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Abstract
Background: Dermatology education is faced with the challenge of developing curricula for learners who possess a wide 
range of learning styles, strengths, and life experiences. Utilization of the V.A.R.K (Visual, Aural, Reading/Writing, 
Kinesthetic) model of learning, outcome-based adult-learning theory, and inclusive participatory teaching offers a unique 
opportunity to teach dermatology.

Objective: To create a V.A.R.K. centered multi-modular experiential learning activity that encompasses the core values of 
V.A.R.K. in a learner-directed exercise.

Methods: For visual learning, kodachrome slides were provided to fourth year medical students participating in clinical 
clerkships students for independent review. Students who engaged in clinical reasoning were given opportunities to develop 
the answer slides for the review module, creating opportunities for tutorial-based read-write learning. The kodachromes 
were presented at the dermatology resident conference, where students presented their slides, enabling auditory learning. 
Kinesthetic learning was achieved through actively engaging in critical thinking, creating slides, and presenting the 
information.

Results: All students in subsequent elective blocks opted to participate, and seven of the ten students initially recruited 
continued to participate after the conclusion of their rotation. Additionally, residents requested this exercise as continuity 
lectures.

Conclusion: Learner-centered modalities can provide flexible and engaging opportunities for meaningful education in 
ways that appeal to diverse types of learners.

Preface to Descriptives
“The content of a curriculum is more often deter-

mined by faculty interests than by educational merit” - 
Executive Skills for Medical Faculty, 2nd edition [1].

In the traditional educational paradigm of teaching 
medicine by clinical faculty, this indeed may often be the 
case, but when the faculty’s interest is the very educa-
tional foundation of the learner, learning itself becomes 
the focal point. Individuals summoned to walk the heal-
ing path are often compelled to want to make a differ-
ence in the lives of others. As an educator of medical 
students, residents, physician assistants and a wide range 
of nurses, with a passionate call to teach, I believe it is 
fundamentally important to build relationships based in 
mutual respect and direct mentoring based on the stu-
dents’ learning needs (learning centeredness).

To assess motivation and learning needs, the learn-
er is asked to create three learning goals for themselves. 
The goal of the course block is to achieve these (togeth-

er), and in doing so, confirm accomplishment. The goal 
question is open ended and answers have varied over the 
years ranging from learning the top 10 diagnoses in der-
matology to better understanding the role of spirituality 
in healing. No matter what the student chooses, we com-
mit to working together in their learning pursuit, and in 
doing so; I myself have fed my desire to learn.

Students are encouraged to attain knowledge regard-
ing their own learning-style preferences, utilizing self-as-
sessment tool such as Meyers-Brigs Type Indicator MBTI, 
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Strength-Finder 2.0 and the V.A.R.K. questionnaire-guide 
to learning preferences. Similar to the Socratic Teaching 
Method, learners (students to colleagues) are nurtured to 
share goals and objectives, information and key assump-
tions. This measure encourages the learner’s self-awareness 
and serves to remind me to refrain from transferring my 
own learning and teaching preferences onto the learner. 
Through engaging in teaching to the learners’ preferences, 
I extend beyond my ‘comfort zone’ in my own knowledge, 
skills and aptitudes and I become the student. I am deeply 
aware that this mode encourages greater self-awareness in 
me and believes it has helped me to develop teaching mas-
tery over time.

Whitman [1] discusses that medical teachers are most 
useful when what they teach is up-to-date and relevant 
to the learner. Furthermore, they are novel if “how they 
teach is interesting, memorable, and innovative”. In 
the summer of 2015, health-care students interested in 
learning dermatology noted a need to learn to describe 
lesions, connect the description to the underlying patho-
physiology of the disease and then be able to build a 
sound differential diagnosis and treatment plan. To meet 
this need, together, we designed the descriptives teach-
ing tool. The tool was presented as an optional learn-
ing opportunity to the subsequent blocks of students 
who themselves continued to build it for the students to 
come, stating “it was useful and creative”. We present the 
tool in the following article, as a possibility in instruction 
design and to demonstrate the power of the student to be 
the educator.

Introduction
With continued advances in technology and accessi-

bility, medical knowledge has expanded exponentially. 
Adding to that the growing understanding of other cru-
cial elements of health - emotional, social, spiritual, cul-
tural - medical education becomes increasingly challeng-
ing. The final result is overwhelming, often compared to 
drinking from a fire-hydrant.

In dermatology education, programs strive to de-
velop curricula that stimulate meaningful learning. The 
challenge in this lies in the vast knowledge base that 
must be attained, alongside inherent variations in learn-
ing preference styles and teacher aptitude. Literature on 
adult learners speaks to the fact that learners are not fac-
similes with identical needs, and instead often focuses on 
relevance and outcomes.

Conceptually popularized by Malcolm Knowles, An-
dragogy is defined as the study of adult learning [2]. Rath-
er than being defined by age, adult learning refers to the 
way that a learner absorbs and processes information [2]. 
Knowles makes five primary differentiations between adult 
and child learners. First, adult learners are self-directed and 

are not dependent on an authority figure. Second, whereas 
children absorb information passively in order to create a 
framework for understanding the world, adults are active 
learners. They filter information and add pertinent details 
into their existing framework to strengthen and bolster their 
knowledge with less focus on rote memorization and more 
on critical thinking skills. Third, readiness to learn becomes 
increasingly oriented towards a goal. Adults do not accept 
education for education’s sake, and are more concerned 
with the value of their time and the efficiency of their edu-
cation [3]. Fourth, this orientation is based on when knowl-
edge is applied, and adults put increased weight on learning 
that has potential for immediate use. Finally, adult learners 
are internally motivated. Their retention of information is 
affected by emotion, self-worth, and sense of achievement.

While Knowles’ work is based on a series of assumptions 
and principles about the adult learner, Kolb’s theory of ex-
periential learning, is often viewed as a cycle in which the 
learners’ experience is the foundation of their development 
[4]. In this instance, the focus is on the process of learning 
as the learner progresses through each stage. The four stages 
within this model are: 1) Concrete experience- the learn-
er actively experiences a new topic/situation; 2) Reflective 
observation- the learner observes and reflects about the ex-
perience; 3) Abstract conceptualization- the learner thinks 
critically about the experience to create and formulate ana-
lytical concepts and 4) Active experimentation- the learner 
tests the concepts and this serves to guide new and future 
experiences [4,5]. It is important to note that individuals not 
only vary in their knowledge base and experience, but also 
in how they process information, reflect and conceptualize. 
Much attention has been given to the modalities through 
which learning occurs. The V.A.R.K. model by Neill Flem-
ing [6] evaluates learners by how they process Visually, 
Aurally, through Reading/writing, and Kinesthetically with 
the theory that understanding learners’ preferred learning 
style(s) opens up the preceptor’s window of teaching oppor-
tunity. Visual learners attain their information more readily 
through graphs, charts, flow sheets, and images. Readers/
writers, on the other hand, interpret the same information 
better through the printed word, while aural learners learn 
best through hearing and conversation. Finally, kinesthetic 
learners attain “theory through its application” and utilize 
all of their senses [6]. By teaching across preferences, more 
students would be able to maximize their potential and in-
crease efficiency in their learning process. Since learners 
are not restricted to a single modality, and, in fact, many 
learners are multi-modal, learner-centered teaching should 
attempt to incorporate all the modalities.

How do health-care providers learn dermatology?
Learners are typically taught through preceptored clin-

ics, bedside rounds, didactic lectures, journal club, and 
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given a ‘handbook’ outlining the “descriptors”, or specif-
ic words utilized in dermatology to describe skin lesions 
(see Table 1 Primary lesions, and Table 2 Secondary le-
sions) to familiarize themselves with the vernacular. The 
Descriptives exercise was then created and administered 
in the following manner during each of the subsequent 
“modules”.

Step 1
The teaching faculty member provided six koda-

chrome-based clinical images to the students, each with 
the same three associated questions (see Figure 1 is an 
example of a tested image slide). The students were invit-
ed to commit to answer the questions, and (to increase 
the fun-factor), were told that the first (or only) student 
to solve the case correctly would have the opportunity 
to put together and 'create' the answer slide, as well as 
to present it in an educational forum with the dermatol-
ogy residents the following week (see Figure 2). Upon 
its creation, the answer slide was reviewed in detail with 
the attending. Volunteering to lead in the creation of an 
answer slide and formatting their presentation as a one-
on-one mentored activity with the teacher allowed active 
learning in a supportive environment.

All students participated in answering the module 
and sent their answers to the teaching faculty member 
who was then able to gauge the knowledge base and de-
ductive reasoning skills of the students in comparison to 
their peers (and in the forum to the post-graduate der-
matology residents in training), as all students are given 
the same subject material (common denominator). The 
cases were deliberately challenging, giving students the 
opportunity to problem solve, and were aimed at the lev-
el of a graduating third year dermatology resident. There 

grand rounds. Preceptored clinics provide a multimodal 
opportunity, as the learners are able to see, touch, and in-
teract with patients. Direct education of the patient pro-
vides opportunity for the aural learners, which can then 
be enhanced further with diagrams and written instruc-
tions, for the visual and read-write learners, respectively. 
These clinics may be generalized or specialized. Special-
ized clinics may aid in pattern formation for specific dis-
ease processes, and generalized clinics offer opportunities 
to develop clinical reasoning skills. Bedside rounds allow 
observation, which is both visually and aurally stimulating 
for learners watching preceptors narrate exams and proce-
dures. Didactic lectures and grand rounds strengthen the 
scientific foundation for integration with clinical experi-
ences. Resident-led didactic lectures further aid in educa-
tion via learning through multi-modal teaching. Regular 
evaluation of knowledge, such as quizzes before lectures, 
encourages self-motivated learning and appeals to those 
with read/write preferences.

Hypothesis
A V.A.R.K.-centered multi-modular experiential learning 

activity could be created to encompass each of the core val-
ues in one activity and be well received by adult learners in 
training. To accomplish this, an innovative curricular design 
module was created to encourage visual, auditory, read-write, 
and kinesthetic learning that builds upon the learners’ experi-
ence via exposure to dermatologic lesions and their associated 
conditions. If there is continued interest in the modality from 
incoming learners, then the module would further develop, 
potentially becoming a resource to other learners.

The Descriptives Module
Students enrolling in the dermatology elective were 

Table 1: Primary lesions.

Primary 
lesions

Definition Examples

Macule Flat (nonpalpable) circumscribed skin 
discoloration

Café au lait, vitiligo, freckle, junctional nevi, tinea versicolor, 
melasma

Patch Large macule, > 1 cm Vitiligo, nevus flammeus
Papule Solid elevation, < 0.5 cm in diameter Acrochordon (skin tag), acne, nevus, melanoma, molluscum 

contagiusum
Plaques Broad papule or confluence of papules, > 0.5 

cm, no deep component
Psoriasis, eczema, tinea corporis, mycosis fungoides

Nodules Solid elevation, > 0.5 cm in diameter, larger 
deeper papule

Rheumatoid nodule, xanthoma, lipoma, metastatic carcinoma, 
erythema nodosum

Tumors Large nodule Lipomas, melanoma
Wheals Evanescent, pruritic

edematous, plaque (a hive)

Urticaria, dermographism, urticaria pigmentosum

Vesicle Papule that contains clear fluid (a blister), 
epidermal, may be unilocular or multilocular

Herpes simplex, herpes zoster, contact dermatitis

Bulla Large vesicle, > 0.5 cm in diameter Pemphigus vulgaris, bullous pemphigoid, bullous impetigo
Pustule Papule that contains purulent fluid Acne, folliculitis, pustular psoriasis, impetigo
Cyst Nodule that contains fluid Acne, epidermal inclusion cyst, pilar cyst
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areas of “Hidden KAS” and “Known Needs”. The “Hid-
den KAS” is specifically the areas where the student had 
knowledge that the preceptor was unaware of, while 
the “Known Needs” was the area where instruction was 
needed (a.k.a. The Teaching Zone) because the students 
were all assessed on the same material, teaching could be 
individualized. Finally, this innovative learning tool pro-
vided the opportunity to discover “Unknown Needs,” 
the area the Preceptor was unaware that the learner 
didn't have KAS. When educators are provided this op-
portunity, they can address the evidence for and against 
the student-proposed diagnoses and bring in up-to-date 
literature during the forum; in this way, educators them-

was a wide range in the type of answers the students gave, 
from broad, unrelated diagnoses to clustered diagnoses 
with similar mechanisms and pathophysiology or mim-
icking clinical presentation (see Table 3-Deductive rea-
soning).

Building on Whitman and Schwenk’s adaptation 
of the “Johari Window” for preceptorship [7], the De-
scriptives learning module gave the preceptor an over-
view of each individual learner’s Knowledge, Attitude, 
and Skill (KAS) set. In this way, insight was provided 
into the “Shared KAS”, defined as knowledge the learner 
has which the preceptor is aware of (see Figure 3), and 
also allowed for assessment of each individual learner’s 

Table 2: Secondary lesions.

Secondary lesions Definition Examples
Scales (Exfoliation) Thick stratum corneum resulting from 

hyperproliferation or increased cohesion of the 
keratinocytes

Psoriasis, toxic epidermal necrolysis, 
staphylococcal scalded skin syndrome, eczema, 
ichthyosis

Crusts (Scabs) Collection of dry debris, dried sebum, pus or 
blood

Impetigo, late syphilis, third degree burns

Excoriations & 
abrasions (Scratch 
Marks)

Linear erosions caused by mechanical means Eczema, scabies

Fissures (Cracks, 
Clefts)

Linear cleft into the epidermis or dermis Dry skin from soaps or detergents, chapping

Erosions Loss of all of the epidermis (heals without a scar) Herpes zoster, herpes simplex, impetigo
Ulcers Loss of the epidermis and portions of the dermis 

(heals with scarring)
Basal cell carcinoma, decubitus ulcer, dystrophic 
epidermolysis bullosa

Scars New connective tissue replacing the lost dermal 
tissue (dermo-epidermal damage)

Discoid lupus, hypertrophic scars, keloids

Lichenification Thickening of the epidermis, as evidenced by 
accentuation of normal skin lines/markings

Caused by chronic scratching or rubbing

Atrophy Thinning of the epidermis and/or dermis Results from topical steroid use or corticosteroid 
injections

         

What is the primary
lesion?

Is there a secondary
lesion?

What are your top 3
differential diagnoses?

What would you like
to do next?

•

•

•

•

Figure 1: Sample Kodachrome question slide.
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Figure 2: Faculty mentored-student generated answer slide to Kodachrome in Figure 1.

         

 Learner has KAS Learner does not have KAS 

Preceptor is aware 
of learner’s KAS 

 

 

A 

“Shared KAS” 

 

 

 

 

C 

“Known needs” 

 

TEACHING ZONE 

 

Preceptor is not 
aware of learner’s 
KAS 

 

 

B 

“Hidden KAS” 

 

 

 

 

D 

“Unknown needs”  

 

THE BOON 

Figure 3: Modified Johari Window based on Whitman and Schwenk model of KAS (Knowledge, Attitudes, Skills) [7].
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Table 3: Deductive reasoning of the differential diagnosis.

Diagnosis suspected by student1 
(# of students selecting this 
diagnosis)

Against (evidence against) For (supporting evidence)

Phytophotodermatitis Color-expect hyperpigmentation not dyschromia, 
whereas this has blue-grey tonality

Morphology potentially consistent if 
patient was ‘marked’ with a phototoxic 
plant by another person

Resolving urticaria/resolving 
erythema multiforme

Color-expect hyperpigmentation not dyschromia, 
whereas this has blue-grey tonality

Urticaria can be serpiginous

Granuloma annulare/resolving [2] Color-expect hyperpigmentation not dyschromia, 
whereas this has blue-grey tonality

Unusual topographic morphology can 
be seen

Erythema marginatum [2] Color-expect erythema or hyperpigmentation not 
dyschromia (this has blue-grey tonality) Very rare 
in adults

Trunk predominance, unusual 
topographic lesions are seen

Morphea There is no erythema for early stage; there is no 
atrophy seen in late stage

Unusual but possible, given that there 
can be varying configurations: linear, ill 
defined

Erythema annulare centrifugum The lesions in the image are not the typical 
annular to polycyclic plaques with central clearing 
and trailing scale seen in this condition

Erythrokeratodermia variabilis 90% of patients present in the first year of life, 
so highly unlikely if not a pediatric patient; Would 
likely see erythematous patches that ultimately 
develop overlying hyperkeratosis and favor the 
extensor surfaces (elbows, knees, Achilles area)

Tuberculoid leprosy Usually solitary, because the patient has intact 
CMI

Subacute cutaneous lupus 
erythematosus

The lesions in the case are not annular/polycyclic 
or psoriasiform/papulosquamous; Color-expect 
erythema

Erythema gyratum repens [2] EGR presents with wood-grain appearance with 
concentric mildly scaling bands of erythema - this 
is not consistent with the case presentation

Typically spares the hands, feet and 
face

Cutaneous larva migrans 
[strongyloides] [2]

While it is serpiginous, this presentation would 
have an inflammatory component, and the case 
presentation does not

Epidermal nevus Widespread, non-blaschkoid
Elastosis perfringens serpinginosa This usually has a papular component, look for 

umbilicated papules, often with a tightly adherent 
scale arranged in an arcuate or serpiginous 
pattern

Typically located on the neck, however 
can also be seen on the face and trunk

Erythema ab igne Usually geometric/in distribution of heat source - 
this would be hard to create; Would typically see 
reticular or mottled hyperpigmented patches in 
areas of heat exposure

Tertiary syphilis There are no tumors [gummata]
Tinea corporis There is no inflammatory scale, border does not 

appear elevated, and there is no erythema
Erythema marginatum rheumaticum Not a pediatric patient; Would typically see 

erythematous, polycylic plaques) may have 
raised edges) that spare the face and spread 
peripherally

Tuberculoid leprosy Non-solitary, and Lack of a red (or hypopigmented) 
patch and well defined raised borders; hair is still 
present in lesions

Resolving erythema multiforme Lack of targetoid lesions (no 3 color zones), PIH 
is less likely to occur in EM, not a true mottled 
appearance

1In a fashion similar to the infamous white-gold/blue-black dress, the differentials reveal that students perceive the image in one 
of two ways: an erythematous process or a post-inflammatory process with hyperpigmentation.
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ing. Finally, the students (who had time to look up and 
read about the cases, unlike the residents who are seeing 
the cases de novo) are given the opportunity to weigh in 
and participate, if the correct diagnosis is not rendered.

Results
Participation and retention were high with 6 partici-

pants in month 1, 9 in month two, 13 in month three, and 
14 in month four. At the end of month three, 24 students 
were actively participating, with 11/15 (73%) of students 
from previous rotations continuing to participate after their 
course had ended. Furthermore, the residents have request-
ed this to be a bimonthly learning activity. This continuity in 
learning was reflected by improvement in performance. In 
the first quarter, only 20% of learners accurately described a 
lesion. By the second quarter, this increased to 65%.

At the end of 6 months, there were 50 cases in the mod-
ule, built by and with the students and faculty in partner-
ship. Eleven questions were not successfully answered. In 
these cases, the person chosen to present was the student 
who came closest to the correct category or noticed an 
important subtlety significant to the answer. Of the 39 an-
swered questions, 31 (62%) were answered correctly by only 
1 person, 6 (12%) by 2 people, and 2 (4%) by 3 or more 
(see Table 4). No one got all 50 correct. "Three" selected 
quotations from learners describing positive learning expe-
riences are provided to illustrate the feedback received re-
garding the new educational activity. It is important to note 
that these same students were rotating from and at other 
institutions that did not have this activity, so their feedback 
included an internal comparison of their other clerkship 
experiences. Three quotes from learners: “I enjoy doing the 
modules. They have enhanced my understanding of der-
matology greatly. I appreciate your efforts in seeking out a 
variety of interesting cases and facts to help us retain the in-
formation”. “I loved the descriptive learning cases and op-
portunities to simply discuss”. “I enjoyed this exercise very 
much; it complemented what I have learned in my practi-
tioner preceptorship”.

Discussion
In the Descriptives, all learners were asked the same 

question and provided the same opportunity to apply 
and explain their deductive reasoning skills. This allowed 
for comparative analysis of learner’s knowledge base and 

selves ultimately become students, assessing their own 
unknown learning needs. Since this is an educational 
opportunity for bidirectional learning, where both the 
preceptor and the student can be collaborative learners, 
this area was called ‘The Boon’. [Figure 3 Modified Johari 
Window based on Whitman and Schwenk model of KAS 
(Knowledge, Attitudes, Skills) [7]].

The correct answers were revealed during the edu-
cational forum with the dermatology residents. In this 
forum the residents were presented with the same ko-
dachrome-based clinical images and asked to describe 
the lesion (what do you 'see', and 'audibly' describe the 
lesion), give a differential diagnosis (providing an op-
portunity to engage in critical thinking and deductive 
reasoning skill development) and provide a plan. This 
is performed similarly to the traditional grand rounds 
structure, starting with first year dermatology resident, 
then progressing to the second and then the third year, 
wherein the faculty moderator interacts with each dis-
cussant-resident, again providing an opportunity to 
assess learning needs and instruct. Ultimately, this also 
provides the students the opportunity to learn from the 
residents. The student then presents the answer, giving 
the residents the opportunity to learn from the student, 
and bidirectional learning is achieved.

The strength in this learning exercise is the inherent 
opportunity to utilize each of the V.A.R.K. learning styles 
throughout the streamlined process. Visual learning is 
addressed with the kodachrome-based image, read-write 
through the wording on the slides (both in its prepara-
tion and presentation), auditory in presenting the case 
aloud, and kinesthetic through actively engaging in crit-
ical thinking and creating the slide and performing the 
presentation.

Step 2
In the same style as was led by the teacher, the stu-

dents are each instructed to create a kodachrome-based 
‘question slide’ with the same 3 clinical and descriptive 
questions, and also complete the associated ‘answer 
slide’. The students then were given the opportunity to 
receive both feedback and instruction in regards to the 
case concept, photo, and answer slide with the preceptor. 
In step 1, students were prompted to voluntarily ‘com-
pete’ for the opportunity to be the teacher by being the 
first to correctly deduce the case, in step 2, every student 
is encouraged to participate at their own pace with a fort-
night deadline in creating a slide to present in the sub-
sequent forum with the dermatology residents, utilizing 
the student-made question slides. Again, the structure is 
to progress through the training levels of the residents 
(starting with the junior residents), all learning the cor-
rect diagnosis through collaborative deductive reason-

Table 4: Learners with correct answers.

Questions answered 
correctly by number of 
learners

% of learners

0 people 11 22%
1 person 31 62%
2 people 6 12%
≥ 3 people 2 4%
Total # questions 50 100%
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skill in the preceptor. Creating a positive environment 
and mutual respect fosters desire to learn and aids in the 
transition from student to preceptor and from preceptor 
to student.

The primary objective was to create an activity that 
would stimulate self-learning beyond the end of the stu-
dent’s rotation. Two years later the first students are still 
engaged with the department and requesting to partici-
pate in this activity. This study was limited by the num-
ber of participants. The fourth year clinical dermatology 
clerkship elective is based on the Socratian construct, thus 
a maximum of four students are permitted per block to 
ensure maximal interaction with the faculty. While this 
project was completed in a structured academic setting, 
this methodology can be adapted into a variety of set-
tings. In addition to its versatility in setting, its greatest 
strength lays not only its ability to include learners of all 
levels and goals, but in the fact that it is strengthened by 
this increased diversity. In the world of teaching, innova-
tive learner-centered modalities are the oysters in which 
pearls, such as the Descriptives module, can be nurtured 
to fruition.
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allowed for identification of outliers (i.e. unexpected 
knowledge). It also aided in developing the metric for the 
subsequent quarter and year, allowing educators to rate 
students across their peer group and previous months/
years in training.

While adult learning theory has been helpful in the 
design of medical curricula, interest in medical educa-
tion is not new. In 1910, Abraham Flexner published 
Medical Education of the United States and Canada: A 
Report to the Carnegie Foundation for the Advance-
ment of Teaching. This report changed the approach 
to medical education, recognizing the need for higher 
standards, more rigorous admission requirements, and 
standardization of curricula [8,9]. Now, 100 years later, 
the quest to improve medical education continues. Dale 
Irby, sponsored by the Carnegie Foundation for the Ad-
vancement of Teaching, laid out four principles to guide 
evolving medical education: standardization of compe-
tency and individualization of curriculum, integration of 
didactics and clinical experience, habituation of curiosity 
and self-improvement, and identity formation through 
self-awareness [9]. Irby’s call to standardize competen-
cy while individualizing curriculum acknowledges that 
adults come into their education with broad experiences. 
If the end goal is a destination and students are start-
ing in different places based on their unique experiences, 
then the best routes will differ from person to person. 
Therefore, a teacher’s role is ultimately to set the desti-
nation, and help students on their individual journeys. 
The integration of formal knowledge with clinical expe-
rience enables learners to develop “pattern formation” 
[8,9]. Habituating curiosity and self-improvement em-
powers and encourages learners to take control of their 
education. This skill-set will serve them throughout their 
careers by making them life-long learners [2,9]. Lastly is 
the culmination of the educational process: the develop-
ment and maturing of a student into an educator.

This represents a lofty challenge for educators. They 
are charged with producing competent health care pro-
viders with sound medical knowledge, critical thinking 
skills, adaptability to change, and creativity for innova-
tion. In order to do so, they are expected to individu-
alize learning plans, build self-confidence, and encour-
age self-awareness. In line with the Socratic Method, 
educators and learners can engage in dialogue [10]. 
Through question and answer conversations, educators 
can draw knowledge from learners and fill gaps, and in 
doing so become greater learners themselves. This serves 
to encourage self-awareness, build confidence, improve 
communication skills in learners, and develop teaching 
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