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the clinical context, construction of knowledge comes when students are active in 
their learning, and when they have opportunities to reflect on what they are doing 
and what they are learning. Active learning and reflection encourage further 
learning, and are promoted when students are directed to outside reading and 
practice opportunities.5   
 
Learning is an active process 
If it is the learner’s perspective – and not what the teacher intends should be 
learned – that defines what is learned,6 then teaching needs to be targeted at 
changing the learner’s perspective.2 Empirical evidence from a chairside study by 
Sweet et al.7 suggest that when students work together and talk about their 
activities, they are more likely to learn in a way that changes their perspective. 
This insight suggests that peer learning has a role to play in the clinical context, 
with students discussing and critiquing each other’s cases, diagnoses, treatment 
plans and techniques. Students might work in teams, taking on the differing roles 
as clinicians, teachers and critical peers. Student-student interaction as an active 
learning context leads to elaboration, awareness of the interpretation of others, 
deriving standards for acceptability and meta-cognitive awareness.2,3  
 
Learning is constructed as a result of the learner’s activities.2 Biggs2 emphasizes 
the role of action and activity in the process of learning – as he puts it, “what the 
learner has to do to create knowledge is the important thing”. (p. 12) Quite 
literally, being active in and of itself provides general alertness and efficiency.2,8 
Further, using different sensory modalities (reading, hearing, seeing, seeing and 
hearing, talking over with others, using and doing in real life, teaching someone 
else) provides multiple opportunities to access what is being learnt.2 An empirical 
study by Sweet et al.7 confirms that students believe that they learn best when 
they are actively involved.7 This involvement moves beyond completion of 
procedures, and includes such activities as communicating with the patient, 
discussing diagnoses with peers and clinical supervisors, and planning and 
defending treatment plans – and later thinking about, and discussing, what could 
have been done differently or better. 
 
A further mechanism for students to participate actively in the learning process is 
by helping to set appropriate learning objectives.9 Jenkins et al.10 warns that 
what learners and the teacher feel should be the outcome of an education session 
is not always the same. Jenkins et al.10 suggest meeting with the student before 
the clinical session to negotiate requirements and expectations, and to discuss the 
kinds of learning the student wishes to get from the clinical experience and the 
kind of feedback that would be helpful. Similarly, this is an opportunity for the 
teacher to set out the learning outcomes that s/he wishes to achieve during the 
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session. This meeting shifts the emphasis in the clinical encounter from 
completing procedures against a clinical quota to emphasizing the chairside as an 
opportunity for learning for the novice dentist. Implicit in the negotiation of 
outcomes is that time will be set aside after the chairside activity to discuss the 
extent to which the outcomes were achieved and what further learning 
opportunities are required.  
 
Promoting ‘deep’ learning 
What people construct from a learning encounter depends on their motives and 
intentions, on what they know already, and on how they use their prior 
knowledge.2 Biggs2 highlights that learning is thus a “way of interacting with the 
world”. (p. 13) He2 suggests that the acquisition of information in itself does not 
bring about learning. Rather, learning is about the way that information is 
structured and used for thinking.2 It is about conceptual change.2 Deep 
approaches to learning facilitate conceptual change.2,3 Students adopting a deep 
approach come with questions they want answered.2  
 
A deep approach to learning is in contrast to a surface approach where the 
learner focuses on the ‘signs’ of learning – the words used, isolated facts, items 
treated independently of each other – in a way that prevents him/her from seeing 
the relationship between these signs and their meaning and the relationship of 
these signs to the structure of what is being taught.11 Students adopting a surface 
approach use learning processes such as acquiring information through 
mechanical memorization. This involves remembering information without 
understanding it, then reproducing it on demand in a test.4 A surface approach to 
learning is predominantly motivated by concern to complete the course or by a 
fear of failure.4 Anxiety and low self-esteem are associated with surface 
approaches.4   
 
While a surface approach to learning is usually associated with theoretical 
learning, it has a ‘knock-on’ effect in the clinical context. It is difficult for students 
to access information that has been learnt in a rote or fragmented fashion. 
Further, students (especially those who are anxious, fear failure or have low self-
esteem) may continue a surface approach to learning in the clinical context. 
Empirical studies and guidelines for effective clinical teaching suggest helpful 
supervisory behaviours that reduce student anxiety, and so promote a deeper 
approach to clinical learning. 
 
These behaviours relate to inter-personal conduct, communication, and the 
learning environment. Interpersonal behaviours that are deemed useful in 
clinical teachers are enthusiasm,12 empathy,13 “putting yourself into their 
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shoes”,14 approachability,14 reassurance,13 and compassion and caring.13 Effective 
communication that supports learning includes listening to students,5 attentive 
silence (which communicates that the teacher is paying attention and gives the 
learner time to think),9 purposeful eye contact (to engage learners who require 
special teacher attention),9 tracking (nods and grunts that indicate understanding 
and general approval),9 and encouraging students to participate actively in 
discussion.5  
 
A clinical learning environment that counters fear of failure is created through 
showing students respect,5 encouraging students to bring up problems,5 being 
available and receptive (encouraging students to ask questions and seek 
assistance),15 ‘getting off the pedestal’ (relates own learning experiences to 
students, including problems),15 being fun and easy to work with (cooperative, 
positive attitude, enjoys teaching),15 understanding and remembering sources of 
stress in students’ lives,15 and refraining from ‘having favourites’.15 Providing 
support in a non-threatening way is helpful.14 Ramani16 suggests that learners 
should be challenged without humiliation – “augmented by gentle correction 
when necessary”. (p. 113) Admission by the teacher of his/her own lack of 
knowledge might set the tone for students to admit their limitations and 
engenders a willingness to ask questions.16   
 
The challenge for the teacher, then, is twofold – to prevent students from 
adopting surface approaches to learning and to provide learning activities that 
encourage deep approaches. To some extent, these two conditions are inter-
related. It becomes the teacher’s role to design learning activities that stimulate 
the learner to ‘want to know’ and thus want to engage with learning tasks at a 
deep level. Motivation is at the heart of this process.2,17 Feather18 argues that in 
order for someone to engage in an activity, s/he needs both to value the outcome 
and expect success in achieving it. To promote a deep approach, therefore, the 
learner must perceive the new learning to have value and be important2,19,20 and 
must believe that success is possible.2 Biggs2 argues that assumptions of value 
and expectations of success are particularly important in the early stages of 
learning before interest has developed “to carry continued engagement along 
with it”. (p. 58) 
 
A number of teacher behaviours encourage students to perceive new learning as 
valuable and important. These include teachers who are knowledgeable and 
enthusiastic about what is happening in the clinical context.13,21 They are admired 
and readily identified with,2 and thus act as role models. As Biggs2 reminds, “We 
can usually trace the beginning of our interest in something to someone else who 
exhibited that interest to us”. (p. 61) 
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Helping students ‘put it all together’ 
Learning is about the way that different kinds of information get structured and 
used for thinking.2 Deep approaches to learning are stimulated when students 
engage with meaningful tasks2 – when learning activities encourage students to 
think about underlying meaning, main ideas, themes, principles or successful 
applications.2  
 
Building on the known 
A deep approach to learning connects new learning with old.2 Structuring 
learning around a real patient case is an effective strategy for helping students to 
make connections between old and new learning.  This is really what chairside 
teaching is – the opportunity to use a patient case to help students associate 
existing knowledge with new applications, and to link apparently disparate bits of 
existing information. A number of teacher strategies help students get the most 
out of their chairside learning.  
 
Heidenreich et al.22 suggest ‘priming’ students for tasks and activities by 
providing a brief orientation to students prior to contact with a patient or 
performance of a procedure. This activity directs the student to appropriate prior 
knowledge. It might be included with the setting of outcomes for a clinical session 
discussed earlier.  
 
Clear and precise explanations – prior to the clinical encounter, at the chairside, 
and during debriefing – help student to understand.10 Contextualized, well 
organized explanations of the relationship between dental knowledge and clinical 
situations, illustrated where necessary with learning aids (for example, white 
board illustrations, textbook pictures, web-based resources), promote 
understanding and retention.5 Knowledge should be placed in context with 
descriptions of wider ramifications.10 Evidence behind the information should 
also be discussed.10 These suggestions imply both that the appropriate teaching 
aids and the time for this contextualized teaching needs to be available in the 
clinical context.  
 
Questioning helps students retrieve what they know and apply it appropriately in 
new contexts. “Connect-the-dot” (p. 47) questions help students to think about 
and verbalise their understanding of the relationships between isolated 
knowledge:23 

 decision questions (“What do you think is the best option for this patient?”) 
 why questions (“Why have you suggested this treatment plan?”) 
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 how questions (“How can we perform this procedure given the patient’s 
condition?”) 

 what-if questions (“What if this patient was pregnant?”) 
 dig deeper questions (“That’s a good idea, but can you think of any other way 

to manage this child patient?”) 
 

Heidenreich et al.22 argue that the use of thought-provoking questions to teach 
stimulates students’ thinking and allows the teacher to assess students’ 
comprehension by analyzing answers to questions.  
 
Further, questioning during case presentations – ie, ‘coaching’ students actively 
with questions and prompts – helps students to make associations that lead to 
diagnostic pattern recognition, and encourages students to focus on the key facts 
and formulations of a differential diagnosis rather than on descriptions of non-
relevant patient data.22 Students also need time to think, and to formulate their 
own questions21 as questions structure thinking. Birnbaumer 21 reminds of the 
adage, ‘Listen more, talk less’ – a delay of as little as three seconds after 
questioning leads to answers three to seven times longer.24 

 
Demonstration at the chairside of technical procedures and clinical reasoning 
needs careful management.25 While direct guidance on clinical work may be 
useful,26 telling students what to do neglects the linking of theory and practice 
and joint problem solving implicit in guidance.14,26 Knowledge underlying 
demonstration is often tacit and not visible to students, and needs to be clearly 
communicated as part of the demonstration.25 Clinical teachers should think out 
loud as this communicates a general framework for solving the clinical problem.27 
It also exposes students to the ambiguity and ambivalence inherent in clinical 
reasoning.27  
 
Finally, Heidenreich et al.22 warn against data overload. They suggest limiting the 
teaching points by focusing on one or two essential aspects during each 
encounter with students.22 This caveat suggests that teaching (and learning) 
occur over a period of time, and raises the question of supervisor continuity. 
Supervisor continuity is vital.26 A supervisor who is familiar with a student’s 
learning needs can plan teaching that facilitates that particular student’s 
learning.16 Continuously changing supervisors interrupts the continuity of 
learning, and may account for the feeling that clinical teachers have of ‘needing to 
teach it all’. 
 
 
Using error constructively 
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In knowledge construction, students inevitably have misconceptions that need to 
be corrected. Mistakes left unattended have a good chance of being repeated.28 
Therefore it is important to confront and eradicate students’ misconceptions.2,3 
There are three aspects to this demand – strategies to understand the nature of 
students’ misconceptions, giving feedback that is helpful to learning, and creating 
a learning environment where error is part of the learning process.  
 
Students’ knowledge needs to be probed as it is forming so that misconceptions 
can be addressed during the formative stage.2,3 Probing for error should address 
knowledge of factual information, the student’s ability to analyse or synthesise 
clinical learning, the student’s ability to apply dental knowledge to a specific 
patient, and the student’s clinical skills as they are applied to a specific patient.5 
Feedback on error is central to effective learning, and serves to close the gap 
between current practice or understanding and desired practice or 
understanding.29  
 
The quality of feedback is important. Feedback is most effective when it is timely 
– in other words, close to the event26 because the memory of the performance is 
still fresh for both student and teacher. It should be positive, specific and 
descriptive.26 Kilminster et al.26 suggest that the teacher prioritises the feedback, 
not giving the negative feedback in “one big bundle”. (p. 9) Frequent, brief and 
targeted feedback is more helpful.26 It should help students enhance their skills 
and develop alternative approaches.22 Neher et al.28 remind that some correct 
actions are the result of luck, while others are deliberate. It is therefore important 
to provide feedback that explains what was correct and what was not, and offers 
suggestions for improvement.5,25,26,30 Unless the correct behaviours are 
reinforced, they may never become firmly established.28  
 
A learning environment where students feel free to admit error is necessary if 
they are to learn from their mistakes.2 Students appreciate feedback that is 
provided in a positive emotional environment.25 Grading students at this stage is 
inimical to learning. Grading will result in surface approaches to learning, with 
an emphasis on the ‘right’ answer rather than on understanding the nature of the 
error. Teaching and assessment needs to help students to feel safe to make 
mistakes and learn from them,2 and includes choosing when and where to 
provide the feedback. Public delivery of negative feedback, whether in front of the 
patient or peers, creates a learning environment regulated by fear. It is thus 
important to have a quiet private place outside the clinic where student and 
teacher can discuss the clinical session. Dunne et al.31 remind that to “do” (p. 155) 
feedback properly requires an investment in time. 
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Asking students for an appraisal of their own performance before offering 
feedback has the potential to develop self-reflective skills – a competence pre-
requisite for independent practice. To create a positive learning environment, the 
student might be asked first to identify which aspects of his/her performance 
went well; then asked to identify areas of difficulty and possibilities for change 
and development.26,28,32 This strategy allows the teacher to alert the student to 
misconceptions or incorrect practice, and provides the student with time to 
reflect on that practice/knowledge and the opportunity to address their own 
learning inconsistencies.  It is a strategy that promotes active learning. Further, 
by allowing the student the first chance to discuss what was wrong and what 
could be done differently in the future, the teacher is in a better position to assess 
both the student’s knowledge and standards.28 The teacher should respond to the 
student’s comments before offering his/her own.26 

 
The foregoing has highlighted the importance of formative assessment – that of 
feedback during the process of learning.4 It is appropriate, here, to touch briefly 
on the other aspect of assessment – that of assessment for decision about the 
students’ future (ie, summative assessment).4 Assessment drives learning2 – in 
other words, students learn what they think they will be asked about in an 
examination, test, or clinical assessment. Therefore, assessment can be used to 
promote deep learning and to help students to integrate their learning – if that is 
how they are assessed. Biggs2 suggests assessing for structure of knowledge 
rather than for independent facts. He 2 also suggests assessment activities that 
emphasise depth of learning, rather than breadth of coverage. Assessment should 
be interwoven with teaching, and should occur throughout the learning process.3 
In this way, students have multiple opportunities to demonstrate their 
competence in a variety of contexts. All aspects of the student’s performance 
should be taken into account – their knowledge, examination skills, presentation 
clarity and logic.10 To facilitate a deep approach to learning, students need to 
believe that success in assessment is possible. To this end, Jenkins10 reminds to 
assess the students is a systematic and objective manner. Providing students with 
the assessment criteria prior to the assessment makes the process of assessment 
transparent and encourages students to expect success.  
 
Maximizing students’ awareness of their knowledge constructions  
Since knowledge is constructed by the learner, the student needs to be aware of 
what they are doing and checking how well they are doing it.2 Self-management 
strategies, including self-assessment, promote learning.2 Some students struggle 
to self-assess – they are unaware that they are not competent.23 These students 
also struggle to learn by simply observing clinical teachers in their interaction 
with patients.23 They require precise and frequent feedback from the clinical 
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teacher.23 It is arguable that such feedback is pertinent for all clinical learners. 
The role of feedback, and the importance of providing the student with a chance 
to comment on their performance, was raised above. This is one strategy to help 
students to self-reflect.  
 
Further, however, students need to be made aware of the processes that they use 
to construct and consolidate learning. It is the teacher’s role to encourage his/her 
clinical students to reflect on what they know and understand and what the limits 
are to these understandings.33 A number of mechanisms may achieve this – the 
use of journals to record students’ thoughts about their patient interactions, 
setting time aside after each patient interaction for the student to write down 
what questions the visit raised, and asking students to record at the end of the 
week the most important thing they have learned and why it is important.33 This 
latter, by forcing students to think of their clinical experience over a week rather 
than patient by patient/procedure by procedure, also facilitates integration of 
knowledge.  
 
A further strategy is to make learning explicit by telling the students what they 
have learnt. Before closing the clinical session with the student, teachers need to 
summarise what was taught and learnt during the encounter.10,16 Time should 
also be allocated once the patient procedure is completed for questions, 
clarifications, and assigning of further reading. Consolidation of learning may 
require a non-clinical session away from the patient where facts and knowledge 
can be reinforced, and theory rehearsed.10 Lengthy individualized theory sessions 
will seldom be feasible in the dental context. However, whole class sessions with 
a theory lecturer has the potential to consolidate the clinical experience in a way 
that promotes learning. Handouts might be prepared to provide take home 
summaries that can be used for revision.10 During these sessions, students should 
be encouraged to think actively – the teacher will need to provide learning 
activities that encourage assimilation of information and a search for greater 
understanding of the subject (for example, to assess the evidence behind a 
hypothesis or recognize inconsistencies in an argument).10 Such sessions will 
have to be planned around the combined learning needs of the class cohort of 
students, and to assess these needs will require the collaborative effort of all the 
clinical teachers. 
 
Planning for teaching 
“Active planning”34 (p. 769) of the clinical teaching session facilitates logical 
acquisition of learning21 and helps students make connections. Preparation is a 
key element.12,16 Aspects that require teacher preparation include familiarity with 
the clinical curriculum that needs to be taught (in other words, what have 
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students learnt theoretically and are now required to implement and practice in 
the clinical context),10,16,35 insight into the actual knowledge and clinical skill level 
of the particular students under supervision10,16,22,36 and some sense of the 
patient profile (so as to be able to anticipate the learning needs and 
opportunities, and to critically evaluate a student’s diagnosis and treatment 
plan). The need to set learning objectives with students prior to the session has 
already been discussed.  
 
Ramani16 reminds that beyond the teaching for which teachers can plan, there are 
spontaneous ‘teachable moments’ – “the … (chairside) is the perfect venue for the 
unrehearsed and expected triangular interaction between teacher, students and 
patient”. (p. 114). Such moments include excellent communication by students, or 
missed clues in history and physical examinations. ‘Teachable moments’ should 
be exploited, and used to applaud good work and to address deficiencies in 
knowledge, skills and professional dispositions.16 

 
Teacher self-management during the clinical session also affects student 
learning.5,14 Clinical teachers therefore need to pay attention to time 
management, avoid digression, and discourage external interruption.5,14 Simply 
put, the clinical teacher cannot supervise adequately and promote active learning 
if s/he is answering mobile phone calls,37 chatting with colleagues, or engaged 
with other administrative activities.  
 
Finally, Birnbaumer21 highlights the importance for learning of what happens 
after the patient encounter. Time needs to be set aside after the clinical session 
for the learner to reflect on his/her learning.21 This aspect is particularly 
important in the dental education context where the student renders service – an 
emotionally, cognitively and physically demanding activity that allows little time 
over for ‘thinking on the job’. Birnbaumer21 suggests providing opportunities 
away from the patient, but contiguous with the patient session, to talk about 
developing understandings and uncertainties, what happened during the session 
and what it means, and to link these insights with what others have observed and 
studied (in other words, synthesizing clinical experience with theory). These 
activities help students to connect the experiences in the clinical session with 
previous knowledge and experience. This is also the opportunity to discuss what 
should be done differently, and what might be the next step for this particular 
patient.21  
 
 
 
Conclusion 
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The foregoing discussion has highlighted ‘best practice’ in the light of current 
learning theory. None of the teaching strategies are particularly difficult. Some 
may require a little practice – waiting, for example, while a student marshals 
his/her thoughts so as to answer a question. Other behaviours might require 
some self-reflection on the part of the teacher – for example, the asking of 
uncomfortable questions like, “Do I create an environment where it’s okay to 
make a mistake?” or “Is there a more constructive way that I could have told that 
student that what she did was wrong?”.  
 
However, the real challenges to implementing the suggestions indicated in this 
article relate to allocation of adequate time. Scheduled time is required for pre-
chairside consultations and for post-clinic feedback and discussion. Further time 
needs to be available if students are to engage with post-clinic reflective 
journaling. Inadequate time will result in students and teachers ‘going through 
the motions’ rather than actually engaging in active, collaborative learning. Time 
will also need to be set aside for clinical teachers to discuss the kinds of teaching 
and learning challenges that have arisen during the week, and for whole class 
tutorials to consolidate clinical teaching. Faculty timetables will have to 
accommodate the learning needs of students and the teaching duties of teachers, 
over and above the time allocated to service rendering. 
 
While it is thus tempting to dismiss the suggestions discussed in this article as 
‘impossible’, it is arguable that dental educators do so at the peril of their 
students’ future patients. Dental education that concentrates on a quota of 
correctly performed dental procedures has the potential to create future dentists 
who are technicians – able only to perform a procedure and unable to reason 
clinically, to formulate differential diagnoses, and to plan appropriate patient 
treatment. It is arguable that an investment in time during dental education will 
ensure improved patient outcomes in the future.   



 
 

12 
 

References 
1. Sweet J, Wilson J, Pugsley L. Chairside teaching and the perceptions of dental 

teachers in the UK. Br Dent J 2008;205:565-569. 
 

2. Biggs J. Teaching for quality learning at university. Berkshire, UK: The 
Society for Research into Higher Education & Open University Press, 2003. 
 

3. Grennon Brooks J, Brooks MG. The case for constructivist classrooms. 
Alexandria, Virginia: Association for Supervision and Curriculum 
Development, 1993. 
 

4. Cannon R, Newble D. A handbook for teachers in universities and colleges. 
London: Kogan Page, 2000. 
 

5. McGrath C, Wai Kit Yeung R, Comfort MB, McMillan AS. Development and 
evaluation of a questionnaire to evaluate clinical dental teachers (ECDT). Br 
Dent J 2005;198:45-48. 
 

6. Marton F, Booth SA. Learning and awareness. Hillsdale, NJ: Lawrence 
Erlbaum, 1997 
 

7. Sweet J, Pugsley L, Wilson J. Stakeholder perceptions of chairside teaching 
and learning in one UK dental school. Br Dent J 2008;205:499-503. 
 

8. Wittrock MC. The generative processes of memory. In: Wittrock MC, ed. The 
human brain. Engelwood Cliffs, NJ: Prentice Hall, 1977. 
 

9. Schwenk TL. Clinical Teaching. University of Michigan: Centre for Research 
on Learning and Teaching. Available: 
http://www.crlt.umich.edu/publinks/occ1.php, 2009. 
 

10. Jenkins C, Page C, Hewamana S, Brigley S. Techniques for effective bedside 
teaching. Br J Hosp Med 2007; 68: 150-153. 
 

11. Marton F. Phenomenography – describing conceptions of the world around 
us. Instructional Science 1981;19:177-200. 
 

12. Chitsabesan P, Corbett S, Walker L, Spencer J, Barton JR. Describing clinical 
teachers’ characteristics and behaviours using critical incidents and repertory 
grids. Med Educ 2006;40:645-653. 



 
 

13 
 

13. Gerzina TM, McLean T, Fairley J. Dental clinical teaching: Perceptions of 
students and teachers. J Den Ed 2005;69:1377-1384. 
 

14. Sweet J, Wilson J, Pugsley L, Schofield M. Tools to share good chairside 
teaching practice: a clinical scenario and appreciative questionnaire. Br Dent 
J 2008;205:603-606. 
 

15. Irby DM. Teaching and learning in ambulatory care settings: thematic review 
of the literature. Acad Med 1995;70:898-931. 

16. Ramani S. Twelve tips to improve bedside teaching. Med Teach 2003; 25: 112-
115. 
 

17. McKeachie WJ, Svinicki M. (2006) McKeachie’s Teaching Tips. Boston: 
Houghton Mifflin Company. 
 

18. Feather N. (ed). Expectations and actions. Hillsdale, NJ: Erlbaum, 1982. 
 

19. Greene JA, Azevedo R. A theoretical review if Winnie and Hadwin’s model of 
self-regulated learning: new perspectives and directions. Rev Educ Res 
2007;77:334-372. 
 

20. McWhaw K, Abrami PC. Student goal orientation and interest: effects on 
students’ use of self-regulated and learning strategies. Contemp Educ Psychol 
2001;26:311-329. 
 

21. Birnbaumer DM. Bedside teaching. Available: 
http://www.cordem.org/facdev/2004meeting/birn1.doc, 2004. 

 
22. Heidenreich C, Lye P, Simpson D, Lourich M. The search for effective and 

efficient ambulatory teaching methods through the literature. Pediatrics 
2000;105:231-237.  
 

23. Hendricson WD, Kleffner JH. Curricular and instructional implications of 
competency-based dental education. J Den Ed 1998;62:183-196. 

 
 

24. Rowe MB. Wait time: slowing down may be a way of speeding up! Journal of 
Teacher Education 1986;37:333-42. 
 

25. Fugill M. Teaching and learning in dental student clinical practice. Eu J Dent 
Ed 2005;9:131-136. 



 
 

14 
 

 
26. Kilminster S, Cottrell D, Grant J, Jolly B. AMEE Guide No. 27: Effective 

educational and clinical supervision. Med Teach 2007;29:2-19. 
 

27. Reilly BM. Inconvenient truths about effective clinical teaching. J Lancet 
2007;370:705-711. 

 
28. Neher JO, Gordon KC, Meyer B, Stevens N. A five-step microskills model for 

clinical teaching. J Am Board Fam Prac 1992;5:419-424. 
 

29. Hattie J, Timperley H. The power of feedback. Rev Educ Res 2007;77:81-112. 
 

30. Mager RF. How to turn learners on … without turning them off. Atlanta: CEP, 
1997. 

 
31. Dunne F, McAleer S, Roff S. Assessment of the undergraduate medical 

education environment in a large UK medical school. Health Educ J 
2006;65:149-158.  

 
32. Pendleton D, Schofield T, Tate P, Havelock P. The consultation. An approach 

to teaching and learning. Oxford Medical Publications: Oxford, 1984. 
 

33. Woolliscroft J. A suitable case for treatment? The Clinical Teacher 2004;1:29-
31. 

 
34. Celenza A, Rogers IR. Qualitative evaluation of a formal bedside clinical 

teaching programme in an emergency department. Emerg Med J 
2006;23:769-773. 

 
35. Cox K. Planning bedside teaching, 1: Overview (review). Med J Aust 

1993;158:280-282. 
 

36. Rushforth B. Teaching medical students: The student’s perspective. The 
Clinical Teacher 2004;1:46-48. 

37. Miser WF. Taking the learning to the bedside. Available: 
http:/www.ohioafp.org/pdf/members/educator_resources/TakingtheLearner
totheBedside.pdf (accessed 06/07/08), (n.d). 

 
 
 
 


