


30 - 31 May 2017การสอนนักศึกษาระดับปรีคลินิกอย่างมีประสิทธิภาพ (Effective preclinical teaching)

1หน่วยพัฒนาแพทยศาสตรศึกษาและวิจัยการศึกษา (MERD) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978, 02-4196637

หน่วยพัฒนาแพทยศาสตรศึกษาและวิจัยการศึกษา
ส านักงาน: ตึกอดุลยเดชวิกรม ชั้น 6 (ห้อง 656) โทรสาร. 02 4123901 
โทรศัพท์. 02 419 9978 ภายใน 99978, 96637

ก าหนดการอบรมเชิงปฏิบัติ  
เรื่อง การสอนนักศึกษาระดับปรีคลินิกอย่างมีประสิทธิภาพ (Effective preclinical teaching) 

ระหว่างวันท่ี 30 – 31 พฤษภาคม พ.ศ. 2560  
ณ ห้องบรรยาย 3A01 อาคารศรีสวรินทิรา ชั้น 3A คณะแพทยศาสตร์ศิริราชพยาบาล 

วันอังคารที่ 30 พฤษภาคม พ.ศ. 2560 วิทยากรหลกั วิทยากรร่วม 
08:00 - 08:15 น. ลงทะเบียนรอบเช้า 
08:15 - 08:30 น. กล่าวเปิดงาน รศ. นพ.รุ่งนิรันดร์  ประดิษฐสุวรรณ 
08:30 - 10:00 น. Basic principles of active learning รศ.ดร. นพ.เชิดศักดิ์  ไอรมณีรัตน์ ผศ. นพ.สุประพัฒน์  สนใจพาณชิย ์
10:15 - 11:15 น. Outcome-based education อ.ดร. นพ.ยอดยิ่ง   แดงประไพ ผศ.ดร. นพ.พบชัย  งามสกุลรุ่งโรจน์ 
11:15 - 12:00 น. Learning media in preclinical 

classrooms 
ผศ.ดร. นพ.พบชัย  งามสกุลรุ่งโรจน์ ผศ.ดร. นพ.ภัทรบุตร  มาศรัตน 

12:00 - 12:45 น. พักรับประทานอาหารกลางวัน 
12:45 - 13:00 น. ลงทะเบียนรอบบ่าย 
13:00 - 14:00 น. Interactive lecture อ.ดร. นพ.ยอดยิ่ง   แดงประไพ ผศ.ดร. นพ.พบชัย  งามสกุลรุ่งโรจน์ 
14:00 - 15:00 น. Flipped classroom ผศ.ดร. นพ.ภัทรบุตร  มาศรัตน ผศ. พญ.อนัญญา  พงษ์ไพบูลย์ 
15:15 - 16:00 น. Project-based learning ผศ.ดร. นพ.ภัทรบุตร  มาศรัตน อ.ดร. นพ.ยอดยิ่ง   แดงประไพ 
วันพธุที่ 31 พฤษภาคม พ.ศ. 2560 วิทยากรหลกั วิทยากรร่วม 
08:15 - 08:30 น. ลงทะเบียนรอบเช้า 
08:30 - 10:00 น. Team-based learning รศ.ดร. นพ.เชิดศักดิ์  ไอรมณีรัตน์ อ.ดร. นพ.ยอดยิ่ง   แดงประไพ 
10:15 - 11:15 น. Integration อ.ดร. นพ.ยอดยิ่ง   แดงประไพ ผศ. พญ.อนัญญา  พงษ์ไพบูลย์ 
11:15 - 12:00 น. Small group discussion and 

facilitation 
ผศ. พญ.อนัญญา  พงษ์ไพบูลย์ อ.ดร. นพ.ยอดยิ่ง  แดงประไพ 

12:00 - 13:00 น. พักรับประทานอาหารกลางวัน 
12:45 - 13:00 น. ลงทะเบียนรอบบ่าย 
13:00 - 14:30 น. Principles of assessment in 

preclinical classrooms 
รศ.ดร. นพ.เชิดศักดิ์  ไอรมณีรัตน์ อ.ดร. นพ.ยอดยิ่ง  แดงประไพ 

14:45 - 15:45 น. Teaching attitudes in preclinical 
classrooms 

รศ. นพ.สุพจน์  พงศ์ประสบชัย รศ.ดร. นพ.เชิดศักดิ์  ไอรมณีรัตน์ 

15:45 - 16:00 น. Reflection อ.ดร. นพ.ยอดยิ่ง  แดงประไพ รศ. นพ.สุพจน์  พงศ์ประสบชัย  
รศ.ดร. นพ.เชิดศักดิ์  ไอรมณีรัตน์ 
ผศ. นพ.สุประพัฒน์  สนใจพาณชิย์
ผศ. พญ.อนัญญา  พงษ์ไพบูลย์ 
ผศ.ดร. นพ.พบชัย  งามสกุลรุ่งโรจน์  

หมายเหตุ: ก าหนดการอาจมีการเปล่ียนแปลงได้ตามความเหมาะสม 
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     ณ ห้องบรรยาย 3A01 อาคารศรีสวรินทิรา ชั้น 3A คณะแพทยศาสตร์ศิริราชพยาบาล

รายชื่อผู้ร่วมอบรม

30 - 31 May 2017การสอนนักศึกษาระดับปรีคลินิกอย่างมีประสิทธิภาพ (Effective preclinical teaching)

3หน่วยพัฒนาแพทยศาสตรศึกษาและวิจัยการศึกษา (MERD) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978, 02-4196637

รายชื่อผู้เข้าร่วมโครงการอบรมเชิงปฏิบัติ 
เร่ือง "การสอนนักศึกษาระดับปรีคลินิกอย่างมีประสิทธิภาพ (Effective preclinical teaching)"

วันที่ 30 – 31 พฤษภาคม 2560
ณ ห้องบรรยาย 3A01 อาคารศรีสวรินทิรา ชั้น 3A คณะแพทยศาสตร์ศิริราชพยาบาล

ลําดับ คํานําหน้า ชื่อ สกุล สังกัด หน่วยงาน/ภาควิชา
1 รศ. ดร. นพ. ชัยเลิศ พิชิตพรชัย คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาสรีรวิทยา
2 ดร. จันทริมา เจริญพันธ์ุ คณะแพทยศาสตร์ มหาวิทยาลัยธรรมศาสตร์ สถานวิทยาศาสตร์พรีคลินิก สรีรวิทยา
3 ดร. ศิริรัตน์ คล่องพานิชภักดิ์ คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาสรีรวิทยา 
4 ดร. ศิรดา รังษีสันติวานนท์ คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาสรีรวิทยา 
5 ดร. อัจฉราวรรณ ทองมี คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาสรีรวิทยา 
6 ผศ.ดร. ปถมาพร สุกปลั่ง คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาสรีรวิทยา 
7 ดร. วัชระ จงสา คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาสรีรวิทยา 
8 ผศ. นพ. ถิรพล บุญญาอรุณเนตร คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาพยาธิวิทยา
9 อ. พญ.  วิภาพัชร วิกก้ี เฉลิมวัย คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาพยาธิวิทยา
10 อ. นพ. ตวงธรรม เอนกภูริธนัง คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาพยาธิวิทยา
11 อ. พญ.  เงินตรา ทันธรานนท์ คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาพยาธิวิทยา

ลําดับ คํานําหน้า ชื่อ สกุล สังกัด หน่วยงาน/ภาควิชา
1 ผศ.ดร. ธนิศรา ทรงทวีสิน คณะแพทยศาสตร์ มหาวิทยาลัยธรรมศาสตร์ สถานวิทยาศาสตร์พรีคลินิก กายวิภาคศาสตร์
2 อ. ดรุณี รอดมา คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์ชีวการแพทย์ หมวดวิชากายวิภาคศาสตร์
3 ดร. วันทิกา เครือนํ้าคํา คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์ชีวการแพทย์ หมวดวิชากายวิภาคศาสตร์
4 รศ.ดร พรจันทร์ สายทองดี คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต หมวดกายวิภาคศาสตร์ ภาควิชาวิทยาศาสตร์การแพทย์ 
5 ดร. นวพร เตชาทวีวรรณ คณะแพทยศาสตร์ มหาวิทยาลัยขอนแก่น สาขา กายวิภาคศาสตร์
6 นพ. เฉลิมภักดิ์ ศุภคติธรรม คณะแพทยศาสตร์วชิรพยาบาล มหาวิทยาลัยนวมินทราธิราช ภาควิชาพยาธิวิทยากายวิภาค
7 ดร. กัญญารัตน์ ถึงอินทร์ สํานักวิชาแพทยศาสตร์ มหาวิทยาลัยเทคโนโลยีสุรนารี  สาขา วิชาพยาธิวิทยา
8 ดร. เฉลียว ศาลากิจ คณะสัตวแพทยศาสตร์ มหาวิทยาลัยเกษตรศาสตร์ พยาธิวิทยา
9 ดร. รัชนก ขําศิริ คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาพยาธิวิทยา
10 ผศ. พญ. กาญจนา อมรพิเชษฐ์กุล คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาพยาธิวิทยา
11 อ. พญ.  มาลี วรรณิสสร คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาพยาธิวิทยา

ลําดับ คํานําหน้า ชื่อ สกุล สังกัด หน่วยงาน/ภาควิชา
1 ดร. สุดารัตน์ กรึงไกร คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาชีวเคมี
2 ผศ.ดร. อภิธวัฒน์ จรินทร์ธนันต์ คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาชีวเคมี
3 ดร. ธเนศ พงศ์ธีรัตน์ คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาชีวเคมี
4 อ. ดร. นพ. คงธนะ ตระการสง่า คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาชีวเคมี
5 อ. ดร. ปรีมน ปุณณกิติเกษม คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาชีวเคมี
6 ดร. นิตยา จันซิว สํานักวิชาแพทยศาสตร์ มหาวิทยาลัยแม่ฟ้าหลวง ชีวเคมี
7 ดร. อาทิตา ปัญญาเทพ สํานักวิชาแพทยศาสตร์ มหาวิทยาลัยแม่ฟ้าหลวง ชีวเคมี
8 ดร. เรวดี วิเศษพานิชกิจ คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์ชีวการแพทย์ 
9 ดร. ภควดี  สมหวัง สํานักวิชาแพทยศาสตร์ มหาวิทยาลัยแม่ฟ้าหลวง ปรสิตวิทยา
10 ผศ. พญ. ศันสนีย์ เสนะวงษ์ คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาวิทยาภูมิคุ้มกัน
11 ทพญ. สมพิศ คินทรักษ์ คณะทันตแพทยศาสตร์ มหาวิทยาลัยสงขลานครินทร์ ภาควิชาโอษฐวิทยา

กลุ่มท่ี 2

กลุ่มท่ี 1

กลุ่มท่ี 3
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เร่ือง "การสอนนักศึกษาระดับปรีคลินิกอย่างมีประสิทธิภาพ (Effective preclinical teaching)"
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ลําดับ คํานําหน้า ชื่อ สกุล สังกัด หน่วยงาน/ภาควิชา
1 พ.ท.นพ. ภพกฤต ภพธรอังกูร วิทยาลัยแพทยศาสตร์พระมงกุฎเกล้า สาขา จุลชีววิทยา ระบาดวิทยา
2 ดร. พัตรา สุนทรฐิติเจริญ คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาจุลชีววิทยา 
3 ผศ. นันทนิตย์ หงษ์ศรีจินดา คณะวิทยาศาสตร์ มหาวิทยาลัยรังสิต ภาควิชาวิทยาศาสตร์การแพทย์ หมวดวิชาจุลชีววิทยา 
4 ร.ต.หญิง ปิยเนตร์ เกษะโกมล วิทยาลัยแพทยศาสตร์พระมงกุฎเกล้า สาขา จุลชีววิทยา
5 อ. ดร. นพ. จตุรงค์ เสวตานนท์ คณะแพทยศาสตร์ศิริราชพยาบาล ภาควิชาจุลชีววิทยา
6 ดร. ภัทรานุช ชูศรี สํานักวิชาแพทยศาสตร์ มหาวิทยาลัยแม่ฟ้าหลวง จุลชีววิทยา
7 ดร. สรายุทธ์ จันทร์มหเสถียร คณะเภสัชศาสตร์ มหาวิทยาลัยศิลปากร ภาควิชาเภสัชวิทยาและพิษวิทยา
8 นาย เกียรติเกรียงไกร โกยรัตโกศล คณะเภสัชศาสตร์ มหาวิทยาลัยเชียงใหม่ ภาควิชาบริบาลเภสัชกรรม 
9 นาย กันต์ แดงสืบตระกู คณะเภสัชศาสตร์ มหาวิทยาลัยเชียงใหม่ ภาควิชาบริบาลเภสัชกรรม 
10 นาย จิรวิชญ์ ยาดี คณะเภสัชศาสตร์ มหาวิทยาลัยเชียงใหม่ ภาควิชาบริบาลเภสัชกรรม 
11 อ.ดร. ประภาพร จันทร์เอียด สํานักวิชาแพทยศาสตร์ มหาวิทยาลัยวลัยลักษณ์ เภสัชศาสตร์

ลําดับ คํานําหน้า ชื่อ สกุล สังกัด หน่วยงาน/ภาควิชา
1 อ. พญ.  ปิยาอร นําไพศาล สํานักวิชาแพทยศาสตร์ มหาวิทยาลัยเทคโนโลยีสุรนารี  สาขา ศัลยศาสตร์ออร์โธปิดิกส์
2 พญ. กิติรัตน์ รัตนถาวรกิติ สํานักวิชาแพทยศาสตร์ มหาวิทยาลัยเทคโนโลยีสุรนารี  สาขา วิชารังสีวิทยา
3 ดร. ปฐมาภรณ์ โมลี วิทยาลัยวิทยาศาสตร์การแพทย์เจ้าฟ้าจุฬาภรณ์ ราชวิทยาลัยจุฬาภรณ์ สาขาวิชารังสีเทคนิค คณะแพทยศาสตร์และการสาธารณสุข
4 นพ. ถิรชาติ เสวตานนท์ ศูนย์แพทยศาสตรศึกษาชั้นคลินิก โรงพยาบาลมหาราชนครราชสีมา อายุรศาสตร์
5 พญ. วรางคณา โฉมจังหรีด โรงพยาบาลมหาราชนครราชสีมา เวชศาสตร์ฉุกเฉิน
6 ผศ. นพ. ยุทธพงศ์ พุทธรักษา คณะแพทยศาสตร์ มหาวิทยาลัยนเรศวร ภาควิชากุมารเวชศาสตร์
7 นางสาว ดรัลรัตน์ เชื้อเมืองแสน วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม กลุ่มวิชาการพยาบาลมารดาทารกและการผดุงครรภ์
8 นางสาว กมลนัทธ์ คล่องดี วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม กลุ่มวิชาการพยาบาลมารดาทารกและการผดุงครรภ์
9 นางสาว ชฎารัตน์ แก้วเวียงเดช วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม กลุ่มวิชาการพยาบาลมารดาทารกและการผดุงครรภ์
10 นาย ชัยวัฒน์ อินไชยา วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม การพยาบาลสุขภาพจิตและจิตเวช
11 นาง ณัติยา พรหมสาขา ณ สกลนคร วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม การพยาบาลสุขภาพจิตและจิตเวช

ลําดับ คํานําหน้า ชื่อ สกุล สังกัด หน่วยงาน/ภาควิชา
1 นางสาว จรินทร โคตพรม  วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม การพยาบาลในคลินิก
2 นาง เนตรฤทัย ภูนากลม วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม การพยาบาลเด็กและวัยรุ่น
3 นางสาว อัจฉราพร ศรีโคตร วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม การพยาบาลเด็กและวัยรุ่น
4 นาย วศินภัทร์ ปิยะพงศ์สกุล วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม การพยาบาลอนามัยชุมชน
5 นางสาว เบญจยามาศ พิลายนต์ วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม การพยาบาลอนามัยชุมชน
6 นาง วิภาวรรณ   สีหาคม วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม การพยาบาลในคลินิก
7 นางสาว สุขมาพร พ่ึงผาสุก วิทยาลัยพยาบาลบรมราชชนนีนครพนม มหาวิทยาลัยนครพนม กลุ่มวิชาการพยาบาลในคลินิก
8 ดร. วิธู เหลืองบุตรนาค คณะเภสัชศาสตร์ มหาวิทยาลัยนเรศวร เภสัชกรรมปฏิบัติ
9 ดร. ดารณี เชี่ยวชาญธนกิจ คณะเภสัชศาสตร์ มหาวิทยาลัยนเรศวร เภสัชกรรมปฏิบัติ
10 ผศ. ดร. ธีรพล ทิพย์พยอม คณะเภสัชศาสตร์ มหาวิทยาลัยนเรศวร เภสัชกรรมปฏิบัติ
11 ดร. ปิยะเมธ ดิลกธรสกุล คณะเภสัชศาสตร์ มหาวิทยาลัยนเรศวร เภสัชกรรมปฏิบัติ

กลุ่มท่ี 6

กลุ่มท่ี 4

กลุ่มท่ี 5
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Basic Principles of Active Learning

โครงการพฒันาแพทยศาสตรศึกษาและงานวิจยัการศึกษา
รศ.นพ. เชิดศกัดิ �  ไอรมณีรตัน์

Goal

Passive 
Learning  

Active 
Learning

Active Learning
An approach to learner-centered 
instruction in which students engage the 
material they study through reading, 
writing, talking, listening, and reflecting

Benefits of Active Learning
• Improved critical thinking skills
• Increased retention and transfer of 

knowledge
• Increased motivation
• Improved interpersonal skills
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Active Learning Strategies
• A large classroom activities
• Small group activities
• Special types of learning activities

A large classroom
• Think/Pair/Share
• Write/Pair/Share
• Student summaries
• Free write

Small group activities
• Two Column method
• Roundtable
• Corners

Special types of learning activities
• Problem-based learning
• Team-based learning
• Integrated learning
• Project-based learning

Four Basic Principles 
to Promote Active Learning

• Feedback
• Activity
• Individualization
• Relevance

Harden RM, Laidlaw JM. Essential skills for a medical teacher. Elsevier 2012. 

Feedback
• Information
• Given to a learner
• Specifically describes the learner’s 

performance
• Intended to guide the learner’s future 

performance
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Effect Size of Educational Interventions

• Effect sizes on students’ learning

Intervention Effect size
Feedback 0.75
Teaching learning strategies 0.62
Parental involvement 0.49
Computer-assisted instruction 0.37
Homework 0.29
Reduce class size 0.21

Hattie J. Visible learning for teachers, maximising impact on learning, Routledge, Oxford, UK:. 
2012, p. 251 – 256.

Benefits of Feedback
• Clarify goals
• Reinforce good performance
• Correct mistakes

Guidelines for Effective Feedback
1. Understandable
2. Selective
3. Specific
4. Timely
5. Contextualized
6. Non-judgmental
7. Balanced
8. Forward looking
Nicol D, Assessment & Evaluation in Higher Education 2010, 35(5): 501 – 17.

Activity
• Active engagement of learners 
• When a learner is actively involved in the 

learning process, the learning 
achievements will be significantly 
enhanced.

Good Questioning

Good 
Questioning

Good 
atmosphere

Good 
questions

Good 
techniques

Guidelines for Effective Questioning
1. Good atmosphere
2. Good questions
3. Good techniques
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1. Good Atmosphere
• Orientation of learners
• Attentive
• Smile
• Acknowledge

2. Good Question
• Clear and specific questions
• Questions that promotes higher order of 

thinking (why?, how?)
– Memory question: yes/no, identify, define
– Convergent question: explain, compare
– Divergent question: predict, hypothesize
– Evaluative question: choose, judge, defend

2. Good Questions (2)

• ควรหลีกเลี�ยงคาํถามลกัษณะต่อไปนี�
–คาํถาม ใช่หรือไม่
–คาํถามกาํกวม ไมช่ดัเจนวา่คาํตอบที�ตอ้งการคืออะไร 

(แลว้ไง เป็นไง)
–คาํถามจี�  (เอาอีกหน่อย เอาอีกซิ)
–คาํถามบอกใบค้าํตอบ (โรคอะไรเอย่ ขึ� นตน้ดว้ย A ลงทา้ย

ดว้ย S มี 5 พยางค)์

3. Good Techniques
• Ask one question at a time
• Order of questions

– Narrow -> broad
– Specific -> General
– Simple -> Difficult

• Wait time… 5 – 10 seconds
• After wait time… if there is still no 

response… direct question to a specific 
person

• Distribute the questions around the class
• Balance between simple recall questions 

and broader complicated questions
• Stimulate students to give opinion about 

their friends’ responses.

3. Good Techniques (2) Individualization
• Different learners have different learning 

needs, styles, and readiness. Assuming 
that one teaching method is going to work 
well for everyone is not correct.
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Learning Style Preferences
• VARK: Four types of learning styles

– Visual people
– Aural people
– Reading people
– Kinesthetic learners

Visual People
• Like using color and shapes
• Draw flowcharts, maps
• Like to have everything in sight
• Like visually appealing books (minimal 

text, but lots of tables and diagrams)
• Need to see the “whole picture” before 

start
• Like to have plan, like to show others than 

to tell

Aural People
• Like listening to lectures more than 

reading books 
• Like to listen to people explaining things to 

them or they explain things to people
• Tend to forget to write things down 

because they are too busy listening
• Sometimes their lips move when they are 

reading
• Love discussion

Reading People
• Like books with lots of text
• Good at spelling and can remember lists 

of words quite well
• Like handouts, prefer information in words 

as opposed to charts and diagrams
• Like to use dictionaries, manuals

Kinesthetic learners
• Like learn by doing
• Enjoy having real-life examples and experiments
• Like learning by trial and error
• Like to touch and be physically involved with 

materials
• Usually uses a finger as a pointer when reading
• Can’t sit still for long periods
• Have difficulty with abstract thinking

Learning Preferences
• It is important to remember that we utilize 

all four modalities of learning styles
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Relevance
• The applicability of what is being taught in 

students’ real-life problems
• Importance

– Motivation
– Promote deep learning
– Long term retention

Increased Relevance
• Vertical integration
• Problem-based learning
• Project-based learning
• Virtual patients
• Reflection

Experiential Learning

Concrete 
Experience

Reflective 
Observation

Abstract 
conceptualization

Active 
Experimentation

Kolb DA. Experiential learning. Englewood cliffs, NJ: Prentice-Hall, 1984.
Schön, D. The Reflective Practitioner, New York: Basic Books, 1983.

Summary
Be “Fair” to your students

• Feedback
• Activity
• Individualization
• Relevance

Anne Isabella T Ritchie 
(1837 – 1919)
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Learning style preference diagnosis

ชื่อ _________________________________ 

คําแนะนํา: ใหทานวงกลมตัวเลือกที่บรรยายพฤติกรรมหรือลักษณะนิสัยของตนเองไดดีทีสุ่ดในแตละ

สถานการณ เสร็จแลวใหรวมคะแนนวาตอบ A,B,C,D อยางละกี่ขอ

 

สถานการณ A B C D

1. ฉันรับขอมูลใหมไดดทีี่สุดเม่ือ

A. ฉันไดเห็นรูปภาพหรือแผนภูมิ

B. ฉันไดอานคําอธบิาย หรือคําบรรยายของเร่ืองดังกลาว

C. มีอาจารยหรือเพ่ือนหรือคนที่ฉันเช่ือใจอธิบายเนื้อหาดังกลาวใหฟง

D. ฉันไดลงมือทําการแกปญหาทีใ่ชความรูในเร่ืองดังกลาวดวยตนเอง

A B C D

2. เม่ือตองอธิบายใหผูอ่ืนฟงวาจะเดินทางมาบานของฉันอยางไร ฉันจะ

A. เขียนแผนทีใ่หเขาดู

B. เขียนคําอธิบายเสนทางที่ตองใชเดินทางใหเขาอาน

C. บอกเขาดวยคาํพูดวาตองเดนิทางอยางไร

D. พาเขาไปยังบานของฉันดวยตนเอง

A B C D

3. ฉันจดจําวิธีการเดินทางไปยังสถานที่ตางๆไดดีทีสุ่ดเม่ือ

A. มีคนบอกวิธีการสังเกตสถานที่สาํคัญใกลเคียงใหฉันรู

B. ฉันไดเขียนบันทึกเสนทางไปยังสถานทีด่ังกลาวดวยลายมือฉันเอง

C. ฉันทองเสนทางแลวพูดออกมาดังๆเพ่ือทบทวนเสนทางใหตนเอง

D. มีคนพาฉันไปยังสถานที่ดังกลาวอยางนอยสักคร้ัง

A B C D

4. เวลาฉนัไมแนใจวาคาํศัพทภาษาอังกฤษคําหนึ่งสะกดอยางไร ฉันจะ

A. ลองนึกทบทวนวาฉันเคยเห็นคําศัพทดงักลาวจากที่ใดและสะกดตามภาพที่นกึออก

B. เปด dictionary หาคําศัพทดังกลาว

C. อานออกเสียงคําดังกลาว (หรือพึมพําคําดังกลาวเบาๆกับตวัเอง)

D. เขียนคําดังกลาวในกระดาษทดในรูปแบบตางๆกนัแลวเลือกแบบที่คุนทีสุ่ด

A B C D

5. หากฉันตองการจดจําและระลึกถึงเหตกุารณหนึ่งๆไดดี ฉันจะ

A. บันทึกเปนภาพถายไวแลวนําภาพดังกลาวมาทบทวน

B. เขียนบันทึกเก็บไวแลวนําบนัทึกดังกลาวมาอาน

C. เลาเหตุการณดังกลาวใหผูอ่ืนฟง

D. ออกทาทางทบทวนสิ่งที่กระทําในเหตกุารณนั้นๆ

A B C D

1 
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สถานการณ A B C D

6. ฉันจดจําลักษณะของวัตถุหรือสิ่งของไดดีเม่ือ

A. ฉันไดเห็นวตัถุดังกลาว หรือภาพของวัตถุดังกลาว

B. ฉันไดอานคําบรรยายลักษณะของวัตถดุังกลาว

C. ฉันไดอธิบายลักษณะของวัตถุดังกลาวใหผูอ่ืนฟง

D. ฉันไดสัมผสัจับตองวัตถดุังกลาว

A B C D

7. เม่ือตองเรียนรูวิธีการใชสิ่งของหรือเคร่ืองมือใหม เชนโทรศัพท คอมพิวเตอร ฉันจะ

A. เปดดูรูปภาพหรือแผนภูมิที่อยูในคูมือการใชงาน

B. อานคําอธิบายที่เขียนไวในคูมือการใชงาน

C. ถามเพ่ือนที่มีประสบการณใชงานเคร่ืองมือดังกลาวใหเขาอธิบายใหฟง

D. ลองเลนไปเร่ือยๆ สํารวจการทํางานดวยตนเอง

A B C D

8. ฉนัมีความสขุที่ได

A. ถายภาพ วาดภาพ หรือ ดูภาพ

B. อานหนังสือในเร่ืองที่ฉันสนใจ

C. อานออกเสียงหรือเขียนบทกลอน

D. ทํากิจกรรมที่ตองใชมือ เชนการประกอบหรือซอมแซมสิ่งตางๆ

A B C D

9. ฉันจะทําความรูจักหรือทําความเขาใจกับสิ่งใหมๆ โดย

A. ดูรูป หรือแผนภูมิของสิ่งนั้นๆ

B. อานเร่ืองราวเกี่ยวกับสิ่งเหลานั้นจาก website หรือหนังสือ

C. พูดคุยกับผูอ่ืนเกี่ยวกับสิ่งนั้นๆ

D. ลองใชงานสิ่งนั้นๆดวยตนเอง

A B C D

10. ฉันชอบอาจารยที่ใชการสอนดวย

A. กราฟ แผนภูมิ รูปภาพ

B. หนังสือ บทความ หรือ เอกสารประกอบการสอน

C. การอภิปราย ถามปญหา

D. การแสดงใหดู ใหทําการทดลอง

A B C D

คิดคะแนน

ตอบขอ A จํานวน ____________ ขอ ตอบขอ B จํานวน ____________ ขอ

ตอบขอ C จํานวน ____________ ขอ ตอบขอ D จํานวน ____________ ขอ 

Note: Adapted from Franklynn Chernin. Appreciating learning style differences and preferences, 2011. Available from www.georgebrown.ca/pal/learning-
styles.pdf
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TWELVE TIPS

Twelve tips for using social media as a medical
educator

TERRY KIND1, PRADIP D. PATEL2, DÉSIRÉE LIE3 & KATHERINE C. CHRETIEN1,4

1George Washington University, USA, 2University of Louisville School of Medicine, USA, 3Keck School of Medicine of
University of Southern California, USA, 4Washington DC VA Medical Center, USA

Abstract

Background: We now live, learn, teach and practice medicine in the digital era. Social networking sites are used by at least half of

all adults. Engagement with social media can be personal, professional, or both, for health-related and educational purposes. Use

is often public. Lapses in professionalism can have devastating consequences, but when used well social media can enhance the

lives of and learning by health professionals and trainees, ultimately for public good. Both risks and opportunities abound for

individuals who participate, and health professionals need tips to enhance use and avoid pitfalls in their use of social media and to

uphold their professional values.

Aims and methods: This article draws upon current evidence, policies, and the authors’ experiences to present best practice tips

for health professions educators, trainees, and students to build a framework for navigating the digital world in a way that

maintains and promotes professionalism.

Results and conclusions: These practical tips help the newcomer to social media get started by identifying goals, establishing

comfort, and connecting. Furthermore, users can ultimately successfully contribute, engage, learn, and teach, and model

professional behaviors while navigating social media.

Background

All health professionals and trainees should recognize that we

are now living, learning, teaching, and practicing medicine in

the digital era. Recent surveys suggest that 50% of adults use

social networking, and over 65% of online adults do so

(Madden & Zickuhr 2011). Engagement with social media can

be personal, professional, or both, and there is ample evidence

that digitally-savvy adults and youth use social media for

health-related information (Fox 2011). Given the nature of

social networking platforms, use is often public. Though there

are risks, many opportunities abound for individuals partici-

pating in social media.

Social media activity can enhance, detract from, or magnify

the participant’s professional image (Greysen et al. 2010).

Credible information can be shared widely. Connections

within and outside of medicine can advance education,

research, advocacy, and care. Indeed, magnification and

rapid information dissemination is considered a core charac-

teristic and function of social media, and some platforms such

as Twitter were developed specifically for such dissemination.

When used well, social media can be a form of engagement

enhancing the lives of and learning by health professionals

and trainees, and ultimately for public good.

Yet, lapses in online professionalism can have far-reaching

negative consequences not only for the reputations and

licensure of healthcare personnel (Greysen et al. 2012), but

also for patients and the public (Snyder 2011). Social

networking can be disinhibiting and can distort the original

intended message, due to loss of context during transmission.

Erasing information from online sites is a challenge; the US

Library of Congress (2010) has already begun collecting the

entire public digital archive from Twitter, which makes

‘‘tweets’’ permanent records. Health professionals thus need

a guide to avoid pitfalls in their use of social media and to

uphold their professional values.

Social media adds a new dimension to current teaching

strategies. In many educational settings, traditional face-to-face

classroom methods such as lectures, small group discussion

and one-to-one mentoring and precepting are now supported

or supplemented by online e-mail communication and

controlled-access teaching platforms such as Blackboard or

Practice points

. Identify and reflect upon your digital identity and your

own goals

. Observe and establish comfort first. Think, then con-

tribute. Lurk before you leap

. Apply existing social media guidelines, and develop

individual guiding principles

. Use social media to disseminate evidence-based health

information, enhancing public health

. Engage, learn, teach, mentor: reflect on process

. Tap into the power of a community and advance your

academic productivity by expanding your professional

network

Correspondence: Terry Kind, MD, MPH, Children’s National Medical Center, George Washington University, 111 Michigan Ave, NW, Washington,

DC 20010, USA. Tel: 202 476 6910; fax: 202 476 4741; email: tkind@childrensnational.org
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Moodle. With the expansion of widely and freely available

social media platforms, educators can now consider the use

of blogs, Facebook and other synchronous and asynchronous

communication methods to teach, reach out to, and hear

from individual learners and/or groups of learners at any

time of day.

This article provides strategies drawn from current evi-

dence, professional organizations, and authors’ combined

25 years of social media experience. We present ‘‘best

practice’’ tips for health professions educators to build a

framework for navigating the digital world in a way that

maintains and promotes professionalism. The importance of

modeling and teaching online professionalism is increasingly

being recognized, and practical tips for educators, practi-

tioners, and trainees are needed in navigating social media.

Intended audiences include physicians, trainees, medical

educators, and all health professionals who are contemplating

use or who have already begun.

Making use of social media in medical education entails first

recognizing your own goals (Tip 1), and then drawing upon

best practices for education in any setting, online or offline.

Many social media tools can be combined with each other and

with face-to-face teaching to support ‘‘blended’’ or ‘‘hybrid’’

learning where different online and offline learning environ-

ments are mixed synchronously or over time. However,

evidence for the effectiveness of blended learning in improv-

ing clinical competencies is still needed (Rowe et al. 2012).

Social media can be used to stimulate reflection and sharing

comparably to traditional methods (Fischer et al. 2011). The

choice of social media tools to achieve specific learning goals

or objectives should be guided by deliberate consideration of

their individual strengths and weaknesses (Table 1; Box 1).

Tip 1

Identify and then reflect upon your digital identity and
goals for using social media

Before making good use of social media, think about your

goals and what you hope to do, learn, and share. Consider

how these goals can shape your experience. For example, you

might want to see what others in your field post online, with

the goal of contributing to timely matters in medicine and

public health. You might want to understand how your

trainees are using social media, and then help shape, guide

and converse with the next generation of healthcare

professionals.

Once you articulate your goals offline, reflect on how you

aim to portray yourself online. Will you share only some

portions of yourself? How would you like to be known online?

How will you ensure that your account or that of other

‘‘experts’’ is authentic? On many social media platforms you

choose a ‘‘handle’’ or name, and then share a brief biograph-

ical profile and/or picture of yourself. This begins to serve as

Table 1. Selected social media tools, features, and rationale for use.

Social media tool/feature What it is Strengths

Audience response system Allows audience members to become participants by

responding to questions (e.g. PollEverywhere)

Interactive polling; real time feedback; engaging; generates

a community standard

Blog Online journals with entries in reverse chronological order.

(e.g. WordPress, Blogger, TypePad)

Share ideas, values, reflections; improve writing skills; social

tagging; generate shared vocabulary

Curation Gathering and then sorting, categorizing, and re-sharing

digital content from multiple sources to create a unique

presentation of that content (e.g. Scoop.it, Storify)

Aggregating and contextualizing vast amounts of content;

efficiency

Location-based networks Allows users to share current geographical location and

location history (e.g. Foursquare)

Connectedness; finding those in close proximity with whom

to collaborate

Micro-blog Character-limited blogs resulting in brief, discrete postings

(e.g. Twitter, Tumblr, Posterous)

Finding and sharing information; crowd-sourcing; social

tagging; instant access to large groups

Podcast A downloadable audio or video file (e.g. iTunes) Information delivery; easy access; can be individualized

Recommender systems Collaborative or content filtering systems to assist individuals

or sets of people to see what similar social media users

like or recommend, in order to help identify useful

‘‘consensus’’ information in a community (e.g. used by

Amazon, Netflix)

Sharing preferences; allows users to see common ‘‘likes’’

and ‘‘dislikes’’

RSS reader Used to manage subscriptions to online news feeds from

websites which offer syndicated content. Also called

‘‘aggregator’’ or ‘‘feed reader.’’ (e.g. Google Reader)

Managing information

Social network Platform where users communicate and share information

online. Users create an individual profile, engage others

in their network. (e.g. Facebook, LinkedIn)

Finding and sharing information, crowd-sourcing, popularity

of platforms

Wiki Website that can be edited by multiple people simultan-

eously. (e.g. Wikipedia)

Collaborative knowledge building, crowd-sourcing

Video chat Allows for real time audio-visual communication among

users at different locations. (e.g. Skype) If text only, called

instant messaging.

Synchronous across different locations; allows teaching,

meetings and collaboration

Virtual world Interactive environments where real users can interact in

simulated situations, often using representational avatars

and in 3D. (e.g. Second Life)

Safe practice; feedback; engaging way to learn

Using social media as a medical educator
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your digital identity. We suggest taking responsibility for the

content you post by avoiding anonymity on social media. If

your goal involves using social media in the context of your

profession, i.e. as a physician, nurse, and/or medical educator,

then that should shape how you portray and conduct yourself,

and what and with whom you share. In setting up your

account and profile, use appropriate privacy settings. Consider

who else you might be representing, explicitly or inadvert-

ently, i.e. your personal identity, your profession, your

employer, or all of these?

In addition to how you aim to portray yourself, ‘‘Google’’

yourself periodically. What pops up first when searching your

own name? Have you sufficiently separated personal from

professional? How do your students or colleagues see you

online? Be familiar with your online representation, while

simultaneously building content about which you feel com-

fortable and which mirror your goals.

Tip 2

Select a tool based upon goals and the strength of
platforms available to support educational activities

Based on your goals, select a social media tool with which to

start (Table 1). For example, if your goal is to understand how

your trainees are using social media, Facebook, the most

popular social networking site, would be a logical choice.

Alternatively, if your goal is to listen to conversations in your

field or contribute by sharing credible health information with

the public, consider Twitter, a popular microblogging social

networking site used by 15% of adults (Smith & Brenner 2012).

For those who enjoy and/or wish to further develop their

writing, consider blogging. Table 1 includes selected social

media features and strengths. Also consider access and level of

support provided by your particular institution in choosing

specific social media tools.

Tip 3

Observe and establish comfort first. Think, then
contribute

When trying to understand any new community or phenom-

enon, it makes sense to observe respectfully for a while before

leaping in. This way you can understand the normative

interactions existing on the platform, the types of users, and

things to avoid. You might see behavior that is common but

nonetheless disconcerting to you; in this situation you might

opt for another tool, or engage with a different online

community. In reflecting back on your goals, we suggest you

eventually move past lurking and head towards making

meaningful contributions.

Social media can foster rapid communication, with tools

enabling quick and far-reaching sharing of ideas, commentary,

and evidence. But you might inadvertently share something

that upon further reflection you actually did not want to share.

It will be important to remember the potentially public nature

of your online interactions. Reflecting before you post can help

you stay true to your goals and uphold the standards of the

health professions. When in doubt, you may even want to wait

to post until you have considered it further or have asked

someone else to review it first.

Tip 4

Make some initial connections and tap into the
power of a community

Social media is inherently interactive, allowing users to ‘‘meet’’

other social media users. Once you establish your goals and

start forming your digital identity, it is helpful to reach out to

others. You may find people who can serve as online role

models, who can share your posts with their followers, provide

comments, and make suggestions.

Box 1. Examples of social media by physician educator Case A (Awful) versus Case B (Better).

Case example A (Awful): Case example B (Better):

A physician educator decides to join a social network under the pseudonym

Dr Meddy Eddy and jumps to using it right away. He hasn’t thought much

about his goals for using the network, hoping to figure it out as he goes

along. He accepts friend requests from some students but not others,

and there is a perception that he likes some more than others. He posts

about one of his patients from earlier that day who had a complicated

post-operative course which he feels cause him to be late to a faculty

meeting. Dr Meddy Eddy intended to privately message one of his

colleagues about running late, but he inadvertently shared his rant about

the trainee who was helping on the operative case with all in the network.

A physician educator decides to join a social network using his real name

(TIP 1) with the ‘‘handle’’ Dr Meddy Eddy. He watches the online

behavior of others in the network for a few weeks (TIP 3) and then

decides that he will use the platform to create and curate information

about his clinical field. His goal is to share clinical pearls with learners,

have them weigh in with questions and comments, and to facilitate

discussion (TIPS 1 and 10). The platform he chose allows him to set up

different groups so he can selectively share content (TIP 2). Because he is

using this network for professional purposes, he decides that he will

accept ‘‘friend’’ requests from all learners who make such a request

(TIPS 6 and 8). He does not post about his own patients but instead

shares reflections about clinical scenarios that help learners (TIPS 5 and

7). However, recently a patient experiences a complication and he felt

that a discussion would illustrate critical points for his learners. He obtains

the patient’s consent to use the case anonymously, and then posts

the case (explicitly noting patient’s consent and that some details

have been modified) with a link to a peer-reviewed article on the topic

of avoiding post-operative complications (TIPS 7, 9, 10). Other phys-

icians who see his post provide comments drawing from their own

experiences and research in the area, and several students post

questions (TIPS 4, 10, 11).

T. Kind et al.
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Think about who you want to interact with, and then join a

community. Consider joining an online community; participate

in a chat, such as on Twitter. Chats are typically real time

synchronous opportunities to communicate and share ideas

with others on topics such as medical education or healthcare

communication. Some chats are geared towards professionals,

and others are focused on patients’ voices (ex. about end of

life care or cancer), discussing topical issues facilitated by a

moderator. Some online communities are public, while others

are shared by only selected invitees. Some interactions are

one-to-one, others one-to-many or many-to-many, synchron-

ously or asynchronously.

Tip 5

Know and apply existing social media guidelines for
the responsible use of social media

Some guidelines are critical in order to teach effectively

and practice medicine ethically and others seem prudent for

good citizenship. Several physician, nursing, student, and

other healthcare organizations have provided guidelines

pertaining to professionalism. As you become familiar with

these guidelines, determine the manner and extent to which

you will implement them, and how you will apply them. Some

are prescriptive (e.g. protecting patient privacy) and others are

formative (e.g. think before you post).

The American Medical Association (AMA 2011) policy

raises awareness, prompting physicians to protect patient

privacy, use privacy settings to safeguard personal information

to the extent possible, to maintain appropriate boundaries, and

to consider separating personal and professional information.

The AMA also notes that physicians have a responsibility to act

on unprofessional posted content, such as by bringing it to the

attention of the individual who posted this information or

‘‘reporting to the authorities.’’ Furthermore, the AMA asks

physicians to weigh how their actions online may negatively

affect their reputations and undermine public trust in the

medical profession. We find it important to recognize that

physicians’ online postings can also have positive conse-

quences and bolster public trust and public health as well

(see TIP 9).

In their social media guidelines, the American College of

Physicians with the Federation of State Medical Boards (FSMB)

noted potential benefits, potential pitfalls, and recommended

safeguards for online physician activities (Farnan et al. 2013);

the FSMB provided narrative examples of hypothetical scen-

arios depicting unintended consequences of social media use

that may undermine the physician–patient relationship and

public trust (FSMB 2012). The Canadian Medical Association

focuses on key issues and rules of engagement to help

physicians using social media ‘‘remain governed by the same

ethical and professional standards that have always applied

and that are paramount’’ (CMA 2011). Guidelines for nurses

include common myths and misunderstandings and provide

illustrative case scenarios (National Council of State Boards of

Nursing 2011).

Your own institution, program, practice, or school (Kind

et al. 2010) may have guidelines as well. Become aware of

your professional organization’s guidelines for the use of social

media and licensure organization’s recommendations for

online behavior.

Tip 6

Develop individual guiding principles with which you
are comfortable

In tandem with recognizing ‘‘official’’ policies (see Tip #5), you

will best meet your own goals if you develop individual

guiding principles regarding your social media conduct.

Personal guidelines will provide a rationale of your behaviors

not only to friends and family, but also to patients, trainees,

colleagues, and your professional organization or employer.

Draw upon existing tenets of medical professionalism (Stern

2006), but also recognize the particular challenges to profes-

sionalism online, such as the public nature of your interactions,

the immediacy, the wide reach, concerns about authenticity,

and the pitfalls of anonymity and misrepresentation

(Chretien & Kind 2013).

It helps to know who you are offline, and who you will be

online, reconciling the two and making sure to portray a digital

identity with which you feel comfortable. In person, facial

expressions and body language play a big role, but on social

media, humorous attempts may appear spiteful or unprofes-

sional. Humor can be a valuable and enjoyable form of

reflective processing, but it should not be at the expense

of others such as patients, trainees or peers, or the profession

at large (Farnan et al. 2009).

You might have personal guiding principles pertaining to

discussing work on social media. Officially you know not

to breach patient confidentiality, but you might also decide

not to post about your work-related experiences. On the

other hand, you might decide that you want to post about

work-related experiences but to do so only in a respectful,

professional, reflective tone.

Also think about how you may be perceived in the public

social media space. It helps to try to anticipate potential

interactions and situations before they arise, for example,

consider how you will handle a colleague, student, resident,

boss, patient, or stranger wanting to connect with you online

(see TIP 8).

Tip 7

Keep all patient information private

This is imperative. Healthcare professionals are careful to

protect patient’s privacy in the elevator when there is even just

one other person present, but need to remain cognizant that

on social media that hypothetical one other person listening

could translate to millions of others listening, reposting, and

disseminating information that should have been kept private.

In the context of one’s day intertwined with the use of

social media, it might seem natural to post about what makes

you happy or frustrated, what you experience, marvel at, and

learn. However, patients and the public need to know their

stories are not being shared publicly. Thoughtful reflection

Using social media as a medical educator
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about patient care experiences can be enriching, though it is

critical to recognize that deleting a patient’s name or tweaking

some details is not enough. You should obtain permission to

write about a patient and explicitly state this when posting, or

sufficiently generalize your reflective posting, maintaining

privacy while avoiding harm.

Some sites are closed secure communities of an invited

group of health professionals. However, most social media is

open for posting, sharing, and reposting. If your goals for using

social media include querying and seeking answers from

colleagues on patient-related matters, you will need to

sufficiently generalize your queries if posting publicly, or

post clinical questions using de-identified patient information

on HIPAA-compliant sites.

Another challenging issue with regard to patient privacy

includes how to respond to patient requests to connect with

you on public social media platforms. You might respond by

directing patients to a secure platform on which you have

agreed upon assurances for matters such as privacy and

response time.

Tip 8

Handling ‘‘friend’’ requests from trainees: Know your
options and their consequences

How will you interact with trainees in the social media arena?

If you have thought about your individual goals (see TIP 1)

and your individual guiding principles (see TIP 6), you will be

able to make more deliberate choices about how, when, and

whether to interact with trainees online comfortably and

appropriately. For example, you could choose to do so only

when the trainee initiates the request, or only in secure

protected platforms, or only with former students but not

current ones, or perhaps you will opt not to interact with

trainees at all.

You may know your students and residents, but think

through how much sharing if any, is appropriate, especially if

you evaluate them. In studies of clerkship directors in internal

medicine and pediatrics, fewer had social media relationships

with students than with residents (Chretien et al. 2011; Kind

et al. 2012).

It is important not to put trainees in uncomfortable

positions where they feel compelled to accept your request

to connect. You might choose to accept their requests but not

send them invitations. Or, you might only choose to accept

requests once they have completed their rotations with you

(i.e. once you no longer evaluate them as students/trainees).

Or, you might choose to connect only on forums set up

explicitly for educational purposes, such as an interactive class

blog (Chretien et al. 2008) or other virtual learning

communities.

Another tip is to separate your personal use of social media

from your use for more academic, scholarly, or professional

purposes. For example, you might choose one platform for

primarily personal use and another for professional interests.

You may not be able to completely separate these, but this

way you can decide if and where you want to connect with

students and other trainees, and redirect requests to your

‘‘professional’’ account.

Tip 9

Share credible information: disseminate evidence-
based health information, enhancing public health

Next steps are to use social media to actively share credible

information, correct misinformation, and respond to inaccura-

cies. Take ‘‘don’t believe everything you read’’ further and

disseminate information that is based on expert guidance, the

evidence, and science. When you come across misinformation,

you can counter with accuracy. This may be where you can do

the most good.

Social media can be used as a form of public health

promotion and advocacy (Neiger et al. 2012). For example,

there have been efforts at using Twitter and Facebook by

ministries of health (Carrillo-Larco 2012), by public health

departments (Thackeray et al. 2012), for sexual health educa-

tion programs (Bull 2012), for emergency preparedness

(Merchant et al. 2011), and for disseminating credible infor-

mation and responding to public concerns during outbreaks

(Chew & Eysenbach 2010). Medical educators and students

can partner with local or global organizations in these efforts.

Tip 10

Engage, learn, reflect, and teach

Social media meets the learner where they are. Alternatively, it

might bring the educator and/or learners slightly beyond their

comfort zone to engage and grow. Social media is one among

many ways to ‘‘flip’’ the classroom (Khan 2011). Students

could watch educationally relevant videos, blog reflectively or

curate information about what they have watched and learned,

and then come together to discuss in person with expert

educators. If choosing to interact with trainees online, you can

learn from them as well. You could engage in a social media

forum together, join their online network (with permissions),

meeting them where they are interacting, reflecting, learning,

and are comfortable sharing.

A pilot study at one medical school found that using social

media tools with students augmented learning opportunities,

allowed for real-time communication outside of the classroom,

helped students connect with medical experts, bolstered

collaborative opportunities, enhanced creativity, and helped

students ‘‘acquire tools and skill-sets for problem solving,

networking, and collaboration’’ (George et al. 2011). A recent

systematic review of interventions using social media in

medical education found improved knowledge, empathy,

and reflective writing, as well as enhanced learner engage-

ment, feedback, collaboration, and professional development

(Cheston et al. 2013). Some examples are briefly discussed

below. Also see Table 1 for additional uses.

Teaching and tweeting? There are many ways to use

Twitter’s free, public, highly interactive micro-blogging service

to extend traditional classrooms. As an educator, you could

share daily learning goals or encourage students/trainees to

T. Kind et al.
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post their goals and comment on one another’s posts. You

could share links to articles pertaining to course content. You

might hold journal clubs on Twitter (www.twitter.com#twitjc)

where articles are read by participants who then discuss it in a

facilitated ‘‘chat’’ with prompted questions and responses.

While it can extend traditional ‘‘office hours’’ you could set up

ground rules regarding social media expectations for each

cohort of trainees/students. Twitter, or other polling software

applications, can be used as ‘‘audience’’ response systems

synchronously or asynchronously in the same location or

across the globe.

Build a wiki with your students and trainees. In orienting

learners to clinical sites and educational rotations, a wiki can

provide input and updates from a variety of individuals to

facilitate the best information flow. You could build a wiki that,

for example, organizes administrative and educational content

for trainees. Such a wiki was created in an internal medicine

residency program and improved workflow (Crotty et al.

2012). With a wiki, learners can work together to cull

resources, to craft projects, to teach each other. Skillful

moderation, creating a safe space, and providing prompts

and assignments can facilitate interaction and group partici-

pation (Sandars 2006).

Online reflective blogging is another way to build a

community among learners. A shared class blog with

comments and discussion prompts can be used to stimulate

reflection (Chretien et al. 2008). Social media can even provide

opportunities for students to become engaged in learning and

the reflective process in resource poor environments through

mobile educational technology (Pimmer et al. 2013). If topics

are sensitive, or if educational content pertains directly to

patient care, participants should opt for a closed, secure

platform where participants are invited and the content is

shared only within the group.

Tip 11

Research: Advance your academic productivity by
expanding your professional network

You read articles and try to stay current with advances in your

field, including medical education innovations. Traditionally

you might learn about published works and disseminate your

own research at meetings and through publications. You can

also share with and get feedback from vast audiences by

posting on social media. You can connect with other

educators and researchers whom you might otherwise have

never met. In reaching out with your scholarly ideas and

queries using social media, you can develop new collabor-

ations, including quality improvement and multicenter

research projects and further advance your own and others’

scholarly pursuits. Collaborative research can be conducted

more easily and efficiently through the use of well-chosen

online project management, scheduling, collaborative writing,

and expert finding tools (Huggett et al. 2011, see Tip 9). If

discussions within more defined groups are preferred, faculty

within a college of medicine, in a particular division, or in

special interest groups can come together asynchronously and

over a wide geographic region to engage in online networking

and discuss works in progress, research findings, and new

projects.

Tip 12

Mentor and be mentored: demonstrate responsible
social media use

Social media provides an opportunity to reach out to those you

emulate and to help others who look up to you for guidance.

Given the worldwide reach, connections can be made across

the globe, bringing people closer through a post or comment

or a massive open online course (MOOC). But who best

to serve as social media mentor, and how? In a survey

investigating who best to mentor the students as they engage

with social media, residents felt more comfortable than faculty

at guiding students (Patel et al. 2012). Among first year medical

students at one medical school, a faculty mentor facilitated

discussion session on online social media and professionalism

followed by written assignment exercise led to thoughtful

reflection, increased professional role awareness, and inten-

tion to monitor their future online presence (Lie et al. 2013). In

another study involving focus groups, preclinical and clinical

medical students expressed wanting to discuss best practices

and general common sense recommendations for using social

media well, but did not want to be controlled (Chretien et al.

2010). As occurs at each of our respective institutions, we

recommend and participate in social media and professional-

ism curricula within medical school and inter-professionally.

These include scenarios and active debates of both risks and

opportunities, among students, healthcare professionals,

librarians, and possibly lawyers.

Seek and share positive examples of social media

use for education, mentoring, and health promotion. If

you see unprofessional content or conduct, reach out to

help those who may not recognize the consequences of

their actions. As you would demonstrate professional

interactions offline, all healthcare professionals can demon-

strate professionalism in social media communications and

serve as role models.

Conclusions

There are risks as well as productive uses of social media that

can enhance education, professionalism, and public health.

Positive uses include disseminating accurate information,

countering inaccuracies, modeling professionalism, and enga-

ging learners and the public outside of traditional classrooms/

offices. Once you get started by identifying your goals and

establishing comfort, you can contribute, connect, and share in

ways that foster your teaching, learning, and professional

growth. The choices you make as an educator about which

social media platforms to use and how to blend them with

other learning activities should be guided by your goals, the

strengths and weaknesses of the platforms, and the expected

educational benefit to your learners.

Using social media as a medical educator
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TWELVE TIPS

Twelve tips for using Twitter as a learning tool
in medical education

SARAH EDITH FORGIE, JON P. DUFF & SHELLEY ROSS

University of Alberta, Canada

Abstract

Background: Twitter is an online social networking service, accessible from any Internet-capable device. While other social

networking sites are online confessionals or portfolios of personal current events, Twitter is designed and used as a vehicle to

converse and share ideas. For this reason, we believe that Twitter may be the most likely candidate for integrating social

networking with medical education.

Aims: Using current research in medical education, motivation and the use of social media in higher education, we aim to show

the ways Twitter may be used as a learning tool in medical education.

Method: A literature search of several databases, online sources and blogs was carried out examining the use of Twitter in higher

education.

Results: We created 12 tips for using Twitter as a learning tool and organized them into: the mechanics of using Twitter,

suggestions and evidence for incorporating Twitter into many medical education contexts, and promoting research into the use of

Twitter in medical education.

Conclusion: Twitter is a relatively new social medium, and its use in higher education is in its infancy. With further research and

thoughtful application of media literacy, Twitter is likely to become a useful adjunct for more personalized teaching and learning in

medical education.

The qualities that make Twitter seem inane and half-

baked are what makes it so powerful – Jonathan

Zittrain, Harvard Law Professor.

Background

Twitter is an online social networking service accessible from

any Internet-capable device. It allows people to connect

virtually through microblogging – exchanging ‘nuggets’ of

information in 140 characters or less (Skiba 2008). Since its

introduction in 2006, the use of Twitter has increased

exponentially. There are now more than 200 million Twitter

accounts worldwide, and 100 million active users who Tweet

at least once per month. About half of those active users log in

daily and adults are the predominant demographic using this

technology (Twitter blog 2011). While Facebook, LinkedIn and

other personal profile sites are online confessionals or

portfolios of personal current events, Twitter is designed and

used as a vehicle to have a conversation and share ideas. For

this reason, Twitter may be the most likely candidate for

integrating social networking and medical education.

Posting in 140 characters or less is easy, informal, and with

a few simple searches, it is possible to find others who share

similar interests and join their cyber conversation (Cain Miller

2009). Twitter allows people to share information instead of

just receiving it (Bristol 2010). It is used not only to share

reflections about daily life but also as a ‘pointing device’ to

direct people to longer articles and videos.

It’s just as easy to use Twitter to spread the word

about a brilliant 10,000-word New Yorker article as it

is to spread the word about your Lucky Charms

habit. Put those three elements together – social

networks, live searching and link-sharing – and you

have a cocktail that poses what may amount to the

most interesting alternative to Google’s near monop-

oly in searching. (Johnson 2009)

We now get ‘as much information from each other as we do

from the media’ in an exponential fashion (Hawn 2009; Poole

2010). This exchange of information has potential implications

in all spheres from health care to higher education to medical

education.

In 2009, Baumann listed 140 potential uses for Twitter in

health care. Although the author acknowledged some of the

challenges including infringing on patient privacy and litigation

issues, he also listed many positive applications. These

included epidemiological surveys, disaster alerts, adverse

event reporting, reporting of critical lab values, booking

patient’s appointments and appointment reminders and large

scale tracking of antibiotic resistant organisms (Baumann 2009).

In addition to the various potential uses of Twitter for health

care listed by the author, 21 of the potential applications

related to medical education. Many of these applications
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reflect other authors’ discussions about the use of Twitter in

higher education, such as Szapkiw and Szapkiw (2011):

Social media applications provide educators with the

opportunity to foster engagement and interaction in

their higher education classrooms. Specifically,

Twitter helps engage learners using a media appli-

cation in which they are interested. It enables

educators to curb the traditionalist comprehension

based model and encourages critical thinking, syn-

thesis, and evaluation throughout the learning pro-

cess. Twitter allows learners and educators to interact

via ‘‘Tweets’’ via Smartphones, laptops, or any device

with Internet access.

Taking advantage of using a modality that is already used

by many students will likely benefit medical education.

In this article, we draw upon current research in medical

education, motivation and the use of social media in higher

education to present 12 tips for incorporating Twitter into

medical education. The tips are written as microblogs and

organized as follows: the first two tips address the mechanics of

using Twitter; the following nine tips present suggestions and

evidence for incorporating Twitter into a variety of aspects of

applied medical education contexts and the final tip presents an

argument for pushing the use of Twitter in medical education

beyond information exchange and into the realm of research.

Methods

A search of the literature was conducted using combinations of

the terms Twitter, education, medical education, health care

and microblogging. Several databases were searched:

PubMed, which yielded 20 articles, of which 12 were

deemed appropriate. A Google Scholar search yielded 80

articles, of which 16 were deemed appropriate. A Google

Search revealed seven articles and an ERIC search revealed

two articles related to medical education and Twitter. The

reference sections for all articles were reviewed, and addi-

tional articles sought. No new articles were found through this

method. Finally, several blogs and online sources were found

through references from other articles.

The 12 tips for using Twitter in medical education are as

follows.

Tip 1

Get started (12 characters)

It is important for the medical educator to learn about this

technology. The first step is to set up a personal account at

www.Twitter.com using any name (up to 15 letters long).

A Twitter literate mentor (Twentor) is a useful reference.

Tip 2

Learn the language (19 characters)

Tweets are 140 character messages sent via Twitter. These

messages are 140 characters because there is a 160 character

limit for SMS (short message service) on cell phones. (The

extra 20 characters are used for the username.)

For example, the previous three sentences could be

reduced to a Tweet as follows:

Tweet ¼ 140 character msg on Twtr.Msg

¼ 140 characters bc of 160 character limit 4 cell

phone SMS (Short msg Service) (+20 characters

4 username)

Twit, Tweeple and Tweeters are Twitter users. The

Twittersphere is the entire community of Twitter users.

A Twitterstream is the chronological list (similar to an e-mail

inbox) of Tweets from Twitter users that you ‘follow’. Every

time a Tweeple that you follow Tweets something, it will

appear in your Twitterstream. Similarly, any of your Tweets

will appear in the Twitterstream of people following you. You

may block people from following you or unfollow them (also

known as a Twittectomy). You can also ‘reTweet’ and copy a

Tweet from someone else so that all of your followers can see

it. ReTweeting is an excellent way to get started in Twitter by

identifying public Tweets in your area of interest and

rebroadcasting them to your followers. The more you

Tweet, the more Twitter users will find you and follow you.

A hashtag (#) is used to highlight a search term in a Tweet. For

example, if you search #meded or include this in your

message, it will be aggregated with other Tweets on the same

topic (Ferguson 2010).

Tip 3

Set up a Twitter account 4 a specific class or group,
set ground rules for use and promote guidelines for
professional behaviour (127 characters)

It is advisable that medical educators set up specific Twitter

accounts for each of their classes. To protect class interactions,

check the account settings to ensure the profile is set at ‘Protect

My Tweets’ (Szapkiw & Szapkiw 2011).

Medical educators who decide to use Twitter to facilitate

discussions or disseminate information MUST create ground

rules and have disclaimers reminding users and followers that

they accept full responsibility for their Tweets. Frequent

updates for all users on the implications of social media and

privacy are imperative (Bristol 2010). It is critical that both

educators and students, who may not recognize all of the

possible pitfalls, are made aware of the legal and ethical issues

involved with using this medium (Guseh et al. 2009).

Guidelines for the correct and safe use of social networking

in medicine must be adhered to (Rippen and Risk 2000;

Landman et al. 2010).

While Twitter offers ‘instant publication with few restric-

tions’, maintaining professionalism is very important. All public

Tweets are digitally archived by the Library of Congress, so

every public Tweet is recorded. While the Library of Congress

repository does not contain protected or private Tweets,

students and medical educators must be aware that with

reTweeting, users can rebroadcast another’s Tweet with a few

clicks and send the message out in an exponential fashion to

Twitter in medical education

9

M
ed

 T
ea

ch
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
M

ah
id

ol
 U

ni
ve

rs
ity

 o
n 

01
/1

8/
15

Fo
r p

er
so

na
l u

se
 o

nl
y.



30 - 31 May 2017การสอนนักศึกษาระดับปรีคลินิกอย่างมีประสิทธิภาพ (Effective preclinical teaching)

27หน่วยพัฒนาแพทยศาสตรศึกษาและวิจัยการศึกษา (MERD) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978, 02-4196637

hundreds of millions of users worldwide and make private

Tweets public (Ferguson 2010).

Further to the issue of professionalism, some experts

suggest having a personal Twitter homepage and a profes-

sional Twitter homepage to reduce the amount of personal

information on professional sites; or opening a separate

Twitter account for each class (Gordon 2009). Others have

created user formulas:

70% of Twitter time should be spent sharing other

voices, opinions and tools; 20% of Tweets should be

directly responding, connecting, collaborating, and

co-creating with Twitter colleagues; and 10% is chit-

chatting trivial details about your life as a human

being. (Maiers 2008)

When physicians who used Twitter frequently had their

Tweets studied, 3% (104) of the Tweets were unprofessional.

Of those unprofessional Tweets, 33 (0.7%) violated patient

privacy, 33 (0.7%) contained profanity, 0.3% (14) contained

sexually explicit material, 0.1% (4) had discriminatory state-

ments. One per cent (55) were classified as ‘other’ and

included issues with conflict of interest and therapies that went

against existing guidelines or existing medical knowledge

(Chretien et al. 2011).

Tip 4

Display live Twitter chat during lectures or academic
half-days (64 characters)

Twitter has been examined as a tool to enhance participation

in lecture-based settings. As the classroom discussion unfolds,

students are encouraged to post their questions via Twitter and

a live stream of Tweets is posted onscreen. This allows

students to ask questions that relate to their own experiences,

which may enhance their learning processes (Dewey 1938). It

alters classroom dynamics, giving students more control, and

encourages students to pay close attention to the discussion

(Wankel 2009). While this excites some, others worry that

Tweets may get out of hand, and some professors have opted

to introduce this method just part of a session. Furthermore,

having a whole session with questioning Tweets may be

distracting, and some take intermittent breaks during the

session to address several questions at once (Young 2010).

Organizers at the Medicine 2.0 conference used a slightly

different approach with live Tweeting during a lecture. They

allotted speakers 50 minutes, but asked them to finish their talk

in 20 minutes. At the end of 20 minutes, the Tweets on the

screen were reviewed and discussed. This method reduces

speaker distraction and allows for input from shy members of

the audience, and also from those not able to attend the

conference (Chu et al. 2010).

Live Twitter Chat may also be a valuable and cost-effective

way to include students who are unable to attend sessions in

person. In distributed learning environments, where tele- and

video-conferencing is used, Tweeting questions during pre-

sentation of material allows for the questions to be collected

without interrupting the flow of the lecture or presentation.

Further, Live Twitter Chat avoids the problem of losing

possible questions as a lecture moves from topic to topic.

Tip 5

Use Twitter as a platform to convey credible
information sources to students (77 characters)

An online survey of health care students revealed that most

prefer to use online information sources (Giordano 2011).

However, much of the information on the Internet is unverified

and it may be impossible to authenticate sources (Thames

2009; Chretien et al. 2011). At the present time, students ‘get as

much information from each other as [they] do from the media’

(Poole 2010). Therefore, medical educators must be up to date

on available sources and methods to provide online informa-

tion to students such as links on a Twitter homepage or useful

Tweets about medical education.

An analysis of 5156 Tweets from physicians with more than

500 followers showed that: 49% (2543) were medically related,

21% (1082) were personal communications, 14% (703) were

reTweets and 58% (2965) had links. Thirty-one (1%) were

related to medical education, 73 (1%) recommended a medical

product or service and 634 (12%) were self-promotional

(Chretien et al. 2011).

Many students and residents are already accustomed to

checking Tweets, texts and e-mails regularly. Using Twitter to

post links to credible sources will likely increase students’ use

of those resources, as a simple click will take them to the

information. With Tweet notifications via SMS (texts), and

newer applications that support push notifications for Tweets,

users can receive instant notifications when those they follow

have Tweeted (Hu Kim 2012). This kind of ‘push’ approach to

encouraging the use of credible resources capitalizes on the

existing predilection of students and residents to stay on top of

information in an easily retrievable format.

Tip 6

Use Twitter to create a ‘real life’ context for students
(57 characters)

Links to current media stories that relate to course content

create ‘real life’ applications that may allow students to

contextualize course information (Aujla 2009). Making didactic

content meaningful by giving it a current and immediate

context has a positive influence on intrinsic motivation (Hidi

2001). Meaningful tasks increase student motivation by

increasing the utility value of a task (Eccles et al. 1998), and

enhance the chances that students will adopt a learning goal

orientation and engage in deeper learning strategies (Meece

et al. 1988).

One of the first descriptions about the use of Twitter in

health care education involved a medical trainee Tweeting in

real time his observations of a robotically assisted laparoscopic

surgery. When other members of the health care team were

asked their opinions about Tweeting the surgery, most agreed

it caused little harm. However, the surgeon performing the

procedure stated that those wanting to learn the procedure

S. E. Forgie et al.
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would have more success watching it (Butterfield 2009).

Others have Tweeted about surgical observations in real time

as a method to increase referrals and to advertise the

procedure to the general public (Dolan 2009).

Tip 7

Start a Twibe (Twitter group) (30 characters)

Students learn in both formal and informal settings (Greenhow

et al. 2009). Informal learning is course related, but revolves

more around students’ self directed and independent learning

activities (including peer-to-peer interactions; Jamieson 2009).

Twibes can give students the opportunity to communicate

outside of class and create a team atmosphere:

in a way that doesn’t leave them buried in emails and

lost in seemingly endless conversation threads . . .

Every member of the class can communicate, follow

each other, subscribe to each other’s blogs . . . and do

this in a way that is easy, efficient, and that doesn’t

make [them] afraid of [their] email. (Lamb 2011)

By using Twitter, all students can see and participate in the

discussion (Educause Learning Initiative 2011). Twibes offer a

unique atmosphere for interaction that may move beyond a

typical discussion on e-mail or discussion boards.

Twitter does not always allow for a clear back and

forth discussion between parties, it is more like a

party where the noise from all of the discussions is

heard, and people are able to move from group to

group as their interest is piqued. (Eleni Stroulia,

University of Alberta Professor of Computing

Science, Personal Communication 2012)

Twitter offers an ‘egalitarian, efficient way to spread info

relevant to pedagogical goals, as well as the ability to create a

sense of social learning and engagement within a community’

(George & Dellasega 2011).

In a study examining Twitter’s use in a medical humanities

course, students were invited to Tweet with the course

instructor about their clinical experiences. Analysis of student

feedback showed that Twitter allowed novel learning to occur,

and increased connections between students and instructors

through real-time dialogue. It also increased student engage-

ment with the course (George & Dellasega 2011). Another

study involving an urban planning course compared students’

knowledge generation in traditional discussions and paper

diaries with knowledge generation in a class-based Twibe

(Kassens-Noor 2012). They found that Twitter was better

suited to creating and sharing large amounts of information,

ensured more consistent input and engagement (due to date

and time stamps on Tweets), and that Twitter fostered a much

higher percentage of team-created solutions when compared

with discussions and paper diaries.

Twibes can provide a contextualized environment for

students to discuss issues that are relevant yet peripheral to

the topic at hand. Issues of professionalism, law and ethics that

arise can be discussed and debated in this way without side-

tracking the presentation of the core material in lecture.

Lecturers can even present related case studies to start a

debate about the peripheral topics that relate to the topics in

lecture. This may create a richer exploration of the topic than

may otherwise be possible in a traditional lecture.

Tip 8

Use Twitter for real-time feedback (34 characters)

Twitter has been used to provide formative feedback to

instructors in a course on research internship. Each student

created a Twitter account with a non-personalized nickname.

The students could read the professor’s Tweets and the

professor could read the students’ Tweets, but the students

could not read each other’s Tweets. For the formative

feedback portion, the students were asked open and closed

questions after each class via Twitter. For the summative

portion, each student was asked open and closed questions

about the entire course via Twitter. Although similar questions

were asked, the formative evaluations yielded different infor-

mation than the summative evaluations and Twitter was

deemed to be a potentially useful tool for evaluations

(Stieger & Burger 2010).

This format for course evaluations may have advantages

over traditional methods. Students may feel more anonymity

without feeling disconnected from the feedback they are

giving. The formative feedback to the instructor is based on

what is actually happening in each class, and the open-

ended structure potentially allows students to give more

information than in a traditional evaluation. As well, by

giving formative feedback after each session, the instructor

has an opportunity to act on feedback, rather than being

given feedback after a course is over and having no

opportunity to emphasize the good aspects of the instruction

while addressing and improving upon the areas that

required revision. The disadvantage to this form of feedback

is that it may be overwhelming in large classes. In this type

of setting, it may be advantageous to ask small groups of

students to give feedback.

Tip 9

Encourage students to be creative and
communicate with brevity and depth (72 characters)

Use of Twitter may lead to succinct, careful communications.

This is an important tool for future physicians who need to

learn how to communicate with brevity and depth (George &

Dellasega 2011). According to the Educause Learning

Initiative, ‘Twitter can be a viable platform for metacognition,

forcing users to be brief and to the point – an important skill in

thinking clearly and communicating’. One way to develop the

skills of being concise and clear is to ask students to contribute

to a story 140 characters at a time (Skiba 2008). Writing a story

this way is a ‘Twittory’, a concept combining Tweets and

stories created by Reilly (2007).

Twittory and other exercises that force students to com-

municate in brief, clear and concise formats can help develop

student focus on the essentials of patient care. These skills

Twitter in medical education
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are valuable in clinical practice, and apply directly to

real-life contexts in health care where important information

must be shared accurately, such as in patient handovers and

transfers.

Tip 10

Use Twitter to prompt self and group reflection
(48 characters)

One of the manifestations of the cognitivist learning theory is

the development of reflective thinking (Brookfield 1995).

Reflection allows the learner to relate new knowledge to what

is already known. Twitter can offer a unique environment for

reflection where students have the opportunity to both self

reflect and the ‘opportunity to be a part of someone else’s

process by reading, commenting, discussing or simply enhanc-

ing it’ (Ebner et al. 2010).

A pilot study in a medical humanities course had a

professor prompting students on Twitter with questions. One

question: ‘Bidding farewell to medical school is . . .’ The

comments were collated on a blog, and the students worked

together to create a letter. This provided them with a rich

dialogue on closure (George & Dellasega 2011).

Setting reflection in such a context may be more

appetizing to students than traditional methods of eliciting

reflection. Many students are already using Twitter to share

their views on the world and the events they experience or

observe. Instructors can capitalize on this current use and

prompt students to reflect on elements of clinical experi-

ences. It is a natural progression to scaffold and support an

existing behaviour to elicit reflections about patient encoun-

ters and other elements of the medical education

experience.

Tip 11

Use Twitter for informal quizzes and polls (42
characters)

Twitter polling applications allow educators to offer a different

option for informal quizzing and polls when compared to a

show of hands. Questions can be asked out loud or projected

on a screen, and students can Tweet their answers. This allows

for instant feedback about group understanding and the

chance for immediate discussions and clarifications. Because

Tweets are anonymous, more students are likely to submit

answers (Szapkiw & Szapkiw 2011).

Twitter quizzes and polls may have an advantage over

using existing education technology such as clickers. The

majority of the students in any educational setting will have

smart phones with them. This removes the ‘housekeeping’

aspect of using clickers: the need to be in a clicker-enabled

classroom, handing out clickers, ensuring that the correct code

is entered. Students simply pull out their existing personal

devices and participate. Additionally, Twitter allows students

to provide commentary, while clickers do not.

Tip 12

Study Twitter in medical education (34 characters)

There are many opinions and ideas about Twitter and very few

studies examining appropriate ways and times to use it in any

type of university level education (including medical educa-

tion). While it is obvious that Twitter may increase student

engagement in large group learning situations, it is not clear if

the use of this technology will lead to deeper learning. We do

not feel a study comparing the use of Twitter to no intervention

is useful. We suggest instead, comparing groups using different

Twitter interventions we have described in this article.

Quantitative studies comparing pre- and post-knowledge tests

and qualitative studies consisting of interviews with students

from the different groups would elucidate appropriate ways

and times of integrating this technology into medical education.

More sophisticated approaches to studying Twitter in

medical education are possible, and should also be explored.

As mentioned in Tip 3, all public Tweets are digitally archived

by the Library of Congress. This means that an enormous

database is available to researchers who wish to carry out

secondary data analysis of existing medical education-related

Tweets. Multiple research questions could be examined using

this approach: from simple descriptive studies of the kinds of

Tweets sent by instructors to content analysis studies of the

themes that recur in medical education contexts across the

globe.

Conclusion

While there are many online tools for teaching and learning,

Twitter offers the unique capability of allowing the user to

peruse brief nuggets of information (provided by their own

social network) and focus on topics of personal interest. In this

way, Twitter offers a platform that can truly be tailored by the

individual learner. Furthermore, use of Twitter is not limited to

those who have access to a computer – users can communi-

cate from any device with Internet capabilities. This is the most

powerful aspect of microblog platforms – they can be written

or read ‘via web interfaces, mobile phones with special free

applications, short message services (SMS) or even instant

messaging tools (IM). Participation from anywhere in the

world made the famous expression A3 (anytime, anywhere,

anybody) increasingly true’ (Ebner et al. 2010).

Many students are already familiar with social networking

and the use of Twitter, and it has been shown through

anecdotal descriptions and pilot studies that incorporating

Twitter into traditional learning environments may promote

student engagement. Twitter allows students to learn in

informal settings, have more control over their learning and

it can create communities of inquiry.

Twitter may allow students, who may not otherwise

participate, an avenue to share ideas and communicate with

peers and teachers. Twitter also allows for immediate feedback

and documentation of learning activities over time. Finally, the

intent of Twitter is to communicate and discuss topics with

others – unlike other social media sites like Facebook, which

are intended and used for talking about oneself.

S. E. Forgie et al.
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While there are many advantages to using Twitter, there are

also some drawbacks. First of all, Twitter does not allow for

communicating long, complex thoughts. Second, people may

not comprehend all of the ethical and legal implications of

using social media in medical education. Using this medium

must involve educating both educators and students around

privacy issues and media competencies (Rheingold 2010).

Rheingold discusses five media competencies related to

attention, participation, collaboration, network awareness

and critical consumption. Attention: the online world provides

many distractions and Twitter users in medical education must

become more deliberate about and aware of how they direct

their attention. Participation: participation must involve a

modification of one’s sense of self – moving from a passive

consumer of information to an actively engaged participant

and productive information contributor. Collaboration – when

using Twitter in medical education it is imperative to act with

others in mind and be aware of the implications of participat-

ing within a larger setting. Network awareness – humans live in

networked societies. When examining technology’s contribu-

tion to these networks using Reed’s Law, there are different

values: telephone conversations, for the most part, offer linear

connections where there is a one to one exchange; e-mail

allows for squared connections where even more people may

connect; newsgroups and virtual communities on media such

as Twitter allows for exponential connections (Reed 2001).

Therefore, it is imperative to be aware of the extent of

information distribution in the public domain. Critical con-

sumption – An enormous amount of information exchanged

on Twitter, and it is up to the consumer to determine if the data

is trustworthy and if it is worth reading.

[Twitter] is not a queue; it’s a flow. An email inbox is

a queue because we have to deal with each message

one way or another, even if we simply delete them.

[On Twitter there is no way to check everything] so

we have to learn to sample the flow, and doing

so involves knowing how to focus attention.

(Rheingold 2010)

Twitter is a relatively new social medium. As we have

shown, medical educators have just started to explore its use in

higher education. With further research and the thoughtful

application of media literacy, Twitter may become a useful

adjunct for more personalized teaching and learning in

medical education.
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Giving Lecture

ปรับแต่งจากเอกสารประกอบการบรรยาย เรื่อง Giving Lecture 
โดย รศ.นพ.สุพจน์ พงศ์ประสบชัย

Prepare yourself

Prepare content

Prepare slides

Present

Know how 
   learning works 
Know audience
Talk to peer
Set goals & scope
Choose key idea(s)
Outline contents
Create a story

Update contents
Sequence ideas

Tell a story
Clarify messages

Anticipate questions
Beware of time

(Resist temptation)

Create ideas
  (NOT slides)
Simplify slides
   background
   texts
   colors
   pictures
   videos
Create a story
Prune slides

Rehearse
Seek feedback
Survey location

Project slides

โดย อ.ดร.นพ.ยอดยิ่ง แดงประไพ

Arrive early
Make connection

Radiate enthusiasm
Do not read slides

Identify difÞcult topics
Use repetition

Care & respect
Be present, Have fun
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  GIVING LECTURE                                                            by ยอดยิ่ง แดงประไพ
  แนวทางการจัดกิจกรรมการเรียนรู้ในรูปแบบการบรรยายที่เน้นการเรียนรู้ของผู้เรียนเป็นศูนย์กลาง

  PREPARE YOURSELF (Preparation is the KEY to effective lecture.)
☐ Know how learning works:                                                                                                         
ความรู้พื้นฐานเกี่ยวกับการเรียนรู้จะช่วยในการออกแบบการบรรยายที่เสริมการเรียนรู้ในผู้เรียน

☐ Know your audience:                                                                                                                         
ผู้เรียนเป็นใคร ต้องการเรียนรู้หรือควรเรียนรู้เรื่องอะไร ผู้เรียนมีพื้นความรู้เดิมอะไรบ้าง และ              
จะนำความรู้จากการบรรยายไปใช้ต่อในอนาคตอย่างไร

☐ Talk to peers:                                                                                                                          
ผู้เรียนกลุ่มนี้มีพฤติกรรมอย่างไร เทคนิคการสอนใดที่ใช้แล้วมีประสิทธิภาพ หลักการ/เนื้อหาใดที่
เข้าใจได้ง่ายและหลักการ/เนื้อหาใดที่ยากสำหรับผู้เรียน การเชื่อมโยงบทเรียนกับความรู้ที่เคยเรียน
และความรู้ที่เกี่ยวข้องต่อการประกอบอาชีพในอนาคตของผู้เรียน

☐ Set goals and scope:                                                                                                                
มี learning outcome ที่ชัดเจนและเหมาะสมกับผู้เรียน โดย outcome ที่ชัดเจนจะช่วยในการ
ออกแบบวิธีการประเมินผล และช่วยในการเลือก/ตัดทอนเนื้อหาเพื่อนำเสนอในเวลาที่มีจำกัด

☐ Choose key ideas/concepts:                                                                                                   
เลือกหลักการสำคัญที่นำไปสู่ learning outcome (ข้อแนะนำ: ควรเลือกเพียง 2-3 หลักการสำคัญ 
ในเวลาบรรยาย 1 ชั่วโมง) 

☐ Transform ideas to contents:                                                                                                 
หลังจากได้ outcome และ key concept ที่ชัดเจน ให้เลือกเนื้อหา (content) ที่จะส่งเสริมการเรียนรู้
ตาม outcome (ข้อแนะนำ: ตัดใจจากเนื้อหาที่ผู้บรรยายอยากสอนแต่ไม่เกี่ยวข้องกับ outcome) 

☐ ConÞrm date, time and location                                                                                      

  PREPARE CONTENTS (LESS is more.)
☐ Update for current knowledge                                                                                                 
    ☐ Sequence contents:                                                                                                                  
การนำเสนอเนื้อหาอย่างเป็นลำดับขั้นตอน เช่น เริ่มจากง่ายไปยาก จากขั้นพื้นฐานสู่ขั้นที่ซับซ้อน 
จากภาพใหญ่สู่รายละเอียดและกลับมาภาพใหญ่อีกครั้ง จะช่วยส่งเสริมการเรียนรู้ของผู้เรียน

☐ Weave contents to a story:                                                                                               
การร้อยเรียงเนื้อหาเป็นเรื่องราวในบริบทที่เกี่ยวข้องช่วยให้ผู้เรียนเข้าใจและจดจำบทเรียนได้ดีขึ้น

☐ Clarify messages:                                                                                                                   
บอกผู้เรียนว่า outcome คืออะไร กำลังจะสอนหลักการใด และสรุปว่าได้เรียนอะไรไปบ้าง

☐ Anticipate questions:                                                                                                                    
คาดการณ์คำถามที่จะเกิดขึ้นระหว่างที่ผู้เรียนฟังการบรรยาย โดยอาจปรับใช้คำถามเข้าเป็นส่วน
หนึ่งของการบรรยาย  หรือเตรียมข้อมูลเสริมที่จะตอบคำถามจากนักศึกษาไว้ แล้วนำเสนอเพิ่มเติม
ในกรณีมีคำถามในประเด็นดังกล่าว

☐ Beware of time limitation:                                                                                                       
ไม่บรรยายเกินเวลาที่มี ตรวจสอบการบริหารจัดการเวลาเป็นระยะๆ ระหว่างการบรรยาย

☐ Resist temptation:                                                                                                               
อดทน (ตัดใจ) ที่จะไม่สอน (บอก) รายละเอียดที่มากเกินไป หรือไม่ตรงกับ learning outcome
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  PREPARE SLIDES (Don’t just make slides, DESIGN them!)
☐ Create ideas, NOT slides:
สไลด์หรือสื่อการสอนมีจุดประสงค์เพื่อช่วยในการเรียนรู้ของผู้เรียน สื่อที่มีประสิทธิภาพจะนำเสนอ
ข้อมูลสำคัญที่นำไปสู่แนวคิดหลักของเนื้อหาการบรรยาย โดยไม่จำเป็นต้องมีทุกรายละเอียด

☐ Simplify visual elements:
   สไลด์แต่ละแผ่นประกอบด้วยส่วนต่างๆ คือ ตัวหนังสือ พื้นหลัง สี  รูป วิดีโอ และ ตาราง เป็นต้น          
   สไลด์ที่ดี คือสไลด์ที่ออกแบบโดยมีการเรียนรู้ของผู้เรียนเป็นศูนย์กลาง เช่น มีตัวหนังสือที่อ่านง่าย 
   ชัดเจน ไม่มีจำนวนตัวหนังสือมากเกินไป หรือ เป็นรูปที่ชัดเจน เห็นได้ชัดแม้ผู้เรียนนั่งอยู่หลังห้อง
   (ข้อแนะนำ: สไลด์ที่ดีไม่ใช่สไลด์ที่มี element มากมายจนไม่สามารถเติมอะไรเข้าไปได้อีก แต่
   เป็นสไลด์ที่ผ่านการออกแบบมาอย่างดี มี element ที่เหมาะสมจนไม่สามารถตัดอะไรออกไปได้อีก)
☐ Re-check and Prune your slides:
   หลังจากทำสไลด์เสร็จรอบแรก ให้ตรวจดูภาพรวมว่าการเรียงลำดับเนื้อหาเหมาะสมและนำไปสู่
   หลักการสำคัญที่ต้องการให้เกิดการเรียนรู้ในตัวผู้เรียนหรือไม่ โดยทั่วไปมักจะพบว่าสามารถตัด
   ข้อมูลหรือสไลด์บางส่วนออกได้ (โดยอาจ hide สไลด์ดังกล่าวไว้)

  PRESENT YOUR LECTURE (Just be present! It’s all about your AUDIENCE.)
☐ Rehearse and Seek feedback:
   ฝึกซ้อมการนำเสนอและรับฟังความคิดเห็นเพื่อพัฒนาการนำเสนอให้ดีขึ้น
☐ Survey the location and Run your slides:
   ถ้าเป็นไปได้ ก่อนการบรรยายควรตรวจสอบดูสถานที่สำหรับการบรรยาย ลักษณะของห้องบรรยาย
   ตำแหน่งที่ยืน สามารถเดินในห้องบรรยายได้สะดวกหรือไม่ ตรวจสอบดูว่าสามารถใช้คอมพิวเตอร์ที่  
   เตรียมมาหรือไม่ ผู้เรียนที่อยู่หลังห้องสามารถเห็นข้อมูลบนสไลด์ได้ชัดเจนหรือไม่
☐ Arrive early
☐ Connect with audience:
   ผู้เรียนจะตั้งใจฟังมากขึ้นเมื่อรู้สึกเชื่อมโยงกับผู้บรรยาย ในกรณีที่เป็นการพบกันครั้งแรก ผู้บรรยาย
   ควรแนะนำตัวพอประมาณและแบ่งปันประสบการณ์ที่เชื่อมโยงกับผู้เรียน
☐ Radiate enthusiasm:
   แสดงให้ผู้เรียนสัมผัสได้ถึงความกระตือรือร้นต่อเนื้อหาที่กำลังจะบรรยาย โดยอาจนำเสนอเรื่องเล่า
   ของผู้บรรยาย เช่น ความรู้สึกที่มีต่อเนื้อหา หรือ ยกตัวอย่างสถานการณ์ที่เกี่ยวข้องกับเนื้อหา
☐ Demonstrate care and respect:
   ผู้บรรยายสามารถแสดงความเอาใจใส่และความเคารพที่มีต่อผู้เรียน ผ่านการแต่งกาย ภาษาพูด
   ภาษากายที่เหมาะสม หรือ ผ่านการตอบสนองต่อปฏิกิริยาที่เกิกขึ้นระหว่างบรรยายของผู้เรียน เข่น 
   การอธิบายซ้ำเมื่อนำเสนอเรื่องที่ยากหรือรอให้ผู้เรียนได้บันทึกข้อมูลสำคัญ
☐ Identify difÞcult topics:
   บอกผู้เรียนก่อนที่จะเข้าสู่เนื้อหาที่ยาก เน้นย้ำจุดที่ผู้เรียนมักเข้าใจไม่ถูกต้อง 
☐ Do NOT read slides!
☐ Use repetition strategically:
   บอกผู้เรียนว่าจะได้เรียนหลักการอะไรบ้าง กำลังเรียนอะไรอยู่ และได้เรียนอะไรไปแล้ว
☐ Be yourself and have FUN:
   การบรรยายที่ “สนุก” ขึ้นกับวิธีบรรยายและการออกแบบการนำเสนอ เมื่อผู้บรรยายผ่อนคลายและ
   สนุกกับการนำเสนอ ก็จะส่งผลให้ผู้เรียนรู้สึก “สนุก” และติดตามการบรรยายอย่างตั้งใจ
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Interactive lecturing
Geoff White, Faculty of Education, Monash University, Victoria, Australia

SUMMARY
Background: Lectures can vary
from being entirely teacher-
centred through to those that
value learner–teacher and
learner–learner interaction.
Advocates of the exclusively
didactic (teacher-centred) lecture
aim to maximise the amount of
lecture time available to their
delivery of content, and regard
other activities as ‘lost’ lecture
time. Educational research has,
however, identified the potential
benefit of interactivity that pro-
motes mentally active learning
and improved learning outcomes.
This article reviews the notion of
‘active learning’, outlines how
active learning is promoted by

interactivity and concludes with
strategies for including interac-
tivity within lectures.
Method: Narrative review and
discussion.
Results: The article begins with
a summary of the purposes of
lecturing, and the distinctions
between mentally active and pas-
sive learning. The associations
between interactivity, cognitively
active learning and improved
learning outcomes are considered,
and strategies for promoting
interactivity and active learning
are explored. Three student–
student interaction strategies are
discussed, and an exemplar of
each of these strategies in action
is provided. The exemplar

addresses the ‘lost time’ concern
of some advocates of the exclu-
sively didactic lecture.
Discussion: Interactivity can be
readily introduced to lectures
without a significant reduction
in the amount of time available
for didactic lecturing. This paper
challenges the view that the
inclusion of interactivity equates
to a loss of learning time, by
showing that students’
achievement of learning
outcomes is enhanced by
planned and structured engage-
ment with others. The paper
concludes with an example of
how interactivity can be incor-
porated within the traditional
lecture format.

Educational
research has

identified the
potential
benefit of

interactivity
that promotes

mentally active
learning

Teaching
strategies
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THE PURPOSE OF LECTURES

T
he purpose of lectures
includes allowing the
lecturer to:

• demonstrate enthusiasm for
the topic;

• contextualise the specific
content of the lecture within
the broader field of study;

• help the students integrate
previously learned information;

• cover content in a
time-efficient manner;

• explain difficult content
elements;

• develop connections with
the students (the important
relational dimension of
teaching);

• model expert thinking.

Lectures should NOT be used in
the following circumstances:

• when the content is readily
available elsewhere, e.g. in texts;

• when students are expected
to rote learn the content;

• when the content is best
engaged within small group
settings;

• when the learning objectives
focus upon the development
of clinical skills.

Implicit within the first set of
bulleted points (above) is the
principle that effective lecturing
does not equate to telling the
students everything the curricu-
lum states they should learn.
Rather, this view sees the lec-
turer’s primary role as helping
students develop their own
frameworks of understanding that
can accommodate further learning
and aid transfer to new fields and
problems.

ACTIVE AND PASSIVE
LEARNING

The term ‘active learning’ has two
common meanings: physical
activity-based learning, such as

might be found in teaching labo-
ratories or team-building courses;
and the mental activity that is
often contrasted with the passive
rote learning of facts. This article
focuses upon the second of these
two meanings, in which mental
activity is characterised by the
learner thinking the following
thoughts. How does this new
information or experience com-
pare with what I already know?
Does this make more sense than
what I currently know and under-
stand? Should I just modify a bit
of what I currently know? Should I
change completely what I cur-
rently know? Does my new
understanding help me to better
understand clinical phenomena or
events in other settings?

Consistent with this perspec-
tive, Prince defines active learn-
ing as:

…any instructional method
that engages students in
the learning process. In
short, active learning
requires students to do
meaningful learning activi-
ties and think about what
they are doing.1

INTERACTIVITY AND
ACTIVE LEARNING

Active learning is often aided by
providing students opportunities

to interact with each other and
the teacher in ways that require
them to listen to the views of
others, compare those views with
their own and then reformulate a
deeper personal understanding.
The provision of activities that
require the student to consider
his or her own understanding
before engaging with the views
of others can facilitate deeper
personal learning during the
interactive phase. Higher order
thinking that involves comparing
different views, synthesizing
related information, or creating
new ways of seeing or doing
things are also active learning
activities promoted by
interaction.

Small groups have been rec-
ommended as the ideal environ-
ment for interactive learning,2

but does this mean that we have
to choose between lectures and
small groups for promoting
interactivity? Is it possible to
increase the level of interac-
tion in the lecture setting?
Would too much lecture time
be lost if interactivity was
introduced?

INTERACTIVITY AND
LECTURES

Taking the third of the above
questions first, interactivity can
most definitely be incorporated in
lectures whilst still leaving time

Active learning
is often aided
by providing
students
opportunities to
interact with
each other and
the teacher

� Blackwell Publishing Ltd 2011. THE CLINICAL TEACHER 2011; 8: 230–235 231



30 - 31 May 2017การสอนนักศึกษาระดับปรีคลินิกอย่างมีประสิทธิภาพ (Effective preclinical teaching)

39หน่วยพัฒนาแพทยศาสตรศึกษาและวิจัยการศึกษา (MERD) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978, 02-4196637

for didactic lecturing.3 Simple
ways to increase interactivity
include asking the students to
discuss a key idea with their
neighbour, using the pause and
clarify method (see below),4–6 or
asking pairs or small groups of
students to generate a question
for you, the lecturer.

A SIMPLE BUT POWERFUL
INTERACTIVE TEACHING
STRATEGY: PAUSE AND
CLARIFY

The peer discussion activities in
the loss and grief lecture (see
Appendix), and the closely related
pause and clarify strategy, are
designed to promote learning via
interaction. The pause and clarify
method is especially effective
when focused upon difficult con-
cepts. The lecturer pauses for
2 minutes while the students chat
with their neighbour about their
respective understanding of key
or difficult conceptual content,
with the aim being for each
student to clarify their own
understanding by comparing their
perspective with that of their
partner. This learner–learner
interaction can be facilitated by
the teacher asking them to con-
sider a question that requires
them to apply their respective
understanding, rather than simply
recall related information.
Research has shown this strategy
to be highly effective in improv-
ing the achievement of learning
outcomes.4–6

Teacher–learner interaction is
most easily promoted by asking
questions, in particular those
that are open ended, and that
lack an immediately obvious sin-
gle correct response. For exam-
ple, the steps in taking a history
are often taught didactically in a
linear step-wise fashion. An
alternative interactive approach
could involve the lecturer pre-
senting herself to the learners as
a patient with a particular
symptom and inviting them to
interact with her by asking

history-taking questions about
her condition.

THE SPECTRUM MODEL
FOR PROMOTING
ACTIVE INTERACTIVE
LEARNING

The ‘spectrum’ model is another
interactive lecturing strategy that
is particularly well-suited to con-
tent that involves the ranking of
values or beliefs, the sequencing
of steps in a process or the
ordering of a sequence’s compo-
nents. Using a lecture on the
glycaemic index (GI) as an exam-
ple, student–student interaction
can be introduced by asking a
dozen volunteers to come for-
ward, each of whom is provided
with a large card on which is
written a single food such as
banana, white rice or sports
drink. The students are then asked
to order themselves along an
imaginary scale on the floor of
the venue from highest GI value
to lowest GI value. The audience
can then interact with the
volunteers to amend the sequence
if needed.

The spectrum model can also
be applied to the teaching of
sequences and processes, in which
case the volunteers’ cards carry a
single step in the given sequence:
e.g. one of the organs in the
alimentary canal, a biochemical in
a process or a subskill of a mul-
tistep skill sequence. Values can
be explored by presenting an
ethical case to which volunteers
respond by aligning themselves
on the imaginary spectrum, from
‘strongly agree’ through to
‘strongly disagree’, with uncertain
or neutral as the central position.
Discussion can then occur in
relation to why students
chose their particular spectrum
position.

INTERACTIVE LECTURING
IN PRACTICE

How could interactivity work in
practice? An example of a hypo-

thetical 60-minute interactive
lecture designed to promote ac-
tive learning in the content area
of loss and grief is shown in the
Appendix below.

BUT WHAT ABOUT ALL
THE TIME ‘LOST’ TO
INTERACTIVITY?

A lecture that incorporates
student–student and student–
lecturer interaction will inevita-
bly take up time that could
otherwise be used by the lecturer
for didactic teaching. The reality,
however, is that the time allo-
cated to such activities need not
be all that great. Taking the loss
and grief lecture shown in the
Appendix as an example, inter-
activity took less than 11 min-
utes, leaving 80 per cent of the
lecture time for management and
didactic teaching.

OTHER FEATURES OF
THE LOSS AND GRIEF
LECTURE

The death-related loss lecture
includes a number of strategies in
addition to those designed for
interactivity.

1. The review phase prompts
the students to bring their
prior knowledge to the
surface, thereby creating
memory ‘hooks’ upon
which they can hang
the content of the
lecture.

2. By presenting the learning
objectives of the lecture at
the start, the lecturer
provides the students with a
mental road map in advance
to help them organise their
thinking as the lecture
progresses.

3. Sam’s hypothetical case is
designed to engage the
students with something
they will hopefully see as
authentic, in so far as it
represents what could
happen in the real world.

The pause and
clarify method
is especially

effective when
focused upon

difficult
concepts
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The discussion of this case
with a neighbour
requires the individual
student to analyse what
they already believe, know
and understand, and
then form it into a
discussion contribution.
These are active
learning mental
behaviours that become
embedded within the
memory by
interaction with a
neighbour.

4. Interspersing the teacher-
centred components with
interactivity increases
variety, improves attention,
and creates opportunities
for active learning and
better recall.

CONCLUSION

The reflective lecturer will
often recognise the need to

diversify their repertoire of
lecturing strategies, whilst
sometimes being unsure of
how to incorporate interactivity
and whether it is worth the
‘loss’ of lecturing time.
Research has addressed
these concerns by clearly
establishing the critical
importance of active learning
and the value of interactive
strategies for promoting active
learning, and by confirming
that they should be seen
as legitimate lecturing
activities rather than as
lecturing interludes, diversions
or losses.
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sliateDerutceLedilstnioPrewoPDuration

Introduction:
recall and
orientation

30 
seconds 

Lecturer poses question:  

What were the two main categories of loss we considered in last 

week’s lecture? 

30 
seconds 

Lecturer listens to students’ responses to the recall question and 

then reinforces the previous lecture’s content.

Appendix. Hypothetical 60-minute interactive lecture designed to promote active
learning in the content area of loss and grief

� Blackwell Publishing Ltd 2011. THE CLINICAL TEACHER 2011; 8: 230–235 233



30 - 31 May 2017การสอนนักศึกษาระดับปรีคลินิกอย่างมีประสิทธิภาพ (Effective preclinical teaching)

41หน่วยพัฒนาแพทยศาสตรศึกษาและวิจัยการศึกษา (MERD) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978, 02-4196637

1 minute 

Lecturer orients learners to the current lecture’s content -

Responses to Death-related Loss. Orientation could be achieved by

stating the key points or setting out verbally and visually the 

lecture’s learning objectives.  

Body 

The body of the lecture commences with a thinking activity

designed to prepare the learners for the first interactive activity. 

90 
seconds 

Learners are asked to talk with their neighbour about their 

behavioural responses.

The lecturer then briefly probes the class’s ideas.  

2
minutes

The lecturer then moves to the presentation of a case scenario designed to promote active learning: 

Scenario 
You are at a family BBQ on Saturday afternoon. Your sister confides in you that her partner’s father, 
Sam, widowed three years ago after 38 years of marriage, is often overheard “talking to his wife”. 
Your sister and her partner believe Sam is “mentally unwell” and she wants your opinion on their 
belief.  
Do you think Sam’s conversations with the deceased are symptomatic of an unhealthy condition? 

sliateDerutceLedilstnioPrewoPDuration

7
minutes 

The lecturer then asks for a show of hands to the question about

Sam’s mental health, summarises the class’s responses to the 

question and engages in some brief interaction with the students 

about the responses, if desired. 

25
minutes 

The ground is now prepared for the lecturer to provide some 

formal didactic input.

3
minutes 

The lecturer then introduces another opportunity for interaction 

that requires the students to think about and apply the previous 25

minutes of content. 

Introduction:
recall and
orientation
(cont.)

Appendix. (Continued)
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Conclusion

Body (cont.)

The lecture is now nearing its conclusion so the lecturer moves 

into the review phase. 

2
minutes 

The lecture concludes with a link to the next lecture in the 

sequence by using a combined linking and engagement activity, 

a class vote. This voting activity uses a slide with two builds –

Build 1 presents the question about predictors of positive 

outcomes as a multiple choice question, Build 2 adds ‘ANSWER: 

Come to the next lecture to find out!’

56 minutes Overall running time
Direct new content instructio n in bold: 40 minutes (71%) 
Interactivity in italics : 10.5 minutes (19%)

15 
minutes 

The lecturer could spend another couple of minutes, additional

to the 15 minutes of instruction, interacting with the class about

what they discussed or move directly into the next period of

didactic lecturing. 

sliateDerutceLedilstnioPrewoPDuration

Appendix. (Continued)
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Flipped classroom – Checklist 
 

รายวิชา    ………………………………….  หัวขอ   ………………………………………………………. 

อาจารยผูสอน …………………………………. 

 

การเตรียมสื่อการเรียนรู (learning materials) 

☐ มีการจัดทํา/รวบรวมสื่อการเรียนรูเพื่อใหนักศึกษาใชศึกษา 

☐ สื่อการเรียนรูมีรูปแบบที่หลากหลาย (optional) 

☐ สื่อการเรียนรูมีปริมาณเนื้อหา/ความยาวเหมาะสมกับเวลาที่นักศึกษามีในการศึกษาลวงหนา 

☐ มีการตรวจสอบคุณภาพของสื่อที่จัดทํา/รวบรวม (เชน ความชัดเจนของภาพและเสียง) 

โปรดระบุสื่อการเรียนรูที่ไดจัดเตรียม 

................................................................................................................................................................

................................................................................................................................................................ 

 

การเตรียมนักศึกษา 

☐ มีการแจงใหนักศึกษาทราบถึงการเตรียมตัวกอนคาบเรียน flipped classroom 

☐ นักศึกษาไดรับแจงเกี่ยวกับการเตรียมตัวลวงหนาในระยะเวลาที่ไมกระชั้นเกินไป 

☐ มีการเตรียมชองทางใหนักศึกษาเขาถึงสื่อการเรียนรูไดอยางมีประสิทธิภาพ (universal 

 media accessibility และ พิจารณาถึง internet access, นโยบายดาน social media) 

 โปรดระบุ ................................................................................................................................. 

☐ นักศึกษาไดรับ instruction ในการเตรียมตัวที่ชัดเจน  

 ☐ มีการแจงวัตถุประสงคการเรียนรูที่ชัดเจน 

 ☐ มีการแจงวธิีการเขาถึง/วิธีการศึกษาสื่อการเรียนรูที่ชัดเจน 

  (เชน หากเปนหนังสือ/เอกสาร ควรมีการระบุเลขหนา) 

☐ มีวิธีการในการสรางแรงจูงใจใหนักศึกษาเตรียมตัวมาลวงหนากอนคาบเรียน เชน แบบฝกหัด 

 pre-test (optional) 
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การเตรียมกิจกรรมในคาบเรียน flipped classroom 

☐ ไมมีการบรรยายซ้ําเกี่ยวกับประเด็นที่ไดมอบหมายใหนักศึกษาไปเรียนรูจากสื่อมาลวงหนา 

☐ จดักิจกรรมที่กระตุนใหเกิดความเขาใจ การตอยอดองคความรู หรือการประยุกตใชความรู 

☐ เนนบทบาทการมีสวนรวมของนักศึกษา 

☐ เนื้อหาของกจิกรรมสอดคลองกับสื่อการเรียนรูที่มอบหมายใหนักศึกษาไปศึกษาเรียนรู 
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1. What is it?
 The flipped classroom is a pedagogical model in which the 
typical lecture and homework elements of a course are reversed. 
Short video lectures are viewed by students at home before the 
class session, while in-class time is devoted to exercises, projects, 
or discussions. The video lecture is often seen as the key ingredient 
in the flipped approach, such lectures being either created by the 
instructor and posted online or selected from an online repository. 
While a prerecorded lecture could certainly be a podcast or other 
audio format, the ease with which video can be accessed and 
viewed today has made it so ubiquitous that the flipped model has 
come to be identified with it. 

The notion of a flipped classroom draws on such concepts as active 
learning, student engagement, hybrid course design, and course 
podcasting. The value of a flipped class is in the repurposing of 
class time into a workshop where students can inquire about 
lecture content, test their skills in applying knowledge, and interact 
with one another in hands-on activities. During class sessions, 
instructors function as coaches or advisors, encouraging students 
in individual inquiry and collaborative effort.

2. How does it work?
 There is no single model for the flipped classroom—the term 
is widely used to describe almost any class structure that provides 
prerecorded lectures followed by in-class exercises. In one 
common model, students might view multiple lectures of five to 
seven minutes each. Online quizzes or activities can be interspersed 
to test what students have learned. Immediate quiz feedback and 
the ability to rerun lecture segments may help clarify points of 
confusion. Instructors might lead in-class discussions or turn the 
classroom into a studio where students create, collaborate, and put 
into practice what they learned from the lectures they view outside 
class. As on-site experts, instructors suggest various approaches, 
clarify content, and monitor progress. They might organize 
students into an ad hoc workgroup to solve a problem that several 
are struggling to understand. Because this approach represents a 
comprehensive change in the class dynamic, some instructors have 
chosen to implement only a few elements of the flipped model or 
to flip only a few selected class sessions during a term.

3. Who’s doing it?
 A growing number of higher education individual faculty 
have begun using the flipped model in their courses. At Algonquin 
College, a video production class has been using this model to 
explain the workings of editing software, a procedure that is 
notoriously difficult to explain in a standard lecture. Short tutorial 
video lectures let students move at their own pace, rewind to 
review portions, and skip through sections they already understand, 

Scenario
For the past two weeks, Kyle has been taking a flipped 
course in designing food gardens. Before he attends each 
class, he watches videos of short lectures recorded or 
recommended by his instructor. Each lecture comes with a 
brief online quiz that offers him immediate feedback on 
whether he missed any essential points. Today as he enters 
class, he glances at the schedule on the whiteboard. For the 
first half hour, teams will discuss how the content of the 
video lectures on microclimates, insect predation, and 
disease control will inform their team projects. Professor 
Dalton circulates among the tables to see if anyone has 
questions.

Kyle’s team will be repurposing an area the size of an urban 
backyard into a visually appealing garden that is also a 
functional food source. It’s part of the larger class project to 
reclaim a strip of city land by building a demonstration food 
garden. “I think we should bring in disease-resistant 
blueberries, grapes, and pome fruits,” says Coleen, looking 
at the rough drawings they have made so far. Dalton stops 
to look over their design. “Check the nursery catalogs on the 
front table,” he suggests. “Disease-resistant strains are 
clearly marked in their listings.” As they search the catalog 
and discuss which diseases might be a problem in dwarf 
apples, pears, blueberries, and grapes, Kyle enters their 
cultivar choices in their Google Docs space. They are turning 
to a discussion of microclimates and plant placement when 
a chime signals discussion is over.

In the second half of the class, team monitors each retrieve 
two flat boxes from the front of the class. One box contains 
a stack of pins and various leaves preserved in plastic. The 
second box has a foam insert topped by a paper grid; each 
square is labeled with a nutritional deficiency or a disease 
common to food plants. During the next half hour, each team 
is to identify the disease or nutritional deficiency and pin the 
correct leaf in the right spot on the grid. Dalton is on hand, 
directing attention to clues and sometimes challenging their 
choices.

As he leaves, Kyle reflects that the hands-on activities have 
given him a far better grasp of the information and more 
confidence in what he has learned than he could have gotten 
from an in-class lecture.
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6. Where is it going?
 As the flipped class becomes more popular, new tools may 
emerge to support the out-of-class portion of the curriculum. In 
particular, the ongoing development of powerful mobile devices 
will put a wider range of rich, educational resources into the hands 
of students, at times and places that are most convenient for them. 
Greater numbers of courses will likely employ elements of the 
flipped classroom, supplementing traditional out-of-class work 
with video presentations and supporting project-based and lab-
style efforts during regular class times. At a certain level of 
adoption, colleges and universities may need to take a hard look at 
class spaces to ensure they support the kinds of active and 
collaborative work common in flipped classes. 

7. What are the implications for teaching and  
 learning?
The flipped classroom constitutes a role change for instructors, 
who give up their front-of-the-class position in favor of a more 
collaborative and cooperative contribution to the teaching process. 
There is a concomitant change in the role of students, many of 
whom are used to being cast as passive participants in the 
education process, where instruction is served to them. The flipped 
model puts more of the responsibility for learning on the 
shoulders of students while giving them greater impetus to 
experiment. Activities can be student-led, and communication 
among students can become the determining dynamic of a session 
devoted to learning through hands-on work. What the flip does 
particularly well is to bring about a distinctive shift in priorities—
from merely covering material to working toward mastery of it.

meaning students come to class able to use the software and 
prepared to do creative projects with their peers. A particularly 
successful example of a blended and flipped class in accounting 
at Penn State accommodates 1,300 students. In-class time is used 
for open discussion, a featured guest speaker, or hands-on 
problem solving where instructor support is supplemented by 
student assistants. At Harvard University, one physics professor 
not only employs the flipped model but has also developed a 
correlative site, Learning Catalytics, that provides instructors with 
free interactive software enabling students to discuss, apply, and 
get feedback from what they hear in lecture.

4. Why is it significant?
 In a traditional lecture, students often try to capture what 
is being said at the instant the speaker says it. They cannot stop 
to reflect upon what is being said, and they may miss significant 
points because they are trying to transcribe the instructor’s words. 
By contrast, the use of video and other prerecorded media puts 
lectures under the control of the students: they can watch, rewind, 
and fast-forward as needed. This ability may be of particular value 
to students with accessibility concerns, especially where captions 
are provided for those with hearing impairments. Lectures that 
can be viewed more than once may also help those for whom 
English is not their first language. Devoting class time to 
application of concepts might give instructors a better 
opportunity to detect errors in thinking, particularly those that 
are widespread in a class. At the same time, collaborative projects 
can encourage social interaction among students, making it easier 
for them to learn from one another and for those of varying skill 
levels to support their peers.

5.  What are the downsides?
 The flipped classroom is an easy model to get wrong. 
Although the idea is straightforward, an effective flip requires 
careful preparation. Recording lectures requires effort and time 
on the part of faculty,  and out-of-class and in-class elements must 
be carefully integrated for students to understand the model and 
be motivated to prepare for class. As a result, introducing a flip 
can mean additional work and may require new skills for the 
instructor, although this learning curve could be mitigated by 
entering the model slowly.

Students, for their part, have been known to complain about the 
loss of face-to-face lectures, particularly if they feel the assigned 
video lectures are available to anyone online. Students with this 
perspective may not immediately appreciate the value of the 
hands-on portion of the model, wondering what their tuition 
brings them that they could not have gotten by surfing the web. 
Those who see themselves as attending class to hear lectures may 
feel it is safe to skip a class that focuses on activities and might 
miss the real value of the flip. Finally, even where students embrace 
the model, their equipment and access might not always support 
rapid delivery of video.
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Team-based Learning

รศ.นพ. เชิดศกัดิ� ไอรมณีรตัน์
ภาควิชาศลัยศาสตร ์คณะแพทยศาสตรศ์ริิราชพยาบาล

มหาวิทยาลัยมหิดล

Schedule
Time Activity

0830 – 0840 Orientation
0840 – 0850 iRAT
0850 – 0900 gRAT
0900 – 0915 Discussion: answers
0915 – 0935 Teaching
0935 – 0945 Application exercise
0945 – 0955 Discussion: application exercise
0955 – 1000 Questions and answers

History
• Larry Michaelsen, a professor of business at the 

University of Oklahoma developed a team-
based learning to promote active learning in a 
course in management in late 1970s.

• In 2001, the US Department of Education 
awarded a Fund for the Improvement of 
Postsecondary Education (FIPSE) to Baylor 
Medical College to increase TBL in medical 
education

History (2)
• A first book about TBL, “Team-based 

learning: A transformative use of small 
groups”, by Michaelsen, Knight, & Fink 
was published in 2002.

• By 2008, more than 50 health professions 
schools have used TBL and there have 
been over 20 publications on its use.

Why TBL?
• Problems we encountered with traditional 

teaching in Surgery
– เนื� อหาวิชาการเพิ�มมากขึ� นอย่างรวดเร็ว
– นักศึกษาไม่เตรียมตวัมาเรียน ไม่ศึกษาบทเรียนมาก่อน
– นักศึกษาเรียนแบบ passive ขาดความสามารถในการเรียนรูด้ว้ยตนเอง
– เมื�อทาํกิจกรรมกลุ่ม มีนักศึกษาที�อาศยัเพื�อน โดยตนเองไม่ไดท้าํงาน
– เมื�อสิ� นสุดการเรียนแลว้ นักศึกษาไม่สามารถนําความรูไ้ปแกปั้ญหาผูป่้วยได ้

Team-based Learning
• An active learning conducted in a large 

class with the following features:-
1. Permanent (term-long), instructor-assigned 

groups of students
2. Individual accountability for out-of-class work

• Individual Readiness Assurance Test (iRAT)
3. Incentives for working effectively as a team

• group Readiness Assurance Test (gRAT)
4. In class application exercises
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Discussion

Application exercise

Teaching

Discussion

gRAT

iRAT

Pre-class study
Team-based Learning: Surgery Style
• Started in a class of M4 students
• A class of about 48 - 50 students
• Divided into 6 groups of 8 - 9 students
• เรียนทุกวนัพฤหสั บ่าย 1300 - 1600

Schedule
Time Activity

1300 – 1315 iRAT
1315 – 1345 gRAT
1345 - 1415 Discussion: answers
1415 - 1445 Teaching
1445 - 1525 Application exercise
1525 – 1555 Discussion: application exercise
1555 - 1600 Group feedback

Reading
• ก่อนการเรียน นักศึกษา ตอ้ง ศึกษาบทเรียนที�ไดม้อบหมายไปให้

เขา้ใจ
• บทความวิชาการ จากตาํรา หรือวารสารทางการแพทยที์�อาจารย์

ไดค้ดัเลือกแลว้ว่าเป็นเนื� อหาที�สาํคญั และนักศึกษาตอ้งรูเ้พื�อใช้
ในการดูแลผูป่้วยทางศัลยศาสตร์

• นักศึกษาแตล่ะคนตอ้งศึกษาเนื� อหาทั�งหมด ไม่ใช่การแบ่งอ่านกนั
คนละส่วน

iRAT
• Individual Readiness Assurance Test

– Multiple-choice questions 5 ตวัเลือก
– นักศึกษาแตล่ะคนตา่งคนตา่งทาํ
– Closed book exam
– จาํนวนขอ้สอบ 10 ขอ้ เวลา 15 นาที

gRAT
• Group Readiness Assurance Test

– Multiple-choice questions ชุดเดียวกนักบั iRAT
– ใหน้ักศึกษาใชก้ระบวนการกลุ่มในการหาคาํตอบ
– Open book exam
– ขอ้สอบ 10 ขอ้ เวลา 30 นาที
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IF-AT
• Immediate Feedback Assessment 

Technique
– Self-made scratch card

• www.taladcard.lnwshop.com
• คุณเตือนใจ 081-3745428

– Ready-made scratch card
• www.epsteineducation.com
 10 questions
 25 questions
 50 questions

IF-AT

Discussion
• อภิปรายคาํตอบของ iRAT, gRAT ทีละขอ้
• หากนักศึกษาไม่เห็นดว้ย สามารถแสดงความเห็น หากความเห็น

ดงักล่าวเหมาะสม อาจสามารถปรบัเปลี�ยนเฉลยได้
• ระหว่างอภิปราย เจา้หนา้ที�จะรวมคะแนน และแสดงคะแนนของ

แตล่ะกลุ่ม

Teaching
• อาจารยส์รุปประเด็นสาํคญัของหัวขอ้นั�นๆอย่างคร่าวๆ

Application Exercise
• อาจารยแ์จกโจทยที์�มีความซับซ้อนมากยิ�งขึ� น 
• นักศึกษาใชก้ระบวนการกลุ่มในการแกปั้ญหา
• ลกัษณะโจทย์

– Significant
– Same problem
– Specific choice
– Simultaneous report

• เวลา 40 นาที

Discussion: Application Exercise
• นักศึกษาแตล่ะกลุ่มแสดงจุดยืนของตนในโจทยแ์ตล่ะขอ้
• นักศึกษาอภิปรายเหตุผลสนับสนุนการตดัสินใจของตนเอง
• อาจารยส์รุปแนวทางแกปั้ญหา
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Assessment
• การเรียนแต่ละครั�งมีคะแนน 100 คะแนน

– iRAT 20 คะแนน
– gRAT 30 คะแนน

• แตล่ะขอ้มีคะแนน 3 คะแนน (3,2,1,0.5)
– Group activity 30 คะแนน
– In-class application exercise 20 คะแนน

แบบประเมินกิจกรรมกลุ่ม

หวัขอ้ ดีมาก
(5)

ดี
(4)

พอใช ้
(2)

ควรปรบัปรุง
(1)

1. ความตรงต่อเวลา 
2. มีการเตรียมตวัศึกษาหาความรู ้
ก่อนเรียนมาเป็นอยา่งดี 
3. การนาํเสนอแนวคิดของตนเองต่อที�
ประชุมอย่างเหมาะสม
4. สามารถอธิบายสิ�งต่างๆใหเ้พื�อน
ฟังไดอ้ย่างกระจ่างชดั
5. การยอมรบัฟังความเห็นของผูอื้�น
6. กริยา มารยาทในการประชุม 

Cherdsak Iramaneerat
Cherdsak.ira@mahidol.ac.th

The Four Topics
1. Preoperative evaluation and preparation I
2. Preoperative evaluation and preparation II
3. Ethical issues in surgery
4. IV fluid management 

Current Situation
• M4 students x 4 sessions

– Preoperative evaluation and preparation 
– Shock
– Ethical issues in surgery
– IV fluid management

• M5 students x 4 sessions
– Patient safety
– Palliative care
– Postoperative care
– Critical appraisal of surgical research

Albert Einstein
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Group Readiness Assurance Test (gRAT) 

Immediate Feedback Assessment Technique (IF-AT) 

          Item A  B           C               D         E            Score 

1.       D    2 
               

2.     C      2 
            

3.           3 
            

4.   B  C      1 
            

5. A  B  C      0.5 
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Small group discussion 
and facilitation Small group discussion  

มีจุดประสงค์อย่างไร?

Small group discussion: 
Objective

• Apply newly learned skills 

• Mull over new subject matter 

• Learn to analyse arguments critically 

• Practice synthesizing conicting views 

• Relate material to their own lives

รูปแบบห้องเรียน  
และ รูปแบบการสอน 
ควรเป็นอย่างไร

Small group discussion: 
Methods
• Discussion — link concepts to their own lives 

• Encourage student — evaluate material critically 

• Address — open-ended, no clear resolution 

• Variety of questions — exploratory, relational, cause and 
effect, diagnostic, action, hypothetical

Facilitate — Don’t dominate

Summarize responses , pause (give time to reect),  

taking note, review the main ideas —> conclusion

• Provide clear guidelines 

• Make sure the assigned material is discussed in 
class 

• Distributing study questions in advance
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Facilitation

Facilitation

• ทำไมต้อง Facilitation 

• Facilitation คืออะไร 

• Facilitation เหมาะกับใคร   เหมาะกับเรื่องอะไร 

• Facilitator ต้องมีทักษะอะไรบ้าง

http://www.nwivisas.com/nwi-blog/australia/australian-skilled-occupation-list-2015-–-2016-published/

Set of standards

Knowledge & Skill    

http://www.nwivisas.com/nwi-blog/australia/australian-skilled-occupation-list-2015-–-2016-published/

Attitude

Facilitation คืออะไร

Instruction vs. Facilitation:  
Characters
Instruction

• Primarily a telling activity 

• Knowledge & skills developed through direct communication or 
demonstration 

• Questioning - to check understanding or reinforce key messages

Facilitation

• Help trainees to discover for themselves — what is appropriate & 
effective (in the context of their own experience & circumstances)
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Instruction

• Most efcient technique: To transfer knowledge & many skills  

• Train large number of people 

• Particularly useful if only certain answers are acceptable

Facilitation

• Encourage appropriate attitude 

• Reinforce effective behaviour 

• Also can be used in : Development of skills and even knowledge

Instruction vs. Facilitation:  
Useful & their place

Instructing Facilitating

1. What do the words imply? Telling, showing Making easy, enabling

2. What is the aim? Transfer knowledge & 
develop skill

Gain insight / self analysis to 
enable an attitude change

3. Who knows the subject? Instructor Both (facilitator + student)

4. Who has the experience? Instructor Both

5. What is the relationship? Top down Equal

6. Who sets the agenda? Instructor Both

7. Who talks the most? Instructor Student

8. What is the timescale? Finite Innite

9. What is the focus? Instructor / task Student / attitudes / behaviour 

10. What is the workload? Medium / high Intense

11. What are trainers thoughts? Judemental Non-judgemental

12. How is progress evaluated? Test Observation / self assessmentObservation / self assessment

Gain insight / self analysis to 
enable an attitude change

http://www.nwivisas.com/nwi-blog/australia/australian-skilled-occupation-list-2015-–-2016-published/

AttitudeFacilitation
Evaluation 

หัวข้อใดบ้าง 
ที่น่าจะใช้เทคนิค facilitation 

(สำหรับนักศึกษาที่ท่านต้องสอน)

Questioning

Listening

Body language

Observation of behaviour

Role modelling

Giving and receiving feedback

Facilitation skills: จุดประสงค์ของการถาม
• ประเมินความรู้ ความเข้าใจ 

• ทำให้ทุกคนมีส่วนร่วม 

• ควบคุมทิศทางการอภิปราย 

• ให้ทุกคนได้ทบทวนความคิดของตนเอง

รู้

ร่วม

คุมทิศ

คิดทวน
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ประเภทของคำถาม
Testing question

Reecting / Referral question

Probing question

Teaching question

รู้

ร่วม

คุมทิศ

คิดทวน

ลักษณะของคำถาม
Closed-end question

• ใช้ explore ผู้เรียน     

• ใช้กระตุ้น participation ได้ 

Open-end question

• มีโอกาส “แป๊ก” ได้ โดยเฉพาะถ้าถามเกี่ยวกับ knowledge 

• ไม่อยาก “แป๊ก” ต้องถามกว้างๆ ตอบได้ไม่ยาก

ลักษณะของคำถาม

Co-creative question

• ผู้ถามอาจจะไม่รู้คำตอบที่ชัดเจน  

• คำตอบจะได้มาจากการอภิปรายในชั้นเรียน

Facilitation skills: 

Listening

Look interested 

Inquire with questions 

Stay on target 

Test understanding 

Evaluate the message 

Neutralise your thoughts, feeling and opinions

The magic of facilitation 

• Time ies 

• Everyone stays engaged 

• Everyone grows, even the facilitator
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Principles of Assessment in 
Preclinical Classrooms

รศ.นพ.เชิดศกัดิ�  ไอรมณีรตัน์
ภาควิชาศลัยศาสตร์

คณะแพทยศาสตร์ศริิราชพยาบาล

Assessment

• The process of documenting, usually in 
measurable terms, knowledge, skills, 
attitudes and beliefs. 

Assessment drives instruction.

“Purposeful assessment 
drives instruction and affects 
learning." 

Wisconsin’s guiding principles for teaching and learning

Outline
• What?: Outcomes
• When?: Timing of assessment
• Where?: Places for assessment
• Who?: Assessors
• Why?: Benefits of assessment
• How? - Principles of good assessment

- Assessment methods
- Steps in student testing

Outcomes

• Cognitive

• Psychomotor

• Affective

Core competencies

Medical Council of Thailand
Core Competencies (2012)

• Professional habits, attitudes, moral, and ethics
• Communication and interpersonal skills
• Medical knowledge
• Patient care

– History taking, physical exam, diagnosis
– Medical investigations, medical procedures

• Health promotion and health care system

• Continuous professional development
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Assessment and Instructional Process
• Placement 

– Aims at determining the readiness of students for the 
planned instruction

• Formative
– Aims at providing feedback to students and teachers 

concerning learning successes and failures

• Summative
– Aims at determining the extent to which instructional 

goals have been achieved; used primarily for assigning 
grades

Gronlund NE. Assessment of student achievement, 7th ed. Boston, MA: Pearson education; 2003.

Where to Assess Students

• Social context

• Physical context

• Virtual context

Characteristics of Good Assessors
• Interpersonal skills
• Subject matter expert
• Assessment expert

Four Ways that assessment can 
aid instruction

1. Student motivation
2. Retention and transfer of knowledge
3. Student self-assessment
4. Evaluating instructional effectiveness

Gronlund NE. Assessment of student achievement, 7th ed. Boston, MA: Pearson education; 2003. 

Criteria for Good Assessment
• Validity
• Reliability (Reproducibility)
• Equivalence
• Feasibility
• Educational Effect
• Catalytic Effect
• Acceptability

Norcini J, et al. Criteria for good assessment: Consensus statement and recommendations 
from the Ottawa 2010 conference. Medical Teacher 2011; 33: 206 – 214. 

1. Validity
• The extent to which an assessment 

instrument measures what it intends to 
measure

• The degree to which evidence and theory 
support the interpretations of test scores 
entailed by the proposed uses of tests
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Validity Threats
• Construct Underrepresentation

The degree to which a test fails to capture 
important aspects of the construct. The test does 
not adequately sample some parts of the content

• Construct-Irrelevant Variance
The degree to which test scores are affected by 
processes that are extraneous to its intended 
construct

2. Reliability
• Consistency of test scores

– If we test the students/residents again, will 
they get the same scores?

• Range: 0 – 1
• High values: highly consistent test scores

How Much is Enough?
• Depends on test scores uses

– High-stakes exam: 0.9 or higher
– Medium-stakes exam: 0.80 – 0.89
– Low-stakes exam: 0.70 – 0.79

15

Improving Reliability
• Increase the number of test items
• Adjust item difficulty to obtain larger 

spread of test scores
• Adjust testing conditions to eliminate 

interruptions, noise, and other disrupting 
factors

• Eliminate subjectivity in scoring

16

3. Equivalence
• การจดัสอบหวัข้อเดียวกันกับนกัศึกษาระดับชั �นเรียนเดียวกัน ที�จดัสอบ

กันต่างเวลา ได้คะแนนที�เทียบเคียงกันได้

4. Feasibility
ความเป็นไปได้ของการจดัสอบ

The assessment is practical, realistic, and 
sensible, given appropriate contexts:

• Time
• Money
• Expertise
• Administration
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5. Educational Effect
• การประเมินผลนั �นกระตุ้นให้ผู้ เรียนมีการเรียนรู้ในเรื�องที�ควรเรียนรู้ … 

educational benefit

6. Catalytic Effect
• การประเมินผลก่อให้เกิดการนําผลของการสอบไปใช้ให้ feedback 

เพื�อสร้าง หรือส่งเสริม หรือสนบัสนนุการเรียนรู้ของนกัศึกษา

7. Acceptability
• ผู้ เกี�ยวข้อง (stakeholders) ทั �งหมดเชื�อถือผลการประเมิน

Practical guidelines

• Basic guidelines for effective 
assessment

• Gronlund NE. Assessment of student achievement, 7th ed. Boston, MA: Pearson 
education; 2003. 

Guidelines for Effective Assessment (1)

1. Effective assessment requires a clear 
conception of all intended learning 
outcomes.

2. Effective assessment requires that a 
variety of assessment procedures be 
used.

3. Effective assessment requires that the 
instructional relevance of the procedures 
be considered.

Guidelines for Effective Assessment (2)

4. Effective assessment requires an 
adequate sample of student performance.

5. Effective assessment requires that the 
procedures be fair to everyone.

6. Effective assessment requires the 
specifications of criteria for judging 
successful performance.
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Guidelines for Effective Assessment (3)

7. Effective assessment requires feedback 
to students.
– Feedback should …

• Be given immediately following the assessment
• Be detailed and understandable to students
• Focus on performance
• Provide remedial suggestions

8. Effective assessment must be supported 
by a comprehensive grading and reporting 
system.

•

Assessment Approaches

26

Does

Shows how

Knows how

Knows

Assessment Methods in Health 
Professions Education

• Knows: Multiple-choice questions (MCQ)
• Knows how: Essay, Modified Essay 

questions (MEQ), Oral exam 
• Shows how: Objective structured practical 

examination (OSPE)
• Does: performance ratings, portfolio

Steps in Students’ Testing
1. Specify instructional objectives
2. Prepare the test specifications
3. Construct relevant test items
4. Assembly the test
5. Prepare clear directions
6. Review and evaluate the assembled test
7. Administer the test

Gronlund NE. Assessment of student achievement, 7th ed. Boston, MA: Pearson education; 2003. 

Test Specification Table
1. Nature of the content 
2. Nature of learning

Test specification29

A Simplified Cognitive Hierarchy
• Recall (ความจาํ)
• Comprehension (ความเขา้ใจ)
• Application (การประยุกตใ์ช)้

Test specification30
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Comparison
Selected Response Constructed Response

Measured construct Concrete knowledge, 
basic interpretation, 
some applications

Complex cognitive
ability: problem solving, 
interpretation, decision 
making

Item construction Simple Complex
Cost of scoring Low Expensive
Type of scoring Objective Subjective
Rater effects No effect Significant factor
Reliability High Low

Adapted from Table 3.2 In Haladyna TM, Developing and validating multiple-choice
Test items, 3rd ed. Mahwah, NJ: Lawrence Erlbaum Associates, 2004.

Test Assembly
1) จดัเนื� อหาขอ้สอบใหเ้ป็นไปตามที�กาํหนดใน test 

specification table
2) กระจายคาํตอบที�ถูกตอ้งใหม้ีสดัส่วนพอๆกันในทุกตัวเลือก
3) ระมดัระวงัไม่นําเนื� อหาเรื�องเดียวกันมาสอบในขอ้สอบชุดเดียวกนั
4) ระมดัระวงัไม่ใหเ้นื� อหาของขอ้สอบขอ้หนึ�งบอกคาํตอบของขอ้สอบอื�น

ในชุดเดียวกนั
5) ตรวจสอบตวัสะกด การเวน้วรรคตอน การขึ� นบรรทดัหรือหน้าใหม่
6) จดัรูปแบบหน้ากระดาษ การเรียงตวัเลือก การจดัรูปประกอบใหอ้่าน

ไดง่้ายที�สุด

HRH Prince Mahidol of Songkla



30 - 31 May 2017การสอนนักศึกษาระดับปรีคลินิกอย่างมีประสิทธิภาพ (Effective preclinical teaching)

77หน่วยพัฒนาแพทยศาสตรศึกษาและวิจัยการศึกษา (MERD) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978, 02-4196637

2011; 33: 206–214

Criteria for good assessment: Consensus
statement and recommendations from the
Ottawa 2010 Conference
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JOÃO COSTA5, ROBBERT DUVIVIER6, ROBERT GALBRAITH7, RICHARD HAYS8, ATHOL KENT9,
VANESSA PERROTT10 & TRUDIE ROBERTS11
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Examiners, USA, 8Keele University, UK, 9University of Cape Town, South Africa, 10University of Cape Town, South Africa,
11University of Leeds, UK

Abstract

In this article, we outline criteria for good assessment that include: (1) validity or coherence, (2) reproducibility or consistency,

(3) equivalence, (4) feasibility, (5) educational effect, (6) catalytic effect, and (7) acceptability. Many of the criteria have been

described before and we continue to support their importance here. However, we place particular emphasis on the catalytic effect

of the assessment, which is whether the assessment provides results and feedback in a fashion that creates, enhances, and supports

education. These criteria do not apply equally well to all situations. Consequently, we discuss how the purpose of the test

(summative versus formative) and the perspectives of stakeholders (examinees, patients, teachers-educational institutions,

healthcare system, and regulators) influence the importance of the criteria. Finally, we offer a series of practice points as well

as next steps that should be taken with the criteria. Specifically, we recommend that the criteria be expanded or modified to

take account of: (1) the perspectives of patients and the public, (2) the intimate relationship between assessment, feedback, and

continued learning, (3) systems of assessment, and (4) accreditation systems.

Context

Definitions

Assessment involves testing, measuring, collecting, and com-

bining information, and providing feedback.

Criteria provide the basis and the framework for judgments

or decisions.

It is clear that assessment has played and continues to play

a central role in medical education. The importance given to

the characteristics of a good assessment varies, depending

on whether you are being assessed, doing the assessment, or

relying on the results. In each case, meeting established criteria

for good assessment is critical to both value and credibility for

all stakeholders.

Assessment in medical education is multifaceted. It drives

and stimulates learning, provides information on educational

efficacy to institutions and teachers, and protects patients.

For example, examinees need to know what is expected of

them and they also need to receive feedback that helps them

improve. Those who assess – often teachers and teaching

institutions – must ensure that learners are making progress,

guarantee that programs are consistent with their mission,

and meet the requirements of society and accrediting bodies.

Ultimately, patients and society place strong emphasis on sum-

mative testing and on assessment programs because

Practice points

The criteria for good assessment outlined above are

intended to act as a set of overarching principles. From

them, a series of practice points can be derived that might

provide useful guidance to various stakeholders. Some of

these practice points follow.

Examinees

. Examinees should know the purpose of the assessments

they take.

. Examinees should be assured of the quality of assess-

ments they take.

. Examinees should receive feedback that fosters ongoing

learning.

. Examinees should participate actively in receiving and

acting on feedback.

. Examinees should be informed in a timely fashion about

the scoring and standard-setting process.

. . . .

Patients

. Patients should be included as assessors when that role

is consistent with their expertise (e.g., communication

skills).

. Patients should contribute to improving understanding

of facets of competence and performance.

Correspondence: J. Norcini, FAIMER, 3624 Market Street, 4th Floor, Philadelphia, PA 19104, USA. Tel: 215-823-2170; email: jnorcini@faimer.org
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they provide assurance that graduates have met minimum

standards and are ‘‘fit for purpose’’. Assessment criteria are

necessary to ensure that the results generated are of sufficient

quality to meet the needs of each of these and other

stakeholders.

No matter the perspective, the dictionary definition carries

two distinct meanings to the verb ‘‘to test’’ (Crossley et al.

2002). One is to discover the worth of something by trial, with

the purpose of obtaining more information about the object of

assessment. The other is to improve the quality of something

by trial (i.e., the impact of assessment). These two meanings

are central to understanding the importance of assessment,

its applications, and to identifying the criteria for good

assessment.

In the remainder of this section we provide a historical

perspective and argue for the importance of defining criteria

for good assessment. In the sections that follow, we identify

the current issues, present a set of criteria, make recommen-

dations for how to proceed, and offer a series of practice

points.

Historical perspective

Assessment has been part of various societies for more than

2000 years (Gipps 1999). Measurement of knowledge and/or

performance for the purposes of selection has been its

most pervasive role throughout time. The earliest records of

assessment date back to the Han dynasty in China (206 BC to

220 AD) where candidates were selected for government

service. The practice of medicine in medieval Islam required

competence testing and by the seventeenth century Jesuit

priests were using competitive examination for entry into

their schools, possibly influenced by the missionaries who had

traveled to China.

With regard to medical education, the first step toward the

development of formal assessments was the introduction of

examinations during an internship in Viennese and French

medical schools. From 1788, entry to these internships in Paris

was decreed to be by competition in the form of written and

oral examinations (Lesky 1970; Poynter 1970). Exit level

examinations for medical students were subsequently intro-

duced in Britain in the 1850s at Oxford and Cambridge

universities. By 1861, such examinations became a statutory

national requirement stipulated by the General Medical

Council established in Britain in 1858. This practice rapidly

spread throughout medical schools in Europe in the latter part

of the nineteenth century.

Across the Atlantic, in the USA the situation was quite

different. During the 1800s there had been a proliferation of

‘‘medical colleges’’ both privately and publicly funded, in

which the standards of teaching, training, and assessment

varied widely as described in the report authored by Abraham

Flexner (Flexner 1910). This report subsequently revolution-

ized medical education in the USA and by 1912, a group of

licensing boards formed the Federation of State Medical

Boards which agreed to base their practice on academic

standards (criteria) as determined by the American Medical

Association’s Council on Medical Education (Kassebaum

1992). (Flexner (1912) also authored a less influential report

published in 1912 about medical education in Europe,

England, and Scotland.) By the 1930s, medical training in the

USA had been standardized and colleges offered laboratory-

based and hospital-based training with exit examinations

(Starr 1982).

Over the past 50 years, there have been at least four major

developments relevant to the assessment of undergraduate

medical students and postgraduate trainees worldwide. These

are the:

. development of a wide range of assessment tools, directed

to different dimensions of medical competency,

. development and application of new teaching and learning

approaches,

. Patients should be assured of the quality of assessments

trainees take.

. Patients should be included as educators when, within

the scope of their expertise, they can contribute to the

educational effects of assessments.

. . . .

Teachers

. Teachers should design their assessments in ways that

maximize examinee learning.

. Teachers should address learning objectives in their

teaching.

. Teachers should use assessment results to improve the

quality of future learning.

. . . .

Educational institutions

. Educational institutions should provide training in

assessment for faculty.

. Educational institutions should allocate resources

(clinical staff) to ensure assessment is done well.

. Educational institutions should analyze the quality of

their assessments as part of processes for monitoring

the quality of their teaching.

. Educational institutions should ensure that their curricula

are consistent with their assessments.

. . . .

Healthcare systems

. Healthcare systems should offer opportunities for ongo-

ing formative assessment.

. Healthcare systems should facilitate a culture of encour-

aging response to formative assessment.

. Healthcare systems should promote research in assess-

ment in workplace settings.

. . . .

Regulators

. Regulators should take account of the educational effects

of their assessments.

. Regulators should offer assessments which ensure

ongoing competence.

. Regulators should recognize the catalytic effects of

assessment on the education and healthcare systems.

. . . .

Criteria for good assessment
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. increased sophistication of psychometrics and its applica-

tion to individual assessment tools and results, and

. growing role of the computer as an integral part of

assessments (Norcini 2005)

Until the middle of the twentieth century, medical school

examinations relied heavily on the use of essays and oral

examinations and the standards for passing were subjective.

Recognition of the arbitrary nature of such examinations and

their poor reliability led to the development of a large array

of psychometrically robust assessment tools over the past

50 years. These include multiple choice questions (best option

or extended matching item formats) and a range of modalities

assessing performance both in an examination setting (objec-

tive structured clinical examination; OSCE, directly observed

clinical encounter examination) as well as in the workplace

(mini-CEX, clinical encounter cards) (Case & Swanson 1996;

Norcini & Burch 2007; Kogan et al. 2009).

These developments have been driven by a few criteria:

. the assessments need to be reproducible (reliable), valid,

feasible, fair, and beneficial to learning (van der Vleuten

1996),

. the content and form of assessments need to be aligned

with their purpose and desired outcomes,

. broad sampling is needed to achieve an accurate represen-

tation of ability since examinee performance is case or

content specific (multiple biopsies),

. systematically derived pass–fail scores and the overall

reliability of an assessment are important, and

. assessments need to be constructed according to clearly

defined standards and derived using systematic and cred-

ible methods.

The importance of defining criteria
for good assessment

Stakeholders

A number of different stakeholders are involved with or

affected by assessments and their results. Stakeholders include

the patients, general public, healthcare employers, profes-

sional and regulatory bodies, universities, medical schools,

training organizations, individual teachers, and, finally and

equally important, the examinees themselves (Amin et al.

2006). The stakeholders make different uses of even the same

assessments and, not surprisingly, have somewhat different

priorities when it comes to the importance of various criteria

against which those assessments should be judged.

Students come from a specific socio-cultural context, which

affects their learning, and they have their development shaped

by assessment (Vygotsky 1978). If successful with these

ongoing assessments, the student gradually adopts new roles

within society such as healer, counselor, or scientist (Downie

& Calman 1987; Rees & Jolly 1998). Further, Boud (2000), has

proposed that assessment is a key feature of lifelong learning.

Rushton (2005) supports this perspective, stating ‘‘(it) equips

students with the preparation required to continue indepen-

dent assessment of their future learning experiences’’.

The various teaching and learning institutions have a

slightly different perspective, from students, on assessment.

The vision of the institution – for example its commitment to

community-based education – can be supported and grown

through assessment and feedback from the students (which

is simply another form of assessment). At the same time,

assessment both focuses the learner’s attention on what is

considered core knowledge and influences the content of the

undergraduate curriculum. Skills are assessed and attitudes

formulated by the feedback assessment provides. The assess-

ment process must be carried out in such a way that only

competent and skilled health practitioners emerge.

Regulatory bodies have a critical role in ensuring good

assessment since they serve as gatekeepers for patients, the

general public, and employers. Assessment in this context is

closely linked with the maintenance of professional standards

and with accountability – both to the individual and to

society – which reinforces the need to have clear criteria for

good assessment. In the end, the public entrusts itself to

individual doctors based on the belief that the assessment

process has been carried out in such a way that all are

competent and skilled health practitioners.

Good criteria for assessment are important not only to

improve quality but also to avoid unintended effects. Newble

(1998) described how a mismatch between assessment and

curriculum reform resulted in undesirable effects on student

behavior. As part of curricular reform, he describes how

didactic teaching was replaced with ward-based teaching.

However, as the year progressed students were seldom seen

on the wards, didactic teaching was increasingly requested

and more time was devoted to book learning. The reason for

this was that the assessment methods did not match the

curricular reform but favoured the former style of didactic

learning. Thus, at an institutional level, the assessment

methodology was undermining the institutional mission and

the goal of the educational program (Trigwell 2001). This

example highlights the importance of aligning the assessment

with educational practice.

Learning and teaching

Many well-known adages emphasize the central role of

assessment in the educational process such as ‘‘Assessment

is the tail that wags the dog’’ or Miller’s (1990) assertion that

‘‘Assessment drives learning’’ and Ben-David’s (2000) view

that ‘‘Assessment expands professional horizons’’. These

fundamental tenets are central to understanding the role of

assessment and its application to teaching and learning.

As Gipps (1999) points out, it is inadequate to conceive of

assessment as measurement alone. In order for it to achieve its

two goals – that of discovering worth as well as improving

quality – the assessment of learning is critical (Arnold 2002).

Institutions and educators have moved from viewing assess-

ment as only a tool for accountability to viewing it as a

method for improvement as well (Colliver 2002; Cottrell 2006).

The emphasis is on the need for the robust assessment of

learning and the development of a theory to support it. This is

still a work in progress; as Norman and Schmidt (1999) note:

‘‘When educators do make reference to theory, it is more

J. Norcini et al.
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frequently used the same way as a drunkard uses a light post –

more for support than for illumination’’.

It would be a mistake to recognize the importance of

assessment and yet not to connect it with the scholarship of

teaching and learning (Shepard 2000). Simply stated, it implies

that those who are responsible for assessment can improve

it by both taking account of the research literature and

conducting research when needed. The scholarship of teach-

ing is not a new concept, but was highlighted as one out

of four types of scholarship by The Boyer Commission

(Boyer 1990). Trigwell’s model demonstrates the growth

from excellent teachers to scholars of education by the

application of the scholarship of teaching and learning

(Trigwell et al. 2000). Unfortunately, along with the scholar-

ship of integration, the scholarship of teaching and learning is

still not as highly valued (in financial and other terms) as the

well-recognized scholarships of discovery and clinical practice

(Curry 2002). Scholarship would also be a way to combat

the tendency, in some institutions, to base the practice

of assessment and teaching on intuition rather than evidence.

Current issues in criteria for good
assessment

The state of the art of assessment may be organized into three

categories:

. Areas where practice is consistent with the evidence:

Assessment situations where there is evidence that informs

practice and where practice is generally consistent with that

evidence.

. Areas where practice is not yet consistent with the evidence:

Assessment situations where there is evidence but it is

generally ignored in practice (e.g., where there are issues

of feasibility).

. Areas where there is a lack of evidence: Assessment

situations that are not informed by the evidence (i.e.,

research is needed).

Aspects of any particular assessment fall into one of these

three categories and no assessment falls exclusively into only

one. Despite the fact that there is a mix, criteria for certain

assessments are further developed than others.

Category 1: Practice is consistent with the evidence

Written examinations. The assessment of knowledge, syn-

thesis, and judgment through multiple choice questions,

essays, and similar formats falls predominantly into the first

category. The criteria for the assessments in this category are

generally well established and accepted. There is a sizeable

evidence base and, where reasonable resources are available,

their application in high stakes (local, national, and regional

examinations) and low stakes settings, is typically consistent

with the evidence. There remain areas where practice is

inconsistent with the evidence (category 2) primarily due to

feasibility issues such as test security, test development, and

test/item review. And, there is a continued need to develop the

evidence base in areas such as score aggregation and standard

setting (category 3).

Objective structured clinical examination. Assessment of

clinical skills using the OSCE is included in this category.

Over the past 30 years, an extensive body of research about

the reliability, feasibility, and validity of the OSCE and the use

of standardized patients has been developed. The OSCE

format has been applied in a variety of high and low stakes

situations in a fashion consistent with the evidence (category

1). Issues that require resolution for the application of OSCEs

to be more consistent with evidence from the research include

case development, standardized patient training, and security

of the assessment (category 2). Additional research is needed

to improve the evidence around scoring and standard setting

(category 3).

Category 2: Practice is not yet consistent with
the evidence

Simulation. Advances in technology have led to the devel-

opment of simulations that recreate, with varying degrees of

fidelity, aspects of the practice of medicine. Research done

over the past few decades is very supportive of the use of this

technology in assessment and broad guidance is available

for its successful deployment in a variety of different situations

(category 1). The main impediment to the general application

of simulation relates to its feasibility. Specifically, the devices

are expensive, they may require the creation of a dedicated

facility (simulation center), and the development of good

testing material can be resource intense (category 2). In

addition to these issues, research is needed to provide

guidance on a variety of issues including scoring and

assessment situations that profit from high fidelity simulation

(category 3).

Workplace-based assessment that supports clinical training.

In recent years, there has been an increasing emphasis on

directly observed formative assessment that supports clinical

training. Preliminary research is generally supportive and the

literature provides broad guidance on issues such as the

number of assessors and encounters needed for various

purposes. Feasibility (category 2) is the major obstacle to its

implementation and, in particular, it is difficult for clinical

faculty to find time to perform a sufficient number of

assessments. Additional research (category 3) is needed as

well, especially to develop guidance and training for faculty on

how to effectively score the encounters and provide feedback.

Category 3: Lack of evidence

Assessment of work. With the growing public interest in

doctor accountability and the implementation of continuous

quality improvement (CQI) processes in the healthcare system,

there is a need to assess the actual, unobserved performance

of doctors at work. Included in any assessment of practice

performance are both patient outcomes (e.g., mortality,

morbidity, patient satisfaction) and the process of care

(immunizations, monitoring HbA1c in diabetics).

Considerable research is needed to determine which

aspects of patient care are most appropriate (i.e., those

for which the doctor is directly responsible), the number of

Criteria for good assessment
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patients needed to produce reliable results, and means for

adjusting the outcomes and processes for case mix and patient

complexity (category 3). Feasibility and acceptability are major

issues for most of the available measures since they require

continuous access to accurate patient records (category 2).

Finally, there are a few measures, such as patient satisfaction

measures, for which there is good evidence and that are

feasible (category 1).

Assessment of newer competencies. The recent shift of focus

from the process of education to the required outcomes, along

with changes in societies’ expectations of doctors, has led to an

increased emphasis on a range of newer competencies. There

are several schemes for describing the major domains of

proficiency (e.g., Accreditation Council for Graduate Medical

Education; ACGME, Good Medical Practice, CANMEDs) and,

for example, the ACGME competencies are medical knowl-

edge, patient care, communication skills, professionalism,

systems-based practice, and practice-based learning and

improvement. Each competency is defined as follows:

. Medical knowledge: Demonstrate knowledge of established

and evolving biomedical, clinical, epidemiological, and

social-behavioral sciences, as well as the application of this

knowledge to patient care.

. Patient care: The ability to provide patient care that is

compassionate, appropriate, and effective for the treatment

of health problems and the promotion of health.

. Practice-based learning and improvement: The ability to

investigate and evaluate the care of patients, to appraise

and assimilate scientific evidence, and to continuously

improve patient care based on constant self-evaluation and

lifelong learning.

. Interpersonal and communication skills: Demonstrate inter-

personal and communication skills that result in the

effective exchange of information and collaboration with

patients, their families, and health professionals.

. Professionalism: Demonstrate a commitment to professional

responsibilities and an adherence to ethical principles.

Demonstrate:

– compassion, integrity, and respect for others;

– responsiveness to patient needs that supersedes self-

interest;

– respect for patient privacy and autonomy; and

– accountability to patients, society, and the profession.

. Systems-based practice: Demonstrate an awareness of

and responsiveness to the larger context and system of

healthcare, as well as the ability to call effectively on other

resources in the system to provide optimal healthcare.

These competencies embody the concepts of patient-

centeredness, attitudes, values, teamwork, interprofessional

collaboration, etc., and they can be thought of as a three-

dimensional framework for structuring an assessment system.

Along the first dimension are the competencies that need to be

assessed, along the second is the level of assessment required,

and along the third is the trainee’s stage of development

(Dreyfus & Dreyfus 1980; Miller 1990; Norcini et al. 2008).

Of these competencies, there is a substantial literature on

the assessment of medical knowledge, patient care, and

communication skills (category 1) and a growing literature in

the assessment of professionalism (category 2), while practice-

based learning and improvement and systems-based practice

are relatively new and considerable research is needed to

determine the criteria for good assessment of these compe-

tencies (category 3).(Arnold 2002; Driessen et al. 2005; Cruess

et al. 2006; Epstein 2007; Lurie et al. 2009; Varkey et al. 2009).

Methods such as portfolios have been proposed for practice-

based learning and improvement. Issues of feasibility, security

of data, and their application throughout the continuum of

medical education require further research (category 3) (Burch

& Seggie 2008).

Draft consensus criteria for good
assessment

No single set of criteria for good assessment apply equally well

to all situations. In fact, the same criteria should be expected to

have different importance depending on the purpose and

context of assessment. For example, a good summative

examination designed to meet the need for accountability for

the knowledge of medical graduates (e.g., a medical licensing

examination) cannot be expected to, at the same time,

produce detailed feedback that would guide future learning

or curricular reform.

Similarly, the criteria are not of equal weight for all

stakeholders even given the same assessment. For example,

the validity or coherence of a licensing examination may be

of more importance to patients than how much it costs the

doctors who take it or the government that finances it.

The importance of the criteria will vary with the perspective

of the stakeholder.

To respond to these issues, we have listed a set of criteria

for good assessment with short definitions of each. We then

include sections on purpose (summative versus formative) and

stakeholders (a limited set: examinees, patients, teachers-

educational institutions, healthcare system, and regulators).

In these, we discuss how the perspective of the stakeholder

influences the importance of the criteria.

Criteria for good assessment

The criteria for good assessment follow and are applicable to

a single assessment or a system of assessment focused around

one purpose. Many of these criteria have been described

before and we continue to support their importance here.

However, we place particular emphasis on the catalytic effect

of assessment.

(1) Validity or coherence. There is a body of evidence that

is coherent (‘‘hangs together’’) and that supports the

use of the results of an assessment for a particular

purpose.

(2) Reproducibility or consistency. The results of the

assessment would be the same if repeated under

similar circumstances.

J. Norcini et al.
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(3) Equivalence. The same assessment yields equivalent

scores or decisions when administered across different

institutions or cycles of testing.

(4) Feasibility. The assessment is practical, realistic, and

sensible, given the circumstances and context.

(5) Educational effect. The assessment motivates those

who take it to prepare in a fashion that has educational

benefit.

(6) Catalytic effect. The assessment provides results and

feedback in a fashion that creates, enhances, and

supports education; it drives future learning forward.

(7) Acceptability. Stakeholders find the assessment process

and results to be credible.

The criteria and assessment purpose

Formative assessment. Effective formative assessment is

typically low stakes, often informal and opportunistic in

nature, and is intended to stimulate learning. By definition,

the criterion that stands out to characterize it is ‘‘catalytic

effect’’. It works best when it (1) is embedded in the

instructional process and/or work flow, (2) provides specific

and actionable feedback, (3) is ongoing, and (4) is timely.

Consequently, the importance of criteria such as equivalence

and reproducibility-consistency diminishes to some degree.

Validity-coherence remains central while educational effect

and educational quality become paramount. Feasibility also

increases in importance in response to the fact that formative

assessment is more effective if it is ongoing, timely, and

tailored to examinees’ individual difficulties. Likewise accept-

ability, both for faculty and students, is especially important

if they are to commit to the process, give credibility to the

feedback they receive, and ensure that it has a significant

effect.

Summative assessment. Effective summative assessment is

typically medium or high stakes and is primarily intended

to respond to the need for accountability. It often requires

coherent, high-quality test material, significant content exper-

tise, a systematic standard-setting process, and secure admin-

istration. Consequently, criteria such as validity-coherence,

reproducibility-consistency, and equivalence are paramount.

Feasibility, acceptability, and educational effect are also

important, but not to the same degree as the psychometric

criteria, which will to a great extent determine credibility in the

scores and the underlying implications. A catalytic effect is

desirable but is less emphasized in this setting. However,

by not providing useful feedback, we miss the opportunity

to support the learners in their continuing education.

The criteria and stakeholders

Examinees. Examinees have a vested interest in both

formative and summative assessment and they must be

actively involved in seeking information that supports their

learning. For formative assessment, educational effects, cata-

lytic effects, and acceptability are likely to be of most concern

to examinees since they are the drivers of learning. Examinees

may take validity-coherence for granted and feasibility will be

an issue in terms of cost and convenience. Equivalence and

reliability-consistency are less immediate.

For summative assessment, issues related to perceived

fairness will be most salient for examinees. Hence, criteria

such as validity-coherence, reproducibility-consistency, equiv-

alence, and acceptability will be most important. The catalytic

effect will support remediation, especially for the unsuccessful

examinees. When successful examinees are not provided

feedback or do not use it, it misses the opportunity to support

ongoing learning.

Teachers-educational institutions. These stakeholders have

interests in every facet of the assessment of students to fulfill

their dual roles in education and accountability. Consistent

with what was outlined above, the criteria apply differently to

these two purposes.

For both teachers and institutions, student assessment

information serves an important secondary purpose. These

data speak to the outcomes of the educational process.

In other words, students’ summative assessments, appropri-

ately aggregated, often serve as formative assessment for

teachers and institutions. When combined for this purpose,

criteria such as equivalence and reproducibility-consistency

are a bit less important while educational effect and educa-

tional effect are a bit more important. Validity-coherence is

important but should be addressed as part of good student

assessment, while feasibility should be straightforward since

the data are already available.

Beyond repurposing student assessment, institutions

engage in the assessment of individual teachers and programs.

These assessment applications can be broadly classified as

either formative or summative and the criteria apply as noted

above.

Patients. For patients, it is most important that their providers

have good communication skills, appropriate qualifications,

and the ability to offer safe and effective care. While patients

certainly support the use of formative assessment, summative

assessment is a more immediate concern. Consequently,

criteria such as validity-coherence, reproducibility-consistency,

and equivalence are of the most importance. Feasibility,

acceptability, educational effect, and catalytic effect are of less

concern to this group. In the long term, however, formative

assessment that supports continuous improvement will be of

equal or greater importance.

Healthcare system and regulators. The most pressing need

of the healthcare system and the regulators is to determine

which providers are competent and safe enough to enter the

workforce. This need implies correct decisions based on

summative assessment, so validity-coherence, reproducibility-

consistency, and equivalence are paramount. Feasibility is also

important.

It is growing more common for health systems to engage

in some form of CQI. These systems are often embedded in

the work flow and they provide ongoing, specific feedback to

healthcare workers about their activities and outcomes.

Validity-coherence is central, along with educational and

catalytic effects, feasibility, and acceptability.

Criteria for good assessment
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Likewise, many regulators are beginning to time limit the

validity of their registration-licensure-certification decisions.

This is often accompanied by the addition of a CQI component

to the revalidation process. As with the healthcare system, such

a component would need to emphasize validity-coherence,

educational effect, educational quality, feasibility, and accept-

ability with less stress on equivalence and reproducibility-

consistency.

Recommendations for future work

(1) Criteria must recognize the legitimacy and incorporate

the perspectives of patients and the public. As the

recipient of care the patient has a central role to play

in the development and implementation of the criteria

for assessment. Utilizing their experiences, we should

strive to derive the hitherto difficult but critical facets

of the doctor–patient relationship.

(2) Criteria must recognize the growing awareness of the

intimate relationship between assessment, feedback,

and continued learning. To maximize CQI, relevant and

useful feedback must be provided in a way that

encourages and supports the examinees’ progress.

Ideally, this feedback would be adaptive to the

individual, his/her place in the developmental contin-

uum, and the broader system of assessment.

(3) Criteria need to be developed for systems of assess-

ment. The focus of the document to this point has been

single purpose assessment processes, but systems of

assessment require consideration as well. Such systems

integrate a series of different individual measures that

are developmental and cover the continuum of assess-

ment. Good assessments within a system are designed

to take account of the content and results of former

and future assessments.

(4) Criteria need to be developed for accreditation pro-

cesses. The implementation of accreditation processes

for educational programs is growing rapidly and

internationally. As part of such processes, educational

programs are evaluated against a set of standards.

There is no published data about whether such

processes improve quality and what the criteria are

for judging actual performance against the standards

being promulgated. At the end of the day, criteria for

good assessment must apply equally to institutions and

individuals.
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J. Norcini et al.
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การสอนเจตคติและจรรยาวิชาชีพ 
(Teaching Attitude and Professionalism) 

สุพจน พงศประสบชัย 

บทนํา 
เจตคติ (attitude) และจรรยาวิชาชีพ 

(professionalism) เปนองคประกอบ 1 ใน 3 ของการ
เปนวิชาชีพใดๆ ที่ดีงามและพึงปรารถนาอันไดแก มี
ความรูดี มีทกัษะดี และมเีจตคติดี ดูเหมือนวาเจตคติ
เปนดานที่สําคัญที่สุดใน 3 ดาน เน่ืองจากเจตคติเปน
เข็มทิศที่จะชีน้ําบุคคลใหนาํความรูและทกัษะไปใช
ในทางที่ถูกตอง ดีงาม เพ่ือประโยชนสวนรวม บุคคลที่มี
ความรูและทกัษะดีแตเจตคติไมดีก็ไมตางจากมหาโจร ที่
จะกอใหเกิดความเลวรายไดอยางมากๆ เน่ืองจากการมี
ความรูและทกัษะที่ดีมาก 

ในอดีตเรื่องเจตคติและจรรยาวิชาชีพมักไมมี
การสอนอยางเปนเรื่องเปนราว มักอาศัยการเรียนรูจาก
ประสบการณการทํางาน การไดใกลชิดไดซมึซับ
ตัวอยางดีๆ (role model) จากครูสูศษิยโดยตรง วิถีนี้ยนื
ยงมาไดหลายพันป แตผลที่เห็นในปจจุบันคือ วงการ
แพทยเริ่มพบแพทยที่มีปญหาทางเจตคตแิละจรรยา
วิชาชีพมากขึน้และรุนแรงขึน้เรื่อยๆ จนเกิดความเคลือบ
แคลงและมีเสยีงสะทอนจากสังคม ซึ่งปฏิกิริยานี้สําคัญ
ยิ่ง เพราะความเปนแพทยนั้นเปนอภิสิทธิ์ (privilege) ที่
สังคมมอบใหแพทยดวยความเต็มใจ แตก็ไมใชสิทธิ ์
(right) ของแพทย ดังนั้นสังคมก็มีสิทธิ์ทวงคืนกลบัไปได
ตลอดเวลาหากแพทยประพฤติตนไมเหมาะสม ดังนั้น
วงการแพทยจึงควรเหลียวกลับมาดูวา เราคงตองมีการ
สอนเจตคติและจรรยาวชิาชีพอยางจริงจังมากกวานี้ 
เพราะการสอนโดยรูปแบบ role model เพียงอยางเดียว
อาจไมเพียงพออีกตอไป 

อุปสรรคของการสอนเจตคติและจรรยา
วิชาชีพ 
 แมเจตคติและจรรยาวิชาชีพจะมีความสําคญั
ที่สุด แตกลับเปนดานที่ครูใหความสําคัญในการสอน
ผูเรียนนอยทีสุ่ด ครูมักใชเวลาสวนใหญในการสอน

ความรูและทกัษะเปนหลัก จึงเหมือนวาครูไดสอน 
“อาวุธ” อยางครบครันแกผูเรียน แตหลงลืมใหคุณธรรม
ในการนําอาวุธน้ันไปใช อุปสรรคที่ทําใหครูสอนเจตคติ
และจรรยาวชิาชีพแกผูเรียนนอยมีหลายประการ 
(ตารางที่ 1)  
ตารางที่ 1 อุปสรรคของการสอนเจตคติและจรรยาวิชาชีพ 
ไมมั่นใจในนิยามหรือเกณฑ 
ประเมินและวัดไดยาก 
กลัวผูเรียนเบื่อ ไมสนใจ 
การสอนดวยวิธีธรรมดาไมไดผล 
ไมทราบวิธีการสอน 
รูสึกวาตนเองยังไมดีพอ  
รูสึกวาไมใชธุระของตน 

ไมม่ันใจในนิยามหรือเกณฑ 
 เกณฑการบอกวาเจตคติใดดีหรือไมดีบางครั้ง
เปนเรื่องยาก เพราะบางครั้งเกณฑอาจคลุมเครือ หรือ
แตกตางไปในแตละสังคม เชน แพทยอาจถือวาการใส
กระโปรงสั้นมาก รัดรูป ไมถูกตอง แตสิง่เดียวกันเปนที่
ยอมรับในวิชาชีพอ่ืน เปนตน เกณฑบางอยางอาจ
แปรเปลี่ยนไปตามกาลเวลา ตามการยอมรับ แตตอง
คํานึงอยูเสมอวา สิ่งที่สังคมยอมรับ ไมจําเปนตองเปนสิง่
ที่ถูกตองเสมอไป เชน การคอรรัปชั่น การโกหก คานิยม
ผิดๆ ในวัยรุน เปนตน นอกจากนี้เกณฑบางอยางก็อาจ
เริ่มหยอนยานหรือเลือนเม่ือเวลาผานหรอืสังคม
เปลี่ยนไป 
 การแกปญหานี้คือ กลุมวิชาชีพตางๆ ควร
กําหนดเกณฑทางเจตคตหิรือจรรยาวิชาชีพของตนให
ชัดเจน เพ่ือเปนเกณฑบรรทัดฐาน ตวัอยางเกณฑจรรยา
วิชาชีพที่สมาคมแพทยนานาชาติขณะนี้อางอิงถึงเปน
สวนใหญ ไดแก เกณฑที่เปนการรวมกําหนดกันโดย 
American Board of Internal Medicine, American 
College of Physicians และ European Federation of 
Internal Medicine ค.ศ. 20021 แตละสถาบันก็ควร
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กําหนดนิยามของเจตคติและจรรยาวิชาชพีของตนให
ชัดเจนและแจงใหทราบโดยทั่วกัน 
ประเมินและวัดไดยาก 

การประเมินวดัผลทางเจตคติและจรรยาวชิาชีพ 
ไมสามารถใชการสอบขอเขยีน หรือสอบปฏิบัติได 
เพราะผูเรียนที่เจตคติไมดี สามารถเสแสรงใหดูมีเจตคติ
ดีได และมักตอบขอสอบไดดี การวัดผลจึงตองทําโดย
ผูเรียนไมรูตวั เชน ใชการสังเกตจากคร ู เพ่ือนรวมงาน 
หรือผูปวย (การประเมิน 360 องศา) เปนสําคัญ ใน
ตางประเทศอาจมีการประเมินโดยใชผูปวยจําลองที่
ไดรับการฝกมาเปนอยางดีมามีปฏิสัมพันธกับแพทยโดย
ที่แพทยไมรูตวั แลวจึงทําการประเมินแพทย เปนตน 
กลัวผูเรยีนเบื่อ ไมสนใจ 
 ผูเรียนอาจไมคอยสนใจจริงๆ อาจเปนเพราะไม
เห็นความสําคญั ไมเคยไดคิดทบทวนใหเห็น
ความสําคัญของเร่ืองนี้อยางจริงจัง ไมมีการสอบหรือ
ประเมินผล ซึ่งถาใหมีการประเมินและสอบเร่ืองเจตคติ
และจรรยาวชิาชีพอยางจริงจัง ผูเรียนก็จะใหความใสใจ
มากขึ้นเอง แตที่สําคัญคือ ครูเองก็ไมคอยคิดจะสอน
ดวย เพราะครูอาจรูสึกวาสอนเรื่องนี้แลวจะนาเบื่อ ไม
นาสนใจ ซึ่งไมเปนความจริงนัก การสอนเจตคติและ
จรรยาวิชาชีพเปนเรื่องดีงาม อาจมีความจริงจัง อาจมี
ความซาบซึ้ง สะเทือนใจ แตไมใชตองเครียด การสอน
เรื่องนี้ไมจําเปนตองนาเบื่อได 
เปนเรื่องทีเ่ปนนามธรรม การสอนดวยวิธีธรรมดา
ไมไดผล 

 เจตคติและจรรยาวิชาชีพเปนนามธรรมจริง และ
เปนการสอนที่ “ใจ” ไมใชที่ “สมอง” แบบการสอนความรู
หรือทักษะ แตเปนเรื่องที่สอนได2 การสอนแบบบรรยาย
หรือใหความรูความเขาใจในเรื่องเจตคต ิ (cognitive-
based professionalism) อยางเดียวไมเพียงพอ แตก็ยัง
มีความจําเปนตองมี1, 3, 4 เพราะเปนการทําใหผูเรียนทกุ
คนรับทราบการมีอยูของมัน ความสําคัญ ที่มา เหตุผล 
และขอบังคบัตางๆ ที่มีอยู และควรพูดเปนสิ่งแรกในการ
สอนเจตคติและจรรยาวชิาชีพ5, 6  

การสอนเจตคติและจรรยาวชิาชีพที่มี
ประสิทธิภาพไมใชการสอนในหองเรียน แตตองใชการ
สอนแบบ situated หรือ experiential learning7 ซึ่ง
ประกอบดวย  

1. ตองใหผูเรียนไดประสบการณ (experience) 
ไมวาจะเปนการไดเห็น ไดฟง หรือประสบดวยตัวเอง  

2. ผูเรียนตองไดคิดวิเคราะห ไตรตรอง และ
สะทอนความรูสึกในเรื่องนั้นๆ (reflection of 
experience) ขั้นตอนนี้เปนหัวใจสําคญัในการเปลีย่น
ประสบการณที่ไดรับใหกลายเปนจิตสํานกึที่ยั่งยืน 

3. ตองประสบซ้ําๆ อยางมากพอและตอเนื่อง 
(repetitive-continuous) โดยมีสภาพแวดลอมที่เอ้ือ และ
มีตัวอยาง (role model) ที่มากพอและตอเนื่อง 

4. ผูเรียนเชื่อ ศรัทธา และนําสิ่งนั้นเขาไปในใจ 
(internalization) และนําไปเปลี่ยนพฤตกิรรมของตน5, 6 
(ภาพที่ 1) 

นําไปปฏิบัติ

คิด พิจารณา
ไตรตรอง

(Reflection of 
experience)

รูรู  ––  เห็นเห็น
(Experience)(Experience)
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เล่ือมใส ศรัทธา
(Internalization)มากพ

อ และ
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ภาพที่ 1 หลักการสอนเจตคติโดยวิธี experiential learning 
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รูสึกวาตนเองยังไมดีพอ 
 ครูจํานวนมากไมกลาสอนเจตคติและจรรยา
วิชาชีพเพราะคิดวาตนเองไมดีพอ ไมมีใครดีพรอมทุก
ดาน แตทุกคนสามารถสอนเจตคตทิี่ดีๆ และเปน role 
model แกผูเรียนไดเสมอ (role model หมายถึง บุคคล
คนหนึ่งที่สิ่งทีต่นแสดงออก กลายเปนแบบอยางใหกับ
อีกคนหนึ่ง) โดยเฉพาะดานที่ตนทําไดและเปนตัวอยาง
ที่ดีได ไมมีใครรูตวัวาตนกําลังเปน role model ใหใคร
อยู เพราะผูที่เปนคนเลือก role model คือผูเรียน ไมใช
ครู ครูจึงควรทําตนใหดีที่สดุเทาที่จะทําได ถาครูทําตวั
เปนตวัอยางทีไ่มดี ครูก็อาจกําลังเปน role model 
ปลูกฝงสิ่งที่ไมดีนั้นแกผูเรียนหลายๆ คนไดเชนกัน8 
รูสึกวาไมใชธุระของตน
 การสอนเจตคติและจรรยาวชิาชีพไมใชธุระของ
ใครคนหนึ่ง ไมใชหนาที่ของแพทยอาวุโส ไมใชหนาที่
ของครูวิชาจรยิธรรม ยิ่งสอนหลายคน ยิ่งแสดงตัวอยาง
ใหดูหลายคน ยิ่งไดผล ยิ่งมีประสิทธิภาพ เพราะจะทําให
บรรยากาศอบอวลไปดวยตัวอยางที่ดีๆ ครูอายุนอยอาจ
สอนเจตคติไดดีกวาครูอาวุโส ดวยวัยที่ไมตางกันมากทํา
ใหมีความใกลชิดสนิทสนมกบัผูเรียนไดมากกวา ผูเรียน
อาจเชื่อมากกวา ควรสอนเจตคตใิหรูสกึเหมือนพ่ีสอน
นอง พ่ีรักนองพี่ก็จะสอนนอง ถาเห็นนองทําตัวไมดี ผู
เปนพี่ก็จะไมลังเลที่จะวากลาวตักเตือนนอง 

การจัดการสอนเจตคติและจรรยาวิชาชีพ 
 มีการจัดได 2 แบบคือ 

1. Formal curriculum คือ จัดเปนสวน
หนึ่งของหลักสูตรอยางชัดเจน ไดแก 

1.1. สถาบันตองใหความสําคัญกับเรื่องนี้
อยางเต็มที่ และประสานเสยีงกันในทุกสวน มิใชตางคน
ตางสอน 

1.2. กําหนดนิยามหรือกฎเกณฑทาง
จริยธรรมวิชาชีพใหชัดเจน และมีการสอนหรือแจงให
ทราบอยางชดัเจน1, 5, 6 

1.3. มีการวัดผลและประเมินผล 

1.4. มีบทปฏิบตัิ ตักเตือน หรอืลงโทษผูที่มี
ปญหาทางเจตคติและจรรยาวิชาชีพ ไมวาจะเปนผูเรยีน
หรือแมแตครูเอง 

1.5. การเรียนอภิปรายกลุมยอย เชน 
อภิปรายปญหาทางจริยธรรมจากกรณีศึกษา9 จากขาว
ในหนังสือพิมพ การแสดง (role play), interactive 
virtual patient10 และจากศลิปะหรือภาพยนตร11 เปนตน 
โดยหัวใจสําคญัคือ ตองใหผูเรียนไดสะทอนความรูสกึ 
(reflection) ออกมาดวยตนเอง โดยมีครูคอยชี้แนะ แต
มิใชบอกกลาวหรือชี้นํา  

1.6. การจัดกิจกรรมพิเศษ เชน กิจกรรมให
ผูเรียนไดพูดคุยสอบถามกบัผูปวยถึงประเด็นทาง
จริยธรรมของแพทย ใหผูเรียนพาผูปวยไปตรวจผูปวย
นอกแบบชีวติจริง เพื่อจะไดเขาใจความยากลําบากของ
ผูปวย เปนตน 

1.7. หนังสืออานนอกเวลา ที่ใหแรงบันดาล
ใจดานเจตคตแิละจรรยาวชิาชีพ11  

1.8. หนังสือประวตัิศาสตรทางการแพทย 
การใหผูเรียนไดศึกษาประวัตศิาสตรของวิชาชีพแพทย2 
จะชวยใหผูเรยีนไดระลึก ตระหนักถงึเกียรติภูมิ และ
จรรยาแพทยที่บูรพคณาจารยไดพยายามผดุงไวยิ่งกวา
ชีวติจนมาถึงแพทยรุนเรา  

2. Hidden curriculum เปนการสอนที่
ไมไดอยูในหลักสูตรอยางเปนทางการ แตแทรกซึมอยูใน
หลายๆที่ หลายๆ เวลา แตเปนวิธีทีไ่ดผลยิ่งกวา formal 
curriculum ตวัอยางเชน 

2.1. การใหผูเรียนไดประสบ ไดเห็น ไดฟง 
(experience) ประเด็นทางเจตคติและจรรยาวิชาชีพเม่ือ
มีโอกาสทอง (teachable moment) ชวงใดก็ตามใน
ระหวางปฏิบตัิงาน โดยเปดโอกาสใหผูเรียนไดสะทอน
ความรูสึก (reflection) โดยมีครูหรือรุนพี่เปนผูชี้แนะ 

2.2. การจัดสิ่งแวดลอม (environment) ให
เอ้ือใหคนเกิดกําลังใจที่จะทาํสิ่งดีงามและเกรงกลัวตอ
การทําไมดี เชน มีบรรยากาศ มีกิจกรรม มีพิธีการ (เชน 
การกลาวสตัยปฏิญาณตน, white coat ceremony เปน
ตน) มีการยกยองคนดี (เชน การกลาวยกยอง การมอบ
รางวัลแพทยดีเดน เปนตน) 
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2.3. เรื่องเลาสูกันฟง (parable) ไดแก เรื่อง
ดีๆ เรื่องที่สรางสรรค ขอคิด อุทาหรณตางๆ ใหฟงกัน
จากครูสูศิษย จากพี่สูนองระหวางการเรียนหรือการ
ทํางาน 

2.4. การทําใหดู (role modeling) เปนวธิีที่
สําคัญที่สุดและทรงประสิทธภิาพที่สุดในการสอนเจตคติ
และจรรยาวชิาชีพและสามารถเปลี่ยนชีวติของแพทยคน
หนึ่งๆไดเลย อยางไรก็ตามการสอนโดยเปน role model 
ใหดูอยางเดียวอาจไมเพียงพอ แตควรรวมกับใหผูเรยีน
ไดสะทอนความรูสึกตอบทบาทที่ผูเรียนเห็นดวย12 ครู
ทุกคนสามารถเปน role model ได จึงควรใหกําลังใจ ให
แรงบันดาลใจแกกันและกันในหมูครูที่จะชวยกัน
ประพฤติดีๆ ทําสิ่งดีๆ เพ่ือเปน role model ที่ดีแกลูก
ศิษยอยางพรอมหนากัน ไมตองวิตกวา เราไมดีพอ ไม
ตองวิตกวาเราไมมีเวลา เพราะปจจัยท่ีทําใหครูคนหนึ่ง
กลายเปน role model ของผูเรียนคนหนึ่งนั้นไมขึ้นกับ
ระยะเวลา (duration) ที่ทัง้สองไดพบหรือมีปฏิสัมพันธ
กัน แตอยูทีก่ารมีชวงเวลารวมกันที่มีคณุคาและมีความ
ประทับใจเปนสําคัญ  

สรุป 
 เจตคติและจรรยาวิชาชีพเปนเรื่องที่ครูตองสอน
ศิษย เปนหนาที่ของครูทุกคนและทุกคนสามารถสอนได 
วิธีการสอนเจตคติและจรรยาวิชาชีพ ไดแก การกําหนด
นิยามหรือเกณฑที่ชัดเจน มีการสอนหรือแจงใหทราบ
อยางชัดเจน แตการสอนทีส่ําคัญที่สุดคือ การใหผูเรียน
ไดประสบการณไมวาดวยการเห็น ฟง หรือประสบ
โดยตรง ไดสะทอนความรูสึก ตอเนื่องซ้ําแลวซ้ําอีกจน
เขาใจและนําไปปฏิบตั ิ วธิีการสอนที่มีพลังที่สุดคือการ
เปน role model 

The mediocre teacher tells. 
The good teacher explains. 

The superior teacher demonstrates. 
The great teacher inspires. 

William Arthur Ward 
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