
Flipping Out: Does the
Flipped Classroom
Learning Model Work
for GME?

T
he flipped classroom learning model has

become increasingly popular in undergradu-

ate medical education.1 Influenced by overall

trends for millennial learners who prefer digital

resources and interfaces, many medical schools

emphasize online prelecture materials over lecture-

based curricula during the preclinical years.2–4 Many

have also called for incorporating the flipped class-

room into graduate medical education (GME).5 The

limits on resident work hours make the flipped

classroom model an attractive educational approach

for program directors and curriculum developers

under pressure to fit more content into shorter

workdays. By leveraging technology for these time-

limited learners, the flipped classroom paradigm is a

logical solution.

While attractive, is the flipped classroom model

practical within GME as currently structured, in

light of residents’ extensive clinical obligations? It

has been implemented successfully in several resi-

dency programs5–7; however, outcomes focus on

improved satisfaction rather than feasibility, which is

essential.8

During their time as internal medicine residents, 3

of the authors performed a small feasibility assess-

ment of a flipped classroom–based curriculum on an

inpatient cardiology rotation. We developed a 10-

minute Khan Academy–style video on intra-aortic

balloon pumps. All residents attended a traditional

lecture on the topic, and some were assigned to view

the video before attending the lecture. We found that

only a quarter of residents assigned to watch the video

actually did so.

Our preliminary experience led us to question

whether the flipped classroom model would be an

effective backbone of GME curricula. For one,

residents and preclinical medical students have

different educational goals and philosophies (TABLE).

Medical students, whose raison d’être is to learn and

study without service obligations in the preclinical

years, are accustomed to homework prior to teaching

sessions. Residents balance service and learning

obligations, but their primary role is to provide

excellent patient care. While residents are expected

to study independently, much of their learning

happens on the job through real-world application.

Residents also have fewer standardized tests for

which to study.

Second, time constraints differ for medical stu-

dents and residents. While medical students must

attend educational sessions, residents frequently

miss or are pulled away from conferences out of

clinical necessity and have heavy daily workloads,

which may reduce their incentive to engage with

prepared material (TABLE). As an intern who did not

watch the module commented, ‘‘I was struggling

with prioritizing my work flow. Checking and

responding to [communications] was . . . low on

my list of things to do.’’

Incentives are important to consider when assessing

the feasibility of any curricular innovation. In our

intervention, residents received e-mails encouraging,

but not requiring, them to watch the video modules.

Without a concrete incentive or user tracking for

flipped classroom modules, busy clinical residents

seem unlikely to reliably access online content in their

limited free time. Adequate adherence to a longitudi-

nal, flipped classroom–based GME curriculum would

likely require robust enforcement to drive resident use

of the relevant online resources. We presume that

busy residents would find this onerous.

Alternative flipped classroom implementation strat-

egies may increase feasibility for GME by:

& identifying effective incentives to encourage

overall resident participation;

& successfully implementing curricula among resi-

dents on elective/noncall blocks with more time

for at-home learning;

& incorporating dedicated presession time for inde-

pendent review of resources, allowing residents to

TABLE

Differences in Educational Milieu Between Preclinical
Medical Students and Residents

Medical Students Residents

Home content preparation

is routine

Most learning happens in the

hospital

Frequent formal testing Infrequent formal

demonstration of

knowledge

Dedicated time for

independent study

Independent study time

limited by clinical duties

Primary role is learning Primary role is patient careDOI: http://dx.doi.org/10.4300/JGME-D-16-00827.1
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prepare without sacrificing their limited free time

outside the hospital; and

& incrementally increasing the use of flipped

classroom–based learning over the academic

year, allowing residents to adjust to new clinical

roles at the beginning and consolidate knowledge

at the end.

With any educational intervention, it is crucial to

consider how the learning environment impacts

feasibility. We want to emphasize that, given the time

constraints and clinical requirements for GME

learners, the flipped classroom model may not be

well suited for large-scale implementation as the

backbone of resident education.
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