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Proposed Research Question and Sub-questions  
Main Research Question:  
How do healthcare employees experience microlearning-based training in high-pressure professional environments?  

Sub-questions:  
- What meanings do healthcare employees attach to microlearning as a form of professional learning and continuous readiness?  
- What perceived strengths and limitations of microlearning-based training emerge from healthcare employees' lived experiences in high-risk, time-critical contexts?  

Background & Context 
Healthcare employees operate in professional environments characterized by high levels of risk, time pressure, emotional intensity, and cognitive demand. In such settings, professional competence depends not only on formal qualifications but also on the ability to recall and apply critical procedural knowledge rapidly and accurately under pressure (Vincent, 2010). Failures in training, knowledge retention, or readiness can have serious consequences for patient safety and organizational performance, as evidenced by recurring investigations into preventable clinical errors and delayed emergency responses (Francis, 2013; Kohn et al., 2000). Consequently, healthcare training contexts place particular emphasis on continuous learning, procedural reinforcement, and timely access to relevant knowledge.  

Traditional training approaches in healthcare have often relied on extended classroom-based sessions, periodic refresher courses, or mandatory training events that require staff to be abstracted from clinical duties (Bluestone et al., 2013). While such approaches can be effective for foundational knowledge acquisition, they are frequently criticized for being inflexible, time-consuming, and poorly aligned with the realities of high-pressure clinical work (Cervero and Daley, 2018). Shift patterns, staffing shortages, and workload intensity can limit opportunities for sustained engagement with lengthy training programs, leading to gaps between training provision and practice (Melnyk et al., 2016). 
Within this context, microlearning has emerged as an increasingly prominent approach to professional training. Microlearning typically involves short, focused learning units—often 3–10 minutes in duration—designed to address specific learning objectives and delivered through digital or mobile platforms (Giurgiu, 2017; Kapp and Defelice, 2019). In healthcare settings, microlearning has been associated with continuing professional development (CPD), competency refreshers, and targeted skills reinforcement, particularly where staff require rapid access to information or brief learning interventions that can be integrated into busy workflows (De Gagne et al., 2019). Examples include mobile-based medication safety modules, short video demonstrations of clinical procedures, and bite-sized infection control updates accessible during shift breaks (Taylor and Hung, 2022).  
Despite growing interest in microlearning within healthcare training, much of the existing research has focused on outcome-based measures, such as knowledge retention scores, compliance rates, completion statistics, or efficiency indicators (Leong et al., 2021; Mohammed et al., 2021). While such quantitative studies offer valuable evidence of effectiveness, they provide limited insight into how microlearning is experienced by healthcare employees within the realities of high-pressure professional practice. Training is not experienced as a neutral intervention; rather, it is shaped by professional identity, organizational culture, emotional Laboure, and perceptions of relevance and legitimacy (Webster-Wright, 2009).  
Learning in high-pressure environments is qualitatively different from learning in low-risk or purely academic settings. Healthcare employees must manage cognitive load, emotional stress, and time constraints simultaneously, raising important questions about how microlearning is perceived and enacted in practice (Cruess et al., 2016). For example, microlearning may be experienced as supportive and empowering—enabling just-in-time knowledge access—or conversely as fragmented, superficial, or burdensome, contributing to information overload or performative compliance (Cervero and Daley, 2018). Understanding these lived experiences is essential for designing training that genuinely supports professional readiness rather than simply meeting organizational requirements or regulatory tick-boxes.  
The existing literature therefore highlights a need for qualitative, experience-focused research that foregrounds the perspectives of healthcare employees themselves (De Gagne et al., 2019; Taylor and Hung, 2022). This study responds to that gap by proposing an interpretive investigation into healthcare employees' lived experiences of microlearning-based training in high-pressure professional environments. By focusing on meaning and experience rather than measurable outcomes alone, the study aims to contribute a deeper, more nuanced understanding of how microlearning is understood, valued, and integrated into professional practice—and where tensions, contradictions, or unintended consequences may arise.  







Aims & Objectives 
Aim  
The aim of this study is to explore healthcare employees' lived experiences of microlearning-based training in high-pressure professional environments, focusing on perceptions of professional readiness, knowledge retention, and learning under pressure.  

Objectives  
1. To explore descriptions of engagement with microlearning in workplace settings.  
2. To examine attributed meanings to microlearning for competence maintenance in high-risk contexts.  
3. To identify perceived benefits and limitations from time-critical perspectives.  
4. To generate practice-informed insights for microlearning design in healthcare.  

Gap in the Literature  
Quantitative studies dominate (e.g., retention scores; Leong et al., 2021), with limited qualitative depth on lived experiences (De Gagne et al., 2019; Taylor and Hung, 2022). This hermeneutic phenomenological study addresses this by prioritizing meaning-making in situated practice.

Proposed Plan of Work  
	Planned Development
	Target Date for Completion

	Focused literature review on microlearning, healthcare training, high-pressure professional learning, and phenomenological research approaches
	Weeks 1–4 (Feb–Mar 2026)

	Refinement of research questions and development of semi-structured interview guide aligned with phenomenological inquiry
	Weeks 5–6 (Mar 2026)

	Preparation and submission of ethics application (UWTSD PG2 form), including participant information sheets, consent forms, and data management plan
	Weeks 7–9 (Mar–Apr 2026)

	Recruitment of participants through professional networks and healthcare training coordinators; obtain written informed consent
	Weeks 10–11 (Apr 2026)

	Data collection through semi-structured interviews (8–12 participants); concurrent transcription using secure transcription software
	Weeks 12–15 (May–Jun 2026)

	Data analysis using reflexive thematic analysis: familiarization, coding, theme development, review, and interpretive refinement
	Weeks 16–19 (Jun–Jul 2026)

	Writing up findings, discussion, and implications for healthcare training practice; preparing final submission
	Weeks 20–22 (Aug–Sep 2026)




 Proposed Methodology  

Research Paradigm  
This study is situated within an interpretivist paradigm, which assumes that reality is socially constructed and that understanding emerges through individuals' interpretations of their experiences (Creswell and Poth, 2018). This paradigm is appropriate because the study seeks to understand how healthcare employees experience and make meaning of microlearning-based training, rather than to measure its effectiveness through objective, decontextualized indicators. The interpretivist stance recognizes that knowledge about learning in high-pressure professional environments is inherently shaped by context, professional culture, and individual biography (Cohen et al., 2018).  

Methodological Approach  
A hermeneutic phenomenological approach is adopted to explore participants' lived experiences and the meanings they attribute to microlearning-based training. Hermeneutic phenomenology, rooted in the work of Heidegger (1962) and developed by van Manen (2016), is concerned with understanding experience as it is lived and interpreted, recognizing that meaning is shaped by context, professional history, language, and the researcher's own interpretive stance. This approach is particularly suited to examining learning in high-pressure professional environments, where experience is complex, situated, emotionally laden, and deeply connected to practice (Dowling and Cooney, 2012). Unlike descriptive phenomenology, hermeneutic phenomenology acknowledges that interpretation is unavoidable and that the researcher brings their own preunderstandings to the inquiry (van Manen, 2016).  

Research Design and Methods  
The study employs a qualitative research design, using semi-structured interviews as the primary method of data collection. Semi-structured interviews allow participants to articulate their experiences in depth while ensuring alignment with the research questions (Cohen et al., 2018). Interview prompts will focus on:  
- Participants' experiences of microlearning-based training (e.g., platforms used, frequency, content types)  
- Perceptions of relevance, usefulness, and fit with clinical workflow  
- Emotional and cognitive responses (e.g., feelings of support, frustration, overwhelm)  
- Perceived impact on professional readiness, confidence, and practice  
- Comparisons with traditional training approaches  
Interviews will be audio-recorded (with consent), transcribed verbatim, and anonymized.  

Participants and Sampling  
Participants will be healthcare employees (e.g., nurses, paramedics, allied health professionals, junior doctors) who have engaged with microlearning-based training within the last 6–12 months. Purposive sampling will be used to recruit participants who can provide rich, relevant accounts of the phenomenon under investigation (Palinkas et al., 2015). An indicative sample of 8–12 participants is proposed, with final numbers guided by data richness and thematic saturation rather than statistical representativeness (Braun and Clarke, 2019).  

Importantly, microlearning is already used within healthcare contexts in the form of digital CPD modules (e.g., e-learning platforms mandated by NHS Trusts), short online refresher units (e.g., resuscitation updates), mobile learning resources (e.g., clinical apps with procedural videos), and targeted competency updates (e.g., medication safety modules). Existing literature confirms the presence and growing adoption of microlearning approaches in healthcare training (De Gagne et al., 2019; Leong et al., 2021), supporting the feasibility of recruiting participants with relevant experience. This directly addresses concerns regarding participant availability and ensures that the proposed study is both realistic and ethically sound.  

Feasibility and Participant Availability  
Microlearning is increasingly adopted in UK healthcare, particularly NHS contexts, for CPD and mandatory training. Platforms include NHS Learning Hub (offering microlearning’s for health and wellbeing), e-LfH (Health Education England modules in bite-sized formats), Praktiki CPD (mobile-first microlearning for clinicians), and others like Totara LMS used by NHS Trusts (NHS Learning Hub, 2021; Praktiki, 2025). Recent studies confirm widespread use for just-in-time updates, infection control, and competency refreshers among nurses and doctors (De Gagne et al., 2019; Relias, 2024; Practicing Excellence, 2024). Surveys show high faculty/staff agreement on its suitability (e.g., 95.9% in one study; IJME, 2025). I am confident in recruiting sufficient participants via professional networks, NHS training coordinators, and online communities (e.g., nursing forums, LinkedIn groups), as microlearning is now embedded in many Trusts' CPD requirements.  

Data Analysis  
Data will be analyzed using reflexive thematic analysis (Braun and Clarke, 2019), which is compatible with interpretivist and phenomenological research. This approach supports the development of meaning-rich themes through iterative, reflexive engagement with the data. The analysis process will involve:  
1. Familiarization: Repeated reading of transcripts, noting initial impressions  
2. Coding: Systematic identification of meaningful units across the dataset  
3. Theme development: Grouping codes into candidate themes  
4. Review and refinement: Checking themes against data and research questions  
5. Interpretive write-up: Developing a coherent narrative with illustrative extracts  

Reflexivity will be maintained through research journaling and ongoing critical reflection on the researcher's assumptions and positioning.  

Ethical Considerations  
Approval via UWTSD PG2 form: voluntary participation, informed consent, anonymity, secure data, harm minimization (no workplace coercion).  
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