13]. Yet, many 
learners struggle with patient handoffs.

Coach: (After eliciting a few instances of 
faulty handoffs) Can you identify a com-
mon theme in your patient handoffs?
Learner: I find that when I start talking 
about the case, I forget a lot of the impor-
tant points and get lost in some of the 
details. I don’t use any standard handoff 
tool because I find them challenging, it just 
isn’t the way I think.
Coach: That happens to all of us. 
[Intervention:] Let’s pick a structured 
handoff tool and try to use it for your next 
few handoffs; then we will have a better 
sense of why using the tools is challenging 
for you and see if we can make adjustments 
to make it work.

There are a variety of structured handoff tools 
available, such as Situation, Background, 
Assessment, Recommendation (SBAR), and the 
reader should consult their own hospital policy or 
professional society websites for suggestions 
specific to their area of training. There is a grow-
ing literature on training novice clinicians to per-
form high-quality handoffs [14]. After ensuring 
that the learner can utilize a structured handoff 
tool, they should be observed several times by 
faculty and other learners to ensure consistency 
and quality.

 Conclusion

The recognition and remediation of learners 
struggling to achieve proficiency in the SBP and 
PBLI subcompetencies improves learner educa-
tion and clinical care delivered to patients. 
Remediation itself can be a challenging process, 
but using a structured approach and a repertoire 

of strategies tailored to the individual learner’s 
needs can lead to significant improvements in 
this area.
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“Although decisions about disabilities and 
accommodations must be made on a case- 
by- case basis, determinations … should be 
underscored by some fundamental vision of 
what it means to be a physician … our real 
goal is to provide accommodations to oth-
erwise qualified students so that they can 
become competent and socially committed 
clinicians” [1].

One November, we received a call from the 

Associate Dean for Student Affairs, who 

was concerned about a first-year student, 

Sandy (she/her), who failed three of the 

first six examinations and passed the other 

Sandy attended public schools and 
excelled, always participating in the 
“Gifted and Talented Program” and quali-
fying for the magnet high school with par-
ticipation in a special “gateway to medicine 
program.” As a competitive athlete and 
high school valedictorian, she was accepted 
to a highly regarded college and continued 
to excel. Looking back, Sandy noted, “I 
never had any difficulties. Through high 
school, I did my work, but I never really 
had to study very much. I could just pay 

three by uncomfortably narrow margins. 
Several weeks later, Sandy arrived for a 
consultation, wearing a white coat and 
appearing poised and professional. Her 
excellent interpersonal and verbal skills 
were evident. She said, “Listen, nothing 
personal, but I must tell you that I was mor-
tified when Dr. Ovid suggested that I call 
your office. I mean, to think that I could 
have a learning disability … I put off com-
ing. I was pretty sure that I was going to 
pass the next test. Wrong again. Here I 
am.”
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 Introduction

Have you met this student? Sandy’s test scores 
are discordant with her apparent intellectual 
capacity and level of effort. With this presenta-
tion, there is a high index of suspicion for an 

underlying learning problem. Still, it is prema-
ture to reach any conclusions; all that we know is 
this student’s overall problem, some elements of 
the history, and informal observations. We might 
describe the situation as “poor academic perfor-
mance in a previously successful first-year medi-
cal student” with an extensive differential 
diagnosis. Presuming that we have ruled out sig-
nificant medical, emotional, systemic, and other 
concerns and convinced ourselves that the 
 difficulty is specific to learning and academic 
performance, we need a process for clearly delin-
eating the problem and making a diagnosis. Is 
this a true “learning disability” or a milder “learn-
ing difference”? Is this something that will 
respond to a conservative approach (i.e., refining 
study strategies), or will it require a more aggres-
sive one (i.e., accommodations, interventions, 
and treatment)?

Our goals in this chapter are to:

• Provide a conceptual framework to under-
stand and describe learning variations in 
health professions trainees

• Describe an approach to academic difficulties
• Share helpful diagnostic tools and processes
• Share specific strategies, approaches, inter-

ventions, and accommodations to support 
learners with learning difficulties.

 Our Experience

Since 2003, we have provided consultations 
and comprehensive evaluations to medical stu-
dents referred due to concerns about academic 
performance. Typically, referrals were made 
only after students had experienced repeated 
failure or poor performance on National Board 
of Medical Examiners Shelf Examinations, 
despite having received some remediation and/
or counseling. We describe the common pat-
terns in the learning profiles of the referred stu-
dents below.

attention and remember. Just to be safe, I 
would read over my notes before tests. 
Even when I didn’t remember something on 
the test, I could almost always figure it 
out.” College was not much different. Asked 
about reading, Sandy acknowledged rarely 
reading for pleasure and avoiding college 
courses with extensive reading lists, say-
ing, “I wouldn’t say it’s a problem, but I’ve 
never considered myself the fastest reader.”

Since starting medical school, though, 
everything has been a struggle. There is 
“so much information and barely enough 
time to get through it all. I wake up at least 
an hour before class in the morning to 
study, go to class, study as soon as I get 
home, break for dinner, and then study until 
I pretty much pass out.” When asked to 
describe her approach to work, Sandy goes 
to class and writes down everything possi-
ble but often finds that on rereading notes 
at the end of the day, it is like encountering 
the information for the first time. Each eve-
ning, Sandy rewatches the video-recorded 
lectures, stopping frequently to annotate. 
As tests approach, Sandy rewrites all the 
notes and then rereads them several times.

Sandy acknowledged being perplexed 
and frustrated. She was studying at least as 
hard as her classmates, and yet her efforts 
were not reflected in her performance. 
Sandy’s eyes started to well up, saying, 
“Maybe I just don’t belong in medical 
school.”

A. Schoenthaler and P. Yellin
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 Learning Disabilities vs. Learning 
Differences

Historically, learning disabilities have been 
defined as discrepancies between cognitive 
potential and academic performance. However, 
this approach assumed that cognitive potential 
was fixed and measurable, and that academic fail-
ure reflected some deficiency on the part of the 
learner. As neuroscientists increasingly elucidate 

the cognitive underpinnings of learning pro-
cesses, a different picture has emerged: there is a 
wider range of normal developmental variation 
and greater potential and longer window for neu-
roplasticity than was previously recognized. 
Also, minor dysfunctions or relative weaknesses 
in specific functions are highly prevalent. Based 
on this emerging understanding, educators can 
create learning environments that enable more 
students to succeed. Learning disabilities, then, 
represent extreme positions along a continuum 
[2–7].

We use two different perspectives to approach 
learners who struggle. First, it is important to 
determine whether the challenges are severe 
enough to meet the formal definition of a learning 
disability, where reasonable accommodations are 
legally required. We call this “looking through an 
LD lens.”

The second perspective is more consistent 
with our clinical training and the emerging neu-
roscience. Here, the learner’s academic difficulty 
is considered as a “chief complaint” with a cor-
responding differential diagnosis; we must help 
the learner understand why they are having trou-
ble and what they can do to overcome their diffi-
culties. We usually can elucidate these challenges 
within the context of a profile of strengths and 
challenges, which becomes the basis for a com-
prehensive learning plan that will prepare them to 
become successful, lifelong learners [3, 8, 9]. We 
call this “looking through a mind, brain, and edu-
cation lens.”

 Looking Through an LD Lens

While consensus about definition and diagnostic 
criteria is elusive, learning disabilities are gener-
ally considered as a group of disorders, likely of 
neurologic origin, characterized by difficulties in 
acquiring and applying listening, reading, speak-
ing, writing, reasoning, or math skills in the face 
of normal hearing, vision, intelligence, and con-
ventional instruction. Typically, learning disabili-
ties (Table 17.1) are diagnosed when otherwise 
able students exhibit disproportionate difficulty 
in acquiring specific academic skills [4, 5, 10].

Key Findings from the Analysis of Case 
Reports and Student Interviews
• The overwhelming majority of students 

did not report significant academic chal-
lenges prior to entering medical school. 
Most indicated that they had excelled 
academically without a methodical 
approach to their studies.

• Overall, the students did not fit a model 
typical of a student with a learning dis-
ability. Most commonly, they gave a his-
tory of minor challenges in reading 
speed, attention, and organization.

• Medical school presented an unprece-
dented educational stressor. Students 
found that they needed to devote increas-
ing amounts of time to prepare for stan-
dardized multiple-choice exams, 
struggling with the volume of informa-
tion, attention control, and their ability 
to distinguish important from unimport-
ant information.

• Relying almost entirely on their excep-
tionally strong memories, they did not 
have a systematic approach to organiz-
ing and retrieving information and 
therefore, despite a great fund of knowl-
edge, performed poorly on exams.

• Students were exhausted, devoting more 
time to their studies and sacrificing 
social interaction, sleep, and general 
health maintenance. Many of these stu-
dents also reported suffering from men-
tal health problems.

17 Learning Differences and Medical Education
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Table 17.1 Examples of common diagnoses

There is no universally accepted taxonomy to describe 
learning disorders. Most learning disorders are 
categorized based on the academic skill that is 
problematic. As such, these “diagnoses” frequently 
resemble chief complaints rather than discrete 
disorders. The following list includes common 
diagnoses associated with significant learning 
challenges:
• Reading disorder (dyslexia)
• Mathematics disorder (dyscalculia)
• Disorder of written expression (dysgraphia)
• Language disorders (receptive and/or expressive)
• Attention deficit/hyperactivity disorder
• Executive function deficit
• Autism spectrum disorder/nonverbal learning 
disorder (see Chap. 12)

Pursuing a formal diagnosis of a learning dis-
ability can provide legal protections and access 
to accommodations. The label may validate life-
long struggles previously dismissed or viewed 
harshly. In contrast, without perspective on their 
implications, a new diagnosis of a learning dis-
ability can be a very bitter pill to swallow for 
learners. A learner who identifies themselves as 
academically successful may find that having a 
“disability” can be devastating, undermining 
self-esteem and generating self-doubt and 
shame. Therefore, those making the diagnosis 
must be extremely sensitive to these concerns 
[8, 9] and must contextualize learners’ chal-
lenges as discrete elements within a broader 
profile of strengths and challenges, coupled 
with specific, credible, and feasible strategies to 
address these challenges. Emphasizing that the 
“disability” refers to a discrete area of dysfunc-
tion (e.g., slow reading) can reassure the learner 
that it need not impact their ultimate career 
trajectory.

Hopefully, the learner can emerge from the 
diagnostic process understanding that this infor-
mation can help them significantly. One student 
stated, “No medical student wants to hear that 
they have a learning disability. Now, if I knew 
that the goal was to understand how I learn and 
identify more effective approaches, I would have 
come running.”

 The Americans with Disabilities Act 
(ADA) and the Health Professions

Health professions trainees, employees, schools, 
and hospitals in the USA are all covered by the 
Americans with Disabilities Act (ADA) [11], 
most recently amended in 2009 to expand and 
extend the scope of its coverage and to further its 
purpose of eliminating discrimination against 
individuals with disabilities.

The specific “major life activities” covered by 
the ADA include basic tasks relevant to health 
professions education and practice, such as learn-
ing, reading, concentrating, thinking, and com-
municating, as well as such physical tasks as 
seeing, hearing, standing, and lifting. 
Furthermore, the statute, only part of which is 
included here, was not intended to be exhaustive; 
the meanings of “disability” and “substantially 
limits” are to be considered broadly. Furthermore, 
when conditions that are episodic or in remission 
become active, they become disabilities.

The ADA also specifically notes that the 
“determination of whether an impairment sub-
stantially limits a major life activity shall be 
made without regard to the ameliorative effects 
of mitigating measures,” which include nearly 
every conceivable accommodation, behavioral 
modification, and assistive technology except for 
eyeglasses [12, 13].

Once past the broad definitions of “disability,” 
we next must examine the obligation of institu-
tions and their employees to accommodate indi-
viduals with disabilities. The accommodation 
process starts with disclosure by the disabled 
individual of their disability and requirement for 

The ADA defines disability as “(a) a physi-
cal or mental impairment that substantially 
limits one or more major life activities of 
such individual; (b) a record of such an 
impairment; or (c) being regarded as hav-
ing such an impairment” [11].
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accommodation. The institution does not bear 
responsibility to determine, for example, which 
of its learners has ADHD or a reading disorder. 
Further, the institution can require documenta-
tion of such disability from a duly qualified pro-
fessional. The documentation should indicate 
areas where the individual will require accommo-
dation and the kinds of remedial measures that 
may help the disabled individual to perform the 
expected activities. The nature of the disability 
need not, and usually should not, be disclosed to 
each supervisor; they simply need to know that 
the individual will be entitled to receive, for 
example, extended time on examinations or will 
have the right to use certain assistive technology 
while making rounds.

The ADA is clear that a trainee must otherwise 
meet standards for admission or training; the 
right to be free from discrimination due to dis-
ability is not a free pass for an unqualified indi-
vidual to gain admission to a program. A 
“‘qualified individual’ means an individual who, 
with or without reasonable accommodation, can 
perform the essential functions of the … position 
that such individual holds or desires … Due con-
sideration shall be given to the employer’s [or 
school’s] judgment as to what functions of a job 
are essential, and if [there is] a written descrip-
tion before … interviewing applicants … this 
description shall be considered evidence of the 
essential functions of the [position]” [14]. A stu-
dent whose grades do not meet the general stan-
dards for admission to a school need not be 
admitted, even if impacted by a disability. Nor is 
it necessary to promote or retain those who are 
unable to manage the demands required of all 
learners, if they have been given appropriate 
accommodations to address their disclosed 
disabilities.

Appropriate accommodations will differ for 
each individual. The institution need not imple-
ment any accommodation that will cause “undue 
hardship,” defined as an action that causes sig-
nificant difficulty or expense. So, although modi-
fied schedules and job restructuring are all 
examples included in the statute of potential 

accommodations, if reducing hours will impact 
the coverage of a clinical service, it would be 
considered an undue hardship and will not be 
required. Still, many accommodations can assist 
an individual without impacting the nature of 
their academic or clinical education, including 
use of handheld reading pens (text-to-speech 
translators for dyslexia and other reading disor-
ders) and smartpens, which record lectures or 
rounds and link it to notes in a notebook. 
Textbooks now have multiple formats, and tablet 
computers and smartphones can access video 
demonstrations or active calendars for those with 
executive function challenges.

Regarding testing: many trainees with reading 
or attention challenges may simply require addi-
tional time or a quiet testing location (or both). 
Some individuals require more extensive testing 
support. For example, legal precedent shows that 
for a learner with both a visual impairment and a 
learning disability, an institution is required to pro-
vide accommodations to “best ensure” that the 
exam measures not their disabilities but their 
knowledge of professional responsibility [15–20].

 Looking Through a Mind, Brain, 
and Education Lens

Researchers in the cognitive neurosciences are 
increasingly elucidating the structural and func-
tional correlates of the components of academic 
performance and learning. For example, more is 
known of pathways and processes associated 
with the acquisition of numeracy and the mecha-
nisms that enable humans to integrate several 
parts of our primate brains to construct reading 
pathways [21–25]. What we describe as distinct 
skills (e.g., reading and math) are made up of 
multiple components or sub-skills, commonly 
requiring neurons to acquire functions other than 
those presumably driven by evolutionary forces. 
Learning a skill involves developing multiple 
such sub-skills and then linking them to coordi-
nate their functions. All told, human cognition 
appears to encompass a complex mosaic of 
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strengths and vulnerabilities that vary greatly 
between individuals, like fingerprints. However, 
unlike our fingerprints, our cognitive or neurode-
velopmental profiles can change over time 
[21–28].

The field of mind, brain, and education pro-
vides a mechanism for applying this emerging 
knowledge to educational practice and policy. For 
example, understanding that reading requires the 
acquisition of several discrete sub-skills, we now 
know that “dyslexia” has multiple possible causes. 
Therefore, not every child with dyslexia responds 
to the same reading program [10, 27]. Educators 
can identify specific areas for improvement in 
individual students and customize interventions 
accordingly [27, 28]. Because of the wide range 
of normal variation in developing these sub-skills 
among “typical learners,” an approach called 
Universal Design for Learning has emerged, 
acknowledging and addressing this learning 
diversity by providing multiple means of repre-
sentation, expression, and engagement [6, 29].

To optimize learning environments, traditional 
labels (e.g., “gifted,” “learning disabled”) and 
standard psychoeducational and neuropsycholog-
ical assessments (see Table 17.1) will be replaced 
by an approach that identifies an individual’s neu-
rocognitive profile and tailors instruction to maxi-
mize expertise development in clearly articulated 
outcome areas. This shift has already gained trac-
tion in general educational domains [6]. While 
health professions education has developed sig-
nificant innovations in theory- driven curriculum 
innovations (e.g., problem- based learning, com-
petency-based assessment), development of indi-
vidualized learning processes and standardized 
learning outcomes, necessary for optimal results, 
has lagged [30]. This is a wide open field of col-
laborative research agendas for neuroscientists, 
clinicians, and educators [21, 31–34].

It is beyond the scope of this chapter to 
describe and explore the relative merits of the 
numerous taxonomies that have been developed 
to describe learning variations. Rather, we will 
describe our approach, based on the conceptual 
framework and clinical model developed at the 
All Kinds of Minds Institute, a nonprofit institute 
affiliated with the University of North Carolina 

School of Medicine [7, 24]. The model facilitates 
diagnostic specificity by first “task analyzing” 
each element of academic or clinical perfor-
mance and then linking them to a series of eight 
neurodevelopmental functions or constructs. 
Table  17.2 includes a broad overview of these 
eight constructs to provide perspective.

In our work with medical students, we have 
focused on the following six factors:

 1. Attention [35, 36]
 2. Language [10, 27, 37, 38]
 3. Memory [21, 39–45]

Table 17.2 Neurodevelopmental constructs and 
definitions

Attention Maintaining mental energy for 
learning and work, absorbing and 
filtering incoming information, and 
overseeing the quality of academic 
output and behavior

Higher order 
cognition 
(complex 
thinking)

Comprehending concepts, 
generating original ideas, and using 
logical approaches to address 
complex problems

Language Understanding incoming oral and 
written information and 
communicating ideas orally and in 
writing

Memory Briefly recording new information, 
mentally juggling information while 
using it to complete a task , and 
storing and then recalling 
information at a later time

Neuromotor 
functions 
(controlling 
movement)

Using large muscles in a 
coordinated manner, controlling 
finger and hand movements, and 
coordinating muscles needed for 
handwriting

Social cognition 
(making and 
keeping friends)

Knowing what to talk about, when, 
with, whom, and for how long; 
working and playing with others in 
a cooperative manner; and nurturing 
positive relationships with 
influential people

Spatial ordering 
(visual thinking)

Understanding information that is 
presented visually, generating 
products that are visual, and 
organizing materials and spaces

Temporal 
sequential 
ordering (keeping 
track of time/
order)

Understanding the order of steps, 
events or other sequences; 
generating products arranged in a 
meaningful order; and organizing 
time and schedules
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 4. Temporal-sequential ordering [46–48]
 5. Spatial ordering [25, 49, 50]
 6. Higher order cognition [51–53]

We can then target our neuropsychological 
testing and clinical assessment to examine those 
cognitive functions most relevant to the task at 
hand.

 Reframing Struggles

Before beginning an assessment, to mitigate neg-
ative impacts on learners’ self-perception of 
being academically “gifted,” I typically will say 
something like, “You don’t know me and have no 
reason to trust me, but in my extensive experi-
ence, the issue of whether or not you belong in 
medical school is not even on the table.” I explain 
that learning is more complex and that our learn-
ing processes are more dynamic than once 
believed.

I have been told of a tennis player at the top of 
his profession despite having a relatively weak 
backhand. His success is based on his capacity to 
compensate using self-awareness of his strengths 
and vulnerabilities to his strategic advantage. He 
could excel through the early parts of his career 
without awareness that his backhand was a liabil-
ity; only when moving to the highest levels of 
competition will this heightened self-knowledge 
provide a competitive edge. Similarly, many 

medical students can succeed through earlier 
schooling based on their strengths and sheer 
force of will, without the need for explicit strate-
gies. However, when medical school places 
unique demands on their cognitive abilities, like 
the tennis player, they can succeed, but only if 
they evolve their strategies based on understand-
ing their specific strengths and challenges [54].

We last left Sandy on the verge of tears, 
wondering, “Maybe I don’t belong in med-
ical school.” She wondered if the results 
would get back to the medical school, 
which then might move to dismiss her. I 
(PY) reminded her that federal law protects 
personal health information and provides 
general standards regarding confidential-
ity. I reassured Sandy that any information 
that comes out of the assessment will 
belong to her. In fact, even if the medical 
school bore the cost for the assessment, 
nothing could be shared without her 
consent.

When we share a visual representation of 
the Neurodevelopmental Framework for 
Learning (NDFL) and reassure Sandy that 
our goal is to work with her to discover 
how she learns best, she smiles and is eager 
to move forward.

Sandy’s Assessment
We began our assessment with a struc-

tured interview probing her perception of 
her neurodevelopmental abilities. We dis-
covered that when she studied, she had trou-
ble discerning the most important 
information; to remember things, she 
reviewed them many times. In class, she had 
less difficulty recalling facts, but when tak-
ing a test, it took her much longer to remem-
ber those same things. She could not identify 
strategies to facilitate remembering what 
she was learning. When studying, she made 
detailed diagrams, added notes, and then 
repeatedly reviewed the diagrams and notes.

Three assessment instruments yielded 
important information. The Wide Range 
Assessment of Memory and Learning 
includes a Story Memory subtest where she 
summarized two narrative passages imme-
diately after hearing them. After a delay, 
she retold the stories before answering 
multiple-choice questions about specific 
details in the passages. We then asked 
Sandy whether she did anything to help 
remember the stories as she was listening. 
She described focusing on individual 
details that she thought important (e.g., 
character names, important numbers, other 
facts) and then attempted to reconstruct a 
narrative around them. She took advantage 
of her superb reasoning and logical think-
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On the Rey-Osterrieth Complex Figure 
Test and Recognition Trial, Sandy first cop-
ied a complex figure that consisted of a 
large rectangle with various subdivisions, 
internal details, and shapes on the external 
surface. Rather than first copying the rect-
angle, subdividing it, and then placing the 
various components within this larger 
structure, she drew four separate rectan-
gles adjacent to each other and then added 
details line-by-line and chunk-by-chunk. 
While her initial copy was accurate, when 
she attempted to draw the figure from mem-
ory, after a brief delay, she sighed. She 
again approached the task in a piecemeal 
fashion, struggling to recall many of the 
details and where to place them. When 
asked to draw the figure after a longer 
delay, she recalled even fewer details. 
However, on the recognition trial, in which 
she was asked to scan an array of 24 geo-
metric shapes (12 of which had been 
included in the original figure and 12 
looked like they might have been but were 
not) and circle the 12 that had been part of 
the original figure, she correctly identified 
22 of the 24 figures. Once again, she dem-
onstrated that she had stored much more 
information than she had been able to 
access or organize.

Providing further insight, the Reading 
Comprehension subtest of the Scholastic 
Abilities Test for Adults (SATA) is a chal-
lenging reading assessment commensurate 
with the high level of complexity and den-
sity typical of medical text. Sandy was cor-
rect on most of her responses but completed 
only one-half of the items in the standard 
allotted time, placing her reading compre-
hension at the 50th percentile for her age. 
With 50% increased time, her performance 
reached the 95th percentile, which was 
more consistent with her otherwise supe-
rior verbal skills. In direct observation and 
interview, we learned that she had to reread 
each passage more than once and then still 
had to look back to find the answers to 
many of the questions. She also found her-
self agonizing over each question, able to 
eliminate all but two choices and then find-
ing herself going back and forth between 
the last two choices.

Synthesis
Sandy’s challenges were primarily lim-

ited to two aspects of attention, common 
sources of difficulties for medical students: 
saliency determination and processing 
depth. She also had a limited repertoire of 
strategies for encoding information in her 
long-term memory (i.e., creating stable, 
accessible representations of information 
and processes). We could now provide her 
with strategies that would fit her learning 
profile better than the approaches she had 
been using.

ing capacity to recall the critical elements 
of the narrative. However, her summaries 
omitted important details. She answered 
multiple-choice questions more success-
fully, suggesting that she had stored more 
information than she had been able to 
access.
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 Saliency Determination 
and Processing Depth

Saliency determination refers to the ability to dis-
tinguish between important and less relevant 
information. Students rely on saliency determi-
nation to prioritize when studying and to avoid 
becoming overwhelmed by the sheer volume of 
information. Saliency determination is also 
important for managing multiple-choice ques-
tions (i.e., comparing the relative merits of each 
choice) and for organization (i.e., discarding 
unnecessary materials to avoid becoming bogged 
down in clutter). Health professions students 
with weak saliency determination, like Sandy, 
often find examinations particularly difficult 
because clinical vignettes include extraneous 
details, and differences between the best response 
and the next-best choice are often subtle.

Processing depth refers to the intensity with 
which we attend to specific details. As with a 
camera’s telephoto lens, we can process infor-
mation deeply and focus intently on specific 
details to imprint them for optimal understand-
ing and memory. We can also process informa-
tion more superficially, as with a wide-angle 
lens, to appreciate the bigger picture and over-
arching themes. Saliency determination plays a 
critical role in regulating processing depth, 
enabling us to identify the main idea (i.e., over-
arching themes, the big picture), the most rele-
vant details, and the linkages among all these 
elements (i.e., part-to- whole processing). We 
are continuously adjusting our processing depth 
so that we can see how all the elements relate to 
each other. Sandy struggled with this process of 
moving between detail (processing deeply) and 
big picture (processing superficially). She 
missed important details in her readings, 
required repetition to fully process what she 
read or heard, or made minor errors on her 
examinations.

At times, Sandy glossed over details and did 
not notice important pieces of information, mis-
read questions, or made minor errors in her 
responses (processing depth). When Sandy did 
attend to details, she tended to process them 

individually, without fully appreciating how they 
related to each other or to the big picture. This 
tendency is called “bottom-up” processing.

 Memory Strategies and Bottom-Up 
Processing

Over the course of our assessment, Sandy 
approached memory tasks without first develop-
ing an effective strategy. Her bottom-up approach 
made studying challenging for her. Without a 
stable infrastructure for linking stored informa-
tion, Sandy had difficulty retrieving what she 
stored when taking examinations or presenting in 
class or on rounds, particularly in high-stakes set-
tings where she felt anxious. Mentally organizing 
details and linking them to each other and to the 
bigger picture before encoding the information 
would help her feel less overwhelmed and pro-
cess details more deeply, specifically, accurately, 
and efficiently.

Encoding details individually is like storing 
individual pieces of information on a computer’s 
hard drive without organizing or cataloging 
them. The most effective way to ensure that 
information is available when needed is to orga-
nize it or transform it into larger meaningful 
“chunks” of information, in “schemas” or 
“scripts” (see Chap. 9).

 Reading and Word Retrieval

Though we have now identified several areas for 
Sandy’s performance challenges, it is important 
to consider further possible contributors. Reading 
is an academic skill that consists of numerous 
sub-skills, including processing visual informa-
tion on the page, recognizing letters, recalling the 
sounds associated with each letter and letter com-
bination, mentally holding and blending those 
sounds in the correct order, efficiently accessing 
the corresponding word, appreciating the word’s 
meaning in the specific context, and so on. Each 
of these sub-skills is associated with specific 
parts of the NDFL.
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Given Sandy’s performance at the 50th per-
centile on reading comprehension, it seems logi-
cal that she should be granted extended time for 
testing, to best ensure that examinations measure 
her knowledge and abilities rather than her 
disabilities.

 The Assessment Process

Anyone experiencing significant academic 
 difficulties will need to undergo a formal assess-
ment. We will describe the assessment process 
and some of the common terms.

 Psychoeducational Testing

The most administered core assessment is called 
“psychoeducational testing” and typically 
includes cognitive and academic testing. The 
cognitive battery most used in adults is the 
Wechsler Adult Intelligence Scale-Fourth 
Edition (WAIS-IV). Other cognitive batteries 
include the Woodcock-Johnson IV Tests of 
Cognitive Abilities (WJ-IV Cognitive) and the 
Stanford- Binet Intelligence Scales-Fifth Edition 
(SB-5). The most common academic assessment 
batteries include the Woodcock-Johnson IV 
Tests of Achievement (WJ-IV Achievement), 
Wechsler Individual Achievement Test-Fourth 
Edition (WIAT-4), and the SATA, mentioned 
above. We also have used the Nelson-Denny 
Reading Test (NDRT) because it includes a 

series of paragraphs, followed by multiple-
choice questions that one can administer under 
standard time constraints as well as with 
extended time. Therefore, the NDRT can docu-
ment the need for extended testing time. 
However, we prefer the Reading Comprehension 
subtest of the SATA because it includes more 
questions (60 vs. 38), and the passages tend to be 
more challenging. We believe that those factors 
make it more sensitive to subtle reading chal-
lenges in adult learners.

 Neuropsychological Testing

The next level of assessment is commonly known 
as neuropsychological testing. Not a specific bat-
tery of tests, it includes a broad array of instru-
ments that enable assessment of different 
cognitive functions, such as language, memory, 
temporal-sequential ordering, spatial ordering, 
and higher order cognition. While some clini-
cians continue to administer multiple, full neuro-
psychological batteries, we prefer to select 
specific subtests, as we would select specific 
blood tests or imaging studies, as we work our 
way through our “differential diagnosis.” In addi-
tion to the instruments mentioned above, we typi-
cally include portions of the following batteries 
and questionnaires in our assessments:

• Comprehensive Test of Nonverbal 
Intelligence—Second Edition

• Delis-Kaplan Executive Function System
• Kaufman Brief Intelligence Tests—Second 

Edition
• Behavior Rating Inventory for Executive 

Function-Adult Version (BRIEF-A)
• Adult ADHD Self-Report Scale

However, we often learn as much from infor-
mal or structured qualitative observations and 
interactions as we do from the “results” of the 
standardized testing. The assessor must have a 
deep understanding of the NDFL in the context 
of medical learning and neuropsychological test-
ing. They must link the various components of 
medical education and individual assessment 

When Sandy read aloud, her cadence was 
not smooth but included pauses, false 
starts, and occasional repetitions. In inter-
viewing her, she shared that words fre-
quently are “on the tip of her tongue,” but 
she cannot recall them. We administered a 
standardized rapid object naming task; she 
scored at the 12th percentile. We also 
probed other elements of her reading pro-
cesses to satisfy ourselves that her other 
sub-skills were intact.
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tasks with the relevant neurodevelopmental con-
structs. Therefore, even clinicians with signifi-
cant prior experience in neuropsychological 
testing typically require several months to master 
our approach. The assessment also moves beyond 
problematic functions to provide a complete pic-
ture of the student’s profile of strengths and chal-
lenges as they relate to academic performance, 
clinical practice, and other relevant functions.

 Sharing the Assessment 
with the Learner

Once elucidated, the profile serves as the anchor 
for a series of actions that we have found critical 
to helping students overcome their difficulties: 
“demystification,” sharing a learning plan, and 
implementing accommodations.

 Demystification
In our clinical practice, we refer to the feedback 
session following assessment as “demystifica-
tion.” Here, we present each element of an indi-
vidual’s learning profile, first their strengths and 
then their challenges. Each element is 
 contextualized, in terms of the assessment find-
ings supporting our conclusions and within their 
daily experience. We hope to build metacogni-
tion, self-awareness and insight into their own 
learning processes (see Chap. 4). This process is 
critical for learners who struggle, particularly 
those who have never experienced significant 
academic difficulties in the past.

Here, we typically revisit our tennis player 
analogy and remind the student that even world- 
class athletes have stronger aspects of their game 
than others, and we all have imperfect brains. 
Most people do not know their specific profile of 
strengths and challenges. Students who under-
stand their learning profile are in a much better 
position to choose strategies that fit their kind of 
mind.

Starting the discussion on the trainee’s inevi-
tably highly developed cognitive abilities helps 
reassure them that previous successes were not 
illusory and that their intellectual resources are 

sufficient for success. Next, identifying a small 
number of challenges within this larger context 
of numerous strengths helps them understand 
that their problems are also real but not insur-
mountable. This feedback session should occur 
as soon as possible, optimally on the day of the 
assessment [1, 3, 8, 9].

Sandy was heartened to hear of the magni-
tude and number of strengths that she exhib-
ited across many areas, including her higher 
thinking skills, both receptive and expressive 
language, memory (short-term, long-term, 
and active working memory), her ability to 
process both sequential and spatial infor-
mation, her interpersonal skills, and her 
capacity for working for long periods of 
time (mental work stamina). Her challenges 
were limited to word retrieval, saliency 
determination, and processing depth. She 
also appreciated that her specific attention 
challenges contributed to her bottom-up 
processing. These relatively minor chal-
lenges were exacerbated by her limited rep-
ertoire of strategies for learning, test 
preparation, and test taking.

Once we shared our findings with 
Sandy, she realized that her weak word 
retrieval was also causing problems on 
inpatient rounds. With a rich vocabulary 
and extensive fund of knowledge, she was 
able to express herself most of the time. 
However, she realized that when she expe-
rienced a supervisor as intimidating, she 
found it difficult to find words quickly 
enough to respond to questions even 
though she almost always knew the 
answers (which is true for many even 
without specific word retrieval chal-
lenges). Once Sandy spoke to her supervi-
sor about her difficulty, he started giving 
Sandy a moment to organize her thoughts, 
allowing her to feel less anxious and more 
articulate when he did ask questions [55, 
56].
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 Learning Plan
After elucidating a student’s learning profile, we 
compose a learning plan, selecting strategies 
based on a student’s profile. Particularly critical 
is the early implementation of strategies that 
leverage strengths or external resources to work 
around an area of weakness. For example, 
enabling slow readers access to audiobooks or 
other text-to-speech resources will predictably 
have an immediate impact on the efficiency and 
effectiveness of their study sessions.

It is beyond the scope of this chapter to pro-
vide an exhaustive overview of the constantly 
changing landscape of strategies and resources to 
support clinical learning. In addition, just as we 
would never write a prescription before making a 
diagnosis, we are reluctant to make specific rec-
ommendations without first elucidating that 
trainee’s profile of strengths and challenges. 
Nonetheless, there are some resources that are 
compatible with a wide range of learning pro-
files. We find ourselves including many of these 
in our learning plans.

• The landscape of websites, apps, and 
other digital tools to support medical 
learning is continuously changing. 
The goal of each is to help learners cre-
ate stable and readily accessible mental 
representations of the many concepts, 
details, and processes they need to learn. 
We recommend familiarizing them-
selves with a few and then focusing on 
the one or two that they find helpful. We 
list examples below that students have 
shared with us. (We have no financial 
interest in any of these resources.)
 – Sites like Picmonic (https://www.

picmonic.com/) and Sketchy Medical 
(https://sketchy.com/) provide highly 
engaging visual representations of a 
variety of topics.

 – The Clinical Odyssey website 
includes exercises that allow students 
to test their diagnostic ability using 
simulated clinical cases. For exam-

ple, Prognosis: Your Diagnosis (clin-
i c a l o d y s s e y . c o m / t i t l e /
prognosis- your- diagnosis) includes 
clinical cases with short, but in-depth 
analyses of the diagnostic process, as 
well as a discussion on the specific 
condition.

 – Resources like Amboss (https://
www.amboss.com/us) and 
USMLE- Rx (https://www.usmle- rx.
com/) provide practice questions 
linked to different learning tools.

 – Clinical Odyssey (www.prognosi-
sapp.com) allows students to test 
their diagnostic ability using simu-
lated clinical cases. Each case has a 
short but in-depth analysis of the 
diagnostic process, as well as a dis-
cussion on the specific condition.

 – Firecracker (https://firecracker.lww.
com/) provides customized flash 
cards and other tools to support clini-
cal learning and test preparation.

• Many students benefit greatly from 
learning and utilizing “front-loading” 
strategies.
Front-loading is the process of prepar-
ing oneself before engaging in reading 
or attending a lecture by doing such 
things as scanning the material for 
main ideas, salient details, themes, 
structure, and tone; researching 
unknown vocabulary; accessing or 
building background knowledge con-
nected to the topic at hand; and creat-
ing or locating related visuals. If 
available, we encourage students to 
scan through slides, notes, or other 
background materials prior to attend-
ing lectures. Many of the resources 
listed above can be used for front-load-
ing as well as for review and test 
preparation.

• Many students believe that they need 
to “study” before taking practice 
tests.
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 Implementing Accommodations
Beyond the legal obligation to provide accommo-
dations for those with diagnosed disabilities, 
institutions may decide to go further. For exam-
ple, within the context of the population at large, 
a reading fluency at the 30th percentile would be 
considered normal. However, it may not be suf-
ficient for getting through all clinical vignettes 
and questions on shelf examinations. Therefore, 
we believe that it would be reasonable to offer 
extended time for students who might not meet 
strict criteria for the diagnosis of a disability. 
Sandy received extended time for medical school 
examinations, and we encouraged her to apply 
for accommodations for the USMLE.

 Additional Barriers

 Attention Deficit Disorder (ADD) 
and Executive Function Disorder 
(EFD)

Health professions schools place enormous stress 
on student’s attention and organizational skills. 
Therefore, some students previously diagnosed 
with ADHD and/or EFD and having succeeded 
may experience exacerbation of their challenges 
during their transition to professional school. In 
addition, some students are not diagnosed with 
ADHD and/or EFD until after matriculation [55].

ADHD and EFD may be the primary cause(s) 
of a student’s academic difficulties, or they may be 
present with other learning problems. Therefore, 
ADHD and EFD must be part of the differential 
diagnosis for any student who presents with aca-
demic difficulty. Conversely, when students are 
found to meet diagnostic criteria for either ADHD 
or EFD, there should be a high index of suspicion 
for comorbid learning problems [56].

 Anxiety and Depression

Nearly half of the students referred to us for aca-
demic struggles also presented with varying 
degrees of anxiety and depression. It is difficult 
to learn when anxious or depressed. Conversely, 

However, there is strong evidence that 
answering questions and taking practice 
tests, also called retrieval rehearsal, may 
be more effective than traditional study-
ing strategies [41–44], (Chap. 7).

• Students whose minds wander or find 
that they have trouble listening and 
taking notes at the same time may want 
to consider resources like Livescribe or 
Notability. These tools allow the student 
to record and digitize entire lectures, so 
they can be organized.

• Time management is a significant 
challenge for many medical students. 
Many find the Pomodoro technique in 
conjunction with the Eisenhower method 
helpful for organizing time and tasks. 
The Pomodoro timer is free and avail-
able for both iOS and Android devices. It 
enables users to set a timer for 25 min 
during which they are prompted to focus 
on one specific task before taking a short 
break. The Eisenhower task manage-
ment method works through apps such 
as My Effectiveness (Android) or Focus 
Matrix (iOS) and helps the user catego-
rize tasks as Important/Not Important 
and Urgent/Not Urgent. In addition to 
helping students structure their time and 
avoid distractions, the combination of 
these apps can help students learn how 
long tasks typically take them, allowing 
them to plan more effectively in the 
future. For more information about the 
Pomodoro technique, it may be helpful 
to watch a video at cirillocompany.de/
pages/pomodoro-technique.

• Students who find that they lose large 
amounts of time on social media or 
surfing the internet may benefit from 
tools that help them monitor and 
manage their digital activity. 
RescueTime (https://www.rescuetime.
com/) tracks website use and allows 
users to view how much time they spend 
on certain websites and can block certain 
websites for specific increments of time.

17 Learning Differences and Medical Education
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students may experience anxiety or depression in 
response to their academic struggles. Often, they 
are intimately intertwined and must both be 
addressed. We believe that it is critical to main-
tain communication and collaboration between 
our team and other colleagues caring for our 
patients. Mental health providers can play a criti-
cal role in helping students develop a healthy per-
spective in understanding their strengths and 
challenges. In addition, mental health providers 
frequently tell us that the insights they derived 
from reading our reports were helpful in their 
work with our mutual patients.

 Faculty and Learner Attitudes 
and Frustration

Traditional psychoeducational assessments can 
be expensive and not sufficiently sensitive or 
specific to identify the most common dysfunc-
tions that undermine performance. Effective 
interventions are not always readily available 
and can become quite expensive. Who funds the 
assessment and remediation is highly variable 
across schools. However, beyond these real 
logistical and financial obstacles, the attitudes 
of faculty, administrators, other students, and 
students who struggle themselves create the 
most significant barriers to the effective man-
agement of academic difficulties. Recent devel-
opments in the mind, brain, and education world 
rarely find their way into the journals commonly 
read by health professions faculty. Therefore, 
many are unaware of the wide range of normal 
variation in learning processes, the high preva-
lence of minor dysfunctions even among high 
performers, the extent and duration of neuro-
plasticity over the course of adulthood, and the 
increasing availability of accessible instruc-
tional materials. Some may still believe that 
learning differences and disabilities are synony-
mous with intellectual disabilities and therefore 

are inconsistent with safe clinical practice. 
Some continue to see learning challenges as 
“problems of motivation.”

We have also encountered faculty members 
and students who “intellectually” understand 
the various bases of learning variations but con-
tinue to believe that providing support or 
accommodations affords an unfair advantage to 
students with disabilities or enables otherwise 
unfit physicians to practice medicine. This is 
emphatically untrue. When applied appropri-
ately, academic support and accommodations 
level the playing field by removing arbitrary 
barriers that might prevent otherwise qualified 
students from accessing the curriculum and 
acquiring and demonstrating requisite knowl-
edge and skill. At a minimum, faculty members 
have both a legal and moral obligation to pro-
vide reasonable accommodations to medical 
students with diagnosed learning disabilities. 
Effective teaching also requires faculty mem-
bers to understand the high prevalence of low-
intensity learning variations that prevent many 
students from fully accessing the curriculum 
and participating in assessments that provide an 
accurate measure of their knowledge and skills. 
With this understanding, they can embed more 
inclusive educational strategies in their instruc-
tion (e.g., allowing students to access videos, 
PowerPoint slides, and practice questions in 
advance of their lectures), ensure that students 
have reasonable opportunities to demonstrate 
their knowledge and skills, and help them 
choose among the increasing number of 
resources available to support medical 
learning.

 Conclusion

We have provided a conceptual framework and 
vocabulary for understanding and describing the 
wide range of normal variations in cognitive 
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abilities in all students. We have listed the 
important parameters that describe when learn-
ing variations become “disabilities” within the 
context of the Americans with Disabilities Act 
(ADA) and the legal obligations when working 
with students with diagnosed disabilities. We 
have also provided potential ways of appreciat-
ing each student’s unique profile of strengths 
and challenges and integrating that understand-
ing into approaches to education and assess-
ment. Finally, for those working more actively 
with struggling students, either in the diagnostic 
process or in providing ongoing support, we 
have provided practical advice to add effective-
ness in this work.
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18Trainee Well-Being 
and Remediation

Kendra Moore, Sarah Williams, 
and Larissa Thomas

 Introduction

Caring for patients is a meaningful and reward-
ing vocation. It is a tremendous privilege to 
accept patients’ secrets, decode their symptoms, 
heal their ailments, and empower them to 
change their lives for the better. Yet our profes-
sions have also grown more stressful, with 
increasing productivity expectations, higher 
documentation and bureaucratic burdens, sicker 
patients, and rapidly expanding medical knowl-
edge and technology.

Unsurprisingly, then, healthcare profession-
als are suffering from significant work-related 
distress [1–3]. Burnout is extremely common: 
44% of practicing US physicians reporting at 
least one symptom of burnout [3], with indica-
tions that trainees experience similar or even 
higher rates of distress [1]. Asking our learners 
directly about how they are doing, normalizing 

the distress and stress that accompany training, 
and listening closely will often reveal well-being 
challenges.

In this chapter, we will discuss stress and dis-
tress in health professions trainees and review 
common “presentations” of well-being issues. We 
will then review some of the evidence-based inter-
ventions that have been shown to reduce burnout 
and promote well-being and share our approach to 
improving well-being for distressed, poorly func-
tioning, or troubled learners. Admittedly, the liter-
ature cited in this chapter is physician and United 
States-centric, as most of the research in this area 
has focused on American physicians, residents, 
and medical students. However, we believe that 
the general principles apply broadly to healthcare 
trainees. We also recognize that well-being is 
deeply tied to cultural context, and we look for-
ward to learning more about the well-being of 
trainees throughout the world.
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 Influences on Trainee Well-Being

We list three important influences on healthcare 
professional distress below.

Practical and Emotional Challenges of Early 
Clinical Experience: As they are beginning to deal 
with all the daily stresses of being a healthcare 
worker, trainees encounter, for the first time, many 
of the most emotionally challenging experiences of 
healthcare practice, such as witnessing suffering, 
physical and mental trauma, and challenging ethi-
cal dilemmas. Often, trainees face these experi-
ences alone, with few opportunities to share their 
experiences and emotions in an environment that 
generally discourages vulnerability.

Personal and Professional Development: 
Younger trainees also face the central develop-
mental tasks of early adulthood: forming per-
sonal and professional identity (see Chap. 13), 
building healthy relationships, and finding mean-
ing and engagement. Some may also undergo 
ongoing neurological development, for example, 
in executive functioning (see Chap. 11). These 
factors, combined with a lack of control over 
their daily lives and insufficient time to engage in 
self-care, can eat away at emotional reserve [4].

Social Determinants of Health: Many 
trainees, and indeed practicing healthcare pro-
fessionals, are troubled and frustrated by work-
ing in a system where the broad range of caring 
and sophisticated techniques seem useless in 
the face of societal problems such as homeless-
ness, discrimination, substance use disorders, 
lack of access to education and healthcare, and 
all the other negative social determinants of 
health.

 Presentations of Distress

Pressures on clinicians and trainees can manifest 
in several ways, ranging from a low-grade, vague 
unhappiness to clinical psychological problems 
and competency issues. Such troubles may appear 
differently in different people: one trainee experi-
encing burnout may become socially withdrawn, 
another may become disorganized and inefficient, 
still another may begin acting disruptively. It is 
therefore important to identify when something is 
wrong and how problematic and urgent it is.

Box 18.1: Defining Terms
Stress: the body’s reaction to a change 

that requires a physical, mental, or emo-
tional adjustment or response. It is an adap-
tive response, which may not be 
experienced as abnormal or upsetting.

Distress: a negative stress response that 
results from being overwhelmed by 
demands, losses, or perceived threats that 
generates physical and psychological mal-
adaptation [6].

Burnout: a psychological syndrome 
(not a psychiatric diagnosis) characterized 
by depersonalization (feelings of cynicism 
or detachment from one’s work), emotional 
exhaustion, and a diminished sense of per-
sonal accomplishment in a professional 
setting. Engagement, the opposite state, is 
characterized by energy, involvement, and 
a feeling of self-efficacy in the workplace.

Case 1

Toward the end of Jim’s (he/him/his) intern 
year, his residency adviser, Marjorie (she/
her/hers), asked him to come in for a meeting. 
She asked him how he was doing with the 
pressures of intern year and listened to him 
tell her how tired and discouraged he was. 
Jim had started residency optimistic and 
excited but felt more powerless and fatigued 
the longer the year stretched on. He felt that 
teams of doctors were torturing patients in 
the hospital, without attention being paid to 
quality of life or futility of care. He had 
worked with so many patients where he felt as 
if nothing he could do or say would make any 
impact on their health, because they were 
experiencing homelessness, repeated trauma, 
or substance use disorders.

K. Moore et al.
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Fig. 18.1 Drivers of burnout. It is important to note that 
the drivers of burnout are complex and largely out of con-
trol of the trainee or health professional; they include indi-

vidual, team, organizational, and cultural/societal factors, 
represented in this schema [8]

When Jim spoke about his feelings of pow-
erlessness and fatigue, Marjorie remem-
bered the same feelings during her intern 
year. In fact, she remembered some of those 
feelings from her last time on service. She 
normalized Jim’s feelings and shared his 
despair over the magnitude of factors that 
affect patients’ health that doctors cannot 
control. 
After discussing his feelings, she told him 
that she was concerned about tasks drop-
ping off his list and his cynical comments 
on rounds. She wondered if he was experi-
encing burnout. Jim teared up as he 
acknowledged that he felt as though he did 
not have any more to give.

While stress is a normal, and in many cases 
necessary, growth-promoting aspect of medical 
training and practice, distress is an unhappy, dys-
functional condition that can have a wide variety 
of physical, psychological, and behavioral conse-
quences, as described below. These consequences 
do not remain at the individual level: they can 
translate into significant problems for patients, 
colleagues, and healthcare systems [5].

 Burnout

Burnout is a manifestation of the enduring cumu-
lative workplace stressors present in healthcare 
practice over time and consists of three major 
components [7]. In addition to its deleterious 
effects on dedicated clinicians, burnout may 
associate with, or lead to, other forms of distress, 
such as depression, suicidality, or alcohol and 
substance use. Drivers of burnout are delineated 
in Fig. 18.1.

Burnout and depression can look similar; 
however, depression usually manifests in all 
areas of life (see below), whereas burnout is 
generally confined to reactions, feelings, and 
behaviors around work, though overlaps occur. 
Overall, burnout is best conceived as a response 
to the cumulative effect of workplace factors on 
the individual, rather than symptoms caused by 
a psychiatric condition or personal weakness.

 Compassion Fatigue

As a result of repeated exposure to traumatized 
patients, trainees may experience compassion 
fatigue, a state of physical and mental exhaus-
tion caused by a depleted ability to cope with 
one’s everyday environment [9]. Those suffer-
ing from compassion fatigue often feel that 
they have nothing left to give, resulting in exis-
tential pain and questioning of their identity 
and purpose [10].

18 Trainee Well-Being and Remediation
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 Work-Life Tension

Excessive workload, limited control over sched-
ules and workflows, limited financial resources, 
and tension between work responsibilities and per-
sonal lives can lead to significant stress for train-
ees. Personality traits common in healthcare (e.g., 
perfectionism) can contribute to these challenges.

 Presentations Related to Background 
and Identity

Trainees come to the health professions from all 
sorts of backgrounds, which may inform their 
experience of healthcare training and practice. 
We list some well-being challenges related to 
trainee identity.

 Imposter Syndrome
“Imposter syndrome” is characterized by chronic 
feelings of self-doubt and fear of being discovered 
as a fraud. Between 25 and 50% of medical students 
experience imposter syndrome, with women being 
twice as likely to face these feelings [11]. Trainees 
are particularly vulnerable to imposter syndrome at 
times of transition and uncertainty [12].

 Stereotype Threat
Trainees who identify as being part of a social 
group or background that has been subject to 
negative stereotypes may feel that they must 
work harder and perform better to disconfirm 
those stereotypes. This “stereotype threat” causes 
stress and anxiety that can impede performance 
[13]. Individual discussion of performance issues 
must be undertaken with care so as not to rein-
force these fears (see Chap. 3).

 Perfectionism
Healthcare professions often attract perfection-
ists. Perfectionism can drive distress, particu-
larly when coupled with low self-compassion 
[14, 15]. Perfectionists fear that they are never 
good enough, a misconception supported by an 
aggressively achievement-oriented healthcare 
culture.

 Presentations Related to Mental 
Health

 Depression and Suicide
Depression is more common, and suicide is 2–4 
times more common, in physicians than in the 
general population [16]. Up to 30% of residents 
experience depression [17].

 Alcohol and Substance Use
Up to one in five American physicians abuse 
alcohol [18]. Other healthcare professionals are 
also at increased use of substance misuse, with 
30% of dentists reporting high-risk alcohol use in 
the past month and 13% of pharmacists reporting 
the use of non-prescribed controlled substances 
in the past year [19].

 Other Psychiatric Concerns
The years of health professions training coincide 
with the age of onset of several serious mental 
illnesses, which can be exacerbated by the 
stresses of training and practice. These include 
unipolar depression and bipolar disorder, anxiety 
disorders, eating disorders, attention deficit dis-
order, schizophrenia and other psychotic disor-
ders, and obsessive-compulsive disorder. In 
addition, we suspect that subclinical post- 
traumatic stress disorder is more common among 
health professionals and trainees than generally 
recognized. Unless they compromise patient 
care, most psychiatric illnesses, if properly 
treated and monitored, do not preclude complet-
ing training and achieving competence. In deal-
ing with psychiatric illness (as with any other 
illness), it is very important to distinguish 
between “illness” and “impairment” and to care-
fully assess “fitness for duty” (see Chaps. 20, 26, 
29) in addition to simply considering their diag-
noses [20, 21].

 Approach to Trainee Well-Being

Becoming a healthcare professional is a demand-
ing and profound developmental process, which 
involves acquiring vast knowledge and skill, 
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developing professional responsibility, making 
difficult decisions, witnessing suffering, and even 
holding others’ lives in one’s hands. As teachers 
and mentors, our job is to educate and support 
trainees in their efforts to move through this pro-
cess in a healthy and successful way.

Since the last edition of this book, the litera-
ture around interventions that may reduce burn-
out and promote well-being has exploded. 
Several different models of drivers of well-being 
and the interventions that facilitate it have been 
developed (Table 18.1); this is not an exhaustive 
review but a collection of some examples with 
citations for further reading.

Two important revelations have emerged from 
this body of research. First, well-being is a shared 
responsibility between individuals and the sys-
tems in which they work, requiring systemic 
change in addition to support and education for 
individuals [24]. However, mandatory, individu-
ally focused interventions for self-care are less 
likely to make a significant impact [25]. The most 

effective well-being programs offer a range of 
resources that trainees can choose from to best 
meet their needs (Table 18.2).

Based on these frameworks, we detail our 
five- pronged comprehensive approach to pro-
moting well-being in medical training (summa-
rized in Box 18.2). This conceptual and practical 
approach encompasses efforts that can be made 
today, as well as broader, ongoing efforts toward 

Table 18.1 Frameworks for conceptualizing physician 
well-being

Framework Description
Shanafelt-Noseworthy 
Model [8]

Workplace driver 
dimensions of burnout

National Academy of 
Medicine Model [22]

Detailed conceptual 
framework for drivers of 
well-being

Stanford University 
WellMD Professional 
Fulfillment Model [23]

Conceptual model for 
domains of comprehensive 
well-being

Charter on Physician 
Well-Being [24]

Framework for ideal future 
state

Table 18.2 Examples of well-being issues and linkage to interventions

Domain of 
well-being 
[23]

Driver of 
engagement [8]

Manifestation of 
well-being issue 
(Lack of driver can 
lead to …)

Example intervention by domain of well-being

System level Individual level
Culture of 
well-being

Organizational 
culture and values

Burnout Established health system 
boundaries for expectations 
of after-hours work

Role modeling of 
self-care by educational 
leaders

Social support and 
community at 
work

Imposter syndrome Institutional peer support 
programs

Processing groups that 
normalize experiences 
and struggles of training

Work-life 
integration

Work-life tension Paid parental leave Contingency plans for 
personal crises

Control and 
flexibility

Burnout Programs with built-in 
redundancy to allow for 
flexible time off policies for 
trainees

Ability to trade 
schedules for important 
personal events

Efficiency of 
practice

Workload and job 
demands

Perfectionism Highly functioning 
interprofessional teams with 
clear responsibilities

Open communication 
between trainees and 
supervisors about 
demands

Efficiency and 
resources

Compassion fatigue Investment in technological 
solutions to efficiency 
challenges (e.g., laptops for 
rounds)

Individualized 
mentorship on managing 
work-related demands

Personal 
resilience

Meaning in work Compassion fatigue Schwartz Center Rounds for 
interprofessional teams to 
reflect on meaningful 
experiences [26]

Mindfulness courses, 
Balint groups
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individual/group wellness and culture/systems 
change. Please note that interventions occur in at 
least one of the three categories, following the 
Stanford Model of Professional Fulfillment [23]: 
culture of well-being, efficiency of practice, and 
personal resilience.

 Advocate

As teachers, mentors, and supervisors, we must 
advocate for legislation and organizational 
changes (several of which we describe in the next 
sections), that will enhance our trainees’ well- 
being and engagement. Problems are perceived 
as less overwhelming when we have some con-

trol or agency over our circumstances. In addi-
tion, we must also support and protect our 
learners when they advocate for themselves in 
schools and residencies, or around broader 
healthcare issues.

 Prevent

Rather than waiting to “remediate” burned-out 
trainees, we strongly believe that both prevention 
of distress and burnout and promotion of engage-
ment and flourishing should be our goals. 
Prevention includes both changes to our clinical 
culture and systems and preventive health mea-
sures for individuals and groups.

 Create a Culture of Well-Being

While changing culture can be a difficult 
endeavor, teachers and educational leaders have 
the opportunity to influence culture within their 
programs and at the health system and societal 
levels [27]. The first and most essential goal is to 
establish trainee well-being as a core priority of 
training programs, departments, and healthcare 
organizations. We should establish wellness 
champions, who, along with students and resi-
dents, can be included in all decisions and plan-
ning that affect their well-being.

Build a supportive learning climate: A posi-
tive learning climate has a significant impact on 
trainees’ work-related well-being [28]. It should 
normalize emotion and anticipate the emotional 
challenges that arise when learning to be (and 
ultimately practicing as) a healthcare profes-
sional [21]. Role modeling by educational lead-
ers reinforces this culture; in particular, showing 
vulnerability around sharing challenges or past 
mistakes can be extremely impactful. A support-
ive learning climate also requires integration of 
curricula designed to raise awareness of well- 
being issues and promote recognition of those in 

Box 18.2: Five-Pronged Approach to 
Promoting Well-Being in Health Professions 
Trainees

• Advocate: Advocate for legislation and 
organizational policies that enhance 
physician well-being

• Prevent: Create supportive, health- 
promoting programmatic structures 
(schedules, coverage arrangements, and 
social interactions) and challenge insti-
tutional cultural and personal attitudes 
that impede well-being.

• Teach: Offer trainees skill-building curri-
cula and ongoing processing opportunities

• Monitor: Establish open, supportive 
relationships with trainees and be avail-
able, be observant, and reach out; con-
sider well-being issues when problems 
with competency are identified

• Act: Practice humble inquiry when 
issues are identified, support trainees to 
connect with appropriate treatment, 
reflect and make programmatic changes 
based on feedback
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crisis by their peers [29]. When in the hands of 
individual teachers, setting a positive learning 
climate is also a critical facet of the third prong of 
our approach, i.e., teach (see below).

Preserve control and flexibility: The lack of 
control and flexibility around work lives is one of 
the biggest causes of distress and poor  satisfaction 
for trainees as well as practicing physicians. 
Program structures that preserve as much control 
and flexibility as possible for trainees result in 
successful and satisfied trainees [30]. We highly 
recommend allowing trainees to make day-off 
requests, trade schedules, and attend to personal 
obligations during work hours.

Develop crisis plans: Because of the nature 
of both our work in healthcare and our lives as 
human beings, crises will arise. Some crises will 
be personal, affecting an individual trainee (e.g., 
the death of a loved one, personal illness). Others 
will be institution- or society-level events (death 
of a colleague, natural disasters, social unrest, the 
COVID-19 pandemic) that deeply and broadly 
affect the well-being of trainees, as well as patient 
care needs and arrangements. As educators, we 
should expect that both personal and societal cri-
ses will happen and plan for them. For individual 
crises, programs should have a protocol that 
includes information on practical concerns and 
accessing resources, as well as a coverage system 
allowing trainees to take time off as needed. For 
institutional or societal crises, programs should 
prepare for rapid deployment of support and 
resources to trainees, focused on providing for 
basic needs, such as food, lodging, safety, and 
support [31].

Address financial needs of students and 
residents: Many medical students and residents 
have limited socioeconomic resources. They may 
need help accessing funding such as loans or 
grants, help with financial management, and 
opportunities to earn extra income through 
training- relevant work.

 Promote Efficiency of Practice

Despite two decades of efforts to rehabilitate 
work hours for trainees, health professions train-
ing maintains an exhausting schedule. Reducing 
absolute hours alone is not enough due to work 
compression (expecting trainees to complete the 
same amount of work in less time while main-
taining expectations to meaningfully connect 
with patients). Programs must attend to working 
conditions and the tension between service and 
education [32]. Practical approaches include 
reducing time spent on noneducational, non- 
patient care activities; use of scribes and adminis-
trative coordinators/assistants; and offering flex 
time and job sharing [33]. Efforts can include 
leveraging technological solutions that stream-
line care (e.g., messaging and sign-out tools) and 
coaching trainees on using them.

 Encourage Enhanced Personal 
Resilience

Mind-body techniques can confer physical and 
psychological benefits.

• Breathing techniques are particularly helpful 
as they can be easily and unobtrusively used in 
challenging situations. These, in concert with 
other training such as guided imagery, pro-
gressive relaxation, and autogenic training, 
improve distress tolerance [34].

• Mindfulness and mindfulness meditation 
affect major elements of burnout (depersonali-
zation and emotional exhaustion) in trainees, 
although mandatory mindfulness programs 
may not be effective [22, 35]. Mindfulness- 
based cognitive therapy may also prove to be 
helpful in trainees; studies suggest that it 
reduces suicide and hospitalizations in veter-
ans with PTSD and recurrent depression [36].

• Yoga has been shown in numerous studies to 
promote physical health; promote recovery 
from and treatment of addiction; reduce stress, 
anxiety, depression, and chronic pain; improve 
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sleep patterns; and enhance overall well- being 
and quality of life [37].

Cognitive-behavioral therapy (CBT) has been 
shown to reduce suicidal ideation and anxiety in 
trainees and can be effective using Web-based 
strategies [38, 39]. CBT helps participants recog-
nize and change fixed, dysfunctional thoughts 
and reactions and have a healthier perspective on 
difficult situations [40].

Opportunities for group processing should be 
regularly scheduled, ideally with a trusted facili-
tator, since it is not always possible to address 
difficult events right when they happen. These 
meetings work best with naturally occurring 
groups (e.g., students at the same training level; 
trainees working together in the ICU). Such 
groups can allow and encourage self- exploration 
and awareness, to validate experiences, to sup-
port and feel support, and to enhance empathy 
and understanding toward others. There are a 
variety of group formats that are useful in the set-
ting of health professions training and practice, 
including open-ended groups [41], Balint groups 
[42], narrative medicine groups (see Chap. 15), 
and Schwartz Rounds [26].

 Teach

Appropriate teaching and training are essential to 
promote and maintain well-being and excellence 
in our trainees. In addition to its intrinsic value, 
quality education helps trainees learn the knowl-
edge, understanding, and skills necessary to pre-
pare them for the stresses and challenges that lie 
ahead. Increasingly refined educational 
approaches, including hands-on, participatory, 
and collaborative learning, give teachers the 
opportunity to work with and observe trainees in 
their “natural habitat,” to identify signs of dis-
tress or impaired functioning.

Though seemingly distant from explicit teach-
ing about wellness, addressing specific topics can 
provide trainees with important knowledge, 
understanding, and skills to navigate common 

challenges of training and practice. These topics 
include understanding our own feelings, reac-
tions, and behaviors (see group processing sec-
tion above); communicating effectively, 
especially in tough situations; coping with dis-
turbing events, including disability, suffering, 
and death; addressing difficult clinical, moral, 
and ethical quandaries; and medical errors and 
bad outcomes.

 Education for Well-Being

The Accreditation Council for Graduate Medical 
Education (ACGME) now requires that residency 
programs provide educational content related to 
well-being [43]. An increasing number of health 
professions schools are also incorporating this 
training.

Clinicians who have deliberate self-care strat-
egies are less likely to experience burnout. Those 
who focus on the meaning in their work, foster 
positive emotions, attempt to integrate work with 
their personal lives, and tend to their physical 
health have higher quality of life [44]. Lowering 
barriers and creating protected time to pursue 
these and other strategies (such as exercise, 
engaging in hobbies or avocations, and spiritual 
and religious practices) will set them up for satis-
faction and success in their careers.

 Monitor

Despite the help of preventive interventions and 
education, trainees will continue to experience 
distress and functional deficits. Therefore, we 
must remain alert to how our learners are doing, 
identify problems early, and intervene as soon as 
problems occur. There are several evidence-based 
approaches to monitoring; we encourage braid-
ing techniques together to support learners with 
different personalities and coping styles.

Educators recognize that “on-the-ground” 
observation and intervention can be a valuable 
approach to identifying trainees in distress. 
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Regularly checking in with learners in various 
educational venues conveys care about how 
they are doing and coping and acknowledges 
that emotionally difficult situations arise every 
day in clinical practice. Check- ins also 
acknowledge that clinical practice is rife with 
difficult situations and that maintaining well-
being is critical. Preexisting processing groups 
(see above) can provide regular  opportunities 
for these check-ins, which may also take place 
in passing.

Some programs have found success with 
coaching/advising programs in which trainees 
can feel comfortable discussing tough issues 
openly, either with near-peer leaders or trained 
faculty who provide longitudinal coaching [45, 
46]. Creating protected time to visit a therapist 
may reduce stigma and encourage participation 
in needed mental healthcare [47].

Most trainees are well versed in the “hidden 
curriculum” of medical training and may be 
reluctant to acknowledge problems or per-
ceived weakness. Supervisors and respected 
clinician- teachers need to model honest, but 
boundaried, discussions of the issues (perhaps 
including their own) and make it routine to 
check in with all trainees. While some will 
have little trouble letting you know how they 
are, others will be more guarded and will 
require a more indirect approach.

To identify trainees who are not reaching 
out for help, some programs use regular online 
well- being screening. One commonly used 
tool is the Well-Being Index (WBI) (https://
www.mededwebs.com/well- being- index), val-
idated in various professions and stages of 
training [48]. Other options for screening 
include the Maslach Burnout Inventory (the 
most commonly used instrument in research 
studies), the Copenhagen Burnout Inventory, 
and the Stanford Professional Fulfillment 
Index.

 Act and Intervene

Once a problem is identified, sit down with the 
trainee and address the situation by listening, 
normalizing reactions and emotions, and, poten-
tially, troubleshooting. Consider their emotional 
and functional state, and pitch your questions 
and conversation appropriately. As health pro-
fessionals, we may wish to step in immediately 
to “fix” things; however, it is most beneficial to 
begin the intervention process with sincere curi-
osity, an open mind, and authentic, nonjudgmen-
tal inquiry. As we seek to understand, we can 
build a trusting, collaborative relationship before 
rushing in with advice and solutions. When 
counseling learners who are struggling, we find 
it helpful to acknowledge the extent to which 
well-being is impacted by factors outside of the 
learners’ control. Further counseling or interven-
tions may include those shown in Table 18.3 and 
Fig. 18.2.

Marjorie told Jim that she had some ideas 
about things they could do to help him get 
through the rest of the year, but she wanted 
his perspective and ideas. He told her that 
he just wanted time to sleep. Marjorie 
arranged for Jim to have a couple of days 
of coverage so that he could take some 
space to breathe. She offered him an 
appointment with the Faculty and Staff 
Assistance Program during that time, and 
he accepted.

Table 18.3 Escalating interventions

• Explore problems and provide counseling
• Refer for peer support
• Refer for therapy
•  Plan with dean of students, residency directors, and 

department chairs to create program modifications
• On-site physician/student wellness programs.
•  Statewide (medical society) physician health 

committee
•  Regulatory bodies, such as the Office of 

Professional Medical Conduct
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Fig. 18.2 Schematic for supporting trainees with well-being challenges

Consider referring the trainee to your health 
system’s peer support program. When clinicians 
are in distress, they may prefer to speak with a 
peer who understands what they are going 
through [49]. Referral to mentors for support can 
also be helpful, particularly when trainees are 
struggling with identity-related well-being 
issues. Regularly scheduled groups, mentioned 

above, are also excellent options for ongoing 
support.

If you are able, and the trainee feels that it 
would be helpful, explore the possibility of time 
off or modifications to the trainee’s schedule. 
Given the stress of healthcare profession train-
ing, an extra day or two off can sometimes pro-
vide the space needed to process emotions or 
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understand distress. Space may need to be made 
for attention to these issues on an ongoing basis. 
When considering options, the trainee’s supervi-
sor (dean of students, program director, etc.) 
should be involved. To preserve trust, always 
inform the trainee prior to divulging information 
to their supervisor, and remember that, in this 
context, you are serving as the trainee’s educa-
tor, not their treating clinician.

At any point, if it sounds like the trainee would 
benefit from dedicated time with a professional 
to process emotions and/or build skills, consider 
connecting them with psychotherapy. Most insti-
tutions now have a counseling program dedicated 
to faculty and staff: an easy place to start.

 Impaired and Disruptive Trainees

In rare cases, concerns for impairment in clinical 
practice arise. According to the Joint Commission, 
the healthcare system’s accreditation organization 
(https://www.jointcommission.org), clinicians with 
significant concerns about impairment, or danger-
ous disruption, may be required to be evaluated 
(and hopefully helped), by a series of boards and 
committees, each with somewhat different goals 
and  practices. These bodies include the following:

• The healthcare system’s clinical staff commit-
tee: designed to gather and evaluate the infor-
mation on the clinician and decide if further 
evaluation or remediation is needed. These 
clinical staff committees are separate from 
any disciplinary proceedings.

• State Committees on Physician Health (CPH): 
A step-up in power from hospital committees, 
but still oriented toward helping healthcare 
professionals with their problems, working 
with the professional’s program to make 
remediation plans, and getting the provider 
back to work, often with temporary supervi-
sion and monitoring. Referrals to CPH can be 
made anonymously.

The above programs are designed to help, 
support, and remediate. They are places where 
trainees and clinicians can discuss their prob-
lems with a knowledgeable, empathic profes-
sional and get help in a safe and confidential 
environment. In most cases, trainees can com-
plete their training program after engaging in 
this remediation process. Dismissal is only con-
sidered after extensive efforts to support return 
to training and practice have been exhausted.

The immediate space helped Jim take a lit-
tle time to process and connect with sup-
port. After 3 days, he felt well enough to go 
back to work. His burnout was not “cured,” 
but he had had time to think about his own 
self-care plan. Over time, he was able to 
integrate psychotherapy, more time with 
friends outside of medicine, exercise, and 
mindfulness into his routine. At the begin-
ning of his second year, he realized that he 
no longer felt dread on waking on a work 
day morning.

Mark (he/him), a well-regarded junior fac-
ulty hospitalist, was found to be misusing 
alcohol: he often showed up on the hospital 
wards with alcohol on his breath, slurred 
speech, and being unable to clearly articu-
late his thoughts. The day after this prob-
lem was identified, he was evaluated by the 
hospital’s medical staff committee, and the 
decision was made to refer him for alcohol 
abuse treatment. Mark walked out of the 
meeting to find the chief of his department 
with a limousine waiting to take Mark to a 

“professionals-only” alcohol treatment 
center some distance away.

When he returned, sober and well- 
functioning, arrangements were made with 
the State Committee on Physician Health 
for 3  months of monitoring and supervi-
sion; after this time, he was able to con-
tinue his work without monitoring and 
without further incident.
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• State Offices of Professional Misconduct 
(OPMC): These are powerful boards whose 
stated mission is to protect the profession and 
the public from providers who are signifi-
cantly impaired or engaging in serious mis-
conduct. Their processes can seem harsh, 
including publishing alleged misconduct 
online, or even taking away licenses. 
Generally, significant efforts have been made 
by programs and institutions to address the 
problem before an individual clinician’s case 
is raised to an OPMC.

Many trainees have concerns that seeking 
mental health treatment will have negative effects 
on future licensure and career opportunities. In 
states where questions on licensure applications 
ask about the history of diagnosis or treatment of 
mental illness (rather than asking only about cur-
rent impairment), clinicians are more likely to be 
reluctant to seek care for a mental health condi-
tion [50]. The Federation of State Medical Boards 
has recently affirmed that application questions 
should focus on current issues and impairments 
[51]. Although not all states have yet changed 
their applications, these new policies represent 
progress in destigmatizing help-seeking for men-
tal illness.

 Conclusion

We strive to train clinicians who are whole and 
can prioritize their own and each other’s well-
being as well as that of their patients. We must 
teach them to take satisfaction in a job well done, 
a patient well cared for, a staff member sup-
ported, or teamwork accomplished; to be proud 

of their achievements, humble in the face of all 
the things we do not know and cannot fix, resil-
ient enough to roll with the punches when they 
come, and to know when to stand up and fight for 
what they need. We have a long way to go, as a 
healthcare community and as a society, to address 
the well-being of healthcare professionals. We 
hope that the approaches laid out in this chapter 
will help us do so.
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19Faculty Development: Preparing 
to Conduct Remediation

Adina Kalet and Sondra Zabar

 Introduction

Ideally, every health professions educator’s job 
description would include conducting remedia-
tion. After all, we rely almost entirely on the 
judgment and skills of frontline educators to 
identify and remediate our trainees. Usually, 
though, only a few individuals take up this chal-
lenge with the enthusiasm, knowledge, skills, and 
compassion required to be effective. Moreover, 
institutions provide highly variable support and 
at times may hinder remediation by casting it as 
fundamentally regulatory and punitive rather 
than educational.

Health professions educators are unique 
among other faculty members in higher educa-
tion in that we routinely “live” with the learners 
we supervise. We engage in patient care with 
trainees at our sides. As trainees gain our trust, 
we gradually allow them more independent prac-
tice until they can conduct patient assessments 
and make high- stakes decisions. Therefore, we 
are exceptionally motivated to ensure that our 

trainees are trustworthy. We are also uniquely 
qualified to conduct remediation because the 
clinical reasoning model (see Chap. 9) corre-
sponds to clinical skill remediation practices: 
both use evidence to determine diagnosis and 
prognosis, implement therapies, and monitor out-
comes. Additionally, clinicians manage complex 
high-stakes problems, combine rigorous critical 
thinking with skillful communication, and inhabit 
a culture of maintaining confidentiality and 
working within a clear code of ethics. Possibly, 
the most important reason healthcare profession-
als should vigorously take on the responsibility 
of conducting remediation is that in doing so, we 
fulfill our professional obligations to society. 
However, given the intellectual and emotional 
challenges of working with learners who strug-
gle, many prefer to avoid confrontation or iden-
tify and empathize with the trainee and therefore 
“cut them some slack.” Some faculty blame the 
trainee or the system for allowing this problem to 
go unaddressed. Others remain dubious that 
effective, practical remediation strategies exist. 
For these reasons and more, we frequently abdi-
cate our responsibility and do not identify learn-
ers who struggle early enough to intervene 
effectively.

In contrast, many institutions have a few dedi-
cated educators who have developed the needed 
expertise and deeply enjoy the work of remedia-
tion. Increasingly, institutions are moving from 
ad hoc remediation interventions—rooting out 
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“bad apples”—toward systematic programmatic 
approaches, which at their best are continuous 
quality improvement efforts that sustainably 
engage all learners and teachers (see Chap. 2). 
Most trainees, whether identified as struggling or 
not, deeply appreciate the opportunity to address 
a vexing weakness in a supportive and confiden-
tial manner. Even when the outcome is not ideal 
for the learner, the remediation process can clar-
ify and satisfy, and long-term outcomes are likely 
to be optimistic. But without faculty  development 
in this domain, our institutions will lack adequate 
capacity to address the need to get learners back 
“on course” when required.

In this chapter, we assert that effective faculty 
development for remediation is an organizational 
capacity-building process that requires both indi-
vidually and institutionally focused approaches. 
We propose a set of specific competence areas for 
individual faculty development and briefly dis-
cuss attributes of teachers, theories of learning, 
and teaching strategies that affect the ability to 
remediate effectively. We discuss the importance 
and specifics of developing judgment, facilitation 
skills, emotional intelligence, courage, and atti-
tudes consistent with effective remediation work. 
Finally, we propose the need to organize these 
activities with the intention of creating a commu-
nity of practice in remediation, integrated with 
other important communities of practice (e.g., 
education and workplace), to ensure healthcare 
systems that are optimally “competent” and con-
tinuously learning.

 Who Should Conduct Remediation?

As discussed above, the most effective facilita-
tors of clinical competence remediation are likely 
to be educators deputized by educational pro-

gram leaders who are responsible for making 
promotion, graduation, and dismissal decisions. 
We feel strongly that educators should be in 
charge during two critical stages of remediation: 
initial identification and summative assessment 
(see Chap. 6). Once specific issues are identified, 
a variety of specialists can add value. These 
experts most often include communication 
coaches, experienced standardized patient train-
ers (who often have additional training, for exam-
ple, in feedback or drama therapy), learning 
specialists, study skills and executive function 
coaches, mental health professionals (such as 
psychiatrists and psychologists), and respected 
faculty members who function as professional-
ism role models and/or clinical skill coaches.

 Faculty Development 
for Remediation

 Specific Competencies for Faculty

The institutional capacity to remediate struggling 
trainees is dependent on the number, commit-
ment, and expertise of available faculty members. 
While not every member of the teaching faculty 
must lead remediation efforts, the more compe-
tence there is in the faculty as a whole, the better 
the community can manage struggling learners. 
Faculty members who have a talent for working 
with trainees one-on-one and commit to develop-
ing learners’ clinical competence are ideally 
suited for this work (see Chaps. 4 and 6). 
Table  19.1 lists learning objectives for faculty 
development in clinical skill remediation. 
Appropriately, many of these attributes align 
closely with those identified for effective 
clinician- educators [1].
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Table 19.1 Specific competencies and objectives and suggested reading in this book

Clinical educators conducting remediation should be able to …
 1.  Explore personal perspectives, attitudes, and beliefs that inhibit identification of learners who struggle (see 

Chaps. 2 and 6)
 2.  Articulate how current learning theories apply to routine medical teaching and assessment practice as well as 

remediation (see Chaps. 2, 4, and 19 below)
 3. List common and uncommon areas of difficulty for trainees who struggle (see Chaps. 7–18)
 4. Discuss the role of adaptive learning in assessing clinical competence (see Chap. 4)
 5.  Collaborate with learners on useful individualized remediation plans with proper accountability, based on 

critical review of objective and subjective assessment data for an individual learner (Chaps. 4, 6–17)
 6.  Discuss the underlying assumptions of various assessment strategies and common misunderstandings (e.g., 

including psychometric and sociopsychological frameworks, the evidence for reliability and validity of 
assessment measures, the impact of context on performance) (see Chap. 19 below)

 7.  Participate enthusiastically in setting standards for trainees and other performance assessment experiences 
including Performance Dimension, Frame of Reference, and Behavioral Observation training in order to 
improve skills and understand relevant aspects of “rater cognition” (see Chap. 19 below)

 8. Define clinical competence in a behaviorally specific and measurable manner (Chaps. 7–16)
 9. Identify and design authentic complex tasks in which trainees can demonstrate competence (Chaps. 7–17)
10.  Articulate expectations for professional behavior, appropriate attitudes, needed attributes, and character traits 

of excellent physicians (Chaps. 13 and 14)
11. Recognize, describe, categorize, and address common lapses in professionalism (Chap. 14)
12. Discuss the impact of bias and prejudice on achievement (see Chaps. 2 and 3)
13.  Demonstrate taking an educational history from a trainee, including addressing clues suggesting the presence 

of a Verbal or NonVerbal Learning Disability or Attention Deficit Disorder (see Chap. 17)
14.  Demonstrate the ability to screen for common psychiatric issues that may manifest as or coexist with clinical 

incompetence (see Chaps. 7 and 18)
15. Demonstrate exceptional metacognitive awareness (see Chap. 4)
16. Give effective reinforcing feedback as well as direct and difficult-to-receive constructive feedback (see Chap. 6)
17.  Demonstrate the courage, intellectual rigor, and compassion to make defensible judgments of clinical 

competence in borderline cases (see Chap. 19 below)
18.  Document a concise, useful remediation process that addresses legal and regulatory requirements (see Chaps. 

20, 26, 29)

 What Is Learning? Theories 101

Learning is a fundamental aspect of human life. 
Anyone who has lived with an infant can attest to 
the unstoppable human drive to explore, discover, 
and master their world. However, this drive 
toward competence can also be dangerous unless 
we have guidance in learning and protection from 

doing harm. While a working knowledge of 
learning theory is foundational for trained gen-
eral educators, most health professions educators 
do not formally prepare for their teaching role 
and therefore cannot connect what they do with 
learning theory. Yet, we each have our own theory 
of learning or beliefs about what it means to teach 
[2] (see http://teachingperspectives.com/drupal/ 
to take the Teaching Perspectives Inventory). 
These beliefs, combined with the desired out-
comes for learning, available resources, and prac-
tical conditions of learning (e.g., bedside rounds, 
morning report), guide how we organize or struc-
ture learning experiences (e.g., by discipline, 
organ system, problem, team, or case) and the 
tactics we use to facilitate learning (e.g., observa-
tion, guided problem-solving, lectures, 
seminars).

Learning Theory
A well-substantiated, research-based, 
coherent group of tested general proposi-
tions commonly regarded as correct, defin-
ing, and explaining learning, which serve 
as a framework to guide educational prac-
tice and explain and predict outcomes.
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Health professions educators must examine 
and critique our own beliefs about learning and 
teaching, since we often base these beliefs on our 
own unique experiences in formal and informal 
learning settings and only sometimes compare 
these with well-substantiated theories. Therefore, 
health professions education is often disorga-
nized, confusing, unacceptably idiosyncratic, and 
inconsistently effective in leading to learning. 
What follows is a brief and selective discussion 
of the intertwining, coevolving threads of learn-
ing theory that currently have significant influ-
ence on health professions education: 
behaviorism, cognitivism, and constructivism. 
Extensive appraisals of this subject are available 
elsewhere [3–7].

Behaviorism. Classical behaviorism, the pre-
dominant learning theory in the late nineteenth 
century, held that all learning could be described 
as a response to a stimulus. In the first decades of 
the twentieth century, with the advent of experi-
mental psychology, Gestalt theory proposed that 
learning occurs as a “flash of insight” produced 
by experiencing something unfamiliar and 
actively analyzing the new experience in the con-
text of the learner’s prior knowledge until the 
underlying patterns and generalizable principles 
become apparent. The teacher supports this active 
process of discovery, a radical departure from the 
then-prevailing view that learning was passive 
and received from teachers.

Neo-behaviorists working in the 1920s saw 
learning as an operant conditioning of observable 
behaviors, proposing that reinforcement by 
reward or punishment was the most important 
factor in learning. Probably, the most iconic 
example of this “programmed learning” tech-
nique in medical education is the best-selling 
book Rapid Interpretation of EKG’s [8], continu-
ously published since 1972 and well known to 
healthcare professionals as a very effective intro-
duction to EKG reading. The behaviorist view is 
also apparent in much of the work to define com-
petence and learning objectives as observable 
behaviors in the second half of the twentieth cen-
tury [9].

Cognitivism. In the 1930s, Jean Piaget stud-
ied child development and suggested that the 

most important factor influencing learning is the 
individual’s stage of cognitive development. This 
stage theory had far-reaching impact on educa-
tion in general. It also stimulated similar work in 
adults, which influenced higher and professional 
education. For example, Kohlberg [10] proposed 
a staged theory of moral development in adults, 
which provides a backbone for our modern 
understanding of moral reasoning, ethical 
decision- making, and professional identity for-
mation (see Chap. 13).

From the 1950s through the mid-1970s, fol-
lowing breakthroughs in the neurosciences, the 
information processing capacities of the human 
mind began to be described in terms such as 
encoding, storing, retrieving, and transferring. 
Deep learning, which can be retrieved and applied 
as needed to solve novel problems, requires 
active information processing. The rich and 
dynamic field of cognitive psychology, which has 
dominated learning science since then, provides 
innumerable relevant insights and tools. Among 
the most important for health sciences education 
and practice has been the idea that learning con-
sists of building symbolic cognitive representa-
tions in what are called scripts or schemas. 
Therefore, most adult learning is seen as the pro-
cess of adding new information to existing net-
works. Experts have rich schemas arranged in 
semantic networks, which include many varia-
tions built through experience. In this paradigm, 
the most important factor influencing learning is 
what someone already knows. This cognitivist 
theory greatly influences the work done to under-
stand how novices learn clinical reasoning (by 
constructing and improving on illness scripts) 
and how to best measure it [11–13]. This para-
digm also provides a rich foundation for the deci-
sion sciences and further refines our understanding 
of clinical reasoning, impact on patient outcomes 
and safety [14], and technology- based systems of 
learning. It also provides a framework for learn-
ing or experience curves, which illustrate how 
deliberate practice produces and sustains exper-
tise [15].

Constructivism. In social constructivism, a 
current dominant learning theory, meaningful 
learning is actively constructed by an individual 
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or a group of individuals through social interac-
tion. A social construct is a concept or practice 
that is created by a particular group. For example, 
competency frameworks define individual com-
petence because we say they do, not because 
there is an inherent truth about professional com-
petence. In fact, sociological (as contrasted with 
psychological) theories tend to situate the focus 
of learning in a social interpersonal environment 
(e.g., team, unit, department, institution, profes-
sion) rather than as a capacity of a single indi-
vidual. Theorists challenge us to consider 
collective competence as highly contextualized 
or situated within a network of complex interac-
tions among clinicians, the patient and family 
members, and the organizational setting rather 
than in any one of those individuals [16]. The 
impact of this view on education practice is 
reflected in the emerging focus in health sciences 
education on quality and safety, workplace learn-
ing, learning communities, and interprofessional 
education.

Through the lens of social cultural theory 
which underlies problem-based learning and 
other activity-based instructional models, learn-
ing occurs when a learner internalizes their inter-
action with others. Teachers construct learning 
experiences partially by identifying and manipu-
lating the “zone of proximal development” 
[17]—the knowledge and skills that learners can-
not yet understand or perform on their own but 
are capable of learning with guidance from teach-
ers or with peers.

Many other important learning, psychologi-
cal, and sociological theories are relevant to 
remediation in medical education. For instance, 
theories that help us understand motivation to 
learn, such as self-determination and self- efficacy 
theory, apply to remediation work [18]. Emerging 
complex conceptual models integrate theories 
from multiple disciplines and perspectives to pro-
vide frameworks for learning in rapidly changing 
environments, such as the Master Adaptive 
Learner model proposed by Cutrer and col-
leagues [19] (see Chap. 4) or competency-based 
education which redefines and provides guidance 
for structuring curriculum and assessment (see 
Chap. 2).

 Faculty Skills for Remediation Work

 The Teacher as Facilitator of Learning

Facilitation of learning is a simple idea: in 
“learner-centered learning,” the teacher sincerely 
and fundamentally values that individual students 
focus on their own learning rather than on the 
teacher’s teaching. This approach is often espe-
cially challenging in the context of remediation, 
where trainees have underperformed or behaved 
badly. Both learner and teacher must embrace a 
growth mindset, believing that learning occurs 
through persistent, effortful pursuit of compe-
tence rather than being committed to notions of 
fixed characteristics such as inherent talent [20]. 
Importantly, learner-centered learning should not 
be confused with teacher passivity or indulgence 
of the learner. An effective facilitator can be 
fierce, active, and demanding. A facilitative 
teacher tends to have an exceptional ability to ask 
frank questions and actively listen to the answers. 
This type of teacher tends to be highly emotion-
ally intelligent and has the capacity to actively 
maintain what the humanist psychologist Carl 
Rogers termed unconditional positive regard for 
learners [21]: regardless of what learners say or 
do, or how well or poorly they perform, they 
deserve basic acceptance and support as individ-
ual people. Rogers believed that unconditional 
positive regard is essential to healthy psychologi-
cal development and to individuals accepting and 
taking responsibility for themselves.

For remediation to be effective and meaning-
ful, there must be trust in the relationship 
between teacher and learner. This trust is 
dynamic and is threatened whenever someone 
“makes trouble” (e.g., a teacher unleashes criti-
cism, or a learner refuses to engage in remedia-
tion). Repair of trust occurs when it becomes 
clear that the trouble does not destroy the posi-
tive regard: the relationship is maintained 
through interacting “nonjudgmentally” and 
expressing fundamental respect for and accep-
tance of the learner even when needing to con-
front and correct performance [22] (see Chap. 
6). These skills of facilitation can be learned and 
refined; one of the longest running and most 
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successful approaches to professional develop-
ment in this domain is the Faculty Training 
Program of the Academy of Communication  
in Healthcare [23] (https://achonline.org/
Programs/ Faculty-in- Training- Program).

 Coaching

In an article in the New Yorker magazine, surgeon 
Atul Gawande related his experience of having a 
very senior surgeon observe him in the operating 
room and provide highly specific feedback on his 
technical performance [24]. This article is often 
cited as having brought the term “coaching” into 
the discourse of health professions education. The 
rise of “coach” as a distinct role of educators par-
allels the rise of competency-based and time-vari-
able structures within health professions programs 
and has been included in many of the recent 
“future of medicine” conversations [25].

Frameworks for the role of the coach in learn-
ing medicine, derived from the extensive litera-
ture in sports, music, and business, have been 
proposed and studied [26]. Proponents of the 
coaching model emphasize its collaborative 
nature, focusing on learner goal-setting, develop-
ing solutions, goal attainment, and development 
of self-directed learning. Coaching differs from 
traditional teaching, role-modeling, and mentor-
ing in being more explicitly structured, learner- 
centered, and data-driven. Coaches also do not 
provide advice or focus on providing general 
psychosocial support (“therapy”). Coaching 
models that incorporate both transactional (exter-
nal motivators such as rules, standards for perfor-
mance data) and transformational (intrinsic 
motivators such as career aspirations) approaches 
appear to be most effective. Several faculty devel-
opment programs both train health professions 
educators as coaches and use a coaching frame-
work to conduct faculty development.

 Cognitive Apprenticeship

Apprenticeship is an ancient and well-worn 
instructional method, still highly valued in health 
professions education, in which novices learn by 

doing real-world work alongside experts. The cri-
tique of this model in practice has been that the 
master teacher often fails to share all the tacit 
processes involved in carrying out complex skills, 
making what they do seem mysterious or magical 
to novice learners. Cognitive apprenticeship is an 
instructional model that explicitly and deliber-
ately brings tacit processes into the open, where 
learners can observe, enact, and practice them 
with help from the teacher, thereby acquiring 
expertise [27]. This framework for instruction is 
based on several learning theories, including situ-
ated learning, in which the context of the learning 
is inextricable from the learning (e.g., people 
who cannot do simple arithmetic on a math quiz 
may still have skills to make change expertly in 
the supermarket). Below is a sample of specific 
teaching strategies suggested by this framework 
that are especially useful in remediation work.

Cognitive Apprenticeship: Teaching 
Strategies

Modeling: Demonstrate the task so that 
learners can build their own internalized 
schema or script. Narrate the underlying 
thinking and decision-making behind key 
steps in the task.

Coaching (see prior section): Observe 
the learner’s performance and offer feedback 
along the way to guide the development of 
the learner’s ability. Adjust the task so that it 
is just beyond the learner’s current abilities.

Scaffolding: Support learning by ana-
lyzing the learner’s current ability and pro-
viding just enough support to allow the 
learner to practice the task. Initially, this 
may include doing part of the process. 
Scaffolding should fade away as learner 
expertise grows.

Articulation: Ask questions that enable 
the learner to state what they know, think, 
or can do already. Then follow this by ask-
ing the student to “think aloud” or narrate 
the process. Guide learners in groups to 
help each other articulate the underlying 
factual knowledge and concepts needed to 
conduct the skill.
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 Judgment

In health professions education, it is not accept-
able to promote someone just because they do not 
fail a knowledge exam or upset someone enough 
to instigate a complaint. When working with a 
struggling trainee, one must take responsibility to 
make difficult affirmative judgments about com-
petence and promotion.

Within a psychometric framework, faculty 
competence judgments are rarely of high qual-
ity because of inconsistency and unreliability, 
due to halo effects, leniency in grading, and 
range restriction [28]. Achieving an acceptable 
level of reliability when using faculty as raters, 
if possible at all, requires significant invest-
ment of resources, and such efforts are 
frequently frustrating and unsuccessful. 
Often,  we unfairly blame faculty for this 
inconsistency.

 The Best Use of Faculty Raters: 
In-Training Assessment

Real-life performance assessment is less about mea-
surement and more about reasoning, problem-solv-
ing, and decision- making in a dynamic environment, 
akin to clinical reasoning and decision-making in 
medical practice.—Norman [29]

While standardized assessments of aspects of 
clinical competence (e.g., knowledge, proce-
dures, basic communication) provide valuable 
feedback to trainees, educators understand that 
the performance that matters most cannot be 
defined independently of a real clinical context. 
For this reason, we recommend emphasis on in- 
training (or workplace-based) assessment (ITA), 
defined as multiple observations and assessment 
of performance in the setting of day-to-day prac-
tice using direct observation and simplified tools 
[30]. ITA has become an invaluable tool in com-
prehensive and valid assessment of clinical com-
petence because it approximates measuring the 
most relevant clinical performance when train-
ing healthcare professionals. Although this 
approach also suffers from considerable limita-
tions in accuracy and reliability, it has the dis-
tinct advantage of explicitly valuing the expert 
judgment of faculty raters, who actively process 
information in a complex environment and can 
continuously assess a trainee’s performance for 
different contexts (i.e., performance rating, for-
mative feedback).

At its best, ITA is an active give-and-take 
between trainee and assessor. In this relational 
context, goals and performance criteria are nego-
tiated and responsive to the particulars of the situ-
ation. Therefore, in clinical settings, assessment 
is embedded in the larger context of teaching, 
shaped by the demands of patient care and often 
with the direct involvement of the patient. In con-
trast to standardized assessments, in which 

Judgment: the ability to make considered 
decisions or come to sensible conclusions.

Reflection: Have the learner analyze 
their performances to develop awareness of 
the similarities and differences between 
their own thought processes and that of an 
expert. The goal is to have the student 
develop an internalized model of expertise. 
Ask students to list “take-home points” 
verbally or in writing.

Exploration: Create opportunities for 
students to define an interesting problem 
within the domain for themselves and take 
the initiative to solve these problems.
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inconsistent ratings between teachers can become 
problematic, disagreements between trainee and 
assessor may be the most valuable aspects of 
ITAs [31]. The experience, expertise, unique 
opinions, biases, and idiosyncrasies of the teacher 
provide rich and relevant information about per-
formance, especially when compared with those 
of other individual teachers. For example, a clini-
cal preceptor with extensive expertise in working 
with “somatizing” patients (those who experi-
ence psychological stress as physical distress) 
might be uniquely and consistently harsh in his or 
her assessment of learners who do not show inter-
est in such patients. Understanding this context 
provides program directors with important dis-
criminating data about these learners.

 Measurement vs. Judgment

Faculty involved in assessment of competence and 
remediation must understand the underlying 
assumptions of various assessment approaches 
(e.g., psychometric, objective, constructivist). It is 
also important to distinguish between a measure-
ment (an objective and incontrovertible rating) and 
a judgment, a more flexible decision-making pro-
cess in which the faculty rater considers the indi-
viduals involved and the social context in which 
assessment occurs. Emerging research in “rater 
cognition” has identified that experts form instan-
taneous impressions of a trainee’s performance 
and categorize the trainee, often in very idiosyn-
cratic ways [32]. Using a constructivist frame-
work, a member of the faculty may appropriately 
assess the same trainee performance differently 
based on the purpose of that judgment. In our 
assessment and remediation practice, we have 
stopped using faculty raters when highly consistent 
measurements are needed (e.g., assessment of 
foundational physical exam skill in OSCEs) but 
save these valuable teachers to make judgments 
where needed (e.g., assessment of decision-mak-
ing when simultaneously managing multiple acute 
medical issues in an understaffed clinical setting).

Understanding how an expert faculty member 
judges the competence of a trainee helps deepen 

our capacity to make considered decisions and 
draw sensible conclusions. However, no matter 
how sophisticated or high-quality we make 
assessments and the judgments based on them, it 
will always require courage and conviction to act 
definitively once a trainee or colleague is judged 
to be incompetent (see Chap. 29).

 Effective Models of Faculty 
Development for Remediation

There have been calls for a unified set of expecta-
tions and effective faculty development 
approaches [33]. As practiced, the term “faculty 
development” applies to a broad range of activi-
ties that institutions use to assist faculty members 
in their multiple roles and includes a variety of 
structures (e.g., single session, episodic, longitu-
dinal, train-the-trainer, fellowships). Although 
evaluation methodology is flawed, faculty devel-
opment activities generally are satisfying to par-
ticipants; have positive impact on attitudes, 
knowledge, and teaching behaviors as reported 
by learners; and lead to the establishment of net-
works among colleagues. Features of effective 
faculty development include the use of experien-
tial learning, provision of feedback, effective 
peer and colleague relationships, well-designed 
interventions following principles of teaching 
and learning, and use of a diversity of educational 
methods within single interventions [34]. Yet, 
other evidence suggests that faculty are almost 
always reluctant to change educational practice. 
What is clear from the literature is that while fac-
ulty development programs have focused on pro-
viding participants with strategies, approaches, 
and best teaching practices, they have succeeded 
less well at supporting participants in implement-
ing these practices in their institutional contexts.

Current faculty development tends to com-
partmentalize (e.g., a lecture or workshop on 
remediating professionalism), de-emphasizing 
critical relationships among objectives essential 
to mastering complex skills (e.g., remediating 
lapses in professionalism). Consequently, partici-
pants have difficulty transferring their learning to 
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new complicated situations. This “transfer prob-
lem” is of great interest to education researchers 
and practitioners and has emerged at the forefront 
as medical education embraces simulation cen-
ters [35]. As a result, health professions educa-
tion is moving toward holistic models of 
curriculum and instructional design, intended to 
support complex learning and avoid fragmenta-
tion of learning [36]. Rather than breaking down 
learning tasks into knowledge, skills, and atti-
tudes [37], these models depend more on per-
forming tasks as meaningful wholes (e.g., 
conduct an effective, data-driven professionalism 
remediation process with residents) and introduc-
ing variation that challenges learners to compare 
different “presentations,” building richer and 
more accurate schemas in the process [38]. These 
approaches emphasize coherence, relationships, 
and coordination of learning in authentic real-life 
tasks. In this model, a coach defines and priori-
tizes the tasks in all its meaningful variations, 
developing supportive and just-in-time material 
and judging competence. The process of this 
training parallels the recommended process of 
remediation with learners. Research has shown 
that this approach to curriculum design, while 
potentially slowing short-term learning, produces 
better retrieval and transfer (Chaps. 6 and 7).

 A Proposal to Support Effective 
Faculty Development 
for Remediation in “Communities 
of Practice”

O’Sullivan and Irby critique the current state of 
faculty development in medical education and 
propose that we move toward considering it as a 

Case Example of a Holistic Faculty 
Development Curriculum
A surgeon, Susan (she/her), must address the 
consistently unprofessional behavior of one 
of her residents, Tim (he/him). Susan has 
never performed this task. She requests that 
you coach her to effectively address Tim’s 
unprofessional behavior and to learn the 
needed knowledge and skills to be competent 
at professionalism remediation in the future.

Step One. Susan negotiates a simple 
individualized learning contract with you: 
breaking down this complex task into a 
series of steps, committing to practicing 
each step, and discussing her progress with 
you. She lists the following activities:

 A. Writing a concise summary of Tim’s 
unprofessional behavior, labeling 
behaviors using the 4 I model (Chap. 
14), and analyzing the seriousness of 
the situation from the perspective of key 
stakeholders

 B. Seeking demonstrations of experts 
addressing learners like Tim, e.g., a 
Web-based module or book chapter, 
reviewing the important steps of reme-
diation coaching (Chaps. 4, 6, and 14)

 C. Creating just-in-time information to 
assist her learning, e.g., a pocket card 
listing key elements of the program’s 
expectations for professionalism [39] 
and an example remediation plan

 D. Practicing subsets of the skills with an 
expert, e.g., interpreting and discussing 
a series of Defining Issues Test (DIT-2) 
results and Professional Identity Essays 
reflecting typical and atypical variation 
in these measures (see Chap. 13)

 E. Supervising Susan’s real-time remedia-
tion coaching with Tim

Step Two. Susan would then demon-
strate increasing competence by perform-
ing the whole complex task repeatedly, 
applying the task to different situations 
(e.g., an Ob-Gyn resident who walked out 
of a difficult delivery, a hematology fellow 
who falsified research results), until she 
demonstrates the ability to assess and 
address unprofessional behavior at a con-
sistently competent level as judged by both 
her coach and herself.
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Fig. 19.1 This model for faculty development to support 
remediation suggests that remediation practice is embed-
ded within two communities of practice: the clinical 
workplace and the educational space. The work of reme-
diation requires interaction among facilitators, faculty 
development programs, assessment programs, and partici-
pants in remediation. The critical aspects of these com-

munities of practice include organizational culture, 
availability of practice opportunities, and content exper-
tise. Strong relationships and alignments among these ele-
ments are needed to support effective remediation to 
maximize healthcare and educational outcomes. (Adapted 
from [40])

“social enterprise” embedded in and tightly 
linked to the larger educational and clinical envi-
ronments—rather than emphasizing individual 
events which take participants out of their daily 
experience. They argue that using more complex 
frameworks and moving away from episodic 
models of workshops and events, which tend to 
attract those least likely to benefit, will more 
likely lead to better patient outcomes [40].

A “community of practice” (CoP) is a group 
of people deeply engaged in a joint enterprise to 
develop a shared social structure, common val-
ues, and shared resources and emerges from con-
structivist theory [41]. As proposed by O’Sullivan 
and Irby, effective faculty development ideally is 
embedded in other important CoPs. We agree 
with this embedded strategy. Incorporating the 
views of Holmboe et al., who call for developing 
a team of faculty development experts to raise the 
bar on faculty training in assessment [42], we 
propose further that remediation practice should 
situate across two highly linked CoPs (Fig. 19.1). 

First, it overlaps the “education space,” including 
leadership and administrative structures for edu-
cational programs across the continuum of medi-
cal training communities (undergraduate, 
graduate, and continuing education). Second, it 
overlaps the clinical workplace where training 
occurs. Remediation faculty development pro-
grams are situated in both communities and 
highly linked with the organizational cultures, 
available content expertise, and learning 
resources. Leadership of and relationships around 
this shared CoP must be strong to ensure that the 
work is effective.

In conclusion, to expand our profession’s 
capacity to engage in effective remediation in 
clinical skills and professionalism, we propose 
the following:

 1. Programs create multidisciplinary, interpro-
fessional teams of remediation experts 
through longitudinal fellowship or train-the- 
trainer and “just-in-time” models. Members 
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of this team will coach others in their reme-
diation work and lead remediation and faculty 
development efforts.

 2. Institutions continue to conduct episodic 
small and large group events in the relevant 
communities of practice sparingly to define 
domains of remediation practice, and identify 
medical educators with a special interest in 
these domains (grand rounds, brief 
workshops).

 3. Leaders garner institutional support for reme-
diation including championing efforts and 
financial resources (see Chap. 2).

 4. Workplace learning strategies infuse remedia-
tion practice competence into authentic work 
environments

 5. Ongoing study of these efforts informs policy 
and best practices and make faculty develop-
ment relevant, efficient, and effective.

 Conclusion

Faculty development programs are outward signs 
of the inner faith that institutions have in their 
workforce.—Bligh [43]

In a perfect learning environment, remediation 
activities might rarely be needed. The environ-
ment would be organized to support high-quality, 
excellent healthcare practice, centered on the 
needs of patients and communities served. 
Individual practitioners would be highly valued 
and held to clearly articulated high standards, 
agreed upon by all members of the community of 
practice. We would all be expected to engage in 
continual and effortful expertise development 
(Chap. 4). Each of us would occasionally be 
required to make a “course correction” and would 
do so without shame and with the support of 
members of the relevant communities of 
practice.

Until then, we must ensure that committed 
team members identify and work effectively with 
those of us who do not meet professional 
 standards. We must also develop the capacity in 
the systems of education and clinical practice to 
support remediation efforts. Faculty development 
programs would interact in overlapping commu-

nities of practice to ensure awareness of learning 
and assessment theories, develop skills to work 
effectively with colleagues and trainees who are 
struggling, and support courageous acts of judg-
ment that ensure the excellence and safety of the 
healthcare enterprise.
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Remediation Concerns During a Day in the 
Dean’s Office
8:30 am: Review of data on students to be 
discussed at the preclinical board meeting 
tomorrow reveals that one of the students 
who failed an exam last week is already 
currently repeating the first academic year. 
This will automatically trigger a discussion 
regarding dismissal. A meeting will be 
required with the student to assess his 
recent difficulties and prepare him for 
potential consequences.

10:00 am: Phone call from a clerkship 
director concerned that BD (they/them) is 
“odd” and does not relate well to patients, 
nurses, or the clinical team. Their peers 
seem to lose patience with them quickly, 

and the residents report that BD has not 
integrated into the clinical team after 
3  weeks on the rotation. The director 
observed BD interview a patient and found 
them to have difficulty with developing rap-
port and eliciting the narrative thread of 
the patient’s history. The director does 
report that BD seems to be working hard 
and “has a good heart.” Nobody has given 
this feedback to BD verbally or in writing. 
When it is suggested that BD’s perfor-
mance may be in the failing range, the 
director immediately states, “Oh, I don’t 
want to fail them. I just want the Dean’s 
Office to be aware so you can do something 
for BD.” The director then asks, “Has BD 
had problems like this in other 
clerkships?”

11:15 am: A student pops in, presum-
ably to say hello, and then becomes tearful. 
She expresses worry that she will fail 
another exam and that she does not belong 
in medical school. Upon questioning, she 
reveals that she is isolated, does not feel 
connected to her classmates, has difficulty 
sleeping, and feels exhausted all the time.

12:00 pm: Meeting with a third-year 
student who just failed his second NBME 
shelf exam during his core clinical 
clerkships.
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 Introduction

It is the role of a medical school dean’s office to 
balance the dual responsibilities of advocating 
for students and upholding the integrity of the 
curricular program. This work is especially chal-
lenging when working with students who strug-
gle and require remediation. Given the diverse 
portfolio of responsibilities in the medical school 
dean’s office, which include overseeing the aca-
demic progress of students, disciplinary pro-
cesses, mentoring and advising, student health 
and wellness programs, student experience, 
extracurricular activities, and admissions, deans 

are often the first to identify and intervene with 
students who struggle. In addition to working 
with students and faculty to identify the underly-
ing causes of a student’s challenges, the dean’s 
office needs to be concerned about resource 
availability for and the cost of remediation, legal 
and privacy issues, and final competency deci-
sions. In this chapter, we will discuss the issue of 
medical student remediation from pre-admission 
until graduation through the lens of the school’s 
interests and obligations to students, faculty, and 
society.

Before embarking on the challenges of reme-
diation as medical school deans, it is important 
to note that the responsibilities of the dean’s 
office listed above may be housed within one 
position/person or shared among multiple peo-
ple. Traditionally, and in many institutions, all 
or most of the responsibilities above fall under 
the purview of a student affairs dean. More 
recently, there has been some recommendations 
to separate the oversight of academic progress 
and therefore student remediation from that of 
other student support functions (e.g., advising, 
student well-being) to prevent potential con-
flicts of interest. Some institutions have created 
a competency or assessment arm of the dean’s 
office to oversee academic progress and reme-
diation, while others have housed these func-
tions under curricular affairs. Regardless of 
the  approach to delegating responsibilities 
within an institution, there are key issues and 
challenges to address regarding student remedi-
ation. We will first delineate common underly-
ing causes of student difficulty and then discuss 
potential resources as well as contextual and 
other important considerations.

 Common Causes of Student 
Difficulties

By definition, a student who struggles does not 
meet the expectations of medical school because 
of at least one of many underlying reasons having 
to do with knowledge, skills, or attitudes [1]. The 
more common causes as viewed from the dean’s 
office are discussed below.

1:30 pm: Review the neuropsychologi-
cal report of a second-year student sent by 
the consultant learning specialist (with the 
student’s permission) that includes a new 
diagnosis of ADHD and recommendation 
for test accommodations.

3:30 pm: Email from first-year course 
director concerned that MR has been late 
to small group several times, did incom-
plete jobs on two assignments, and now has 
a second unexcused absence from lab 
today. The director, who has tried speaking 
to the student multiple times, believes that 
MR may be struggling because of pressure 
from home and some ambivalence about 
being in medical school.

5:30  pm: Chair of the professionalism 
disciplinary committee comes by to person-
ally update the dean’s office on the results 
of the afternoon’s committee meeting. 
Based on the evidence provided, the com-
mittee has determined that NH did deliber-
ately alter the results on an assessment in 
an attempt to boost his grade. He has been 
suspended, and the “suspension due to a 
professionalism violation” will be included 
on his transcript and on his Medical School 
Performance Evaluation (MSPE, also 
known as the “Dean’s Letter”), a required 
part of residency program applications.
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 Academic Issues

 Academic Concerns Arising in the Pre- 
clerkship Curriculum
Deficits in foundational knowledge are usually 
identified via poor performance on knowledge 
examinations and small group discussions and 
come to attention within the first few months of 
school. Some students may be less academi-
cally prepared in general (see Chap. 7). There 
are also students who have difficulty acclimat-
ing to the type of studying and testing common 
in medical school, for example, if students 
have taken time away or are accustomed to 
more conceptual testing from prior studies in 
fields such as engineering. Finally, some stu-
dents will benefit from neuropsychological 
evaluation by a learning specialist to assess for 
an underlying undiagnosed learning disability 
(see Chap. 17).

At times, substandard performance in founda-
tional knowledge may merely be a symptom of a 
problem with motivation. Some students may 
not have been prepared to sit through or be able 
to see the relevance of the pre-clerkship curricu-
lum to their goal of providing excellent patient 
care. Other students have difficulty articulating 
their reasons for wanting to become a physician 
and sometimes voice the pressure put upon them 
by external expectations, such as from parents 
and other family members. It is important to 
identify an unmotivated student, as the usual 
remediation approaches will not help them. 
These students may appear to be sabotaging 
their own success and require culturally sensitive 
coaching that leads to insight and help with prac-
tical career planning. Serious reflection on the 
part of the student is necessary (see Chap. 15). 
For students who are motivated for clinical but 
not classroom education,  arranging for clinical 
shadowing  can  remind them why they chose 
medical school. For students who express ambiv-
alence about becoming a physician, a leave of 
absence to pursue other interests can be helpful. 
Some of these students will choose a different 
career path with better personal fit, which should 
be viewed as a successful outcome for the 
student.

 Academic Concerns Arising 
in the Clinical Curriculum
The transition from pre-clerkship to clerkship 
curriculum is often the time that difficulties with 
interpersonal skills and professional behavior are 
noted and begin to have a greater impact on aca-
demic performance. The clinical setting requires 
students to rapidly gain and apply a new set of 
skills. Workplace-based learning has been 
described as “learning as participation” [2]. 
Students who have difficulty participating and 
engaging in teams and with others in the clinical 
workplace experience negative impacts on their 
knowledge and clinical skill development. These 
difficulties may be due to shyness and not know-
ing how to engage proactively or to a range of 
deficits in interpersonal or professionalism skills. 
Some of these students may be identified in the 
pre-clerkship curriculum because of early clini-
cal exercises in which interpersonal, communica-
tion, and professionalism skills are practiced and/
or assessed. The more significant behavioral 
challenges are addressed next.

 Professionalism Issues

What most often keeps deans up at night are stu-
dents’  high-profile unprofessional acts. Though 
most students behave professionally all the time, 
unsavory behavior by a student is long remem-
bered by faculty and classmates. Unfortunately, 
deans can recount stories of egregious behavior: 
student arrests for breaking the law, collusions 
between students to cheat or lie about absences 
from  didactic sessions, etc. Naturally, there are 
often several different issues that may intercalate 
to produce those behaviors, including many of 
the forces listed above and below. Academic dis-
honesty, patient privacy violations, and failure to 
meet academic responsibilities in a timely man-
ner are the more common instances of unprofes-
sional behavior.

Schools vary in their policies regarding the 
reporting, investigation, and remediation ver-
sus dismissal for unprofessional behavior. 
Several schools utilize honor codes, which 
have been shown to lower the rates of academic 
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integrity violations. Honor codes often delin-
eate expectations, provide examples of viola-
tions, and detail judiciary procedures including 
reporting, proceedings, penalties, and/or 
appeals. In many cases, the judiciary body 
includes student members, so that peers are 
engaged determining whether a violation has 
occurred, the severity of the violation, and the 
appropriate penalty [3].

More frequently, unprofessional behavior may 
be minor and investigated and remediated with-
out the formal activation of a disciplinary com-
mittee. However, this can become problematic if 
a pattern of relatively “low-level” inappropriate 
behaviors develops. Systems should be in place 
to identify these patterns, provide early interven-
tion, and appropriately escalate to a disciplinary 
committee when necessary [4, 5]. This may occur 
at the level of the student affairs dean and/or 
course/clerkship director committees where 
records are kept of minor issues. Regardless of 
the system used, it should be transparent to stu-
dents that a pattern of behavior will trigger an 
official complaint to the disciplinary committee 
(see Chap. 14).

 Psychological Distress and Mental 
Health Issues

Some students become anxious regarding their 
academic performance in medical school, hin-
dering their success. Because medical students 
are academically gifted and have typically been 
at the top of their classes throughout their edu-
cation, adjustment to being “average” in medi-
cal school is a challenge for some. Many of 
these students become disappointed and ques-
tion their abilities. Impostor syndrome and ste-
reotype threat run rampant throughout medicine 
[6] (see Chaps. 3, 18). Support and encourage-
ment can be very helpful in this circumstance. 
Simply pointing out the obvious fact that 90% 
of medical students cannot be in the top 10% of 
their medical school class often helps students 
adjust expectations. A pass/fail curriculum may 
lower the anxiety level for students and impor-
tantly may particularly help underrepresented 

minority students in the clerkships, where 
implicit bias among supervising staff in a sub-
jectively graded milieu further reinforces anxi-
ety [Chap. 3; 7].

Most medical schools preemptively encour-
age students to attend to stress management and 
their wellness, providing support through formal 
and informal programming. Student health psy-
chiatrists have extensive experience with medi-
cal students and can be helpful with specific 
issues such as “test anxiety” (see Chap. 7). 
Learning specialists can speak to students about 
neurocognitive profiles and study strategies (see 
Chap. 17). Many schools have embraced a range 
of formal or informal sessions and tools that 
address healthy eating, mindfulness meditation 
and stress management, yoga and other exercise, 
sleep, acupuncture and other complementary 
and alternative health strategies, and other activ-
ities that reinforce resilience. Attendance at vol-
untary events can increase if, rather than focusing 
on “self-help,” they emphasize how activities 
may help their peers or future patients (see also 
Chap. 18).

 Mental Health Disorders

Anxiety, Mood, and Thought Disorders
Academic stress can trigger an episode of an 
underlying mental health disorder or uncover sig-
nificant previously undiagnosed illness, such as 
depression, bipolar disorder, anxiety, and thought 
disorders. Thought disorders also show an 
increased prevalence in people in their 20s, 
exactly when most are in medical school. Faculty 
and deans must be vigilant in identifying medical 
students at risk for developing mental health 
issues and have mechanisms for intervention in 
place. Mental health professionals at student 
health services represent an important adjunct. 
These resources must be confidential and acces-
sible outside the medical student workday. In 
addition, schools need the ability to regularly 
refer students to outside mental health profes-
sionals for ongoing treatment.

When mental illness is diagnosed for the first 
time in medical school, students exhibit a range 
of insight into their illness and willingness to 
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undergo treatment. Extra difficulty may present 
when there are coexisting substance use disor-
ders (see Substance Use below). Recent data on 
suicides in medical students and residents 
heighten the importance of detection and treat-
ment [8, 9]. Balancing the student’s personal 
safety and ability to get through their clerkships 
with the safety of the patients they care 
for  remains one of the dean’s office’s greatest 
challenges.

Personality Disorders
In general, the persistence of personality traits 
or disorders and their relative lack of respon-
siveness to treatment make working with stu-
dents who exhibit these traits challenging. 
Careful monitoring and follow-up throughout 
medical school are important. We describe 
three personality types that present particular 
difficulty: antisocial, borderline, and 
schizotypal.

Students with antisocial personality traits 
demonstrate socially irresponsible and exploit-
ative behaviors, disregard for school policies and 
professionalism expectations, lack of remorse, 
and inability to learn from the consequences of 
their actions. These students need clear expecta-
tions outlined for them. A national criminal back-
ground check for applicants at the time of their 
acceptance to medical school, currently used by 
most schools, may help reduce the number of 
medical students with antisocial personality dis-
order in the future.

Students with borderline personality traits are 
emotionally labile, have unstable relationships 
with others, are impulsive, and often have coex-
isting mood, anxiety, and substance use and eat-
ing disorders. Support teams working with these 
students should be aware of the student’s com-
mon tendency to “split” the team members into 
extreme groups of “good” and “bad” and pit them 
against each other, which makes remediation 
very challenging.

Students with schizotypal personality traits 
are often described as “odd” or “eccentric” and 
have difficulty interacting with their clinical 
teams and with patients. It can be challenging to 
ascertain whether a thought disorder is present. 

For such students, it is essential to have access to 
formal psychiatric evaluation.

 Autism Spectrum Conditions
Students with previously identified or sus-
pected autism spectrum disorders (ASDs), 
including those identified as having what has 
been referred to as high-functioning Asperger’s 
syndrome (ASD without language or intellec-
tual deficits), are often viewed as competent 
but quirky in the classroom setting. Their inac-
curacy in reading social and emotional cues of 
others can lead to challenges in interacting in 
clinical teams and with patients. While these 
students commonly engender significant sym-
pathy from classmates and faculty because of 
their good intentions and earnestness, their 
communication behaviors can alienate patients 
or clinical supervisors. Ideally, many would 
arrive at medical school already with the diag-
nosis and clear action plans. For those who do 
not, clinical exposures in the pre- clerkship 
years can identify students and allow early 
social skill training. Intensive coaching and 
role-play practice focused on clinical inter-
viewing can help students gain and demon-
strate the ability to function as effectively as 
their more “neurotypical” medical student 
peers (see also Chap. 12). The best predictor of 
success in these cases is the student’s level of 
motivation and awareness of their own 
challenges.

 Substance Use
Students may be impaired due to use of legal or 
illegal substances. Peers are usually the most 
knowledgeable about a classmate’s substance 
use and may come forward to a faculty member 
or the dean’s office to share this information. 
Care should be taken to be supportive of class-
mates’ concerns and privacy while also obtain-
ing accurate, reliable, and complete information. 
The school should confront the impaired student 
with information (test scores, evaluative com-
ments, informal comments) that supports the 
conclusion that the student is unfit in their role 
as a medical student. The school may require an 
individual student undergo random blood and 
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urine testing. Students found to be impaired are 
required to undergo treatment and monitoring. 
In New  York State, medical students can be 
enrolled in the Committee on Physician Health 
(CPH) for ongoing monitoring and treatment. 
Students should be required to allow communi-
cation between CPH or similar monitoring/
treatment programs and the medical school for 
the duration of their time as a student. CPH 
requires continued random drug testing and 
therapy as conditions of their program and 
reports periodically to the medical school 
regarding ongoing compliance with their 
requirements.

 Fitness for Duty Evaluation

Occasionally, a student’s psychiatric illness or 
suspicion of impairment will call into question 
their fitness to continue as a medical student. 
While fitness for duty issues may be more com-
mon at the GME level and in clinical practice, 
where physician impairment must be reported to 
the state medical boards, the same concerns for 
patient safety also apply to students on clinical 
rotations. Some schools may have an administra-

tive psychiatrist who conducts fitness evaluations 
using primary and sometimes ancillary data to 
make a determination. Other schools may need to 
rely on determinations made by the psychiatrist 
to whom the student has been referred or who is 
treating the student. Schools should place stu-
dents found to be “unfit” on a leave of absence 
and require students to address their issue before 
being considered for return to the school. Students 
on leave who request a return should be evaluated 
for fitness to return by either the school’s admin-
istrative psychiatrist or the student’s treating psy-
chiatrist. Where available, students should be 
strongly encouraged to participate in monitoring 
and support programs such as the New York State 
CPH.

 Dean’s Office Resources 
for Remediation

Schools develop their own resources to remediate 
students and vary widely on what is available and 
on who pays for the remediation. Philosophically, 
schools need to determine whether their supports 
(i.e., offering and paying for remediation) are 
helpful to the student or enabling a lack of 
responsibility and ownership on the student’s 
part. Table 20.1 lists resources that schools may 
commonly make available for remediation, a list 
of “Dream Resources” (those that would be of 
great help but unavailable to most schools), and 
an estimate of the cost of remediation per student 
at this point in time.

An example of student use of resources fol-
lows, using New York University (NYU) as a case 
study. At NYU, unlimited peer tutoring is offered 
to all students who request it. Peer tutors are 
selected based on faculty nomination, undergo 
training as coaches of medical knowledge learning 
and assessment, and are required to develop goal-
directed learning plans with the students they work 
with and submit progress reports regularly. Out of 
about 730 students enrolled, approximately 100 
students will use tutoring services in an academic 
year. Students do not need to fail an exam or have 
“marginal” exam performance to obtain peer tutor-
ing. Approximately 10–15 students undergo a 

The mission of the New York State Medical 
Society’s Committee for Physician Health 
is to promote quality medical care by offer-
ing “non-disciplinary confidential assis-
tance to physicians, residents, medical 
students, and physician assistants experi-
encing problems from stress and difficult 
adjustment, emotional, substance abuse, 
and other psychiatric disorders, including 
psychiatric problems that may arise as a 
result of medical illness. We recommend 
evaluation, treatment, and/or other assis-
tance to our participants and monitor for 
progress in recovery from illness. In this 
way, we can also provide strong advocacy 
on behalf of the participant to continue 
their practice as a physician or physician- 
in- training” [10].
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Table 20.1 Remediation resources

Resources commonly available for remediation:
   1.  Learning specialist (expenses related to 

neuropsychiatric testing and diagnosis may or 
may not be covered; expenses related to 
treatment typically not covered)

   2.  Academic tutoring
   3.  Student mental health services with staff 

psychiatrists and/or psychologists (the insurance 
accepted, and number of visits covered varies)

   4.  Course faculty
   5.  Faculty with expertise in remediation
   6.  Simulation experiences with expert faculty
   7.  Resident/Physician support programs open to 

medical students offered by the affiliated 
hospital/healthcare system, state medical society, 
etc.

“Dream resources” that are not typically available:
   1.  Targeted remediation programs, including 

simulation, developed and delivered by expert 
faculty

   2.  Administrative psychiatrist
   3.  Comprehensive mental health services with 

expanded coverage (e.g., unlimited number of 
visits, support for intensive psychotherapy)

   4.  Professionalism coaches and assessment tools to 
remediate and reassess students who have failed 
due to professionalism concerns

   5.  Social skills coach/therapist to work one-on-one 
with students who struggle with interpersonal and 
communication skills (e.g., students with autism 
spectrum conditions) to observe behaviors in 
clinical settings, develop intervention plans, and 
remediate the students

Examples of the costs associated with remediation per 
student (as of December 2022):
   1.   Complete learning specialist evaluation: ~$5000/

student
   2.  Peer tutoring: $26/h
   3.  Private tutoring: $150 and up/h
   4.  Student health psychiatrist: typically included in 

student health service budget
   5.  Administrative psychiatrist: $20,000/year and an 

additional $2000/student evaluation
   6.  Course faculty: no additional cost
   7.  Faculty with expertise in remediation: no 

additional cost
   8.  Comprehensive clinical skills exam (CCSE) 

remediation: ~$400/student excluding faculty time
   9.  Outside professionalism programs: $2500–$7500

detailed learning evaluation each year. 
Approximately 20 students undergo remediation 
for skills exams each year, which includes students 
remediating within preclinical modules (such as 
after failing an Objective  Structured  Clinical 
Examination, or OSCE) or failure in a comprehen-

sive clinical skills exam, which is an eight- station, 
high-stakes, end-of-clerkship-year OSCE.

Each school has its own method of remedia-
tion of medical students. While the remediation 
often occurs within a course or clerkship struc-
ture, it can be helpful to also have faculty with 
expertise in remediation of clinical skills and pro-
fessionalism lapses. For some schools, there may 
be resources available within their affiliated 
health systems/hospitals such as communication 
training programs for residents and physicians 
willing to accept medical students. Finally, there 
are also available outside resources for remedia-
tion of professionalism issues such as the 
Vanderbilt Comprehensive Assessment Program 
for Professionals at Vanderbilt University 
Medical Center and Acumen Assessments in 
Kansas.

 Considerations for Admissions

 Academic and Nonacademic 
Attributes

The policy for medical school admissions is the 
most important factor determining who becomes 
a physician. In the United States, the competition 
for a spot in medical school is daunting: in 2020, 
the AAMC reported that there were 50,030 
 applicants, 22,239 of whom matriculated to US 
medical schools. This is a 44% acceptance rate for 
students having undergone grueling premedical 
coursework and the MCAT, both of which cull out 
lower performing students. The good news for 
these matriculants to US medical schools is that 
they will most likely graduate with a degree to 
practice medicine. For 20 years, starting with the 
1997–1998 school year, an average of 3.2% of 
students left medical school for any reason; from 
2007–2008 to 2017–2018, approximately 1.2% of 
all medical students left for academic reasons 
[11]. Thus, admissions committees and officers 
are more influential in determining who becomes 
a physician than others in the dean’s office. Given 
this, the question is whether we are giving our 
admissions committees/officers the tools to make 
the most informed decisions.
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The first time a student’s ability to succeed in 
medical school may be questioned is during 
review of his or her application to medical school. 
Academic concerns arise when students have 
grade point averages and MCAT scores signifi-
cantly below the school’s mean for accepted stu-
dents. Studies suggest that these academic 
indicators correlate, but without statistical signifi-
cance, with learning foundational medical knowl-
edge and USMLE scores [see Chap. 2; 12].

Much attention is paid to an uneven academic 
record or fluctuating grades, as this may be a sign 
of lack of motivation, lack of interest, or emo-
tional difficulties. Withdrawals from coursework, 
especially repeatedly, raise concerns. 
Additionally, the record is scanned for certain 
patterns. Has the student been fully engaged in 
the extracurricular life at their undergraduate 
school? If not, why not? Is all their nonclass time 
already devoted to studying, suggesting that the 
student may not have “additional reserve” to han-
dle medical school? A leave of absence may be 
another sign of some underlying difficulty. 
Indication of disciplinary action is a concern. 
Supporting materials such as a Dean’s Letter 
(supplied by some undergraduate schools), the 
student’s personal statement, or letters of recom-
mendation may help explain any unevenness in 
performance without raising red flags. 
Unfortunately, the value of these specific 
application- based variables as predictors of suc-
cess in medical school has not been well studied. 
However, studies have shown that unprofessional 
behavior of practicing physicians reported to 
state boards is correlated with a history of certain 
unprofessional behavior in medical school [13].

While academic attainment is a predictor of 
early performance in medical school, it becomes 
a less important predictor as students advance 
into clinical training and practice [14]. In order to 
assess nonacademic qualities of applicants such 
as ethical judgment, communication skills, and 
problem-solving capabilities, some US schools 
have adopted McMaster University’s model of 
multiple mini-interviews (MMIs) with standard 
scenarios to be discussed by the applicant. Others 
have added situational judgement tests (SJTs), 
which have been used in the United Kingdom for 

selection in graduate medical education and other 
health professions. In SJTs, written or video- 
based scenarios are followed by a list of response 
options that can be administered online to gener-
ate a score or used as part of an MMI. Both MMIs 
and SJTs have been shown to be valid and reli-
able methods for assessing nonacademic quali-
ties, and more effective as selection tools than 
traditional interviews and personal statements 
[15]. The data thus far also show that the MMI 
predicts success on national licensing examina-
tions in Canada [16]. Some of this approach may 
depend on one’s philosophical stance regarding 
whether certain characteristics are static and 
should be selected for or against, whether the 
same or other characteristics are dynamic and 
responsive to coaching, and the availability of a 
school’s resources to devote to coaching.

Since the last edition of this book, many medi-
cal school admissions offices have adopted at 
least some elements of “holistic admission”: de- 
emphasizing traditional markers of achievement 
(e.g., school grades and standardized testing per-
formance) in favor of a broader definition of 
achievement: distance traveled, underrepresenta-
tion, etc. This shift has importantly amplified 
attention to how graduating medical students 
may develop to meet the evolving needs of the 
population as a whole. This broader definition of 
“achievement” brings a greater range in student 
academic backgrounds as well as differences in 
student preparation for the academic rigor of 
medical school, adding some uncertainty to 
determining admissions decisions. This new 
approach raises many questions. Are a history 
and conviction that the candidate will make a 
wonderful physician for interpersonal reasons 
enough to overcome the possibility that the 
demands of medical school may overwhelm a 
student who is incompletely prepared? How 
might schools meet promising students where 
they are and better support their learning?

Schools can provide support prior to, at, and/
or after matriculation. Georgetown University 
offers a postbaccalaureate program specifically 
designed to equip underrepresented and disad-
vantaged students for future success in medical 
school. The program exposes students to a rigor-
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ous curriculum comparable to the experience of 
first-year medical students and adds customized 
advising and a parallel curriculum focused on the 
development of academic skills (“learning how 
to learn”). Many schools offer programs pre- 
matriculation or immediately at matriculation for 
students who have a gap between college and 
medical school and/or did not have an undergrad-
uate major in science. With the increased use of 
online platforms for delivering this content, these 
programs can be offered to all students. Additional 
methods of supporting students both before and 
after matriculation must consider the common 
experiences of impostor syndrome, stereotype 
threat, bias, and microaggressions that dispropor-
tionately affect underrepresented minority stu-
dents (see Chap. 3). Schools should attend to 
student stories of their experience and, particu-
larly if they have dedicated deans of diversity, 
work closely with them to develop support 
programs.

 Technical Standards in Admissions

Schools are expected to assess applicants based 
on their ability to complete the educational pro-
gram. Occasionally, an applicant will apply to 
medical school but may not possess the func-
tional ability to perform as a medical student. The 
Americans with Disabilities Act (ADA) protects 
citizens with disabilities from discrimination. 
The purpose of the ADA is to provide opportuni-
ties for persons with disabilities to compete with 
other applicants based on their ability. The ADA 
requires medical schools to provide accommoda-
tions to disabled persons to enable them to access 
the benefits, services, and opportunities available 
to the nondisabled (see Chap. 17). This means 
that suitable applicants must be able to perform 
the “essential functions” and meet the “essential 
eligibility requirements” of the program once 
provided with the appropriate accommodation. 
Each school is free to determine the “essential 
functions” or “essential eligibility requirements” 
of its own educational program. While schools 
cannot inquire about a disability prior to admis-
sion, they can seek information to ensure that an 

applicant can perform these essential functions 
[17]. In recent years, many schools have devel-
oped technical standards to clarify and commu-
nicate those essential functions and eligibility 
requirements.

We share a sample set of technical standards 
from Georgetown University in Table 20.2 [18]. 
The technical standards at each school will vary 

Table 20.2 Sample technical standards [18]

Guided by the Jesuit tradition of cura personalis, care 
of the whole person, Georgetown University School of 
Medicine will educate a diverse student body, in an 
integrated way, to become knowledgeable, ethical, 
skillful, and compassionate physicians and biomedical 
scientists who are dedicated to the care of others and 
health needs of our society. An applicant for the M.D. 
degree, and an enrolled student seeking the M.D. 
degree, must meet the technical standards or functional 
equivalent, with or without reasonable 
accommodations, deemed essential functions for the 
care of patients. These abilities and skills, as 
determined by Georgetown University School of 
Medicine, are as follows:
   1. Perception: Students enrolled in the M.D. 

degree program must be able to observe 
demonstrations and experiments required by the 
medical curriculum established by the medical 
faculty and be able to participate in such with 
adequate vision and other sensory modalities, 
including the senses of hearing and smell. A student 
must be able to observe a patient accurately at a 
distance and close at hand

   2. Communication: Students must be able to 
skillfully (in English) communicate verbally and in 
written form to affect an adequate exchange of 
information with patients, family members, and 
other health professionals in order to fulfill academic 
requirements and to maintain accurate clinical 
records on patient care

   3. Motor: Students must have sufficient motor 
function and tactile ability to meet the competencies 
required for graduation, as outlined by the 
Georgetown University School of Medicine, and to 
(1) attend (and participate in) classes, groups, and 
activities which are part of the curriculum; (2) 
communicate in a written format; (3) examine 
patients (including observation, auscultation, 
palpation, percussion, and other diagnostic 
maneuvers); (4) perform diagnostic procedures in 
addition to basic laboratory procedures and tests; and 
(5) provide general and emergency patient care in 
outpatient, inpatient, and surgical venues and 
perform in a reasonably independent and competent 
way in sometimes chaotic clinical environments

(continued)
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Table 20.2 (continued)

   4. Intellectual-Conceptual, Integrative, and 
Quantitative Abilities: Students must be able to 
demonstrate higher level cognitive abilities to meet 
the competencies required for graduation, as outlined 
by the Georgetown University School of Medicine, 
including an aptitude for timely problem-solving, 
capability to access and independently interpret 
medical files, evaluate physical examinations, and 
formulate a logical diagnosis and effective medical 
treatment plan. Students must possess good 
judgment in patient assessment, and the abilities to 
incorporate new information, comprehend three- 
dimensional relationships, and retain and recall 
pertinent information in a timely fashion

   5. Behavioral and Social Attributes: Guided by 
the Jesuit tradition of cura personalis, care of the 
whole person, students must display compassion, 
sensitivity, and concern for others and maintain 
professional integrity at all times. In addition, 
students must develop mature, sensitive, and 
effective relationships: not only with patients but 
also with all members of the medical school 
community and healthcare teams. Students must also 
be able to promptly complete all assignments and 
responsibilities attendant to the diagnosis and care of 
patients (beginning with study in the first year). 
Students must tolerate physically, emotionally, and 
mentally demanding workloads and function 
effectively under stress. A student must be able to 
proactively make use of available resources to help 
maintain both physical and mental health. A student 
must display adaptability to changing environments, 
flexibility, and be able to learn in the face of 
uncertainty. All students enrolled in the M.D. degree 
program must take responsibility for themselves and 
their behaviors

Students enrolled in pursuit of an M.D. degree at 
Georgetown University School of Medicine are 
required to attest to these technical standards on an 
annual basis. The School of Medicine is committed to 
providing reasonable accommodations for students 
with disabilities. An applicant for the M.D. degree or 
an enrolled student seeking the M.D. degree with 
disabilities is encouraged to contact the Georgetown 
University Academic Resource Center as early as 
possible to begin a confidential conversation separate 
from an application or enrollment status, about what 
reasonable accommodations they may need to meet 
these standards

in its specifics but generally reflect the overall 
mission of educating students who can perform 
the essential functions for care of patients with or 
without reasonable accommodations. Reasonable 
accommodations at schools, based on their spe-
cific standards and available resources, can range 

from allowing students extra time to take an exam 
due to learning disabilities to alternative clinical 
experiences during the COVID-19 pandemic for 
students who are immunocompromised and to 
supplying hearing-impaired students with spe-
cialized stethoscopes.

 Student Financial Considerations

Remediation that requires an extension of time in 
medical school has financial implications for stu-
dents in terms of additional tuition, fees, and 
associated costs of living. While some schools 
have instituted discounted tuition and fees for 
students who need to extend or decelerate their 
curriculum, the additional financial burden adds 
to the student stress of having to remediate. Other 
schools have worked to address the financial con-
sequences by taking a “pay for degree” approach, 
where students pay a maximum of 4  years of 
tuition and fees and have up to a certain number 
of years (e.g., 7) to complete their medical 
degree. NYU, for example, prior to becoming a 
“tuition free” school, had already determined that 
the extra amount of tuition a very small number 
of students might contribute is ultimately admin-
istratively negligible. This “pay for degree” 
approach allows schools tremendous flexibility 
in placing students on a decelerated curriculum 
when needed to diagnose and address/remediate 
performance challenges.

 Student Privacy Considerations

 The Family Educational Rights 
and Privacy Act (FERPA)

The Family Educational Rights and Privacy Act 
(FERPA) [19] is a federal law that protects the 
privacy of student education records. The law 
applies to all schools that receive funds under an 
applicable program of the U.S.  Department of 
Education. FERPA gives adult students certain 
rights with respect to their education records. 
Generally, schools must have written permission 
from the student to release any information from 
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a student’s education record and remind students 
of their rights annually. In certain cases (for 
example, to school officials with legitimate edu-
cation interest), FERPA does allow schools to 
disclose those records without consent. These 
rules, as well as concern for students’ privacy, 
discourage extensive discussion across certain 
boundaries regarding challenging student cases. 
Interpretation of these rules varies widely from 
school to school.

 Forward Feeding of Information: 
Sensitive and Controversial

Schools vary greatly in their practice regarding 
whether information about students who struggle 
should be kept confidential or “fed forward,” in 
other words, shared with those who will be work-
ing with the student. At some schools, only the 
dean’s office is informed of a student’s chal-
lenges, and only the dean’s office can determine 
whether and which faculty members will be 
informed and to what level of detail, within the 
parameters of FERPA. Here, it is the dean’s office 
or appropriate committee (e.g., committee on 
promotions or professionalism disciplinary com-
mittee) that reviews and makes remediation deci-
sions, and student difficulties are often not 
disclosed or fed forward. At other schools, infor-
mation on students who struggle may be fed for-
ward by the dean’s office, by a committee of 
course/clerkship directors, or by an  individual 
course/clerkship director to the next course/
clerkship director in order to allow the provision 
of additional support or identification of patterns 
of behavior. Sometimes, this information is fur-
ther fed forward to the frontline faculty working 
directly with the student.

The practice of forward feeding is controver-
sial, with only about half of US medical schools 
engaging in the practice. Few schools have writ-
ten policies that make their practice clear to stu-
dents and faculty [20, 21]. As noted in Chap. 2, 
there are advantages and disadvantages to feed-
ing forward. As they move from one course to 
another, from the preclinical to clinical curricu-
lum, or from one clerkship/specialty to another, it 

is not unusual for students to stumble in one set-
ting and then flourish in another. When informa-
tion is fed forward, particularly when given to the 
faculty working directly with students, students 
can be unfairly branded, resulting in greater scru-
tiny of the student with expectations that they 
will struggle and explicit or implicit bias result-
ing in unfair treatment. On the other hand, when 
information is not fed forward, there are missed 
opportunities to work with and provide additional 
support to students who struggle. Often, patterns 
of difficulty or behavior may be overlooked, 
resulting in significant delays in identification 
and remediation of challenges [22].

 Information-Sharing with Admissions

Medical schools also vary in their approaches to 
“feeding back” information to admissions offices 
and committees regarding students’ medical 
school performance. Schools run the gamut from 
having admissions deans on promotions commit-
tees to having no communication to the admis-
sions office regarding student performance once 
a student matriculates. The latter policy may 
hamper the admissions committee’s ability to 
continuously improve upon their evaluations of 
future applicants. The former may introduce bias 
for or against certain student characteristics when 
making predictions based on the limited and 
unsystematic experience at one school, particu-
larly given the paucity of research data available 
to guide admissions decisions.

Some dean’s offices or promotions commit-
tees may routinely review the medical school 
application file of each student having difficulty 
to look for evidence of previous academic or 
behavioral difficulties. This review may provide 
insight into the nature of the issue, whether it is 
chronic or recurrent, and inform choice of reme-
diation strategies. It can also identify and provide 
to admissions offices or committees retrospective 
“red flags” in application materials that could 
inform the admissions process. Some schools 
structure regular communications between the 
dean’s office and the admissions committee to 
ensure information-sharing about curricular 
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changes and feedback on support that is available 
for students after matriculation.

From time to time, the admissions office will 
“take a chance” on an applicant with an atypical 
or weaker academic history because of a particu-
lar experience or talent that suggests promise to 
become an outstanding physician. In these cases, 
it is not clear whether giving proactive support to 
the student is beneficial or not. Labeling a stu-
dent as academically at risk may seriously ham-
per their self-confidence and cause undue anxiety 
(see also Chap. 3). Additionally, identifying at- 
risk students to faculty (see “forward feeding” 
section above) may unconsciously bias the fac-
ulty. Some schools offer elective academic sup-
port in advance of the start of medical school.

 The Official Academic Record

The contents of the official academic record are 
specific to each school. At many schools, the offi-
cial academic record consists of a student’s tran-
script, student’s duplicate record (transcript plus 
biographical information and USMLE scores), 
narrative evaluative comments from faculty, 
medical student performance evaluation 
(“MSPE,” aka “Dean’s Letter”), and, for a small 
number of students, a disciplinary report. The 
entire official academic record can be obtained 
by subpoena in a court of law.

Each state medical licensing board has its 
own requirements for documentation, which in 
some cases are quite extensive. For instance, 
California currently asks if a student has been 
on probation during medical school. Some 
schools have policies in which students are 
placed on probation for academic or profession-
alism reasons during medical school, with the 
agreement that the record will be “sealed” if the 
student does not have any repeat issues. 
However, this becomes an issue for students 
applying for licensure in select states that ask 
this question. The definition of probation is 
evolving and becoming more formalized and 
specific in response to this changing landscape. 
Some institutions are now reserving the term 
“probation” for use after the effectiveness of 
early stages of remediation can be assessed. In 
these cases, the terms “focused review” and 
“academic warning” are used to denote the early 
stages of remediation.

The American Association of Medical 
Colleges has guidelines regarding the med-
ical student performance evaluation 
(MSPE), which include such issues as 
follows:

• Inclusion of students’ academic history 
including any extensions, leaves of 
absence, and gaps or breaks in a stu-
dent’s educational program

• Information, based upon school-specific 
policies, of coursework that the student 
was required to repeat or otherwise 
remediate

• Information, based on school-specific 
policies, of any adverse action(s) 
imposed on the student by the medical 
school or its parent institution

• Information about students’ academic 
performance and professional attri-
butes in preclinical coursework, and 
clinical and elective coursework, 
including:
 – Statement regarding a student’s 

attainment of professional standards 
as defined by the school

 – Graphic representation of a student’s 
performance as compared to his or 
her peers

• Narrative assessments of students from 
preclinical and clinical courses based 
upon summative faculty evaluations

• Assessment of professional behavior:
 – Information on citations for unpro-

fessional behavior, including inci-
dent and remediation actions taken

 – Information on commendations for 
exemplary professional behavior
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Credentialing services will contact medical 
schools on behalf of graduate programs and insti-
tutions to verify completion of medical educa-
tion. Typically, they request information about 
interruptions in medical education, academic or 
disciplinary probation, unprofessional conduct or 
reports of negative behaviors, or questions of 
academic incompetence. Such reports should be 
completed based on the official academic record. 
Student data that are outside of the official aca-
demic record CANNOT be shared with outside 
parties, including residency programs and licens-
ing boards. This includes oral or written “off-the- 
record” comments by faculty, peers, or others in 
the administration. Many dean’s offices keep 
records of discussions with students. As long as 
their only purpose is to serve as the written 
“memory” of the dean, these records are private 
and not available at the time of subpoena.

 What to Recommend 
to a Graduating Medical Student

Students who have undergone remediation in 
medical school may or may not be at risk for dif-
ficulties during postgraduate training. All stu-
dents should be counseled to seek out training 
programs that best fit their goals, strengths, work 
styles, and personal requirements. Divulging 
remedial work that is not part of the student’s 
record is the personal choice of the student and 
should be made carefully. Students should be 
encouraged to be honest and professional while 
understanding their own right to privacy. 
Generally, students who demonstrate insight, 
engage with enthusiasm, successfully complete, 
and grow from remediation programs are espe-
cially prepared for residency training and prac-
tice. In fact, the student may perform as well, or 
better, than their colleagues who did not struggle 
during school. Graduates can optimize their suc-
cess by asking for feedback frequently from 
peers and supervisors and acting on the informa-
tion gained. Graduates with disability accommo-
dations in place should be encouraged to 
proactively bring documentation to their program 
director well in advance of needing the actual 

accommodations to ensure that appropriate sup-
ports are put in place. Students also need to be 
aware that accommodations within hospital sys-
tems can be particularly difficult to enact as 
patient care and patient privacy policies super-
sede their rights in some cases.

 Dismissal of Medical Students

The percentage of medical students dismissed 
from school is strikingly small when compared to 
other professional schools such as law or busi-
ness. Medical school faculty are more comfort-
able with their role in identifying and remediating 
students who need additional support than in 
determining when a student cannot meet mile-
stones and must be dismissed. If dismissal from 
medical school is being seriously considered, the 
student must be informed. This discussion may 
be enough to motivate a student to be an active 
participant in successful remediation. It is also 
crucial to clearly outline, both verbally and in 
writing, the school’s requirements, including 
exact deadlines, for the student to complete reme-
diation activities that reflect the school’s policies 
on student promotion and professional behavior. 
Legal counsel can be helpful with reviewing 
these documents, as policies may be subject to 
interpretation. Often, students are asked to meet 
with one of the deans when the school is consid-
ering dismissal. The dean’s office can guide the 
student to prepare for an appearance before the 
promotions or professionalism disciplinary com-
mittees and give the student feedback on their 
written statements. Typically, students in this sit-
uation have already been told multiple times that 
they are at risk for dismissal and have undergone 
remediation unsuccessfully. Many schools have 
the appropriate committee deliberate and vote on 
recommending a student’s dismissal to the dean, 
who makes the final decision. Students should 
have the right to appeal the decision within a 
defined time frame (see also Chap. 29).

The dismissal of a student is the most high- 
profile example of when the dean’s office and the 
involved faculty must balance their advocacy for 
the student with their obligation to the medical 
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school and society at large. In addition to follow-
ing the institution’s policies and procedures, the 
dean’s office should consider the immediate 
needs and issues facing the dismissed student. 
Given the gravity of the situation, students should 
be encouraged to talk with a trusted friend or 
relative and referred to a mental health profes-
sional for support. The dean’s office can also con-
sider notifying the student health service in case 
the student contacts them for care. Once a student 
is officially dismissed, they need to leave school 
in a timely fashion. However, students do need 
time to move out of on-campus housing. If the 
school’s policy allows it, refunding all or part of 
the semester’s tuition is appreciated. A dismissed 
student may also appreciate and request that the 
dean’s office explain the dismissal to a parent or 
spouse for them. The question of the next steps 
for a dismissed student, given the significant 
resources they have invested in medical training, 
is hotly debated and constitutes an area for con-
tinued investigation [23, 24].
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21Commentary on Chapter 20: 
Perspective from a Brazilian 
Medical Professor

Suely Grosseman

The undergraduate medical course in Brazil lasts 
for 6 years, the last two of which comprise the 
clerkship period. In 2020, there were a total of 
335 Brazilian medical schools, with a total of 
36,390 spots. A third of schools were tuition-free 
and administered by federal or state govern-
ments. The ratio of candidates per tuition-free 
spot may reach 120 to 1. Considering the princi-
ples of equity, a percentage of spots in tuition- 
free public schools are reserved for people whose 
family income is below 1.5 times the minimum 
wage, Indigenous Brazilians, people who self- 
declare as Black or mixed race, and people with 
disabilities.

Adaptation to medical school presents chal-
lenges even for students from privileged back-
grounds. It may be additionally challenging for 
students who move to a new city, feel distant 
from their families, live alone, and/or have to 
adapt to new cultures and social perspectives. 
Thus, before thinking about remediation, it is 
essential to consider support during this transi-
tion to help students see medical schools as safe 
environments. This requires the development of 
a culture of respect, a collaborative teaching- 
learning process, and a comprehensive under-
standing of how people experience and view 
their social reality. This is also an important 
condition for effective teamwork, students’ 
mental health, and quality of patient care. As 
one student memorably stated, in a qualitative 
study I conducted on how students learned phy-
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I have been a medical professor for more 
than 25 years. In my office, located on the 
same floor where students from the first two 
semesters have classes, I was available, in 
an unofficial capacity, to any student who 
wanted to talk whenever possible. Often, they 
knocked on my door to open their hearts and 
showed gratitude for the opportunity to talk 
and cry with someone who listened and com-
passionately supported them. Their anxieties 
were caused by many issues: family or finan-
cial struggles, certainly, but mainly three: 
faculty who they felt oppressed them, peer 
relationships, and test performance. When I 
identified that they needed psychological 
support, I would accompany them to the on-
demand support offered to all students by the 
psychology course. When I suspected that 
they might need psychiatric support, I would 
try to arrange an appointment with a psy-
chiatrist, but his schedule was overloaded, 
and we often had to wait 2  weeks for an 
appointment. My many memories include a 
student who I encouraged to bring his mother 
in to mediate a problem he had with her; 
another student was kicked out of home after 
revealing his sexual orientation.
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sician-patient relationships, “The way the 
teacher treats us is the way we will treat our 
future patients” [1].

Regarding remediation, in Brazil, we call it 
“recovery.” Both terms assume that mental health 
problems, unprofessional behaviors, or failure to 
pass factual or performance assessments are seen 
as illnesses. In my view, we should reframe it as 
coaching for catching up or a partnership for 
attaining better personal and professional 
development.

In schools that emphasize content-heavy, 
basic science-focused lectures early on, students 
who need recovery only get a single second 
chance at assessment, within a short timeframe. 
Sometimes, instead of supporting the student, 
this new assessment does not guide the student 
to master the content they failed to grasp and 
instead covers all subjects of the semester. In 
medical schools with small tutor-facilitated 
groups, it is easier to identify students who are 
struggling to learn or who have attitudinal limi-
tations. Here, tutors are generally attentive, and 
there are many opportunities for self and peer 
assessment. Once a problem has been identified, 
tutors meet with students to listen to their expla-
nations about what is happening with apprecia-
tive feedback, understand the problem’s origin, 
and find the best way to provide support. Tutors 
may coach students with theoretical or practical 
assessment and/or recommend that they receive 
other forms of support.

Regardless of curriculum design, some 
Brazilian medical schools have well-developed 
support mechanisms: (1) offices comprising ped-
agogy, psychology, and psychiatry professionals 

who can support and follow students; (2) medical 
professors who are specifically dedicated to 
coaching students with difficulties; and/or (3) 
mentorship programs, which may be individual 
and conducted by faculty or near-peer students, 
or in small groups aimed at professional and/or 
personal development.

Dismissal of medical students, as in the USA, 
is rare in Brazil. It mainly occurs when a student 
does not complete the course within twice the 
expected timeframe (i.e., 12 years).

I see attitudinal problems as the main chal-
lenge in medical schools, since it is our responsi-
bility to ensure that the physicians we certify not 
only have technical excellence, but also act with 
professionalism. Lecture-heavy schools lack 
opportunities to observe students’ attitudes. 
Sometimes, we can identify students who cheat 
on tests or who plagiarize; other important pro-
fessionalism problems are only identified during 
clerkships, though peers have known about them 
for a long time. The approach to unprofessional-
ism behaviors varies greatly, depending on attitu-
dinal assessments and codes of conduct. 
Decisions regarding students with professional-
ism lapses are much the same as those in Chaps. 
13 and 14.
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22Commentary on Chapter 20: 
Perspective from the University 
of Minnesota Bachelor of Science 
in Nursing (BSN) Program

Carol Flaten

Students entering our BSN program either have 
graduated from high school in the previous 
4 months or may have transferred into the pro-
gram, having met prerequisites and having had 
additional life/work experience. The application 
and admissions process is highly competitive. We 
utilize a holistic review and admission process, 
which results in diverse student cohorts.

In contrast to most medical students, our BSN 
students are in an earlier stage of adult develop-
ment, experiencing many transitions including new 
living environments, new academic expectations, 
and increased individual accountability. Students 
experience concerns and challenges that include 
mental health needs, professional conduct expecta-
tions, clinical ability, academic requirements, and 
demands from family or community of origin.

Addressing the needs of students so they can 
be successful requires a wide range of interpro-
fessional colleagues who are experts in their 
areas, including disability resources, health and 
wellness services, counseling services (including 
crisis), health advocacy, and centers for writing 
and academic support. Faculty may be the first to 
notice changes in performance or behavior in the 
classroom or clinical setting and will offer these 
resources to students. Collaboration and commu-

nication among faculty and the academic advi-
sors are crucial to provide a comprehensive set of 
supports for the student, and yet, we must bal-
ance this with the need to maintain confidential-
ity. Our different roles influence what students 
choose to share with faculty, academic advisors, 
and other colleagues.

When students do not meet the academic or 
clinical requirements of a course, the course fac-
ulty meet with the student. The student and fac-
ulty collaborate on a written remediation plan 
(“Success Plan”) that names specific actions the 
student is recommended to take to improve their 
performance, including, when appropriate, work 
with a tutor for individual remediation sessions, 
meeting with a disability resource counselor, etc; 
a timeline; and consequences if the plan is not 
achieved. The Success Plan is sent to the aca-
demic advisor and assistant dean. The student is 
highly encouraged to follow the steps of the 
Success Plan and is encouraged to reach out to 
faculty, academic advisors, and additional 
resources named therein. The academic advisor 
concurrently meets with the student to explore 
ways to support the Success Plan and offers addi-
tional pertinent resources. The majority of stu-
dents successfully complete their plan and stay on 
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track in the program. The Success Plan does not 
become part of the student’s permanent record.

The assistant dean may play several roles in 
this process, including counseling faculty to 
write a Success Plan that names reasonable 
expectations of the student and aligns with 
school policies and syllabus requirements. In 
cases where a student has multiple Success 
Plans across several courses, the academic advi-
sor and assistant dean may meet to specify 
potential student needs in greater detail. 
Discovery of a disability, for example, with the 
student’s permission, leads to consultation with 
the school’s disability resource center liaison. In 
highly complex situations, they meet as a group 
to review program technical standards and iden-
tify further supports and/or insurmountable lim-
itations. Performance concerns may also lead to 
additional consultation with the clinical unit 
manager. If needed, we invite the student to 
these meetings to keep communication open 
and transparent about the standards they must 
meet and the pathways for meeting those 
requirements.

If the student does not meet the requirements 
specified in a Success Plan, the consequence is 
typically a failing grade in the course. This will 
likely change the student’s academic progres-
sion and, in some cases, lead to a delayed gradu-

ation. Anecdotally, we have noticed that students 
who fail a course or pause for a semester in the 
program often return and flourish in the BSN 
program.

Students who fail two courses in the program 
are subject to dismissal. Students may appeal, 
whereupon the academic advising team, assistant 
dean, and BSN co-director review the case. If the 
appeal is successful, the academic advisor may 
construct benchmarks that the student must meet, 
such as monthly meetings with the advisor. When 
a student repeats a course, we encourage the stu-
dent and faculty to meet at the start of the course 
to discuss potential difficulties and/or share an 
official accommodation letter from the university 
disability office.

In summary, we have developed a student- 
centered process of meeting with the student, 
incorporating an interprofessional team approach 
that includes the student, and collaborating on a 
written Success Plan, which we are able to track 
through the semester. Each Success Plan is 
unique, designed to address the individual needs 
of the student and specific to the program require-
ments the student has not met. This tailored and 
interprofessional approach to remediation 
upholds our values of meeting students where 
they are and supporting them in their educational 
development process toward graduation.

C. Flaten
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23Commentary on Chapter 20: 
Perspective from the Nell Hodgson 
Woodruff School of Nursing, 
Emory University

Melissa Owen

A key takeaway of the Institute of Medicine’s 
Future of Nursing report centers on creating 
a diverse healthcare workforce to care for our 
population. As educators in healthcare fields, we 
have an obligation to the public to graduate safe 
and adequately skilled practitioners. We also have 
an obligation to support all students as much as 
possible, to allow them to successfully graduate 
and enter the health professions. Educators must 
also approach all students, including those expe-
riencing suboptimal academic or clinical perfor-
mance, with a positive, supportive demeanor. All 
students can learn, perhaps just not in the same 
way or on the same timeframe.

Engaging with students who need additional 
support must begin with a holistic approach and 
review of potential barriers to learning and oppor-
tunities for growth. At our institution, many indi-
viduals may be involved in this process. Students 
are encouraged to start conversations with course 
faculty directly. Program directors, the Assistant 
Dean for Prelicensure Programs or Graduate 
Clinical Programs, and the Assistant Dean for 
Student Affairs and Diversity Initiatives may also 
be involved for complicated situations. Our Office 

of Diversity, Equity, and Inclusion also serves as a 
safe space for students to share their concerns and 
receive additional support and resources.

Many factors related to academic success 
involve social determinants of learning: student 
characteristics that may benefit or hinder a stu-
dent’s academic success and progression. In 
nursing school, whether pre- or post-licensure, 
many students have outside obligations, such as 
employment or caregiving responsibilities, finan-
cial concerns, or food insecurity, any of which 
may interfere with academic requirements and 
performance. For success, students must have 
basic needs, such as housing, course materials 
including recommended resources, and adequate 
food resources, met. Our faculty and school lead-
ership often explore these factors and refer stu-
dents to available services as appropriate. 
Additionally, the chapter authors highlighted the 
ever-increasing challenges related to mental 
health in our students. Early identification and 
timely referral to campus resources are key to 
improve student well-being and to support aca-
demic performance.

Other factors related to academic performance 
may be related to preparation prior to program 
matriculation. As noted, study strategies that 
worked well previously may be insufficient for 
rigorous nursing school exams requiring knowl-
edge application rather than merely recall (see 
Chap. 7). Therefore, students who have previ-
ously not required academic accommodations 
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may need referral for a learning assessment and 
require accessibility services. Additional helpful 
resources include peer tutoring, study groups, 
and writing centers.

After a holistic review and discussion of the 
student’s situation, we set explicit plans and goals 
to help students stay on task and track approaches 
previously tried by the student. Documentation 
of the expectations for and the results of peer 
tutoring sessions, practice question resources, 
or additional simulation skill training hold the 
student accountable for academic progress and 
help the school measure the benefit of the sug-
gested approaches on academic performance. 
Collaborative planning between the student, 
course faculty, and administration as appropriate 
should result in clearly enunciated consequences 
if goals are not achieved.

Although small in number, students who 
require remediation utilize a significant amount 
of faculty resources. Additionally, these stu-
dents may be less likely to pass licensing exams. 
In 2021, 17.5% of all test takers did not pass the 
NCLEX-RN exam on the first attempt. We 
clearly have much more work to do to help our 
learners succeed. Improving identification of 
commonly occurring systemic factors that lead 
to a need for remediation would allow schools 
to implement preemptive programming. These 
may include programs for study and test-taking 
skills, pre- admission review courses, and well-
being initiatives. Additionally, support for social 
determinants of learning such as food, housing, 
and transportation may increase equity, allow-
ing all students the same opportunity to learn 
and be successful health professionals.

M. Owen
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24Commentary on Chapter 20: 
Perspective from the Purdue 
University College of Pharmacy

Kimberly Illingworth

Chapter 20 highlights all the major factors that 
arise in our dean’s office. Like other health pro-
fessions students, pharmacy students struggle for 
many reasons. Overall, these can be grouped into 
two main buckets: comprehension and applica-
tion of content, and life circumstances. Students 
also commonly experience stress and mental 
health symptoms. We recognize that they will 
have challenges while in school and as future 
practitioners. Yet, there are also unanticipated life 
circumstances, such as students newly diagnosed 
with major chronic illness who think that they 
can continue without modifications or family 
members who become ill or die. Regardless of 
the stage of life, these circumstances weigh heav-
ily on the minds of individuals, including stu-
dents. Lastly, we do have a handful of students 
that have issues with professionalism, but this is 
uncommon.

In part, to help students address stress and nor-
malize conversations about mental health, our 
college has created wellness-related initiatives. 
As a first step, we are trying to create formal 
opportunities to have authentic discussions with 
students about their challenges with a focus area 
in each professional year of the curricular 
sequence. In the first professional year, we review 
the symptoms of depression and anxiety and 

encourage students to seek help early. We outline 
a wide variety of mental health and wellness 
resources available on campus. Then, we intro-
duce a problem-solving process, similar to the 
patient care process, to prevent or mediate indi-
vidual stressors. Students create a wellness and 
mental action plan as deliverables for this activ-
ity. Students revisit their action plans in each year 
of the didactic curriculum. In the second year, we 
ask students to complete Question-Persuade- 
Refer (QPR) training, a national program to 
reduce suicidal behavior and save lives (https://
qprinstitute.com/). As a part of this training, stu-
dents participate in role-plays with cases that 
include peers and patients. This activity empha-
sizes reflective listening, motivational interview-
ing, and assessing suicidality as core 
communication skills. In the third professional 
year, as students think about their transition to 
their clinical experiences, we focus on imposter 
syndrome and strategies to support their well-
ness. In the final year, the college develops activi-
ties that focus on community, including a mobile 
phone wellness application.

Though we have instituted wellness initiatives 
and support mechanisms for when students expe-
rience challenges, we currently do not have a for-
mal remediation policy to help students when 
they struggle with their academic performance. 
Currently, students repeat courses they have 
failed. Failure results in a loss of their cohort, 
payment of another year’s tuition, and incurrence 
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of an opportunity cost by keeping them out of the 
workforce. The COVID-19 pandemic has ampli-
fied our need for such a policy, because a higher 
number of students have failed exams and 
courses than in past years. With lower academic 
performance, there is concern that license exam 
scores will drop and fewer students will pass. 
Our college is not alone with these concerns. 
Anecdotally, others in pharmacy education have 
expressed similar issues. As we try to thought-
fully put together a policy, we are considering 
how to promote student success with curricular 
changes (e.g., more frequent assessments) and 

adjustments to when we trigger academic alerts 
(e.g., missing a certain number of classes or fail-
ing an exam). The primary goal is to support stu-
dents so they are academically successful and do 
not fail a course. However, if they do fail a 
course, we are considering strategies to help 
them “recover” by remediating and allowing 
them to remain on track. Finally, we are trying to 
find ways to incentivize students who are strug-
gling to change their behaviors with the hope of 
supporting their success not only to pass an exam 
but also to succeed in future courses and on clin-
ical rotations.

K. Illingworth
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25Commentary on Chapter 20: 
Perspective from the School 
of Physical Therapy, University 
of California, San Francisco

Amber Fitzsimmons, Kai Kennedy, 
Theresa Jaramillo, and Andrew Lui

The International Classification of Functioning, 
Disability, and Health (ICF) is the World Health 
Organization’s framework for measuring health 
and disability at individual and population levels. 
Given its biopsychosocial foundations, the ICF 
model is central to physical therapy education 
and focuses on the domains of health conditions; 
body structures and functions (including impair-
ments), and their impact on individuals’ activi-
ties; and effects on societal roles, e.g., in their 
family or occupation. These domains depend on 
environmental and personal factors that either 
facilitate or hinder optimal functioning. In many 
ways, the ICF model for patient care parallels the 
approach needed for learner success, especially 
as we begin to destigmatize the concept of reme-
diation and modernize our instructional processes 
to de-emphasize learner deficits and instead focus 
on learners’ strengths and holistic plans for 
success.

In our 3-year physical therapy program, we 
prioritize our learner-centered success efforts 
before learners even enter the program. When 
students apply, sometimes directly out of college, 
and sometimes with work experience or advanced 
degrees, our holistic admissions process provides 
all students with specific expectations and 
resources to prepare them for the academic rigor, 
pace, and learning environment in our program. 
We explain our cohort-based approach and 
encourage them to recognize and appreciate the 
diversity of lived experiences represented in their 
learning community.

Once students enroll, we endeavor to help 
them adapt to their life transitions as they enter 
graduate education and to consider how to 
develop the accountability to be independent and 
self-directed in their learning. For example, we 
administer a Learning and Study Strategies 
Inventory (LASSI) to help them reflect on their 
attitudes toward and habits of learning and study-
ing and to facilitate a growth mindset during their 
development into a healthcare professional. 
Additionally, we incorporate content from learn-
ing specialists who help normalize the emotions 
associated with graduate-level study and provide 
students with evidence-based study strategies. 
We also facilitate deep learning around profes-
sionalism by defining competencies and mile-
stones in five domains: compassion, humility, 
accountability, social responsibility, and excel-
lence. In these domains, we embed self-care, 

A. Fitzsimmons (*) ·K. Kennedy  
T. Jaramillo · A. Lui 
Department of Physical Therapy and 
Rehabilitation Science, University of California,  
San Francisco, CA, USA
e-mail: amber.fitzsimmons@ucsf.edu;
kai.kennedy@ucsf.edu; theresa.jaramillo@ucsf.edu; 
andrewj.lui@ucsf.edu

© The Author(s), under exclusive license to Springer Nature Switzerland AG 2023 
A. Kalet, C. L. Chou (eds.), Remediation in Medical Education, 
https://doi.org/10.1007/978-3-031-32404-8_25

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-32404-8_25&domain=pdf
mailto:amber.fitzsimmons@ucsf.edu
mailto:kai.kennedy@ucsf.edu
mailto:kai.kennedy@ucsf.edu
mailto:theresa.jaramillo@ucsf.edu
mailto:andrewj.lui@ucsf.edu
mailto:andrewj.lui@ucsf.edu
https://doi.org/10.1007/978-3-031-32404-8_25


276

mental health, study strategies, working across 
differences, and self-reflection.

Structurally, our proactive approach to student 
success includes assigning all students a faculty 
advisor, who meets with the student regularly to 
offer support. Advisors and learners collabora-
tively review standard progress assessments and 
self- and faculty-generated professionalism 
assessments. Faculty advisors also check in with 
their advisees about academic, financial, and 
mental health as they navigate the complexities 
of healthcare education and delivery. Finally, we 
utilize a quarterly “observation tracker” system 
to provide course directors a mechanism to notify 
program administration of specific learners’ 
needs, whether housing or food insecurity, 
learning- related, stress management or health, 
communication, participation, motivation, or 
other personal or professional needs.

Operationally, students in our program are 
expected to maintain a minimum B average; if a 
student receives a C or below in a course, which 
happens with a small number (i.e., 3–4 students) 
in each cohort, they may undergo a formal 
“learner success” process to improve their grade. 
This process includes having the student meet 
with an Academic Review Committee, the stu-
dent’s faculty advisor, course directors, and pro-
gram directors. The resulting learner success plan 
is monitored and reassessed by the student’s fac-

ulty advisor, and if appropriate, the Academic 
Review Committee, to determine progress, 
potential modifications, milestones, and ultimate 
success of the plan. Very occasionally, perhaps 
once every other year, prolonging their program 
to a fourth year is needed.

Dismissal is a very sensitive and challenging 
topic in our field. At our institution, dismissals 
occur infrequently, perhaps once every 3–4 years; 
more commonly, learners who struggle with the 
curriculum realize that a career in physical ther-
apy is not their best choice. When these situations 
arise, we center our discussions around our pro-
fessional core values to train healthcare profes-
sionals who are competent and safe and will 
provide the highest quality of physical therapy 
services to the public.

We continue to discuss how the context of the 
different learner and societal needs brought forth 
by the COVID-19 pandemic impacts dismissal. 
While we tend to focus learner success plans on 
support of the individual learner, we are keenly 
aware that our program must evolve to meet the 
needs of learners in the twenty-first century; our 
program, policies, and faculty need to evolve 
simultaneously. Our evolution will use a systemic 
approach to balance multiple factors, including 
representation of diverse identities, educational 
cost, external resources, and other structures for 
support and quality assurance.

A. Fitzsimmons et al.
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26The View from the Office 
of the Designated Institutional 
Officer (DIO), Washington 
University in St. Louis
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A Bad Day in the Life of the Designated 
Institution Officer (DIO)

It was a beautiful fall day, and I was look-
ing forward to the weekend when I saw an 
email from one of our brand-new program 
directors (PDs), Dr. P. She was struggling 
with a resident and wanted to speak with 
me. I called and asked how I could help.

Dr. P: Thanks for calling me back. I 
have been dealing with one of our senior 
residents with some serious patient care 
issues on his services. Many of our attend-
ings believe that this has been in part due 
to his poor team management skills. I really 
do not see how he can be allowed to stay in 
the program. I am thinking we need to ter-

minate him. Can you even do that to a 
senior resident?

DIO: Well, that is distressing. Have you 
had challenges with him prior to this?

Dr. P: Oh, he was never a strong resi-
dent, scored low on the in-service exams, 
that sort of thing. I know that the prior PD 
was reluctant to promote him last spring, 
but the Clinical Competency Committee 
(CCC) determined that he had improved, 
so he was promoted. However, it is becom-
ing clear that he really can’t put it all 
together. His patient care plans are sloppy, 
junior residents don’t get clear direction, 
and things are being missed. The attend-
ings on his first rotation as a chief tell me 
that they couldn’t trust him to manage 
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their patients. After that rotation, I told 
him that he was going to have to do a bet-
ter job running his services. Things really 
didn’t get better; attendings had to check 
up on him all the time and often found 
problems. Now, on his third month-long 
service rotation as Chief Resident, a 
patient with a large ovarian mass under-
went a right oophorectomy and was doing 
poorly in the recovery room. The nurses 
asked him to come and see the patient, but 
he sent the intern instead. The intern 
reported back that the patient was tachy-
cardic and the hourly urine output was 
low, but the estimated blood loss on the 
case was only 300 cc. The intern asked the 
chief to come and see the patient, but he 
said that he was busy and told the intern 
to just give the patient a fluid bolus. He 
promised to come see her soon. Two hours 
later after two fluid boluses, the nurses 
called the attending physician to tell her 
that the patient was still tachycardic, not 
making adequate urine, and the chief resi-
dent had not come to see her. The attend-
ing showed up immediately to find the 
patient’s abdomen distended and rigid. 
Stat labs documented a 5  gm drop in 
hemoglobin from preoperative values. The 
patient went to the operating room imme-
diately where a 1000 cc hemoperitoneum 
was evacuated and a bleeding ovarian 
pedicle was ligated, and hemostasis was 
achieved. The patient received two units of 
packed red cells intraoperatively and sub-
sequently received another unit. The 
attending had paged the chief twice with 
no response. Later that evening, the chief 
resident answered the page, explaining 
that his phone battery had been dead ear-
lier. After hearing about what had hap-
pened with the patient, he asked if she 
wanted him to come in or just see the 
patient in the morning. The attending said, 
“Don’t bother. You won’t be taking care of 
my patients anymore.”

I got an earful from that attending and 
promised her to assign a different chief to 
her patient and deal with this guy. I really 
think we have to terminate.

DIO: Yes, that is all very serious. Let me 
back up a few steps. Had the resident ever 
had a written remediation plan, been on 
probation, or been told that he could be 
terminated if his performance didn’t 
improve? Did you document your discus-
sion after the first rotation?

Dr. P: There is no written remediation 
plan in his file. I had always heard to start 
with a verbal warning so didn’t document 
my talk with him, and now I think that it 
can’t wait until then. There is an informal 
note from the 6-month evaluation last 
spring that said that he needs to improve 
his fund of knowledge, but there is no defi-
nite plan. The former PD didn’t like to 
“label” residents; he was worried it might 
hurt them down the road.

DIO: Can you send me your program’s 
policies on evaluation, promotion, and dis-
ciplinary action? Where do you think you 
are in that process?

Dr. P: I can ask the coordinator to find 
it. I haven’t had time to look at it. I only 
took over in July, you know.

DIO: Several other questions come to 
mind. You noted that he had low scores ear-
lier. Are there any threshold scores for the 
in-training exam? How has he done on his 
milestones? Are there any standards for 
those in your program?

Dr. P: I am really not sure. I will have to 
look at it. We will send a copy of it all to 
you.

DIO: Have you had any behavioral con-
cerns? Has he been facing any personal 
challenges?

Dr. P: He seemed fine when I brought 
him in earlier about his performance. He 
never said anything about personal chal-
lenges. He was surprised he wasn’t doing 
well, since he had been promoted.

R. McAlister et al.
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 Introduction

Up to 18% of residents will require some form of 
remediation during their training [1, 2]. Causes 
for remediation vary widely among programs 
and specialties with common deficits including 
substandard performance in medical knowledge, 
clinical reasoning, efficiency or organization, 
communication skills, and professionalism ([1–
5]; see Chaps. 7, 9, 11–14). Residency and fel-
lowship training programs invest a significant 
amount of time, energy, and resources to provide 
underperforming high-risk learners with remedi-
ation [3, 6]. Despite best efforts, not all trainees 
can be remediated, and some residents will go on 
to probation or termination [3, 7]. Being placed 
on probation during residency training is associ-

ated with poor career outcomes, including low 
graduation rates, low board pass rates, and unusu-
ally high rates of citation by the state medical 
boards [2]. Termination is more common in resi-
dents with multiple deficiencies and in those with 
significant professionalism violations [1, 8].

Remediation of residents and fellows should 
include clear goals and identify targeted skills to 
be practiced with close monitoring and ongoing 
feedback. Remediation ideally should conclude 
with a reassessment to ensure that the gaps have 
closed and that the learner is qualified to return to 
supervised practice and ultimately progress to 
independent practice [9–12]. However, specific 
remedial processes such as this are rarely used in 
graduate medical education [13]. Predominant 
remedial interventions include repeated exposure 
to rotations without new learning strategies or 
changes to organizational aspects of residency, 
like reducing workload [14, 15]. While a recent 
study highlighted that surgical residency pro-
grams with low attrition were more likely to pro-
vide resident remediation, there remain limited 
data on systematic or individual interventions 
that are associated with improved career out-
comes [3, 16–18]. A few studies have utilized 
centralized resources with an established frame-
work to diagnose areas of learner deficiency and 
to build remediation plans that incorporated 
deliberate practice with specific individualized 
feedback and reflection [17, 18]. These studies 
have demonstrated significant improvement in 
learner performance and sustained improvements 
in graduation rates over time.

While the vast majority of physicians in resi-
dencies and fellowships successfully complete 
their programs, it is always problematic when a 
trainee fails to meet expectations. Institutional 
leadership, in the form of program directors 
(PDs) and the designated institutional official 
(DIO), must provide strong support for remedia-
tion. PDs are charged with developing robust 
educational programs, ensuring timely and effec-
tive assessment of trainees, and identifying those 
who need additional support. In Accreditation 
Council for Graduate Medical Education 
(ACGME)-accredited programs, the DIO plays a 
key role in supporting the work of the PDs (see 

DIO: Where is the resident now?
Dr. P: Well, it’s Thursday afternoon. He 

is likely about to sign out. I can ask the 
backup chief to cover for him Friday, and 
then he is scheduled to go on vacation for 
the week. I guess I need to call him in and 
let him know we are reviewing all of this.

DIO: Yes, I think that would be best. I 
think you should bring him in and tell him 
you are taking all of this seriously. Patient 
care must be protected, so he will be on 
administrative leave for Friday. Then let 
him know that you will sort things out and 
be in touch with him next week about next 
steps. It’s never a bad idea to acknowledge 
that all of this is probably very stressful for 
him. You should give him the contact infor-
mation for the counseling folks. And be 
sure to document all of that in his record.

Dr. P: Oh, what a mess. I will send you 
his file and our policies, and I will see you 
tomorrow.

DIO: Indeed. Once we hang up, I am 
going to write the hospital legal folks a 
note about all of this. They are going to 
want to be part of the review. See you 
tomorrow.

26 The View from the Office of the Designated Institutional Officer (DIO), Washington University in St…
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text box for definitions). The DIO collaborates 
with a governing body inclusive of PDs, called 
the Graduate Medical Education Committee 
(GMEC), to ensure substantial compliance with 
the applicable program requirements. (The 
authors of this chapter include a long-standing 
DIO and Associate Dean for GME, three experi-
enced PDs, and a Senior Associate Dean for 
Education and Associate Vice Chancellor with 
oversight of GME at Washington University in 
St. Louis School of Medicine. Together, these 
authors represent a broad array of specialties and 
subspecialties and have extensive experience in 
both successful and unsuccessful remediation.)

ACGME Definitions

Sponsoring Institution (SI): An SI is an 
entity (medical school, hospital system, or 
consortium of these organizations) that 
oversees, supports, and administers a cer-
tain set of ACGME-accredited residency/
fellowship programs. An SI’s organiza-
tional chart(s) should illustrate the ultimate 
authority of a single governing body and its 
relationships with a DIO, GMEC, and other 
components of GME in the SI (e.g., pro-
gram directors, participating sites). While a 
variety of organizational structures can be 
found among ACGME-accredited SIs, a 
substantially compliant SI has a DIO who 
collaborates with a GMEC under a singular 
governing body in overseeing GME at all 
of an SI’s participating sites.

Designated Institutional Official 
(DIO): A designated institutional official 
(DIO) collaborates with a Graduate 
Medical Education Committee (GMEC) to 
ensure an SI’s and its programs’ substantial 
compliance with the applicable ACGME 
institutional, common, and specialty/sub-
specialty-specific program requirements. 
The Institutional Requirements do not 
specify qualifications of a DIO. An SI must 
identify a DIO positioned in the organiza-
tional structure to have authority and 

responsibility for overseeing the SI’s 
ACGME-accredited programs. While it is 
currently acceptable for one individual to 
serve as DIO for more than one SI, each SI 
must define the financial support and pro-
tected time committed to the DIO for his/
her responsibilities relating to oversight, 
education, administration, and leadership 
in that SI only.

A DIO may be a faculty member or an 
administrative staff member with expertise 
in GME who has specific protected time 
and resources provided by the SI to meet 
these needs. The DIO provides institutional 
support, including onboarding new PDs, 
consulting with PDs as problems arise, 
reviewing policies and documentation, and 
working with institutional legal counsel 
and human resources (HR) to assure that all 
trainees have access to appropriate institu-
tional review of the program’s disciplinary 
actions.

Program Director (PD): The program 
director is responsible for implementing 
and ensuring compliance with policies and 
procedures for grievance and due process, 
duty hours, selection, evaluation and pro-
motion of residents, disciplinary action, 
and supervision of residents within a given 
residency program. PD qualifications vary 
by specialty: https://www.acgme.org/
Portals/0/PDFs/Specialty- specific%20
Requ i r emen t%20Top ic s /DIO-  PD_
Qualifications.pdf.

Graduate Medical Education Council 
(GMEC): As specified in Institutional 
Requirements I.B.4.-I.B.6., a GMEC has 
responsibilities that include (1) oversight 
of institutional and program accreditation 
and (2) review and approval of various 
actions. “Oversight” includes routine mon-
itoring of program and institutional accred-
itation as well as the formalized Annual 
Institutional Review (AIR) and Special 
Review processes. There are activities that 
must be documented in GMEC meeting 
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Typically, many factors combine to complicate 
the implementation of academic disciplinary 
actions. Despite these administrative issues, it is 
the societal expectation that high academic stan-
dards be met by all graduates. In the above sce-
nario, complicating factors included the reluctance 
of PDs and faculty to take actions that could 
adversely affect the future careers of trainees [19, 
20], and turnover in PDs that increases adminis-
trative handoffs for training programs. The PD, 
DIO, and legal counsel felt that patient safety con-
cerns for this resident were significant and war-
ranted dismissal from the program. The program’s 
disciplinary policy was reviewed and found to 
have been appropriately followed. Documentation 
of prior counseling and failed remediation 
attempts were sufficient to move forward with 

this action. The resident was advised of the deci-
sion and given access to the institutional appeal 
for due process, which is an ACGME requirement 
for sponsoring institutions (SIs). Although the 
resident appealed the disciplinary action, it was 
reviewed by the SI and sustained.

 Early Identification of the Trainee 
Who Struggles: Role of Evaluations, 
Milestones, and Competency 
Committees

This unfortunate case illustrates what studies 
across several disciplines have documented: the 
failure of post-rotation evaluations to identify at- 
risk trainees early in training. These failures have 
been attributed to grade inflation, attending phy-
sicians’ lack of willingness to document poor 
performance, and lack of knowledge about how 
to document performance concerns [21–23]. In a 
study of internal medicine residents, PDs found 
that emails, hallway conversations, and phone 
calls from faculty members or chief residents 
were the more common means of identifying 
residents who struggle [24]. Notably, when defi-
cits are documented in evaluations, the comments 
section often does not correlate with the numeric 
ratings given for the corresponding ACGME 
competencies [23].

The ACGME introduced the Outcomes Project 
in 2002, wherein all residency programs were to 
train and assess residents and fellows in the six 
core competency domains: medical knowledge, 
patient care, interpersonal and communication 
skills, systems-based practice, practice-based 
learning, and professionalism. In 2012, the 
ACGME transitioned from the Outcomes Project 
to the Next Accreditation System [25], which 
requires programs to report learner progress 
using specialty-specific milestones [26]. These 
milestones are intended to portray a developmen-
tal progression of trainee behaviors in each of the 
six ACGME competency domains [27], ulti-
mately to help trainees and faculty provide 
criterion- based feedback leading to performance 
improvement. More recently, with independent 
development of milestones and resultant hetero-

minutes at least annually. These include (1) 
oversight of program and institutional 
accreditation outcomes; (2) oversight of 
Annual Program Evaluations and Self- 
Studies (I.B.4.a) (4); (3) review and 
approval of recommendations to the SI’s 
administration regarding stipends and ben-
efits (I.B.4.b) (2); and (4) oversight of the 
AIR and resulting action plans (I.B.5, 
I.B.5.b) (2). The GMEC includes the DIO, 
a representative sample of program direc-
tors (minimum of two) from its ACGME- 
accredited programs, a minimum of two 
peer-selected residents/fellows from its 
ACGME-accredited programs, and a qual-
ity improvement or patient safety officer or 
designee.

Clinical Competency Committee 
(CCC): The PD must appoint the CCC and 
provide a written description of its respon-
sibilities, including its responsibility to the 
SI and the PD. It must participate actively 
in reviewing all resident evaluations by all 
evaluators and make recommendations to 
the PD for resident progress, including pro-
motion remediation and dismissal. The CC 
should be composed of members of the 
program faculty.

26 The View from the Office of the Designated Institutional Officer (DIO), Washington University in St…
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geneity among related disciplines, the ACGME 
has launched a Milestones 2.0 project to refine 
and harmonize milestones where appropriate. 
Notwithstanding the challenges in implementa-
tion of the milestones [28], studies have sug-
gested that they are a valid means of assessing 
resident performance [29–34].

A strategy to effectively assess these milestones 
[35] ideally involves a variety of tools, including 
global assessment and more specific approaches, 
including direct observation of clinical skills, simu-
lation, observed structured clinical evaluations, 
multisource feedback, in-training exams, and medi-
cal record review. Individual assessments should be 
mapped to each competency domain and be used 
only in environments where those competencies 
can be assessed [32, 36–38]. The ACGME is com-
piling online learning resources for assessment, 
including remediation, which can be found at 
https://dl.acgme.org. When a program fully and 
richly implements this plan, a Clinical Competency 
Committee (CCC) reviews the compiled assess-
ments [39–43]. The CCC also assigns milestone 
evaluations for each trainee on at least a biannual 
basis; identifies learners in need of potential reme-
diation; makes recommendations regarding promo-
tion, remediation, failure of promotion, probation, 
and dismissal; and reports their findings and recom-
mendations to the PD [41–46]. Importantly, the 
CCC mechanism allows for data to be incorporated 
into the biannual milestones that comes from a myr-
iad of sources, including those emails and hallway 
conversations that so often raise flags about train-
ees. Formal reports from the CCC are also sent to 
each trainee and generally reviewed through a 
meeting with the trainee and a faculty member or 
PD. Many believe that the milestones may aid with 
the early identification of the learner who struggles 
and specifically the linking of that information with 
detailed information about the deficit area(s) to 
enable effective remediation [27].

 Remediation and Probation

To give clear direction to trainees and to deter-
mine when individuals are not meeting expecta-
tions, programs must develop policies for 

evaluation, promotion, and disciplinary action. 
This requires that standards for unsuccessful 
completion of rotations, projects, in-training 
exams, etc. be described in the program’s policies 
and shared with faculty and trainees. The CCC 
and the PD can then apply these standards fairly 
and equitably with the goals of describing the 
areas of concern, developing specific goals for 
improvement, and providing needed support. 
When the deficit appears to be a single concern 
and not severe in nature, the PD often elects to 
have an informal discussion with the resident or 
fellow, describing the program’s expectations 
and how the trainee has failed to meet them (see 
Chap. 6). It is best practice to document this con-
versation, and any similar conversations, for both 
the PD/program and the trainee.

Pediatric Residency Program Policy on 
Promotion and Graduation

Evaluation: Educational and profes-
sional progress and achievement are evalu-
ated by the program director and program 
faculty (CCC) on a regular and periodic 
basis. The program director or designee 
shall have a meeting with you to discuss a 
written summary of all evaluations at least 
once in each 6-month period or more fre-
quently if needed.

The evaluations are based on established 
milestones and competencies, within the 
following elements:

• Fund of medical knowledge and appli-
cation of that knowledge

• Judgment
• Personal character traits displayed, 

interpersonal skills
• Clinical and technical skills
• Ability to assume increasing levels of 

responsibility for patient care

An evaluation file shall be maintained 
by the program director for each house offi-
cer and treated as confidential. The file may 
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When deficits are persistent or more severe, 
structured written remediation plans should be 
developed with the following elements:
 1. Description of the deficiencies as compared 

to program standards for successful 
completion

 2. Description of specific interventions for 
improvement

 3. Description of how, when, and how often 
performance will be reevaluated

 4. Description of potential consequences of 
failure to meet expectations

 5. Proof of notification (trainee signature that 
they have reviewed and understood the 
document)

This written plan serves as a letter of warning 
to the trainee that improvement must occur to 
allow their continued progress in the program. 

be reviewed by the house officer and by 
departmental faculty and staff with legiti-
mate educational and administrative pur-
poses. In addition, reviewers from the 
GME Consortium’s standing committee on 
Program Evaluation may ask to review a 
representative set of house officer files as 
part of the internal review process set forth 
by the GME Consortium.

Promotion: Promotion to the next level 
of the program depends upon your perfor-
mance as recommended by the Clinical 
Competency Committee to the program 
director, who shall have the final say. 
Decisions about promotion or reappoint-
ment by the program director will be com-
municated to you as soon as reasonably 
practicable. Decisions not to renew con-
tracts will be communicated in writing no 
later than 4 months prior to the end of the 
contract term. In instances where the pri-
mary reason for nonrenewal occurs within 
the 4 months prior to the end of the con-
tract, written notice will occur as soon as 
reasonably possible before the end of the 
contract period.

Completion of training: The require-
ments for satisfactory completion of the 
training program are defined by the pro-
gram director with input from the Clinical 
Competency Committee and are consis-
tent with the requirements of the ACGME 
and the Pediatric Residency Review 
Committee (RRC). Certificates are issued 
upon completion of the residency training 
program. At a minimum, the following 
criteria must be completed to achieve sat-
isfactory completion of the residency 
program:

• Demonstrate a level of clinical and pro-
cedural competence to the satisfaction 
of the program director.

• Fulfill the department’s scoring require-
ments on the resident’s In-Training 

Examination as used by the program 
and approved by the pertinent RRC.

• Fulfill the requirements of the American 
Board of Pediatrics for completion of 
approved training in the pediatric 
specialty.

• Demonstrate attitude, demeanor, and 
behavior appropriate to the pediatric 
specialty regarding how you relate to 
patients, other healthcare professionals, 
and colleagues.

• Completion of any other requirements 
of the pediatric residency program.

In addition to the requirements of the 
program, satisfactory completion requires 
that your medical records be in order and 
completed, that any financial obligations 
owed to the hospitals or school of medicine 
are paid or terms established for payment, 
that all hospital or school of medicine prop-
erty issued solely for use during an aca-
demic year, including identification badges 
and pagers, must be returned or paid for, 
and that a forwarding mailing and email 
address be provided to the Residency 
Program Office.

26 The View from the Office of the Designated Institutional Officer (DIO), Washington University in St…
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Many institutions require that the PD consult with 
the DIO and institutional legal counsel when such 
a letter of warning is issued. The purpose of this 
consult is to ensure consistency in communication 
and documentation across programs and provide 
any needed support about remediation planning.

Unfortunately, effective remediation can look 
quite inconsistent across programs. This variabil-
ity reflects the resources and skills of individual 
program faculty and the priorities of the program 
and institution for retaining learners who strug-
gle. To facilitate consistent decision-making 
regarding failure to progress, it is helpful to use 
the collective judgment of a well-trained CCC to 
review data that are expediently collected. A 
well-trained CCC understands the strengths and 
weaknesses to the system of assessment and the 
assessment instruments, including potential 
impacts of systemic and individual bias and rac-
ism. It brings an understanding of the policies 
that govern their decision-making and access 
resources effectively when entering unknown ter-
ritory. Well-trained CCC members practice effec-
tive group dynamics by encouraging active 
listening, principled debate, and constructive 
conflict. During this remediation, decisions as to 
whether the trainee has satisfactorily resolved 
their deficits, whether to continue the remedia-
tion efforts, or whether to move to disciplinary 
action should be clearly documented and 
 communicated in writing to the trainee. Lack of 
clarity in communication may give the trainee a 
false impression of success, as in our example.

Should the CCC or the PD find that the trainee 
has not made sufficient progress during the 
remediation, or if the severity of the deficit(s) 
worsens, the PD may elect to place the trainee on 
probation. PDs can reduce trainees’ inevitable 
feelings that the process is highly subjective by 
clearly stating the criteria for success up front 
and providing frequent feedback regarding pro-
gression. Probation includes a formal written 
plan, like a remediation plan in structure, with 
the added caveat that if the trainee does not meet 
expectations within the planned period or the 
situation worsens, they risk adverse disciplinary 
action, as described below. The decision to pro-
ceed to probation should be made by the PD in 

consultation with the DIO and institutional legal 
counsel. Depending on the severity of the defi-
cits, the PD is not required to place a trainee on 
probation prior to instituting a formal adverse 
disciplinary action; however, doing so generally 
reduces the risk of subsequent appeal and legal 
action. As in remediation, timely collection and 
review of evaluations of the trainee’s perfor-
mance inform decision-making for next steps, 
and trainees should be provided written notice of 
these decisions. All corrective action taken to 
this point is at the discretion of the PD in consul-
tation with the CCC and should be consistent 
with the individual program’s written policies. 
Residents may appeal all suspension, nonre-
newal of contract, non-promotion, or dismissal 
decisions to the SI as part of due process required 
by the ACGME.

Placing a learner on probation has significant 
consequences to the learner. Specifically, proba-
tion generally must be disclosed on licensure and 
specialty board applications and may prohibit 
movement on to additional training. Probation 
generally follows trainees throughout their 
careers, and PDs are, therefore, often reluctant to 
move to this step. The DIO and CCC can be criti-
cal partners in helping the PD make these diffi-
cult decisions.

Policy on Disciplinary Action, Suspension, or 
Termination

Informal procedures: The program 
director is encouraged to use informal 
efforts to resolve minor instances of poor 
performance or misconduct. In any case in 
which a pattern of deficient performance 
has emerged, informal efforts by the pro-
gram director shall include notifying the 
house officer in writing of the nature of the 
pattern of deficient performance and appro-
priate steps to be taken by the house officer 
as needed. If these informal efforts are 
unsuccessful, or where performance or 
misconduct is of a serious nature, the 
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department chair or program director may 
impose formal disciplinary action.

Formal disciplinary action: 
Disciplinary action may be taken for due 
cause, including but not limited to any of 
the following:

• Failure to satisfy the academic or clini-
cal requirements of the training 
program

• Professional incompetence, miscon-
duct, or conduct that might be inconsis-
tent with or harmful to patient care or 
safety

• Conduct that is detrimental to the 
professional

• Conduct that calls into question the pro-
fessional qualifications, ethics, or judg-
ment of the house officer, or conduct 
which could prove detrimental to the 
hospital’s or school of medicine’s 
patients, employees, staff, volunteers, or 
operations

Violation of the bylaws, rules, regula-
tions, policies, or procedures of the GME 
Consortium, school of medicine, hospital, 
department, division, or training program, 
including violation of the responsibilities 
of house officers set forth above.

Specific procedures: If there are any 
instances of poor performance or question-
able behavior, intradepartmental proceed-
ings will be instituted. The first step is a 
meeting with the pediatric chief residents 
and the resident in question. The next level 
of escalation will include meeting with the 
associate PD and the chiefs. If the issues 
are not resolved, a meeting with the PD 
will occur and will be documented. Failure 
to resolve the issue will result in a meeting 
with the department chair and the PD and 
possibly the director of GME and the hos-
pital president. Examples of issues that will 
trigger this recourse include failure to sat-
isfy the academic or clinical requirements 

of the training program, professional 
incompetence, misconduct, or conduct that 
might be inconsistent with or harmful to 
patient care or safety; conduct that is detri-
mental to the professional; conduct that 
calls into question the professional qualifi-
cations, ethics, or judgment of the house 
officer; or conduct which could prove detri-
mental to the hospital’s or school of medi-
cine’s patients, employees, staff, volunteers, 
or operations.

If intradepartmental procedure is insuf-
ficient, then formal action may take place.

Formal disciplinary action includes (1) 
suspension, termination, or non-reappoint-
ment; (2) reduction, limitation, or restric-
tion of the house officer’s clinical 
responsibilities; (3) extension of the resi-
dency or denial of academic credit that has 
the effect of extending the residency; or (4) 
denial of certification of satisfactory com-
pletion of the residency program.

The program director or department 
chair shall notify the house officer in writ-
ing of the action taken and the reasons. A 
copy of the notification shall be furnished 
to the hospital’s GME office and the 
Associate Dean for Medical Education 
(Graduate Medical Education). The notifi-
cation should advise the house officer of 
their right to request a review of the action 
in accordance with the grievance procedure 
set forth below. In the case of a suspension, 
the written notification should precede the 
effective date of the suspension unless the 
program director or department chair deter-
mines in good faith that the continued 
appointment of the house officer places 
safety or health of hospital or school of 
medicine patients or personnel in jeopardy 
or when immediate suspension is required 
by law or necessary in order to prevent 
imminent or further disruption of hospital 
or school of medicine activities, in which 
case the notice shall be provided at the time 
of suspension.
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 Dismissal and Appeal Processes

The goal for all programs is to support and assist 
their trainees to provide safe patient care and, 
upon successful completion of their training, to 
ensure that they are prepared for independent 
practice. However, there are occasionally 
instances when the resident or fellow is not able 
to successfully meet the program’s expectations. 
This results in the PD, in collaboration with the 
CCC, making the decision to render an adverse 
disciplinary action, defined as immediate termi-
nation, nonrenewal of contract, or extension of 
training by failure to promote or failure to gradu-
ate. PDs should make such decisions carefully 
and only in close consultation with the CCC, 
DIO, and institutional legal counsel. Such deci-
sions should be based on having scrupulously 
documented compliance with the ACGME 
Common Program Requirements [47].

Trainees have the right to appeal disciplinary 
decisions, and institutions must provide due pro-
cess. The United States Constitution delineates 
due process (see Chap. 29). Due process in 
appeals should establish at a minimum that the 
program utilized appropriate procedures and 

applied them fairly, that the trainee was given 
notice of their deficiencies, and that the trainee 
was given an opportunity to respond to the pro-
gram’s decision. To minimize any effect of per-
sonal bias or potential for biased application of 
standards, programmatic disciplinary decisions 
should be made by an unbiased decision maker or 
decision-making body, for example, a PD in con-
sultation with trained members of the 
CCC. Decisions must not be arbitrary or capri-
cious. Each SI may develop policies that best suit 
its educational environment so long as due pro-
cess is provided [49]. It is important that all pro-
gram- and institution-level evaluation and 
disciplinary policies be clearly defined and 
shared with PDs, faculty, and trainees to ensure 
that all have a clear understanding of the rules, 
roles, and responsibilities governing the educa-
tional and work environment.

 Trainees Are Both Learners 
and Employees

An additional complicating factor is that resi-
dents and fellows simultaneously inhabit the 
roles of learner and employee. This unique 
dichotomous role has been the subject of 
sometimes- conflicting decisions on trainees’ 
employment status by the US National Labor 
Relations Board (NLRB).

ACGME Common Program Requirements

Programs must:
IV.A.2 Provide goals and objectives for 

each educational assignment
V.A.1.a Provide frequent feedback during 

each assignment
V.A.1.b Document evaluation at the end of 

each assignment or at least every 
3 months

V.A.1.c Provide objective performance 
evaluation based on the competencies 
and the specialty-specific milestones

V.A.d.1 Provide semiannual evaluation of 
progress including milestone 
assessments

V.A.d.2 Assist trainees in development of 
individual learning plans

V.A.d.3 Develop plans for trainees who fail 
to progress, following institutional poli-
cies and procedures
The ACGME Institutional Requirements 

[48] state that the SI must:
IV.C.1 Require each program to develop 

criteria for promotion

IV.C.1.a Require the program to pro-
vide trainees written notice of an 
adverse disciplinary action
IV.C.1.b Have a policy that provides 
due process to appeal these 
decisions
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Residents as Students: In 1976, the 
NLRB held that residents are students who 
are primarily engaged in an academic 
endeavor. As such, they were not eligible for 
employment benefits such as collective bar-
gaining or forming unions and not subject to 
Social Security or Medicare taxes [50].

Residents as Employees: In 2011, the 
US Supreme Court ruled that residents 
were employees instead of students and so 
were subject to taxes for Social Security 
and Medicare paid by both the trainees and 
their employers [51]. The NLRB reversed 
its prior stance in 2014 and ruled that resi-
dent physicians are employees and can 
unionize [51].

Certainly, trainees sign contracts with 
their institutions and provide many hours 
of work in the form of patient care as they 
participate in the education provided by 
their programs. Employers such as hospi-
tals and universities provide residents with 
wages and benefits and expect that their 
employment policies will apply to train-
ees. Some SIs allow all adverse disciplin-
ary actions to be appealed under the 
required ACGME process; others carve 
out the appeals process to apply to only 
those concerns affecting academic achieve-
ment. Issues relating to misconduct such 
as dishonesty, inappropriate documenta-
tion, breach of code of conduct (e.g., 
HIPAA, sexual harassment), criminal 
behavior, or being “unfit for duty” are then 
designated as falling to employer policies 
and are not subject to the SI’s appeals 
process.

Residents and the Americans with 
Disabilities Act (ADA): Those trainees who 
have a condition identified as protected 
under the ADA may request that the pro-
gram make a reasonable accommodation to 
enable the trainee to be successful in meet-

ing program expectations (see Chap. 17). 
PDs should consult with their institutional 
legal counsel and human resources (HR) 
department to determine the extent to which 
programs must accommodate these requests. 
Unless the disability is obvious or apparent, 
such conditions and requests for accommo-
dation must be declared by the trainee before 
an adverse disciplinary action is given [52]. 
The PD, in consultation with legal counsel 
and HR, must determine whether the request 
directly affects the trainee’s ability to per-
form their work responsibilities and would 
still allow the trainee to satisfactorily meet 
training goals. They must also consider 
whether the request would adversely affect 
the program or patient care. This may 
involve an assessment by the PD as to 
whether the trainee can meet the technical 
standards required to achieve the program’s 
training goals in preparation for independent 
practice. For example, a surgical trainee 
must have adequate visual acuity to safely 
perform surgical procedures. This may be 
achieved through low vision aids but must 
still provide sufficient vision to perform sur-
gery. Fellows in a Critical Care Medicine 
program must be able to manage multiple 
complex patients at any hour of the day. 
Should sleep disruptions from shift work 
adversely affect their existing sleep disorder 
and cognitive abilities to function at this 
very high level, it may not be felt reasonable 
to allow them to forego working night shifts, 
as these will likely be required in indepen-
dent practice. Assigning those shifts to other 
trainees would also unfairly add to their col-
leagues’ workload. Should an accommoda-
tion be made, the program standards for 
success should not be compromised. All 
evaluation and disciplinary policies must be 
applied fairly and consistently across train-
ees and programs.
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 Implications of Probation 
and Dismissal

Many PDs and faculty worry that trainees who 
have been disciplined will bring civil legal 
action against them in retaliation for poor eval-
uations or disciplinary actions. When the pro-
gram and the institution establish fair policies 
compliant with ACGME regulations, document 
compliance with these scrupulously, and apply 
them equally to all trainees, it is very unlikely 
that such legal actions will succeed if institu-
tions provide due process. Courts have consis-
tently deferred to medical faculty in 
determining academic success [53] (see Chap. 
29).

Additionally, many PDs hesitate to document 
the trainee’s record of remediation, probation, 
or adverse disciplinary action because they are 
concerned about the adverse effect this will 
have on the resident’s subsequent medical 
career. State medical boards, specialty boards, 
future credentialing bodies, or future training 
programs are likely to request a report of 
instances of probation and formal adverse 
action. Instances of remediation/corrective 
action that are successful should be reviewed 
with institutional legal counsel to determine if 
they are discoverable. In general, any training 
information may only be shared when the 
trainee has given written authorization. 
However, individuals seeking a training position 
or employment are expected to share this infor-
mation, and refusal to do so is likely to be inter-
preted by future employers as a negative sign 
(see example case below). When asked to pro-
vide such information about instances of reme-
diation/corrective action that have been 
successfully resolved, the description should 
include notation of satisfactory resolution. PDs 
should consult with institutional legal counsel 
when they receive requests for information on 
trainees who have struggled to assure that hon-
est, non-prejudicial information based on docu-
mentation in the trainee’s record is transmitted 
and that this occurs only after appropriate waiv-
ers are obtained.

 Case Examples

 Right This Ship: Probation 
and Successful Remediation

At approximately the same time, an outside 
institution where Dr. A had previously partici-
pated in research notified us that there had been 
an investigation into research misconduct, and 
Dr. A had admitted to falsifying research data. 
She had not disclosed this to our institution when 
applying for residency.

The PD conferred with the clinical division 
chief and department chair, as well as the office 
of the vice chancellor for research integrity and 
compliance, in-house legal counsel, and the 
DIO. Given the severity of the allegations, it was 

Early in Dr. A’s (she/her) residency train-
ing, faculty members noted deficits in her 
medical knowledge. She regularly failed to 
recognize important components of the his-
tory, physical examination, or diagnostic 
testing when assessing patients and devel-
oped insufficient or inappropriate patient 
care plans. It was also noted that she was 
not receptive to feedback and would in turn 
criticize the plans of care that were devel-
oped by the faculty, which was interpreted 
by faculty as insubordination. Nurses 
reported that Dr. A would quickly become 
defensive when asked to clarify her orders 
and patient care plans. These concerns 
were documented in end-of- rotation evalu-
ations, which were reviewed at the pro-
gram’s semiannual CCC meeting. The 
CCC identified deficiencies, documented in 
the ACGME milestones, across multiple 
competencies, including medical knowl-
edge (MK), practice- based learning and 
improvement (PBLI), interpersonal and 
communication skills (ICS), and profes-
sionalism. The largest gaps were noted in 
MK and professionalism.
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decided to place Dr. A on probation for the 
remainder of residency training and to bar her 
from participating in any research during resi-
dency. The terms of probation included regular 
meetings of PD with faculty, senior residents, and 
hospital staff to obtain feedback on Dr. A’s per-
formance; a regular and specific study program, 
including biweekly meetings with the PD to 
review subject matter and ongoing performance; 
and consultation and counseling with the 
Employee Assistance Program (EAP), which 
provides free and confidential counseling ser-
vices to all hospital employees, including train-
ees, regarding professionalism. The terms of the 
probation were to be reviewed after the next 
semiannual CCC, and if her performance was not 
deemed satisfactory, then Dr. A was to be termi-
nated. The PD formally presented the probation, 
including causes, terms, and timeline, in writing 
and in-person to Dr. A, and she signed the docu-
ment, acknowledging receipt.

Dr. A sought continued counseling through 
the EAP and studied and met biweekly with the 
PD for management of learning plans and coach-
ing on professionalism. However, her next annual 
in-service examination score was below the 20th 
percentile, which automatically activates aca-
demic probation/remediation based on our inter-
nal program polices that intend to identify 
residents who are at increased risk of failing the 
board examination. Evaluations suggested that 
there had been overall improvement in the 
domains of PBLI and ICS; however, the CCC 
was notified of an unprofessional and contentious 
interaction between Dr. A and a hospital staff 
member. This was discussed within the next 
CCC, and the decision was made to continue the 
probation with new terms, stipulating additional 
study requirements. An updated letter outlining 
the terms of the probation was presented to Dr. A 
for signature.

Over the remainder of Dr. A’s training, there 
was gradual improvement in in-service 
 examination scores to a level above the cutoff 
requiring remediation. Other faculty and staff 
also noted an increased willingness to accept 
feedback and incorporate constructive feedback. 
In ongoing meetings between the PD and Dr. A, 

she was earnest in her desire for continued self-
improvement and consistently actively sought to 
comply with terms of probation. This improve-
ment was noted at subsequent CCC meetings and 
documented in the ACGME Milestones. 
Ultimately, the resident graduated the program in 
good standing. When training verification has 
since been requested for purposes of hospital cre-
dentialing and medical licensure, Dr. A’s proba-
tion has been disclosed, as has her successful 
ability to comply with probation and to complete 
residency, capable of independent practice.

 It Follows You

Once again, however, it became apparent that she 
was continuing to miss clinic, and she was for-
mally placed on probation. A letter was written 
describing the reasons for probation, as well as 
potential future consequences, including termi-
nation, which she signed. The letter was placed in 
her file.

Dr. B (she/her), a pediatrics resident, was 
brought to the attention of the PD after 
multiple episodes of missing continuity 
clinic without notification. The clinic 
attending, as well as other residents in the 
clinic, had been covering by seeing her 
scheduled patients. The PD met with Dr. B 
to discuss the unprofessional behavior, the 
lack of commitment to her patients, and the 
downstream implications of increased 
work for the rest of the clinic. She expressed 
understanding and said that she would 
attend more reliably. Several months later, 
she once again was noted to be skipping 
clinic. The PD issued her a formal warning 
that with one more instance, she would be 
placed on formal probation. Dr. B had 
decided on a subspecialty career and told 
her PD that primary care was just “not her 
cup of tea” but that she would oblige and 
attend.
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Her behavior improved, and she completed 
residency without any additional lapses, although 
her clinic attending resigned from supervising 
any future resident clinics because of the 
experience.

The resident went on to complete a fellowship 
in neonatology without any more professional-
ism issues. The neonatology program was aware 
of her probation but decided to rank her anyway, 
and they were pleased with her performance and 
professionalism throughout the 3 years.

She completed the fellowship and was offered 
a faculty position as an attending neonatologist. 
However, after she was hired, the credentialing 
process uncovered the probation, which was 
noted by the PD completing the credentialing 
forms. Dr. B, however, did not state on her own 
paperwork that she had ever been placed on pro-
bation, despite having signed the probationary 
letter. Her new department chair and the creden-
tials committee contacted the PD for clarifica-
tion, assistance, and discussion regarding her 
probationary status and her failure to disclose the 
probation, another violation of professionalism. 
She told the department chair and credentials 
committee that she did not know that the proba-
tion was “serious” and was not aware that it 
would follow her from one institution to the next. 
The decision was made to place her on probation-
ary status as a new faculty member for 1  year. 
Any subsequent violations in professionalism 
would be cause for termination.

 Time to Say Goodbye

A new intern, Dr. C (he/him), started a sur-
gical program with a marginal application 
based on national licensing exam scores 
and medical school grades. Of note, his 
completed application was delayed beyond 
the usual ERAS application release date. 
Despite these potential “red flags,” he had 
the support of several trainees at the resi-
dency institution who knew him, and the 
faculty at his medical school and their 

local residency program were positive 
about him. He had compelling stories of 
grit and resilience, and he interviewed 
well, which further made Dr. C’s case for 
being selected. His start was delayed due 
to an incomplete assignment as a fourth-
year medical student, which held up his 
final grade and medical school gradua-
tion. Once he started, there were frequent 
concerns about professionalism in com-
pleting administrative tasks (e.g., duty 
hours submissions, case logs), his knowl-
edge base, technical skills, and clinical 
acumen. Dr. C was frequently given sup-
port by his colleagues on services who 
would help complete his patient care tasks 
(e.g., writing notes, entering orders), but 
he did seem to improve in efficiency and 
effectiveness over the first few months of 
residency. Nevertheless, the CCC found 
that he was deficient in professionalism, 
medical knowledge, and patient care com-
petencies. The resultant remediation plan 
included frequent meetings with an associ-
ate PD and PD, regimented task comple-
tions, and clear consequences for delay or 
lack of completion (e.g., held from clinical 
duties or operating until tasks were com-
plete) as well as frequently scheduled one-
on-one technical training in the skills lab. 
While there were improvements in techni-
cal skills and some aspects of task comple-
tion and patient care efficiencies, the 
in- service exam results that year were 
below the remediation threshold and 
reflective of known knowledge deficien-
cies. At the end of the first year, the CCC 
recommended enhanced remediation given 
signs of improvement but failure to achieve 
set goals (including those determined in 
the earlier CCC). A more detailed written 
plan and schedule for remediation were 
developed and agreed to by Dr. C and the 
PD, with additional input from HR.  The 
EAP was enlisted for counseling and 
coaching. Dr. C then remediated the first 
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 Conclusion

PDs must provide trainees and faculty with 
transparent policies and procedures to document 
trainees’ successful progression in the program 
and to identify trainees who struggle. Programs 
must clearly document the reasons, methods, 
and outcomes of remediation and communicate 
them to trainees to allow them to make correc-
tions and progress. When programs document 
that trainees are not able to meet program expec-
tations despite such remediation, it is essential 
that the programs work with the institution and 
DIO to determine whether adverse disciplinary 
actions are warranted. DIOs, institutional legal, 
and HR resources should be consulted by PDs 
early and frequently when significant deficits 
with trainees are identified to assist in the devel-
opment of remediation plans, to assure that all 
policies are fairly applied and all remediation 
efforts, outcomes, and decisions are clearly doc-
umented. Courts have generally supported pro-
gram assessments of trainee performance and 
usually focus on whether due process was pro-
vided rather than judging the competence of the 
trainee. Through transparent, fairly applied 
training standards and rigorous assessment and 

feedback, GME programs meet the dual goals of 
preparing graduates for independent practice 
while maintaining the highest standards of 
patient safety in training hospitals. Further stud-
ies must define the training, background, and 
constitution necessary to support effective deci-
sion-making by a CCC.
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27Commentary on Chapter 26: 
Perspective from the Oman 
Medical Specialty Board (OMSB)

Shaima Darwish, Raghdah Al-Bualy, 
and Siham Al Sinani

The OMSB is the national body responsible for 
supervising and accrediting residency and fel-
lowship training programs in Oman with over 
600 current residents and fellows. It is a sponsor-
ing institution accredited by the Accreditation 
Council for Graduate Medical Education 
International (ACGME-I). It has 19 residency 
and 4 fellowship programs, of which 16 are 
ACGME-I accredited.

The structure of the OMSB is unique in that it 
is not a training site or hospital. It is an oversee-
ing body that receives trainees from multiple 
sponsors/employers and distributes them to mul-
tiple training sites depending on clinical spe-
cialty. Clinical training occurs at various sites and 
is managed by assigned faculty contracted by the 
OMSB. Each program has an education commit-
tee which is responsible for managing educa-
tional activities at the training sites and reporting 
progress to the OMSB.

Despite the organizational and structural dif-
ferences in Oman, we face many of the same 
issues identified in Chap. 26, reinforcing their 
commonality across national borders and cul-
tures. Similarities can be categorized into four 
areas. These include failure to identify struggling 
trainees, faculty and trainee perceptions about 
remediation, lack of insight on the part of the 

trainee, and utilization of nonspecific remedia-
tion plans. The few differences are attributable to 
cultural, social, organizational, and legal issues 
specific to our region.

The average percentage of residents who 
undergo remediation in the OMSB programs is 
approximately 5%, considerably lower than the 
18% quoted in Chap. 26. This difference is likely 
due to failure to identify struggling trainees, 
grade inflation, lack of willingness to document 
poor performance, and lack of understanding of 
resources and processes. We have recently intro-
duced a framework to identify at-risk trainees 
and diagnose areas of deficiency and have experi-
enced an increase in the number of residents 
being identified for remediation.

There may be cultural and sociological factors 
contributing to the low number of struggling 
trainees identified as needing remediation. 
Remediation is still generally perceived as a pun-
ishment rather than as an educational aid. 
Therefore, faculty may resist suggesting remedi-
ation, as they fear accusation of being overly 
harsh or having personal reasons influencing 
their actions. Trainees identified as requiring 
remediation are likely to feel ashamed and there-
fore refuse to accept the need for help.

Trainees commonly exhibit poor insight into 
their performance, especially in instances when 
medical school and internship scores were com-
paratively high. We see this most often when 
remediating for professional issues where, like 

S. Darwish (*) · R. Al-Bualy · S.  Al Sinani 
Oman Medical Specialty Board, Muscat, Oman
e-mail: raghdah.b@omsb.org; siham.s@omsb.org

© The Author(s), under exclusive license to Springer Nature Switzerland AG 2023 
A. Kalet, C. L. Chou (eds.), Remediation in Medical Education, 
https://doi.org/10.1007/978-3-031-32404-8_27

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-32404-8_27&domain=pdf
mailto:raghdah.b@omsb.org
mailto:siham.s@omsb.org
https://doi.org/10.1007/978-3-031-32404-8_27


298

Dr. P in the described case, trainees assume that 
since they have been promoted, all is well. They 
are then surprised when informed that they need 
help.

The most common deficits we encounter are 
poor performance in the areas of medical knowl-
edge, patient care, and professionalism. These 
each require specific remedial interventions; 
however, historically, our remediation plans have 
been generic in content and across programs. 
Similar to those described in Chap. 26, plans 
have included repeated exposure to the same 
rotations with no new strategies to target the defi-
ciency and no changes in trainee workload. These 
nonspecific interventions and delay in producing 
written remediation plans negatively influence 
the outcomes of remediation. Inconsistencies 
seen across programs are likely to reflect differ-
ences in the educator skills and experience of the 
faculty and members of the CCC, including mon-
itoring of and feedback to trainees. We are 
addressing these issues through faculty training 
and development.

One of the changes recently introduced to 
tackle this misconception is changing the title of 
the plans from “remediation plans” to “academic 
improvement plans,” in hopes that the plans will 
be perceived more positively. Work still needs to 
be done to better understand perceptions of reme-
diation and current practices across our various 

programs. We also need to work with faculty and 
trainees to “normalize” remediation.

We often encounter inconsistency in imple-
menting remediation and procedures attributable 
to organizational and legal issues specific to our 
context. There are marked differences between 
the probation and dismissal processes in Oman 
and those described in the chapter. For example, 
in Oman probation does not follow trainees 
throughout their career, and only rarely does the 
OMSB directly communicate about probation 
during training with future employers.

Historically, trainees had the right to appeal 
disciplinary decisions and took the matter to 
court, even when the OMSB’s policy on griev-
ances and appeals has been followed. Currently, 
Omani courts no longer accept academic-related 
matters and refer them back to their academic 
institutions. This process parallels the descrip-
tion in the chapter deputizing academic pro-
grams to enforce remediation and probation 
actions fairly.

In conclusion, our remediation and probation 
issues seem largely similar despite differing 
structures and geographic locations. Cultural, 
sociological, and legal factors may affect areas of 
remediation, probation, dismissal, and appeals. 
Encouraging international research collaboration 
in these areas would illuminate the impact of 
local contextual issues on remediation practices.
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28Commentary on Chapter 26: 
Perspective from the National 
Healthcare Group Family Medicine 
Residency, Singapore

Irwin Clement Alphon Chung, Darren Seah, 
and Jason Meng Huey Chan

In Singapore, undergraduates enter medical 
school soon after junior college, while males des-
ignated for national service in the military join 
2 years later. A smaller number may opt to join 
the postgraduate Duke-National University of 
Singapore Medical School after obtaining a 
degree in another field. Facing a stressful medical 
undergraduate education system at a relatively 
young age, with perhaps fewer life experiences 
than medical students in other countries, the 
Singaporean medical student may struggle more.

At our residency in Singapore, faculty regu-
larly undergo training workshops to identify 
common areas where at-risk trainees face diffi-
culties, to increase awareness of possible inter-
ventions and available resources, and to direct 
learners to these resources. We have adopted the 
DICED framework: proper Documentation of the 
perspectives of faculty and residents, Identifying 
the red flags, Clarifying the facts and getting cor-
roborative history, Exploring the causes of the 
issues, and finally Diagnosing and remedying 
behaviors.

At the microsystem level, resources have been 
provided for resident peers, core faculty, and pro-

gram directors to identify the warning signs of 
residents facing difficulty. After identifying such 
residents, clear plans for action and escalation are 
provided in a simple yet comprehensive way.

At the mesosystem level, the National 
Healthcare Group also established guidelines to 
identify and proactively address deficiencies 
noted during meetings of our Clinical Competency 
Committee (CCC). These guidelines define the 
discussions that should take place with the resi-
dents, the targets to be achieved, and the conse-
quences of not meeting them. Typically, residents 
with difficulty in specific competency domains 
are brought up for discussion by faculty at CCC 
meetings, where further in-depth exploration of 
the concerns is thoroughly addressed. For exam-
ple, when the CCC notes that a resident is falter-
ing in medical knowledge, faculty would discuss 
the additional teaching sessions or assessments 
needed and the standards expected at the end of 
the remediation. Faculty members who directly 
work with the resident would also give specific 
input on deficiencies. After the CCC makes a 
decision for remediation, the resident meets with 
their main faculty supervisor to determine if there 
are other issues affecting them socially, to discuss 
options to maximize success (such as a lower 
caseload for a period of time), and to collaborate 
on a learning plan. We also work with external 
counselling organizations to provide struggling 
trainees with confidential counselling where 
needed.
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Even though our family medicine residency has 
not sought ACGME-I accreditation since July 
2021, we will continue using the DICED frame-
work in our remediation efforts. Our residents 

have uniformly received this program as helpful, 
and after initial disappointment, they have enthusi-
astically and successfully participated. We have 
had no residents pursue further legal action.

I. C. A. Chung et al.
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29When the Prognosis Is Poor: 
Documentation, the Law, 
and When and How to Give Up

Jeannette Guerrasio, Calvin L. Chou, Sara Tariq, 
and Lee Jones

Previous chapters in this volume have addressed 
the need for structured approaches to remediating 
trainees who struggle, including an institutional 
emphasis on clear policies, expectations for 
excellence, robust and fair assessments, compas-
sionate and firm remediation practices, respect 
for due process and privacy with detailed docu-
mentation of deficits and outcomes of remedia-
tion plans (Chaps. 2, 20, and 26), and attention to 
bias and conflicts of interest in assessment 
(Chaps. 2 and 3). This chapter describes zones of 
remediation, specific approaches to documenta-
tion, legal considerations, and approaches to a 
learner on probation or requiring dismissal.

Not all students who start health professions 
training should graduate. Graduating incompetent 
health professionals betrays our social contract 
with patients, our colleagues, and our professions. 
Medical schools in the United States graduate 
more than 95% of entering students by 6  years 
after admission [1]. In 2020–2021, of 153,843 
residents in the United States, 1036 (0.67%) with-
drew, were dismissed, or failed to complete their 
programs [2]. Although these statistics may reflect 
high admissions standards, diligent trainees, and 
good education practices, they have not changed 
measurably since implementation of competency-
based evaluations. This “failure to fail” paradigm 
extends across health professions and continents 
[3, 4] and arises from numerous factors, including 
faculty time and effort, emotional and professional 
tolls on faculty and learners, insufficient resources 
including faculty development, incomplete institu-
tional support for decisions to fail, and a high need 
for physicians in underserved areas [4]. Notably, 
medical school failure rates internationally have 
historically been significantly higher: the medical 
school failure rate is 17% in the Netherlands [5], 
18% in India [6], 21% in Italy [7], and 60% in Iran 
[8]. There are also broad differences in graduation 
rates across health professions schools.

The assessment phase of remediation (Chap. 
6) requires an ultimate determination of whether 
the trainee has successfully completed remedia-
tion and is back on course. The criteria should be 
twofold: achieving minimum competency and 
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demonstrating sustained improvement over time. 
As previously discussed, it is optimal if academic 
and performance standards committees make 
critical promotion decisions (Chaps. 20 and 26). 
With the right composition of experts who have 
sufficient experience with learner training, such 
committees can assimilate and evaluate disparate 
and often conflicting data, perspectives, and 
potential biases, on a trainee’s progress. While an 
arduous task, it is essential that our graduates 
have earned their respective degrees. Making a 
fair competence determination is ultimately a 
judgment call that requires experience and cour-
age (see Chap. 19).

 Limits to Remediation

The educational costs to train health profes-
sionals commonly outweigh tuition; finding 
additional resources to remediate learners who 
struggle may prove challenging in many train-
ing settings. Therefore, limits to remediation 
vary based on institutional culture and 
resources, patient safety risks, and the trainee’s 
efforts and abilities [9]. An institution with a 
mission that emphasizes assisting all students 
to reach their maximal potential may prioritize 
investment in remediation and make allowances 
(for example, subsidizing faculty development 
and programs to support remediation, schedule 
changes, contract extensions, and specialized 
communication or professionalism training 
programs for learners). Other institutions, 
based on size, resource limitations, or prior 
costly experiences with poor remediation out-
comes, may be less able or willing to support 
remediation.

While there are no specific legal requirements 
to provide remediation, we believe that all train-
ees who have made the investment to enter health 
professions training and yet find themselves 
struggling deserve reasonable access to effective 
remediation. In fact, for some institutions, sup-
porting historically marginalized and minoritized 
trainees who struggle is regarded as an ethical 
imperative. Additional research is needed to 

describe the full range of institutional perspec-
tives on remediation. In general, in the US medi-
cal context, institutions consider dismissal only if 
reasonable attempts at remediation fail, patient 
safety is at imminent risk, or a crime has been 
committed.

 Zones of Remediation

The model in Fig. 29.1 depicts sequenced “zones” 
with different rules of engagement depending on 
the learner’s length and degree of struggle [10, 
11]. On identification of a deficit in one or more 
milestones or competencies, Learner A enters 
Zone 2 (sometimes described as informal reme-
diation, focused review, or academic warning), in 
which the documentation process begins (see 
below).

If corrective action succeeds, the learner 
returns to the “normal curriculum,” and no fur-
ther disclosure is necessary.

If a learner does not correct an identified 
deficiency within a specified period, or if the 
deficiency is serious, they enter Zone 3 (Learner 
B in Fig. 29.1). Zone 3 indicates the institution 
of formal remediation practices, including 
review of documentation of previously unsuc-
cessful informal corrections, and presentation of 
a formal action plan with clear outcomes, 
expected timelines, and consequences. Learners 
in Zone 3 require disclosure to institutional 
overseers (e.g., Graduate Medical Education 
office or student affairs dean). For such learners, 
regardless of ultimate trajectory, it is also pru-
dent to consult institutional legal counsel early 
and frequently.

A learner who does not successfully com-
plete the formal remediation action plan enters 
probation, Zone 4 (Learner C in Fig. 29.1), with 
an updated action plan and consequences, for-
mal disclosure to overseers, and disclosure in 
letters of recommendation and final training 
certification.

Learner D, in Zone 5, has failed the probation 
terms of Zone 4 or has committed an egregious 
act warranting immediate removal. Documentation 

J. Guerrasio et al.
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Fig. 29.1 A model depicting five “zones” of remediation with different rules of engagement depending on the length 
and degree of a learner’s struggle. See text for details [10]

Table 29.1 Characteristics of at-risk trainees

•  Recurrent unprofessional behavior—when a cause 
cannot be elucidated and remediated [13]

•  Egregious unprofessional behavior (first strike, you 
are out)

•  Poor insight into deficits (e.g., inability to 
acknowledge failure to progress despite multiple 
warnings, direct feedback, and attempts to help 
illuminate the situation)

•  Failure to progress at a pace that will allow the 
student to graduate in a reasonable length of 
time—because of mental health disorders, physical 
health diseases, disability despite access to 
treatment or accommodations, or insufficient 
ability) [9, 14, 15]

• Refusal to participate in remediation

continues, and ongoing consultation with institu-
tional overseers, legal counsel, and, if applicable, 
human resources professionals is necessary to 
ensure due process.

 Standards for Decision-Making

For institutions to successfully defend deci-
sions to change a learner’s status (e.g., to pro-
bation or dismissal), institutions must have and 
follow very clear guidelines that set expecta-
tions for competent performance. These expec-
tations should be explicit to learners on 
matriculation and include goals and objectives 
for courses and clinical experiences, defined 
performance targets, academic and profession-
alism standards, expectations for communica-
tion (e.g., regular checking of e-mail), grading 
and assessment policies, and consequences for 
failure to meet expectations, which must also 
include an outline of the procedures for reme-
diation, probation, and dismissal [9, 12] (see 
also Chaps. 2, 20, and 26). Competency-based 

assessment milestones and entrustable profes-
sional activities can act as a robust basis for 
these standards.

Table 29.1 lists some characteristics of train-
ees at risk for dismissal. Such cases are signifi-
cant and warrant discussion; however, they make 
up less than 2% of all learners referred for reme-
diation [16].
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 Legal Considerations

 Documentation

Prior chapters in the book have emphasized—and 
we strongly reiterate—the importance of docu-
mentation. Clear, detailed, and accurate documen-
tation not only is necessary to communicate with 
and convince a trainee that they have a deficit [17] 
but also gives the remediation team a foundation to 
build a remediation strategy and can be used to 
justify assessments, remedial actions, and, if nec-
essary, dismissal. Such documentation also pro-
tects individuals and institutions from becoming 
the target of legal action, against which documen-
tation provides necessary evidentiary support.

Even if the learner has only a minor deficit to 
remediate, thorough documentation remains cru-
cial, since it is impossible to predict who will not 
succeed, choose to challenge or appeal an aca-
demic decision, or file a lawsuit.

To document a learner’s deficits and initiate a 
formative remediation plan, course or program 
directors should compile verbal comments, 
e-mail communications, and written evalua-
tions, as well as assessments from multiple 
sources, and place them into the trainee’s aca-
demic record. Documentation of comments 
regarding a learner’s performance is as valid 
for making academic decisions as formal writ-
ten evaluations.

Each document should include the date of 
observation or identification of deficit(s), identifi-
cation of who made the observations, specific 
examples of objective behaviors or actions that 
highlight the deficits, and content of feedback 
conversations with the learner. If concern about a 
learner’s poor performance leads to considering a 
change in status, for instance to probation or dis-
missal, proof of a feedback conversation with the 
learner is important. This should be accomplished 
with a follow-up e-mail after verbal feedback, 
with written feedback, or by having a witness 
(e.g., a chief resident) present during verbal 
feedback.

Subjective impressions of the learner’s behav-
iors and actions should also be documented. 
However, in writing their impressions, observers 
must be careful to distinguish between subjec-
tive interpretations and relatively objective 
descriptions of learner behavior. Furthermore, 
care should be taken to express respect for the 
learner as a person and avoid suggesting mali-
cious intent [18]. Program or course directors 
can also use informal networks to collect infor-
mation. Written summaries of meetings in which 
the learner’s academic progress was discussed 
should include the meeting date and time, list of 
attendees, any decisions made, plans to “feed 
forward” performance difficulties, reasoning 
behind all decisions, and if the learner was noti-
fied [19]. Minutes should be taken and retained 
for all promotions committee meetings discuss-
ing the trainee of concern.

It is critical to communicate to the learner in 
writing any remediation action plans with time-
lines, proposed outcomes, consequences for 
failure to achieve improvement, and the process 
by which the learner will acknowledge receipt 

Steve (he/him) is a second-year student 
who failed two major preclinical courses 
after doing well his first year. Per school 
policy, as part of a remediation protocol, 
the promotion committee allowed him to 
repeat the second year and continue to take 
the board exam provided that he received 
no lower than a C grade in all second-year 
courses. The policy also stated that failure 
in any course would lead to dismissal.

When explored further, he noted that he 
was on medications for attention deficit disor-
der (see Chap. 17) during his first year, but his 
parents insisted he stop taking medications 
once they learned that he was on them. He has 
struggled with mental health and shame since 
then. With this additional information, he was 
required to meet with the student success cen-
ter and to check in with available mental 
health professionals regularly. However, he 
did not comply with either stipulation.

Having failed a second-year course for 
the second time, dismissal proceeded, with 
opportunity to appeal per school policy.

J. Guerrasio et al.
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Table 29.2 Components of a letter informing a learner 
of change in academic status

•  Promotions committee meeting date(s) when 
decision was made to change academic status from 
good to focused review

• Date that the status change will take effect
•  Clear descriptions of deficit(s) or competencies to 

be remedied
•  Summary of the information that led to the decision, 

including source of information, assessment 
technique, and format (such as written or verbal)

• Date when the learner’s status will be reassessed
•  Performance or actions required to reverse the 

change in academic status, and how they will be 
measured

•  Consequences for achieving or failing the 
reassessment

of the notification (Table  29.2). We have 
included examples of such letters (see Figs. 29.2, 
29.3, and 29.4); others are available [20, 21]. 
Even if the learner refuses to sign the letter, 
proof of receipt or a witness to attest that the 
information was given serves as confirmation of 
notification. We emphasize that expectations 
regarding communications should be estab-
lished upon entrance to a program. For example, 
a school should collect students’ acknowledge-
ments of receipt of a student handbook that 
clearly outlines expectations that students are 
responsible for checking e-mail and any other 
form of official communication.

When developing a remediation plan, we rec-
ommend, at a minimum, that clear documenta-
tion of the following elements be included:

• The deficit or competency being addressed
• A specific description of the behaviors or 

actions of concern
• The time frame for remediation
• The specific plan
• The objective measures that will be used to 

assess the deficit post-remediation
• The date the plan was communicated to the 

learner
• Written evidence or contemporaneous written 

statement of a witness to a verbal conversation 
attesting that the plan was communicated to 
the learner [9]

 Due Process

Most of the information below is based on legal 
precedent in the United States. Clear differences 
will exist in other settings and across jurisdic-
tions. We intend the following three sections as 
an overview of precedents and practices to 
assuage anxiety about litigation. They by no 
means replace close relationships and early con-
sultation with lawyers at your institution.

Trainees have increasingly appealed to griev-
ance committees and the judicial system [22–24]. 
Of those who sued their medical schools, 96% 
did so because of dismissal, denial of admission, 
cheating, and mandating repeating coursework 
[23, 24]. Faculty and institutions should be pre-
pared to defend their professional judgment [9, 
25, 26]. Although legal threats can feel chilling, 
being informed about the legal system, princi-
ples, and precedent can help faculty participate 
more confidently in remediation with integrity 
and transparency.

The US Constitution provides for “due pro-
cess,” which protects individuals’ rights of lib-
erty and property from federal or state 
governmental action. In health professions edu-
cation contexts, some courts have ruled that edu-
cation is a trainee’s property [27] and that 
programmatic decisions that inhibit a trainee’s 
academic progress are subject to due process 
[28]. Due process comprises two types: proce-
dural, where individuals being deprived of rights 
receive notice and can be heard, and substantive, 
providing safeguards that decisions made are not 
arbitrary or capricious. The documentation prac-
tices outlined above support both procedural and 
substantive due process.

In addition, accreditation standards for both 
undergraduate (Liaison Committee on Medical 
Education standard 9.9) and graduate medical 
education (Accreditation Council on Graduate 
Medical Education standard IV.C.) require that 
institutions have “fair and formal” processes in 
all decisions from promotion to dismissal, essen-
tially reflecting due process [29, 30]. Because 
clinical performance depends on some subjective 
evaluation, convening faculty review committees 
(Chaps. 20 and 26) that collectively arrive at 
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Fig. 29.2 Example letter documenting notification of deficits and details of remediation plan
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Fig. 29.3 Example letter documenting new concerns of competence and new expectations for the remediation plan

decisions to assess trainee performance can miti-
gate substantive due process claims [31].

US laws about student evaluation vary slightly 
between public and private (defined as receiving 
no federal or state subsidy support or influence) 
institutions. Public institutions must provide for-
mal constitutional due process, as their students 
are protected under the 14th Amendment of the 
US Constitution. Accordingly, such institutions 
must notify the learner of their deficiencies, warn 
of potential consequences, and give adequate 
time to prepare for any hearing to air grievances. 
The date and time of the hearing are usually pro-
vided upon notification of such deficiency. While 
learners should be allowed to have a witness 
present for the hearing, attorneys may be denied 
access to these proceedings.

Conversely, private institutions may create 
and follow their own rules and policies. They are 
only required to provide adequate notice of 

charges and an opportunity for the student to 
respond. Private institutions are not required to 
hold a hearing, and the student’s response can be 
in writing [32]. Institutional policies should 
reflect these requirements.

Regardless of private or public institutional 
status, due process can provide trainees with the 
opportunity to defend themselves and/or  summon 
legal counsel [33–35], but an appeals process is 
not required.

Furthermore, court precedent may be unique 
to specific circumstances. For example, in 1982, 
Heisler v. New York Medical College held that a 
student was permitted to repeat the first year of 
medical school after three other first-year stu-
dents with equally poor academic records were 
permitted by the college to do so [36]. Yet, fac-
ulty members and institutions may dismiss a stu-
dent even if students in past years have not been 
dismissed for similar deficits [37]. In addition, 
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Fig. 29.4 Example letter informing of a change in academic status and the requirements of probation

the courts have not consistently mandated that 
all students be treated exactly alike [22]. This 
became apparent during the COVID-19 pan-
demic when students who would have been 
 summarily dismissed because of their inability 
to schedule board examinations were given some 
leniency due to closure of test centers and ensu-

ing heightened anxiety. Also, faculty members 
are allowed to evaluate underperforming stu-
dents in greater depth than other students, can 
modify their training as needed, and can alert 
future faculty that the student is struggling to 
enhance remediation efforts [33, 38] (Chap. 2, 
Goal 2B).
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 Judicial Deference

The US Supreme Court has repeatedly held that 
academic institutions have the best perspective to 
determine a profession’s requirements [27, 35]. 
Courts cannot fairly evaluate academic perfor-
mance as they lack the appropriate professional 
judgment and therefore should defer to faculty 
(“judicial deference”). Regardless of the correct-
ness of the decision, if it is reasoned, then courts 
will uphold the decision.

Therefore, to prevail in a challenge, the stu-
dent must demonstrate both that decision makers 
disregarded the facts in their academic record and 
that the decision was irrational and unreasonable 
[19, 22]. The rare exceptions are with concerns 
that an institution did not allow for due process, 
did not follow its own rules, or made a decision 
that lacked professional judgment. Therefore, in 

the absence of evidence that an institutional deci-
sion is arbitrary and capricious, it is generally 
upheld. If the decision is nonacademic, i.e., disci-
plinary in nature, then a hearing is required, with 
potential involvement of law enforcement. 
Comprehensive descriptions of cases and their 
decisions validate these principles [27, 34].

 Other Legal Issues

Employment Considerations. Because residents are 
both trainees and employees, contract law applies 
to the resident’s employment. Courts have treated 
dismissals of residents for academic reasons simi-
larly to those of students in degree- granting institu-
tions since postgraduate education programs 
require successful completion of goals to achieve 
certification (see Chap. 26). Therefore, as long as 
institutions adhere to policies and due process, they 
should not be in breach of contract when choosing 
not to grant certification to an unsuccessful learner 
[18]. Many residency programs offer renewable 
yearly contracts as they facilitate terminating 
employment if a trainee fails to achieve educational 
benchmarks: it is more straightforward not to 
renew a contract than to “buy it out” early [24].

Resignation in Lieu of Disciplinary Action. To 
avoid the potential consequences of formal disci-
plinary action, a resident might seek instead to 
resign preemptively. While this might seem a rea-
sonable option from the perspective of a learner 
or employee, especially in cases involving per-
sonal hardship or career change, program leaders 
should consider that allowing a trainee who has 
demonstrated egregious or unethical conduct to 
resign may interfere with establishing documen-
tation that potential future employers will need to 
protect patient safety [34].

Evaluation Libel. Trainees have also sued fac-
ulty members for libel, arguing the negative 
impact an unflattering evaluation may have on 
their reputations. However, if the potentially con-
cerning documentation is accessible only to 
involved parties, and the statements made are rel-
evant and truthful, courts have found that nega-
tive evaluations are not defamatory. Furthermore, 

Tara (she/her) is a third-year medical stu-
dent who passed all courses in the first 
2 years with some difficulty. She has inter-
mittently accessed the school’s student suc-
cess team to help her. She has little family, 
social, or economic support and grew up in 
an impoverished rural community.

She failed the first board exam and had to 
take 3 months off to study. The school subsi-
dized her board review course. While await-
ing her score on the exam retake, she started 
her clinical rotations. During her first clerk-
ship, she struggled to keep up and failed. 
School policy clearly stated that failure of a 
third-year clerkship is grounds for dismissal.

She appealed to the promotions commit-
tee, stating that she received little support 
from the school and suffered mistreatment 
in the toxic work culture during the clinical 
rotation she failed. However, because the 
school regularly followed up with documen-
tation delineating her subpar performance, 
the steps taken to support her, and the poli-
cies and ramifications of failure, her appeal 
was denied, and she was dismissed.
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courts have noted that trainees give implied con-
sent for their program to evaluate them when they 
enter an academic institution [39].

Failure to Educate. While a graduate could 
accuse a program of perceived failure to provide 
“sufficient” education, courts to date have not 
recognized the tort of “educational malpractice” 
[18].

 Fitness for Duty

Healthcare institutions must monitor their train-
ees and can be held liable for their behavior [40]. 
If an institution reasonably believes that a train-
ee’s lack of ability becomes a threat to them-
selves or others, it may act immediately by 
suspending the trainee, pending a fair determina-
tion of competency and fitness for duty, usually 
by a medical professional [32]. Trainees may be 
deemed unfit for duty if they:

• Cannot continue caring for patients’ safety
• Appear not capable of learning given the 

circumstances
• Are a danger to themselves or others
• Greatly impede the learning environment for 

other trainees
• Cannot continue to effectively teach their 

peers and students, if that is part of their role

Programs may not force learners to undergo 
treatment but may require them to be evaluated 
and determined fit for duty. If found to be unfit, 
the learner is responsible for seeking treatment to 
restore fitness for duty [18]. Programs can 
strongly suggest a leave of absence or make it a 
condition of contract renewal.

For cases of established disability in the 
United States, the Americans with Disabilities 
Act (ADA) applies. Though requests for accom-
modations cannot be made retroactively, institu-
tions must address reasonable requests under the 
ADA, which may include modified schedules, 
job restructuring, and possible reassignment. 
However, if such accommodation requests prove 
an undue hardship to the program, it is not obli-
gated to provide them (see Chap. 17).

 When a Trainee Commits a Crime

In any large academic medical center, while rare, 
trainees and physicians unfortunately do commit 
crimes, including vandalism, theft, assault, rape, 
offenses involving illegal substances (e.g., buy-
ing, selling, or using), “drunk and disorderly” 
behavior, and carrying or using firearms that do 
not meet the standard of the law or violate insti-
tutional policy.

Criminal activity does not fall under the 
jurisdiction of the educational remediation team 
and should be referred to law enforcement. 
Occasionally, especially when program direc-
tors are inexperienced, they may unintentionally 
delay distinguishing between an unprofessional 
and a criminal act (see Chap. 14). If any crimi-
nal activity is suspected, and in the absence of 
an imminent threat to safety (which should trig-
ger an appropriate response, including the 
involvement of law enforcement), program 
directors should seek institutional legal counsel, 
which may refer such matters to outside counsel 
or recommend other appropriate avenues of 
response. Additionally, if trainees are licensed 
to practice, the institution may have a duty to 
report any criminal activity to the state licensing 
board.

Pat Smith (she/her) was in the MD/PhD 
track throughout medical school. Between 
her pre-clerkship and clinical years, she 
spent 8  years earning her PhD in immu-
nology. When she subsequently rotated on 
the clinical services as a clerkship student, 
she routinely called nurses, introduced 
herself as “Doctor” Smith, and gave ver-
bal patient care or medication orders for 
patients. When confronted, she also admit-
ted to intentionally standing behind coun-
ters to obscure her student-length short 
white coat and portraying herself as a 
licensed physician to patients, nurses, and 
some consultants. She felt justified in doing 
these things because, “After all, I am Dr. 
Smith.”
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In summary, we encourage legal consultation 
for any learner entering the remediation, proba-
tion, or dismissal stages; whenever changes are 
made to institutional handbooks or other remedi-
ation processes, so that language can be vetted 
and due process upheld; for learners needing dis-
ability review or undergoing psychiatric or sub-
stance use treatment; or whenever the situation 
does not appear to be straightforward.

 Dismissal and the Exit Interview

For the small minority of cases where a trainee is 
to be dismissed, the dean, program director, and 
competency committee must review academic 
policies and all documentation, and legal counsel 
and ancillary personnel (e.g., designated institu-
tional officer, medical education dean) should 
conduct an independent review.

Suggestions for the exit interview include pre-
paring thoroughly (including re-reviewing docu-
mentation, reconsulting legal counsel, and 
rehearsing what to say during the encounter), 
interacting respectfully throughout, having a wit-
ness present, delivering the dismissal news suc-
cinctly and factually, and providing means for the 
trainee to avoid embarrassment (e.g., allowing 
the trainee to collect personal items after hours). 
Legal counsel can further assist by providing lan-
guage to avoid potential defamation. It is impor-
tant to maintain privacy about the terms of the 
dismissal and to document what happened [34]. 
Concerns about possible trainee responses to dis-
missal, including mental health issues and vio-

lence, must be addressed with the appropriate 
institutional resources.

 Handling Lawsuits

If a trainee does take legal action against you or 
your institution, it is natural for emotions to run 
high. It is therefore important to first acknowledge, 
reflect on, and manage your own feelings about 
the circumstances. Second, seek institutional and/
or personal legal counsel, and accept that a lawsuit 
will require time and energy to address. Seeking 
the advice of institutional legal counsel should 
occur immediately once the lawsuit is served. 
Table  29.3 lists some suggested  preparation and 
behavioral steps during legal proceedings.

Table 29.3 Advice for educators called to testify in a 
hearing or trial or to give a deposition [41]

•  Arrive prepared, both cognitively (having read all 
the evidence) and physically (rested, adequately 
nourished, and as distraction-free as possible)

•  Know the strengths and weaknesses of the 
program’s remediation decision-making processes, 
and be prepared to address them

•  Preserve without alteration any documentation or 
evidence, including e-mails, file, letters, recordings, 
etc.

•  Represent yourself and the institution with moral 
integrity, be prepared to defend your professional 
judgment, and continue to reinforce the mission of 
excellent training and patient and public safety, 
understanding that the tone of the proceedings will 
almost certainly be adversarial and should not be 
taken personally

•  Tell the truth directly, and do not alter your 
responses based on a desired outcome

• Do not guess or speculate
•  Be sure that you understand the question being 

asked, asking for clarification if needed
•  Answer only the question that is asked and do so 

concisely without unneeded embellishment, 
particularly if “yes” or “no” is sufficient

•  Acceptable responses can be “I don’t know” and “I 
don’t remember,” if accurate

•  Speak to your audience (lawyers and judges) as you 
would speak to your patients, as they are not 
clinically trained and likely not familiar with 
clinical education and terminology

• Discuss only one issue at a time
•  Maintain your credibility as a professional in your 

dress, responses, and actions as attempts may be 
made to discredit you

Pat not only threatened patient safety 
and behaved unethically by lying and 
deceiving, but she also committed a crime 
by impersonating a physician and practic-
ing medicine without a license [40].

After further investigation of her behav-
ior, the university and hospital lawyers met 
with the School of Medicine deans and hos-
pital risk management professionals. The 
decision was to immediately dismiss her, and 
she was subsequently charged with a crime.
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 Aftermath of a Dismissal

 For the Learner

Ideally, institutions would provide redirection 
toward appropriate careers better suited to the 
trainee’s competence and skills. For residents, 
this may take the form of another residency pro-
gram, even in a different specialty. Optimal meth-
ods for students not having completed a degree 
remain elusive, especially as failed training will 
likely be viewed as a blemish on the learner’s 
record. One possibility is offering academic 
credit for completed work and to work with any 
subsequent institution to have such credit 
accepted [42, 43]. Providing reasonable resources 
and potential next steps to trainees allows for a 
compassionate stance in what are almost always 
adversarial conditions.

 For Peers and Faculty

Dismissal of a peer will reverberate throughout 
the program. The broadest range of emotions can 
arise in the context of the loss, including happi-
ness, relief, anger, frustration, confusion, and 
survivor guilt. It is important to provide a formal 
forum to allow for expressions of grief and to 
reassure that dismissal of one trainee does not 
mean that someone else is necessarily next. 
Without revealing details about the dismissal, 
such a meeting or gathering can be leveraged as 

an opportunity to reinforce program expecta-
tions, framing them not as a warning but as a 
commitment to the well-being of learners and 
faculty through applying due process [34].

Institutional administrators are routinely 
accused of targeting trainees with marginalized 
identities for dismissal proceedings. There are 
data suggesting that ongoing microaggressions 
against such students lead to poorer mental health 
and decreased satisfaction with training [44, 45]. 
At the same time, institutions must uphold stan-
dards that guarantee that graduates are competent 
to practice. Trustworthiness in faculty and admin-
istration, including a willingness to acknowledge 
and self-reflect on the potential for bias and a his-
tory of building strong relationships with stu-
dents, can help to mitigate some of the 
inflammatory optics that may ensue. Specifically, 
explicitly stating and upholding institutional 
standards of excellence, a strong commitment to 
success and diversity, using “location of self” 
narratives by administrators (see Chap. 3), and 
flattening perceived hierarchy by involving learn-
ers in programmatic governance can build psy-
chological safety [46] and trust.

 For the Program/Institution

Any dismissal or close call represents an opportu-
nity to review all processes of assessment, reme-
diation, and decision-making about probation and 
termination. Because it is natural to quickly desire 
closure after an arduous process, this exercise for 
quality improvement takes courage and humility. 
Maintaining a supportive community of practice 
in remediation, and within resource constraints, 
optimizing remediation practices as outlined in 
Chap. 2, will ultimately strengthen a program’s 
ability to appropriately serve its learners.

 Conclusion

In summary, clinical training programs will occa-
sionally need to dismiss trainees, typically after a 
carefully documented and rigorous attempt at 
remediation, a detailed summary example of 
which is presented below.

Alternative healthcare-adjacent careers:

Policy and government
Nonprofit organizations
Journalism
Informatics
Finance and consulting for industry
Biotechnology
Websites for alternative careers:
https://www.aamc.org/cim/explore- 
options/settings- and- environments
https://lookforzebras.com/start- here/
https://www.docjobs.com/jobs/list/
http://medicalsuccess.net
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Michael (he/him) aced his first 2 years of 
medical school, receiving honors in every 
course. Unfortunately, this success fueled 
his arrogant confrontational personality.

Despite repeated feedback from faculty 
and peers, his behavior did not change. 
While his reputation for challenging inter-
personal interactions worsened throughout 
the clerkship years, these concerns never 
appeared in his written evaluations. 
Ultimately, he graduated and matched into 
a residency program.

Very early in internship, while on his 
way home from work, he sustained a closed 
head injury from a bike accident. After 
1 week in the hospital, he recovered from 
the acute injuries and resumed clinical 
duties. However, because of repeated epi-
sodes of unprofessional behavior and poor 
interpersonal skills, he was referred for 
remediation. During the process, the reme-
diation team additionally noticed that he 
had difficulty processing information, lead-
ing to questions about whether the deficit 
predated the head injury.

Michael underwent 4 weeks of remedia-
tion of his unprofessional behavior and 
poor interpersonal skills, involving fre-
quent meetings with skilled coaches who 
used case-based materials and direct 
observation to help Michael. Unfortunately, 
he showed little improvement, and attempts 
to remediate his clinical reasoning also 
failed (see Figs.  29.2 and 29.3). 
Neuropsychiatric and drug and alcohol 
testing was recommended, but he refused 
both, insisting that he had made progress. 
In a Clinical Competency Committee 
(CCC) meeting, the remediation team, pro-
gram director, and designated institutional 
official jointly decided that they needed to 
reassess his skills to document whether he 
indeed had made progress.

After his next rotation, he received 
evaluations from faculty, residents, nurses, 
and patients; an observed structured clin-

Michael’s professional file includes the 
following:

• Documentation that all residents 
(including Michael) received instruc-
tion on how to access expectations for 
competent performance for each rota-
tion and postgraduate year.

• A dated e-mail from a faculty member 
reporting that Michael’s interpersonal 
skills and professionalism were poor, 
which included, “Michael often brags 
about his skills in front of other resi-
dents. During case conferences with 
other residents, he often interrupts 
conversations to shout out an answer 
and follows with a comment about 
how easy the cases are … This behav-
ior continues despite two breakfast 
conversations with me during which I 
gave him respectful but direct feed-
back and strongly suggested that he 
stop.”

• A dated e-mail from another faculty 
member reporting that Michael “didn’t 
let his simulation lab partner partici-
pate,” because, as he stated, he “can do 
a better job.”

• Notes documenting unsolicited feedback 
by the resident’s clinic preceptor. In these 
notes, the preceptor expressed that 
Michael continues to interrupt her while 
she is speaking with patients to provide 
advice that is often incorrect, confronts 
her about patient care decisions in front 
of patients, uses inappropriate jargon, 
and shows condescending language with 
patients, often talking to them as if they 

ical examination in the simulation lab; 
and two mini-clinical examinations con-
ducted by his clinical attending. All evalu-
ation methods identified impulsive, 
unprofessional behavior, poor interper-
sonal skills, and poor clinical reasoning. 
He received a poor evaluation for the 
rotation.
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are children, e.g., “You are supposed to 
exercise. Do you know what that means?”

• Summaries of four meetings with 
Michael and his advisor, dated and doc-
umented by the advisor with follow-up 
e-mails, describing ongoing difficulties. 
The e-mails also contained a list of rec-
ommended resources to assist with 
improving and addressing these skills. 
This included that on request, Michael 
acknowledged having received each 
summary e-mail.

• A letter from Michael requesting an 
excused absence to recover from his 
bicycle accident.

• A letter granting his request.
• A documented conversation the Dean of 

Graduate Medical Education and one of 
Michael’s peers initiated by the peer 
who reported that Michael has been 
drinking alcohol excessively outside of 
work.

• Two additional e-mails from a rotation 
attending describing Michael’s inability 
to work with other residents and stu-
dents on his team. “Michael often inter-
rupts the other intern’s presentation 
with additional information or with the 
plan.” “He consistently interrupts other 
residents and volunteers to help with 
tasks because he can get the work done 
faster.”
A dated e-mail referring him to the 

remediation team, letting Michael know 
that they will be given access to his entire 
academic record.

After 4 weeks of coaching and remedia-
tion efforts that were carefully documented, 
and following the policies and procedures 
of the institution, the promotions committee 
determined that Michael failed his reas-
sessment, decided to skip a focused review, 
and placed him directly on probation 
because of his rotation failure, general fail-
ure to progress, and his refusal to undergo 
neuropsychiatric testing and alcohol and 
drug monitoring (see Fig. 29.4).

The CCC then reviewed his entire aca-
demic record and offered Michael the 
opportunity to appear before the committee 
to present his grievances. As an outcome of 
that hearing, Michael was evaluated by a 
medical professional. While he finally com-
pleted the alcohol and drug monitoring 
program without incident and was deemed 
fit for duty, he refused their recommenda-
tions for psychotherapy. He did not 
acknowledge that he had interpersonal 
skill problems, struggles with professional-
ism, or poor clinical reasoning. He contin-
ued to maintain that he was a leader among 
his peers. Overall, he failed to progress. 
After much debate and consultation with 
legal counsel, the CCC decided not to 
renew his yearly contract.

Despite an initial fear of litigation, 
Michael never sought legal action. Two 
years later, he requested a letter of recom-
mendation from the residency program 
director, so that he could apply for another 
residency position. With the support of the 
CCC and institutional counsel, the pro-
gram director wrote a very honest and 
frank letter about his strengths and weak-
nesses, including why his contract had not 
been renewed.

When due process has been followed and the 
institution’s policies are applied without discrim-
ination, trainees rarely win lawsuits. Public insti-
tutions must provide constitutional due process, 
while private institutions may create and follow 
their own rules and policies. The US Supreme 
Court has ruled on multiple occasions that it will 
defer to academic decisions made by institutions 
of higher education. US courts have repeatedly 
upheld academic and disciplinary decisions made 
by clinical faculty, but the same deference is not 
provided for disciplinary decisions. Lastly, uni-
versities and hospitals have historically not been 
harmed by detailed evaluations of learner’s defi-
ciencies. There is much still to be learned about 
the societal and sociocultural influences and 
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implications that lead to failure of remediation 
efforts, and the different institutional approaches 
to dismissal.
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 Epilogue: A Student’s Perspective 
on Remediation

Jameze James

As a medical student, I encountered a bump in 
the road, which in retrospect was just a bigger jolt 
on a path that had been bumpy for a long time.

When doing any patient presentation, I learned 
that context matters: the full H & P for every 
patient is required before moving on to an assess-
ment and plan. Case in point: when you hear that 
I did not pass Step 2 of the Boards, you may 
make immediate judgments about me. So, I think 
I need to start earlier, as a person of color, the first 
generation in my family ever to go to grad school.

I grew up in a single-parent household. My 
mom is Filipino, and my dad is African American. 
I did not know my father until I was in high 
school, when I met him briefly. When I was 3, my 
mom married my younger brother’s dad, who is 
African American as well, but they got divorced 
when I was in middle school. So, I grew up as a 
latchkey kid. I pretty much stayed out of trouble 
because I was a big nerd, and I learned to be 
responsible to take care of a lot of our financial 
holes growing up. My mom, who has diabetes, 
had a hard time keeping employment after the 
Great Recession. So, in high school, I worked 
part time in high school at Round Table Pizza, 
and even though I got a scholarship at Berkeley, I 
worked my way through college as well, because 
I knew that my mom and my younger brother, 
who has bipolar disease, needed financial sup-
port. I felt obligated to be the caregiver, the 
mature one who never put my needs above any-

one else’s. My mom always meant well but never 
really put in the work, so I was always the one to 
fill in the gaps. I learned to armor up and carry 
myself in a way to not appear vulnerable, to not 
let people know about my own personal stress, 
mental health, or family business.

After college, I held a job as a research associ-
ate and coordinator for 5 years and then applied 
to medical school. My mom had moved to Hawaii 
to live with my elderly grandparents. I did fine in 
the pre-clerkship period and during most of my 
clerkships, though I did struggle on two shelf 
exams. In retrospect, one of them was at the time 
my mom was hospitalized with hyperosmolar 
coma, and the other was when my brother was 
also hospitalized for a manic episode. But in 
medical school, I did not really think about men-
tal health breaks or personal time. I felt I just had 
to plug through. Medicine trains us all to think 
about the context of other people but not our-
selves, and for someone who was always the 
caregiver for others, it reinforced my own bad 
habit growing up, which was to just push through 
and not really think about the personal chaos.

After clerkships, I decided to take a year to do 
an MPH, because my wife and I were about to 
have our first kid. We were planning what to do 
when she went back to work after maternity 
leave, and I thought about my mom. Because my 
mom was needing to transition her living situa-
tion, I reasoned that she needed someplace to 
stay, we needed childcare, and I could be a good 
son, provide for my mother, and give her a chance 
to redeem her lack of action in my life previously. 
It seemed like a great idea at the time.

J. James 
Department of Pediatrics, Kaiser Permanente Medical 
Center, Oakland, CA, USA
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What I really did not take into account was 
that my mom suffered from undiagnosed mental 
illness: monopolar depression with an underlying 
personality disorder. So, when she came to live 
with us, she quickly became our second depen-
dent, someone with decompensated chronic ill-
nesses of diabetes and hypertension. She would 
lie about her blood glucose numbers and sneak 
carbs. Soon after she arrived, she was so ill that 
we had to take her to the emergency room 
twice—this is when my wife was eight and nine 
months pregnant. I remember thinking, what am 
I doing? But being brought up in Filipino culture, 
and now as the eldest son (my older brother had 
passed away while I was a research associate), I 
felt obligated to take care of her. This dynamic 
continued through my MPH, and then I went 
back to sub- internships. I then started developing 
headaches for the first time in my life, terrible 
migraines that were concerning to the neurolo-
gists for brain lesions. Fortunately, I had a nega-
tive CT scan. Then I was completing applications 
for residency programs and preparing for the 
Boards. Right before my exam, my mom had a 
mental breakdown, where she got really defen-
sive about her behavior and living in our home, 
and she attempted to strike my wife. Luckily, she 
missed, but she fell to the ground, and it was just 
chaos. I felt I had no recourse, and of course my 
modus operandi was just to keep it to myself, so I 
just took the Boards exam the following day and 
did not focus.

When I found out that I did not pass, I was hor-
rified. It completely derailed my application pro-
cess. I had just accepted invitations to interview 
for all these great places, and now I was told I had 
to retake my Boards in a limited time period and 
to make sure that it showed some improvement.

And so, even though it is a call most students 
would loathe to receive, I was very fortunate that 
the dean reached out to me. He gave me the space 
to share. I told him that what was happening with 
me was more than just not preparing for exam, 
being confused by the material, or just not taking 
it seriously. He really heard me, and he recom-
mended first that I take a leave of absence, and 
second that I get a coach. He recommended Dr. 
Phillips.

When I first met with her, I told her my story. 
I remember her saying, “Wow, I would’ve never 
imagined that was the story behind you. You hold 
yourself so well.” Well, thanks, I thought, that is 
a good thing and a bad thing.

But as she spent time with me, I found I could 
really trust her with my story and off-load that 
huge burden I was carrying. She could really see 
me as a parent with a young kid and empathize 
with my situation. It was not easy to talk about, 
but she stuck with me. She gave me some great 
study advice that really fit into my parenting 
schedule and even gave me advice on what to do 
with my situation with my mom. I also reached 
out to another mentor, Dr. Miller, who in fact had 
been my pediatrician growing up. She told me, 
“You know when you fly, they tell parents to put 
on your own oxygen mask before putting one on 
their kids. That’s what you need to do.” She knew 
the context of everything and really told me 
straight out that I needed to really take care of 
this family stuff before thinking about anything 
else. She noted that if I did not, it would be even 
harder to get back on the right track after a leave 
of absence. And she was right! Through those 
words, and through therapy, I am becoming a 
more empathetic caregiver, because I am more 
empathetic to myself. I finally really got that I 
cannot provide the care for other people unless I 
care for myself. Taking the time off, I was really 
able to focus and then develop deeper insight into 
what I could do academically to really get myself 
to that next level.

So, in my leave of absence, I got busy. I got a 
job as an adjunct instructor at Merritt College 
teaching human anatomy to premeds and nursing 
students. I had an opportunity to be a grader for 
the clinical skills exam at the UCSF. I worked as 
an Outdoor Recreation Leader for the San 
Francisco Recreation and Parks Department, 
guiding free weekly walks to promote benefits of 
exercise, maintaining a diet, environmental stew-
ardship, and socialization among diverse com-
munity members. It was important to really 
reanchor myself and have people who supported 
that decision, instead of saying, “Hey, you got to 
finish, you got to do this, you got to do that, 
there’s a plan in place.”

Epilogue: A Student’s Perspective on Remediation



321

Having this combination of support was 
important to me because I realized the impor-
tance of -not just the family I grew up with, but 
also this idea of found family, where you create a 
community around you of people who are sup-
portive and people who are invested in seeing you 
follow through with your goals. And I think I 
really found that. I think it is what really made 
the difference coming back after the leave of 
absence, because my supporters were less 
focused on the outcome of one exam, and more 
on how I could set myself up for longer term suc-
cess. This included creating a study schedule 
with goals in mind that also incorporated sleep-
ing, childcare, and work. It felt really regimented, 
but the schedule flexibility was really helpful.

As for my mom, she ended up breaking her 
hip a few months after I failed the Boards, so she 
is now in a nursing home.

After my time off, I returned to my sub- 
internships and actually received honors in them. 
I think the best compliment I got was when I was 
getting my evaluation at the end of my rotation at 
Kaiser, they told me I took care of everything and 
was already working at intern level, and then they 
noted I got an MPH and asked me when I did it. I 
told them that I had just returned from a year- 
and- a-half hiatus. It made me feel really good 
that I actually came back more prepared, even 
though my clinical clerkships were at that point 
rather remote.

And so far, I have used that in residency too. 
Just having that protected time and protected 
space was something I did not understand, grow-

ing up with someone with a personality disorder. 
It was always about how much more I could give 
and sacrifice, and that is what led to my burnout 
with everything. Now, creating this sustainable 
structure, even beyond helping me as a med stu-
dent, I feel more prepared as a parent, as a medi-
cal professional, and as a person.

This work still requires support people. I still 
work with the therapist I met with during this 
entire process. I still love to give updates to all 
the mentors that I cultivated and hope to con-
tinue to send holiday cards. It is just an incredi-
ble opportunity. I think it is just one of those 
things where if I did not hit the speed bump in 
med school, I could have just blown through 
residency, not even recognizing a lot of the 
adversity I experienced growing up. I see how I 
normalized that because as the only person of 
color in a lot of AP classes in high school, my 
premed classes, my MCAT class, and even in 
my class in med school, I felt very alone. I did 
not think anyone would understand or have a 
similar experience. Trust comes from letting 
your guard down and starting a conversation. 
And I realize that I have to be the one to do that 
and then set the example. It is very freeing for 
everyone to just say I am human, and this is 
what I am going through. And I think it is a great 
example, especially for my patients and my 
future patients, just to say, “You can tell me any-
thing, because I’ve been in your shoes. I’ve been 
there. I was the kid that experienced things like 
you, and now I’m the adult.” I can be the 
example.
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