
Developing an effective inpatient learning climate

Item Type Article

Authors Harper, Beth D; Buchanan, April O; Cramton, Rachel Em;
Gourishankar, Anand; King, Marta; Molas-Torreblanca, Kira;
Patra, Kamakshya P; Pomeroy, Brian; Potisek, Nicholas M;
Seelbach, Elizabeth; Tomaszewski, Jessica L; Fromme, H Barrett

Citation Harper, B., Buchanan, A., Cramton, R., Gourishankar, A., King,
M., & Molas�Torreblanca, K. et al. (2019). Developing an effective
inpatient learning climate. The Clinical Teacher. doi: 10.1111/
tct.13121

DOI 10.1111/tct.13121

Publisher WILEY

Journal CLINICAL TEACHER

Rights Copyright © 2019 John Wiley & Sons Ltd and The Association for
the Study of Medical Education.

Download date 24/05/2023 20:42:32

Item License http://rightsstatements.org/vocab/InC/1.0/

Version Final accepted manuscript

Link to Item http://hdl.handle.net/10150/636464

http://dx.doi.org/10.1111/tct.13121
http://rightsstatements.org/vocab/InC/1.0/
http://hdl.handle.net/10150/636464


Developing an Effective Learning Climate in an Inpatient Setting 

 

Beth D. Harper, MD;a,b April O. Buchanan, MD;c,d Rachel E. M. Cramton, MD;e,f Anand 

Gourishankar, MBBS, MRCP, MAS;g,h Marta King, MD, MEd;i Kira Molas-Torreblanca, DO;j 

Kamakshya P. Patra, MD;k Brian Pomeroy, MD, MEHP;l Nicholas M. Potisek, MD;m Elizabeth 

Seelbach, MD;n Jessica L. Tomaszewski, MD;o H. Barrett Fromme, MD, MHPEp 

 
aBoston Children’s Hospital, Boston MA 
bHarvard Medical School, Boston, MA 
cUniversity of South Carolina School of Medicine Greenville, Greenville, SC  
dPrisma Health Children’s Hospital–Upstate, Greenville, SC  
eUniversity of Arizona College of Medicine, Tucson AZ 
fBanner University Medical Center – Tucson, Diamond Children’s Medical Center Tucson, AZ  
gChildren’s Memorial Hermann Hospital, Houston, TX 
hUT Health McGovern Medical School at Houston, TX 

iSaint Louis University School of Medicine, St. Louis, MO 
jChildren’s Hospital Los Angeles, Los Angeles, CA 
kWest Virginia University School of Medicine, Morgantown WV 
lTexas Tech University Health Sciences Center School of Medicine, Lubbock, TX 
mWake Forest School of Medicine, Winston-Salem NC 
nKentucky Children’s Hospital, University of Kentucky, Lexington, KY 
oNemours/AI duPont Hospital for Children, Wilmington, DE 
pUniversity of Chicago, Pritzker School of Medicine, Chicago, IL 

 

Corresponding author: Beth D. Harper, 300 Longwood Avenue, Boston MA 02115. 

Beth.d.harper@childrens.harvard.edu. Fax: 617-730-0914 

 

Word Count: 1798 

 

Funding Support: None 

 

None of the authors have potential conflicts of interests or corporate sponsors to disclose. 

  

   

 

 

  

mailto:Beth.d.harper@childrens.harvard.edu


Developing an Effective Learning Climate in an Inpatient Setting 

 

The learning environment has been defined as the “physical, social, and psychological 

context in which a student learns” and the learning climate as the perception of that educational 

environment by learners.(1) The learning climate, therefore, represents the “soul and spirit” of 

the medical school educational environment,(1) and has been extrapolated to resident and fellow 

learners as well. Learning climate has been associated with student and trainee success, comfort, 

safety, satisfaction, burnout, views of the teaching faculty, patient outcomes, and can have both a 

positive and negative valence.(2, 3) Due to this wide-reaching impact, accrediting bodies 

emphasize a safe and healthy learning environment in their reviews of both medical schools and 

post-graduate training programs. 

In an inpatient setting, health professions learners care for patients alongside house staff 

(post-graduate trainees), attending physicians, nurses, and other clinicians from a variety of 

disciplines and professions, and these team dynamics can influence the learning climate. As the 

inpatient team leader, the attending physician (specialist) sets the tone for the team. Literature 

from the business, education, and psychology fields describes essential opportunities for leaders 

to impact the learning climate, including an emphasis on learning time, feedback, and 

leadership.(4) These methods can also apply to medical training. This toolbox article will focus 

on five essential elements that we feel contribute to the learning climate and present strategies 

physicians can use to develop an effective learning climate in an inpatient setting. Together, we 

have over 100 years of experience teaching in the inpatient setting, and all are active in 

clerkships, residencies, and other educational programs. We have collaborated to develop this 

Toolbox from our collective experience with students and trainees of all levels. 



 

Setting up the Team and Goals 

 

The trainee-clinical teacher relationship often brings together strangers without prior 

knowledge of each other’s past clinical experiences and personal needs. The clinical teacher 

must create an environment of shared respect that allows learners to feel safe and engaged. The 

first step can begin by deliberately setting aside 5 to 10 minutes for a “first-day conversation” 

team meeting. This conversation can be conducted one-on-one or with a larger group of learners, 

allowing for the natural variations inherent in the inpatient setting.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

Table 1 highlights the components of an ideal first-day team meeting that initiates meaningful 

relationships and promotes enthusiasm, mutual respect, and learning.(5)   

[Table 1] 

     Once an environment of mutual respect and curiosity is initiated, the newly-formed 

team of attendings, students, house staff and others should progress to discussing goals to 

achieve during shared time, whether a day, a week or a year. This shared discussion can be a 

one-on-one or group conversation on the first day. Modeling goal setting and eliciting goals from 

learners increases accountability and team cohesiveness.(6) Supervising physicians must 

participate in this activity as well, as it highlights the collaborative environment and life-long 

learning inherent to medicine, and allows a coaching relationship – one focused on feedback and 

skill development - to develop.(7) The concept of life-long learning among all health 

professionals can promote a positive growth-mindset for the team.  

  The attending physician then has a role in helping learners frame their goals with 

direction and focus. This transition is made through the use of SMART (Specific, Measurable, 



Actionable, Realistic, and Timebound) goals.(8) For example, for a student whose goal is to 

“learn more about pneumonia” reframing their goal may look like: “To improve my knowledge 

of pneumonia, I am going to read one journal article a night about pneumonia epidemiology or 

management for the next four days.” Encouraging reflection on self-selected goals, as well as 

providing feedback regarding progress can increase learners’ feelings of self-efficacy.  

 

Leadership Techniques 

Practice and application of different leadership techniques, which could include 

vulnerability, modeling, allowing autonomy, and coaching during various clinical encounters 

with the team, can facilitate an effective learning environment (Table 2). Modeling is an essential 

practice for effective leaders.(9) Leaders who recognize their knowledge and skill gaps and who 

seek improvement model a learning climate that encourages questions and stretching beyond 

what is comfortable. 

[Table 2] 

Attending physicians can foster autonomous motivation, that is, learners working because 

of their interest and personal value rather than external drivers, by providing learners with 

scaffolded autonomy.(10)  In this approach, team members are encouraged to take on increased 

responsibilities in a safe and supported environment with ongoing guidance and coaching. 

Translating this to the inpatient setting, supervising physicians should take the perspectives of 

others into account, create opportunities for choice when appropriate, and encourage learners to 

accept responsibility and develop personal learning goals.(11)  

In the role of a coach, an attending physician works collaboratively with the learner to 

optimize the learner’s skills.  Coaching, as in sports, helps learners perform at their best. In 



sports, the coach has a distinct role in helping players and teams advance their skills; so too does 

the attending physician. Rather than simply transmitting knowledge, the coach helps to 

emphasize and analyze existing information to elevate their performance. Ultimately, acting as a 

coach enables the educator to play a supportive role that can maintain an encouraging learning 

climate and motivate learners. 

 

Teaching Techniques  

An inpatient team typically includes learners of different training levels (medical and 

other health professions students, house staff, post-doctoral fellow). Furthermore, each team 

member has his or her own unique set of knowledge, skills, motivation, learning styles, and 

communication preferences.  Attending physicians need to accept the differences, build on the 

commonalities, tap into motivation, adapt, and employ a variety of teaching techniques in a 

variety of settings. Many of these possible teaching techniques are further described in Table 3. 

[Table 3] 

 While incorporating various teaching techniques, selecting teaching topics using the 

principles of relevance, recall, and retention (The “Three R’s”) can enhance the learning 

climate.(12) Learners pay attention if the content is relevant, i.e., interesting and worth 

knowing.(13) In addition, emphasis on the relevance to the learner’s developed goals makes the 

content feel more applicable. Simple tasks such as quizzing, electronic flashcards, and 

mnemonics for quick recall can enhance long-term retention. By building a robust repertoire of 

teaching strategies from which to choose, the clinical teacher can shift based on the learner’s 

needs while remaining effective. The teacher can also foster a spirit of near-peer teaching by 



asking team members to take the lead teaching on areas of interest. In this way, the attending 

physician fosters a climate which emphasizes both clinical skills and educational growth.  

 

 Feedback and Self-Reflection  

 

        Feedback enhances teaching and contributes to a positive learning environment,(14) yet 

feedback in the inpatient setting is often inadequate and challenging.(15) The clinical setting 

allows a teacher to gather feedback from patients, peers, other health professionals, and direct 

observation. Direct observation of a learner’s clinical performance on the inpatient unit provides 

faculty members an excellent opportunity to synthesize and deliver immediate feedback. 

Immediate feedback ensures the supervisor and learner can accurately recall the event and allows 

the learner time to adjust their performance.(16) However, providing immediate feedback with 

numerous learners present can be challenging and variable, depending upon the personalities and 

experiences of each learner. Strategies to incorporate immediate feedback on the inpatient unit 

are highlighted in Box 1.  

[Box 1] 

Feedback is a complex interaction which may be more effective if treated as a 

partnership. An important component of personal and professional development, it involves self-

reflection by both the learner and the teacher. Attending physicians must make active attempts to 

cultivate a two-way conversation. Involving learners can form an alliance between teacher and 

learner that can aid in feedback receptiveness.(17) Learners should have the opportunity to 

review their progress in achieving goals set at the beginning of the rotation. What are the 

obstacles that may be contributing to lack of achievement in some areas? How can they gain 



more experience and make improvements and progress in needed areas? Taking the time to 

evaluate knowledge, skills, abilities, experiences, and needs will foster mindfulness and self-

awareness in the learner. Teachers also need to reflect on the feedback they provide and how 

learners perceive that feedback. Are they meeting the needs of the trainees, and if not, why not? 

Have they created an open environment in which mistakes are viewed in a nonjudgmental 

manner and learner growth and development is encouraged? Self-reflection should be a part of 

the feedback process to enhance the climate of engagement and continuous improvement for the 

learner and the teacher.  

 

Inclusivity  

 

The tools discussed above require a collaborative mindset that highlights working within 

a multidisciplinary team. Studies show that when inpatient teams engage in inclusive behavior, 

the other team members feel safe and are more likely to speak up about relevant information.(18) 

Therefore, encouraging all team members to contribute can generate ongoing additional benefit.  

Medical errors and communication failures are more likely to occur when team members are not 

utilized to their full potential,(18) and encouraging contributions from a diverse set of voices  can 

minimize bias and error. Box 2 highlights elements that lead to an inclusive inpatient team. 

[Box 2] 

Including all team members as valued voices is one important component of establishing 

an effective learning climate. To enhance inclusivity, cultural competence must be built into the 

educational process. Education about cultural competency at all levels of the team - including at 

the leadership level - should be pursued. A culturally competent health care system improves 



outcomes and quality of life(19) and increases the willingness of learners from a variety of 

cultural backgrounds to speak up, participate, and learn actively. While some of these 

interventions occur at a systems level, the individual attending physician can significantly 

influence learners’ perspectives as well. By highlighting disparities when they are present, role 

modeling respectful consideration for patients’ preferences and differences, and demonstrating 

openness to a variety of value systems, physicians help learners to build an inclusive and open 

mindset towards patient care. At the bedside, asking patients for permission to teach about their 

case demonstrates respect for patient autonomy. Inviting patients to share their perspectives on 

their experience with illness and the medical system can impact learners’ reflections. 

Responsiveness and adaptation to patient needs and preferences can enhance this further, and 

contribute a reminder of the overarching purpose of clinical care. 

 

Conclusion 

Promoting a flexible and collaborative mindset allows the attending physician to create a 

learning climate in which all team members can thrive.  Steps may include adopting a new 

leadership technique or changing a mode of content delivery. Focusing on the learner’s 

experience through goal setting, feedback, and reflection may help physicians evaluate the 

impact of their strategies while assisting learners through coaching can create a dynamic 

relationship where learners feel comfortable with bi-directional feedback. By utilizing the five 

steps of setting up the team and goals, effective leadership techniques, valuable teaching 

techniques, feedback and self-reflection, and inclusivity, the attending physician can establish a 

more effective learning environment conducive to better patient care. 

  



Table 1: A Quick Start Guide to the First Day team meeting (Adapted from Raszka et al)(5) 

 

Strategy Questions Examples   Notes 

Introductions How would you like to 
be addressed? 
 
How would you like to 
be introduced to 
patients and families? 

“I go by Joe, but prefer if 
patients know me as Doctor 
Smith.” 
 
 

Using team members’ names goes a 
long way towards building morale. 

Icebreaker Share a fun fact. 
What are your 
interests?  
 
What is something you 
would like us to know 
about you? 

“I have 17 month-old twins.” 
 
“I like to bake.” 

A personal connection helps to 
establish a safe and informal learning 
environment. 

Elicit prior 
experience 

What is your previous 
experience with...? 
(patient population, 
clinical setting, 
medicine in general) 
 
 

“I worked as a paramedic 
before medical school.” 
 
“This is my first experience 
with the inpatient setting.” 
 

Eliciting prior experiences allows for a 
personalized learning experience and 
creates an environment in which team 
members’ skills and experiences are 
valued.  It also provides an opportunity 
to distribute teaching responsibility.  

Share 
expectations/
preferences 

Let’s touch on rotation 
and personal 
expectations that are 
especially relevant 
during our time 
together.   

“I know all the students need 

to be directly observed, 

performing a history and 

physical three times during 

the clerkship.  We will work 

together to make sure you 

are observed at least once 

this week.” 

 

“I like to meet with the team 

for 20 minutes in the 

afternoon to touch base on 

our patients and to do further 

patient-based teaching.” 

Be familiar with the overall course 

and/or rotation goals and expectations 

and highlight those you consider 

especially important and relevant to 

your setting. Taking time to highlight 

personal expectations or preferences 

helps to ensure prepared learners. 

Plan together What is the next step? “We expect ongoing informal 

feedback between all team 

members. In addition, let’s 

schedule a time towards the 

middle/end of our time 

together to touch base on 

goals and progress.” 

Clinical schedules get busy!  It is 

helpful to put this time on everyone’s 

calendar on day one. 

  



Table 2: Leadership Styles that Promote an Effective Learning Climate 

 

Technique Elaboration Example 

Model Vulnerability Acknowledge and allow 

learners to see when 

you have reached a limit  

-Allow trainees to hear “I don’t know” or “I’m not certain.” 

-Acknowledge your emotions around poor patient 

outcomes 

-Identify patient encounters that felt difficult, and discuss 

them with the team 

Support Autonomy  Create opportunities 

and encourage learners 

to take responsibility  

-Allow learners “first pass” on conversations and 

decisions when appropriate 

-Operate “behind the scenes” to prepare learners and 

set them up for success  

Act as a Coach Analyze learners’ 

performance and help 

them plan for 

improvements 

-Focus on skill refinement: Communicate with learners 

about skills and technique, rather than knowledge 

-Collaborate with learners to identify next steps in a 

learning plan 

 
 
  



Table 3: Teaching Techniques 
 

Type of teaching Explanation Examples Pitfalls to avoid 

Questioning Using Socratic methods, 
teachers redirect questions 
towards the team 

- Learner asks “what 
antibiotic would you 
use for pneumonia?” 
Leader answers “Let’s 
think about that 
together. What do you 
know about the 
bacteria often 
implicated in 
pneumonia?” 

-Questions far above a learner’s 
developmental stage 
(discouraging) 
 
- Rapid-fire questions (does not 
allow the learners to have time to 
process) 
 
- Interruptions (does not allow the 
learner time to formulate their 
answer)  

Formal didactics or chalk 
talks 

Sitting down with the team 
in a more formal setting 
usually at a whiteboard with 
the leader at the front of the 
group 

- Discussing a specific 
topic such as 
congestive heart 
failure 
- Having the team 
collaboratively 
formulate an 
assessment, 
differential, and 
treatment plan for a 
patient 
- Assigning team 
members short topics 
to teach the group 

- Talking too long (attention wanes 
at 15-20 minutes) 
 
- Not engaging the learners in the 
teaching activity 

Bedside teaching Focusing on specific 
patients, diagnoses, and 
findings in real-time during 
rounds 
 

- Pointing out 
interesting physical 
exam findings  
- Using the diagnosis 
of a patient to give a 
few teaching pearls 
about that diagnosis 
-Engaging the patient 
to teach the team to 
share their 
experiences with their 
illness 

- Trying to teach on every patient 
 
- Teaching too long on a given 
patient 
 
- Teaching content that does not 
require the patient’s presence 

Games Using game format to bring 
fun to the learning process 

- Jeopardy quiz games 
 
- Physical exam 
scavenger hunts 

- Too many games can dilute  
learning 

On-line learning Using online platforms to 
engage the team in the 
learning process 

- Create a question 
and answer forum for 
learners to submit 
questions and have 
discussions 
 

- Failing to review the on-line 
forums or case assignments can 
feel like “extra work.” 



- Have on-line cases, 
videos, or questions 
assigned to the team 

 

  



Box 1.  Immediate Feedback Strategies on the Inpatient Unit 

● Frame feedback as coaching: supervising physician and learner are working together with the shared 

goal of improved learner performance 

● Normalize feedback by setting an expectation for ongoing informal feedback between all team 

members  

● Schedule a time and place for more formal feedback sessions (e.g., mid- and end of rotation) 

● Allow the learner to self-reflect  

● Tailor feedback delivery based on team member and temperament 

● Be specific and constructive in the feedback delivered and include some positives 

● Develop an action plan for improvement with the learner 



Box 2: Elements of Inclusivity on the inpatient unit (Adapted from Dogra)(20) 

● Awareness of inherent biases, in teachers and learners 
● Patient-centered experiences 
● Availability of appropriate language/interpreter resources 
● Diverse teaching faculty 

● Infrastructure to support diverse learning climate 
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