
180 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 29, NO. 3, 2016

Correspondence

Medical education technology workshop for residents:
A step towards development of new faculty

Teaching is an integral part of the medical profession. The current
‘teacher-centred’ medical teaching is running without proper training
or knowledge of teaching methodology. This has led to many medical
teachers not being properly trained in teaching methods. The Medical
Council of India (MCI) has initiated faculty development programmes
by introducing a basic course workshop on medical education
technologies (MET) to provide basic knowledge, skills and attitudes to
all faculty in medical colleges.1 However, this basic course workshop
is presently limited to the existing permanent faculty. On the other
hand, a lot of the teaching is actually done by resident doctors. So, the
Medical Education Unit (MEU) of our institution decided to adapt the
existing workshop for residents, run it as a pilot project and evaluate the
pre- and post-workshop knowledge along with feedback with regard to
the usefulness of the 2-day workshop as a tool for developing the
residents knowledge on the teaching–learning process.

The workshop was done with the approval of the institute. Data
are expressed in percentages and analysed by appropriate statistical
tests using INSTAT software (GraphPad software, Inc, La Zolla, CA,
USA).

Thirty-two of 34 (2 junior residents, 2 research associates and 30
senior residents) participants completed the tests and provided feed-
back. The post-workshop scores were significantly higher (p<0.0001;
Table I). Twenty (62.5%) participants suggested that the workshop
should be a must for all resident doctors and 10 felt that the workshop
should be a must even in the postgraduate curriculum. The perception
on interactive teaching and post-class feedback practice also changed
significantly (p=0.01) among the participants (Table II).

Traditionally, ‘faculty development’ has been used to describe
programmes undertaken by academic staff in educational institutions
and implies that some individual intellectual and professional growth
will occur as a result of these programmes. With broadening of the
definition, the nature of these programmes has also slowly, but
surely, transformed from the initial concept of ‘workshops on teaching
skills’ in the 1970s to include research skills and leadership.2 Presently
it is perceived that a good teacher is more than a lecturer.3 The MEUs
of India are conducting MET workshops for medical teachers especially
covering teaching–learning, the use of media and student assessments4

and preparing medical teachers from information given to mentor and
facilitators of learning. Unfortunately, this is still confined to existing
faculty members. The effectiveness of such training/workshop is well
established in improving experiential learning, provision of feedback,
effective peer and colleague relationships, use of multiple methods
consistent with principles of teaching and learning etc.; thereby
improving the teaching–learning process.5,6 Our study reconfirms
these objectively and suggests that MET workshops would be useful
for residents too.
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TABLE I. Change in knowledge and practice after the workshop

Parameter Pre-test Post-test p value 95% CI (RR)

Mean (SD) knowledge score (out of 30)* 19.2 (2.58) 22.4 (3.04) <0.0001 –
Practice of interactive class† 25 32 <0.01 1.06–1.53 (1.28)
Practice of feedback† 17 31 <0.0001 1.30–2.54 (1.82)

* Paired t test  † Fisher’s exact test  CI confidence interval  RR relative risk

TABLE II. Feedback received after the workshop

Item n (%)

Do you know All positive responses
––the difference between pedagogy and androgogy, 9 (28.1)
––domains of learning, 14 (43.8)
––about microteaching, 17 (53.1)
––about different essay-type questions, 11 (34.4)
––about the OSPE/OSCE methods of assessment? 8 (25.0)

Is a medical education technology workshop important for residents?
Not of much importance 1 (3.1)
Important 5 (15.6)
Very important 6 (18.8)
It is a must 20 (62.5)

Is it important to include medical education technology in the postgraduate curriculum?
Not of much importance 0
Important 10 (31.3)
Very important 12 (37.5)
It is a must 10 (31.3)

OSPE objective structured practical examination  OSCE objective structured clinical examination
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Cavitatory tuberculosis in complex cyanotic heart disease

Pulmonary tuberculosis (PTB) is rarely reported in cyanotic congenital
heart disease (CHD). A 5-year-old boy presented with fever and
cough for one month with two to three episodes of haemoptysis.
There was no history of weight loss, loss of appetite or contact with
a person suffering form TB. On examination he was 15.5 kg and
height was 115 cm. He had clubbing and decreased air entry on the
right side of the chest with increased vocal resonance in the right
supramammary region. He had a single second heart sound. There
was no murmur and the cardiac apex was in the right 5th intercostal
space. The other systems were normal. Chest X-ray showed loss of
lung volume in the right lower zone with extensive pleural thickening,
a cavity in the right upper zone and dextrocardia. CT scan of the chest
showed multiple nodular air space opacities in the right lung
parenchyma with consolidation and cavitation in the right upper and
middle lobes with enlarged conglomerate lymph nodes in the right
paratracheal, subcarinal and right hilar region with dextrocardia and
situs inversus. Echocardiography showed a single atrium, ventricle
with a single atrioventricular valve and mirror image dextrocardia.
His sputum smear for acid-fast bacilli (AFB) was positive. The
Mantoux test was negative and the HIV ELISA was negative. The
child was started on four-drug antituberculous therapy (ATT)
consisting of isoniazid (H), rifampicin (R), ethambutol (E), and
pyrazinamide (Z) for two months followed by HR for the next four
months to which he responded.

Patients with acyanotic-CHD are susceptible to develop PTB.1 The
incidence of PTB among patients with congenital cyanotic heart
disease is about 2%.2 Mycobacterium tuberculosis (MTB) being an
obligate aerobe, the oxygen-rich sites in acyanotic-CHD provide a
suitable environment to growth. However, in a study of 69 children
treated for TB, the two most common comorbid conditions in children
with TB were malignancy (23%) and cyanotic heart disease (18%),3 the
reason being cyanotic CHD had greater risks of acquiring PTB due to
its inherent need for carbon dioxide (CO

2
) for its growth. Also a definite

stimulatory effect of CO
2
 has been proven for MTB infection.4

Thus, physicians treating children with congenital heart lesions
should maintain a high index of suspicion for the development of

PTB, especially in those with acyanotic and cyanotic high-flow
lesions and pulmonary stenosis.
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Learning styles

This refers to the article on learning styles by Walsh.1 The author has
raised many important points. I receive many papers on learning
styles for review, most of which erroneously seem to take VARK
(visual, auditory, reading/writing preference and kinesthetic) as a
learning style. It has been rightly pointed out that VARK is the
preferred data collection approach rather than a learning approach.
Learning styles may be a good research concept but are hardly useful
when designing instruction. There are many reasons for this.

One of the apparent uses of learning style inventories could be to
develop personalized courses. While this sounds good in theory, it is
a difficult-to-implement proposition, the most important reason
being the role of factors other than learning styles. There is conflicting
evidence to suggest that matching results in better learning. Smith et
al. rightly say, ‘for each research study supporting the matching
hypothesis, there is a study rejecting it. Even though we may accept
that matching may help the learner, it will not do anything to prepare
him for subsequent learning tasks, where matching may not be
available.’2

Vermunt’s inventory is one of the many but most frequently used
in literature. Interestingly, Vermunt et al.3 themselves favour
‘constructive friction’, where the teacher pushes students to take
more responsibility for learning by a deliberate mismatch between
instruction and learning style. Kolb4 also favours mismatch, because
this leads to personal growth and creativity.

It is important to look at the degree to which variance in test scores
can be attributed to learning styles. Furnham et al.5 found the variance
explained by personality and learning styles to be only 8%. Perhaps,
it is time to look at the other 92% too. Most innovations in education
tend to have a positive impact on learning; however, in view of
limited resources and staff available for this purpose, it is wise to
focus on innovations that have a greater impact. A meta-analysis by
Hattie6 found an average impact size of only 0.14 for individualization
as compared to 1.04 for instructional quality and 1.13 for feedback.
Further, individualization might lead to labelling and implicit belief
that traits cannot be altered and may promote a narrow view of
matching teaching and learning styles, which could be limiting,
rather than liberating.
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