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Abstract 

Background:  The Self-Directed Learning Readiness Scale (SDLRS) is a tool that helps in the assessment of the readi-
ness of the students to pursue Self-Directed Learning (SDL). There are no documented studies on the validation of 
internal structure of the SDLRS among Indian medical students. Hence, the objective of this study is to validate the 
internal structure of SDLRS among Indian medical students using factor analysis and the Structural Equation Model-
ling (SEM) approach.

Methods:  We administered Fisher’s 40-item SDLRS to 750 students after receiving the ethics clearance and the 
author’s permission and taking written informed consent from all the study participants (response rate: 92%). The 
exploratory factor analysis (EFA), confirmatory factor analysis (CFA), and Cronbach’s alpha were performed using SPSS 
version 25 and the Lavaan package of R version 3.1.2.

Results:  The values of the comparative fit index (CFI), standardised root-mean-square residual (SRMR), and root mean 
square error of approximation (RMSEA) were ≥ 0.9, ≤ 0.08, and ≤ 0.08, respectively, for a model fit to be acceptable. 
EFA showed that except for Q2 (loading score: 0.210), Q12 (loading score: 0.384), Q13 (loading score: 0.362), and Q25 
(loading score: -0.219), all the items loaded well. After the exclusion of the aforementioned items, the factor load-
ing scores for the items in the self-management, desire for learning, and self-control factors ranged from 0.405 to 
0.753 (Cronbach α: 0.775), 0.396 to 0.616 (Cronbach α: 0.730), and 0.427 to 0.556 (Cronbach α: 0.799), respectively. The 
updated model was used for CFA, which displayed a good model fit.

Conclusions:  The resultant model consisting of 36 items is shown to have internal structure validity for Indian ver-
sion of SDLRS, which can be used to assess medical students.

Keywords:  Self-Directed Learning Readiness Scale (SDLRS), Medical students, Self-directed learning, Validation, 
Structural equation modelling (SEM)
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Background
E-Learning (EL) is defined as “Instruction delivered on 
a digital device that is intended to support learning” [1]. 
With the rapid progress of internet technologies, EL has 
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attracted greater attention around the world.
In the EL environment, the learners are provided with 

additional options to choose what to learn, when to 
learn and how to learn [2]. This distinctive feature of EL 
requires more responsibility from learners to supervise 
and modify their behavior to achieve the intended learn-
ing objectives [3]. Learners are expected to be respon-
sible for their own learning, rather than waiting for 
teacher’s instruction or guidance [4]. The core responsi-
bility of learning shifts from ‘teacher centered’ to ‘learner 
centered’ in EL [5]. In other words, the learner has to be 
a self-directed learner who is inclined to actively partici-
pate in all aspects of learning process such as acquisition 
of new knowledge, planning of activities and evaluation 
of the completed tasks [3].

The relevance of Self-Directed Learning (SDL) in the 
field of education has been emphasized since 1926 [6], 
even though it dates back to the era of Greek philoso-
phers Socrates and Aristotle [7]. Houle (1961) and Tough 
(1971) initiated the scientific thought processes about 
SDL and it was Knowles who actually gave SDL a clear 
definition [8–10].

Knowles, described SDL as a process in which “the 
students take initiate with or without the help of others, 
assess their learning needs, formulate goals with imple-
mentation of appropriate strategies and evaluate learning 
outcomes” [10].

Efforts of several scholars to understand nuances of 
SDL were documented as early as 1830 [11]. Since then, 
many authors have added different perspectives to SDL, 
some of which include ‘construction of knowledge based 
on discussion and dialogue’, [12] ‘motivation for adults to 
learn’ [13], ‘promote political awareness and social action’ 
[14] and ‘cognitivist and constructivist approach’ [15].

Meanwhile some authors proposed different mod-
els for SDL. Long’s SDL instructional model was based 
on psychological control and pedagogical control with 
notions of four quadrants, while quadrant one is pro-
jected as an optimal option [16]. When Long con-
centrated on psychological and pedagogical aspects, 
Candy’s model recognized that students might exhibit 
different levels of SDL under different learning contexts 
[17]. Brockett and Hiemstra’s Personal Responsibility 
Orientation (PRO) model (1991) portrayed two dimen-
sions of SDL, namely the process of teaching–learning 
and responsibility in one’s own thoughts and actions 
[18]. Then, Garrison proposed his model based on col-
laborative constructivist perspective, integrating three 
aspects, (1) self-management, (2) self-monitoring and 
(3) motivation [19]. Later Oswalt stressed on nine key 
concepts in his SDL model [20] .

It is stated that self-directed learners are those who 
feel accountable for their own learning, and are willing to 

explore different learning strategies, including Informa-
tion and Communication Technology (ICT) [6]. SDL is 
believed to facilitate the trait of lifelong learning, as stu-
dents with high SDL show passion to take advantage of 
novel opportunities like EL to learn new ability and skills 
[6].

Student’s readiness to pursue SDL has been shown as 
one of the key elements in the determination of the effec-
tiveness of EL [21]. SDL readiness (SDLR) not only pro-
motes student engagement in EL, but also enhance their 
knowledge and eventually improve their performance as 
well [22].

EL has been shown to enhance the possibilities of SDL 
significantly among students with an active internet 
connection [23–28]. In addition to providing students 
an opportunity to monitor their learning activities, EL 
allows understanding the contents even before attending 
the class, self-evaluation, continuous availability of fac-
ulty and other co-learners for interaction, which are con-
sidered as some of the mechanisms by which EL improves 
SDL [27]. It is documented that EL also enriches the skills 
of effective listening, writing, speaking, reading and com-
prehension by giving them endless attempts with imme-
diate feedback to improvise [27].

The key finding, in a survey conducted among 322 
online learners in US, showed that motivation was the 
vital element directly influencing self-monitoring behav-
ior which indirectly altered the self-management abilities. 
It was proposed that, for EL to be successful, promotion 
of SDL skills were critical [28].

Fournier et  al. (2014) described that EL can be chal-
lenging if the students lack SDLR [5]. Many authors 
recommend students to nurture SDLR for successfully 
navigating through online learning environment and 
obtain maximum advantage [29–31].

Given the increasing availability of ICT and EL, 
research on SDLR could prove quite impactful and rel-
evant for schools and colleges [32]. Higher education 
institutions have been advising their students to use EL 
for accessing open educational resources (OER) owing to 
the exponential increase in knowledge, easy availability 
of gadgets and organizational benefits in terms of money, 
manpower and material [33]. With educational institu-
tions moving towards EL in the form of flipped learning 
or blended learning, there is a growing need for educa-
tionists and academicians to foster SDL among students, 
so that learning can continue even beyond the classroom 
settings [33].

Robertson (2010,2011) articulates that, college stu-
dents need to be empowered with suitable technical 
skills and tools to discover good quality learning mate-
rial online, to suit their learning practices and behavior. 
He believes that these skills related to EL, allows them 
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to take more control over their learning needs and 
encourage SDL [34, 35].

Several studies have revealed that e-courses and quiz-
zes delivered through EL, have been shown as success-
ful supplementary tools for enhancing motivation and 
SDL by promoting responsible behavior and autonomy 
among college students [36–39].

This trait is especially desirable in individuals pursu-
ing the medical field because such individuals need to 
continually adapt to the latest research and the nuances 
of managing newly emerging diseases. SDLR essen-
tially represents the extent of attitude, ability, and other 
traits present in a student for SDL [40]. SDL is not only 
an end result, but it is also an extensive process that 
involves taking the initiative, becoming self-dependent, 
identifying learning resources, implementing learn-
ing strategies, and evaluating learning outcomes [41]. 
Therefore, SDL is recommended for the effective and 
successful training of all health care professionals, 
including medical students, residents, doctors, and 
nurses [42–46].

It is a crucial educational principle that is employed by 
many institutes of higher education owing to its poten-
tial for developing the skills of a lifelong learner. Conse-
quently, the Medical Council of India (MCI) has provided 
independent SDL hours in its newly revised curriculum 
to highlight the importance of SDL and ensured that all 
colleges follow the practice of SDL [47].

The measurement of SDLR is a prerequisite for the suc-
cessful implementation of any SDL strategies. Originally, 
a 58-item SDLR Scale (SDLRS) was devised by Gugleilm-
ino in 1977; it was divided into eight domains and has 
been used extensively for the measurement of SDL [48]. 
Later, in 2001, Fisher et  al. introduced another SDLRS 
consisting of 93 items to assess the SDL among nursing 
students [49]. This scale was reduced to a 52-item scale 
by Delphi, and it was further reduced to a 40-item scale, 
which was divided into three domains, including ‘self-
management (SM)’, ‘desire for learning (DL)’, and ’self-
control (SC)’. As the number of items in the scale was 
reduced, its length also decreased, and there was no over-
all effect on its conceptual framework. Numerous studies 
have used the SDLRS questionnaire to evaluate the levels 
of SDL among medical and nursing students across many 
countries, including India [41, 49–56].

In India SDLRS has been used among undergraduate 
medical students to assess their readiness, and the result-
ant overall mean SDLR score was found to be 212.91, not 
influenced by age or gender [54]. Similar studies con-
ducted in different parts of India, registered 140.4 ± 24.4 
as mean SDLR score with male students showing higher 
readiness [56] and mean score of 144.6 with more readi-
ness among female students [57].

SDLRS was also used in Indian setting, to assess the 
correlation between SDL and academic performance, 
showing higher median scores for the subscale SC (P < 
0.03) among high achievers when compared to others 
[55]. Studies are reported from India highlighting the 
comparison of SDLR among medical students undergo-
ing ‘problem-based hybrid’ curriculum with students 
following ‘traditional’ curriculum, showing a statistically 
significant increase in total median SDLR score (p = 
0.004) in traditional curriculum [58].

Even though SDLRS is used extensively among medical 
student in India, it has not been validated in this popula-
tion. This tool has been validated among different popu-
lations all over the world, except in a few countries such 
as India [59–65].

Williams, B (2013) suggested that SDLRS should be 
validated when used in newer settings [65]. In addition, 
to the best of our knowledge, there are no documented 
studies on the validation of internal structure of the 
SDLRS tool among Indian medical students. Therefore, 
this validation process is extremely essential, and this 
study was envisaged with the objective to develop an 
“Indian” version of the Fisher instrument, by validation of 
internal structure of the SDLRS tool among Indian medi-
cal students studying in a tertiary care medical institu-
tion by using factor analysis and the Structural Equation 
Modelling (SEM) approach.

Methods
Participants and procedures
Institutional Ethics Clearance was obtained from the host 
institution before the participants were recruited (ref: 
IEC-NI/12/OCT/30/53 dated 21.03.14). Formal permis-
sion to use the SDLRS tool was obtained from Fisher 
through email. Informed consent was obtained from stu-
dents after providing a brief description of all the compo-
nents of the study. A total of 750 first-year undergraduate 
medical students, comprising 250 students per batch for 
three consecutive academic years (2014–2017), partici-
pated in this study. Six hundred and ninety students com-
pleted the questionnaires and returned them for further 
analysis (response rate: 92%). To ensure uniformity, the 
SDLRS tool was administered for all three consecutive 
batches during the first month after their admission into 
the medical college.

Prior permission for meeting the students during one 
of their theory or practical classes was obtained from the 
concerned Heads of the Departments. Hard copies of 
the questionnaire were given to students, and they were 
given 15 to 20 min to complete the survey. The absentees 
during this session were followed up, and the same pro-
cess was repeated until all the students had completed 
the questionnaire.
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Self‑Directed Learning Readiness Scale Instrument
The Self-Directed Learning Readiness Scale (SDLRS) is a 
standardised and validated questionnaire that was devel-
oped by Murray J. Fisher [49]. The scale consists of a total 
of 40 items, which is a combination of three subscales: 
self-management (SM - 13 items), desire  for  learning 
(DL- 12 items), and self-control (SC -15 items). SDLRS 
has been validated by many researchers across the globe. 
Three-dimensional structure was supported by Fisher 
in 2001 and again in 2010 [49, 40] while four structured 
model was endorsed by Hendry and Ginns in 2009 [63]. 
High internal consistency for SDLRS was reported by 
studies from US, UK and Australia [66–68]. SDLRS by 
Fisher, was also validated in other languages and diverse 
healthcare settings [59, 69–71].

In our study students were requested to indicate the 
degree to which each item reflected their own charac-
teristics using a five-point Likert scale where a score of 
1 indicated strongly disagree and a score of 5 indicated 
strongly agree. Few questions were restructured, in order 
to reduce the risk of responders giving similar scores 
on all items without paying attention to the questions. 
Therefore, prior to the data analysis, those restructured 
items were appropriately coded (items 2, 10, 14, 18, 22, 
27, 29, 36, and 37) so that higher scores for all the items 
indicate positive attitudes.

Statistics
Prior to the primary analyses, duplicate, impossible, 
and invalid data were examined first. One case was 
removed due to the presence of invalid data. Next, the 
normality was examined using a histogram and outli-
ers were examined using a box plot for factor analysis. 
No outliers were identified, and the distribution was 
approximately normal. Due to the large sample size, the 
normality and lack of outliers met the assumption for 
factor analysis. To cross-validate the tool, the total sam-
ple of 689 was randomly split approximately into half (N 
= 347 for the calibration and N = 342 for validation). 
First, the exploratory factor analysis (EFA) using prin-
cipal component analysis was performed on the calibra-
tion sample to examine the factor structure in each of 
the three factors. The individual factors and the under-
lying items were predesignated by the previous research 
[49]. The goal of the EFA was to select items and 
improve the model. Items with factor loadings roughly, 
less than 0.40 was considered as a criterion for deletion 
from the EFA. Reliability using Cronbach’s α was used 
to assess the internal consistency of each factor. The 
scale was considered to have sufficient inter-item con-
sistency if α > 0.70 [72]. All EFAs were analysed using 
SPSS version 25. Then, the confirmatory factor analysis 

(CFA) was conducted on the validation sample to vali-
date the factors. The robust maximum likelihood-based 
estimation was used to correct for non-normality. We 
have assessed global goodness of fit model indices by R 
statistical version 4.0.2. These indices include χ2 and its 
subsequent ratio with degrees of freedom (χ2/df ); good-
ness-of-fit index (GFI); comparative fit index (CFI), root 
mean square error of approximation (RMSEA), approxi-
mate goodness of fit indices (AGFI); normed fit index 
(NFI); standardized root mean square residuals (SRMR). 
GFI is calculated to describe how well the model fits the 
set of observed data and it shows the degree of variance 
and covariance together. The value ranges from the 0 to 
1 and a value of 1 indicates a perfect fit. AGFI adjusts 
for the model’s degrees of freedom relative to the num-
ber of observed variables and typically range between 
zero and one with larger values indicating a better fit. 
CFI is done for comparison of null model with the fits of 
proposed model. If the value is greater than 0.90 means 
the data is acceptable. RMSEA also describes how well 
the model fits the observed data quantitatively. A value 
below 0.05 is considered as good fit. SRMR defined as 
closed fit and values ≤ 0.05 can be considered as a good 
fit and values between 0.05 and 0.08 as an adequate fit. 
NFI values range from 0 to 1, with higher values indi-
cating better fit [73–75]. CFA was performed using the 
Lavaan package of R version 4.0.2. Finally, the frequen-
cies and percentages were used to describe the cate-
gorical variables, mean, and standard deviation (SD) to 
describe each of the items, subscales, and overall scales 
of the SDLRS.

Results
Data from six hundred and eighty-nine students were 
included in the analysis after the exclusion of one student 
as an invalid case. Almost all students were 18 years old, 
except for two students who were 17 years old. Over half 
of the students were females (60.7%), and most of them 
were Indian citizens (91.9%) (see Table 1). Both EFA and 
CFA were then performed to assess the validity of the 
tool. Descriptive statistics were done for each item, which 
includes mean, standard deviation, measures of skewness 
and kurtosis as shown in Table 2.

Table 1  Frequencies and percentages of demographic 
characteristics

Categorical variable n %

Gender Male 271 39.3

Female 418 60.7

Nationality Indian 633 91.9

Others 56 8.1
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Exploratory factor analysis
EFA was conducted on the Likert scale items for each 
factor of the SDLRS. According to the predefined mod-
els, the self-management factor contained 13 items (Q1–
Q13), the desire  for  learning factor contained 12 items 
(Q14–Q25), and the self-control factor contained 15 

items (Q26–Q40). The results of the EFA for self-man-
agement showed that three items did not load on the 
factor well: Q2 (“I am self-disciplined”, factor loading = 
0.210), Q13 (“I am confident in my ability to search for 
information”, factor loading = 0.384), and Q12 (“I pre-
fer to plan my own learning”, factor loading = 0.362). 

Table 2  Descriptive statistics for factors and items

Abbreviations: SDLRS: self-directed learning readiness scale; N: number of patients; M: mean; SD: standard deviation; Min: minimum; Max: maximum

N M SD Min Max Skewness Kurtosis

Self-management 689 3.35 0.97 1 5 -0.04 -0.55

Q1 I manage my time well 689 3.02 1.02 1 5 -0.28 -0.12

Q3 I am organized 676 3.50 0.85 1 5 0.42 -0.81

Q4 I set strict timeframes 682 2.71 1.18 1 5 -0.07 -0.33

Q5 I have good management skills 676 3.55 0.83 1 5 0.00 -0.26

Q6 I am methodical 672 3.39 0.81 1 5 -0.07 -0.64

Q7 I am systematic in my learning 687 3.30 0.95 1 5 -0.05 -0.98

Q8 I set specific times for my study 686 3.11 1.13 1 5 -0.56 -0.08

Q9 I solve problems using a plan 668 3.46 0.97 1 5 -0.32 -0.76

Q10 I prioritize my work 677 3.47 1.05 1 5 -0.88 0.66

Q11 I can be trusted to pursue my own learning 684 3.97 0.92 1 5 -1.73 2.01

Desire for learning 689 3.95 0.93 1 5 -1.43 2.80

Q14 I want to learn new information 689 4.34 0.92 1 5 -1.02 1.37

Q15 I enjoy learning new information 683 4.21 0.87 1 5 -0.81 0.30

Q16 I have a need to learn 687 4.04 0.89 1 5 -0.59 -0.48

Q17 I enjoy a challenge 687 4.00 0.92 1 5 -0.34 0.11

Q18 I enjoy studying 688 3.75 1.11 1 5 -0.87 1.20

Q19 I critically evaluate new ideas 687 3.45 0.90 1 5 -0.56 0.41

Q20 I like to gather facts before I make a decision 688 3.92 0.86 1 5 -0.54 -0.69

Q21 I like to evaluate what I do 685 3.78 0.87 1 5 -1.32 1.86

Q22 I am open to new ideas 686 3.61 1.19 1 5 -1.11 1.93

Q23 I learn from my mistakes 684 4.18 0.92 1 5 -0.99 1.21

Q24 I need to know why 674 4.20 0.80 1 5 -0.83 -0.11

Self-control 689 3.79 0.98 1 5 -1.71 2.05

Q26 I prefer to set my own goals 683 4.07 0.86 1 5 -0.71 -0.44

Q27 I like to make decisions for myself 671 3.81 1.17 1 5 -0.40 0.07

Q28 I am responsible for my own decisions/actions 684 4.23 0.99 1 5 -0.86 1.29

Q29 I am in control of my life 687 3.77 1.18 1 5 -0.67 0.30

Q30 I have high personal standards 686 3.59 0.97 1 5 -0.62 0.58

Q31 I prefer to set my own learning goals 687 3.95 0.83 1 5 -0.89 0.85

Q32 I evaluate my own performance 684 3.74 0.90 1 5 -0.67 0.07

Q33 I am logical 685 3.81 0.86 1 5 -0.27 -0.61

Q34 I am responsible 685 3.90 0.93 1 5 -0.44 -0.82

Q35 I have high personal expectations 685 3.96 0.94 1 5 -0.54 0.07

Q36 I am able to focus on a problem 676 3.37 1.06 1 5 -0.62 -0.03

Q37 I am aware of my limitations 666 3.55 1.19 1 5 -0.54 0.39

Q38 I can find out information for myself 673 3.55 0.95 1 5 0.26 0.24

Q39 I have high beliefs in my abilities 675 3.79 1.00 1 5 -0.61 2.01

Q40 I prefer to set my own criteria on which to evaluate 
my performance

674 3.77 0.88 1 5 -0.27 -0.06

Total SDLR 689 137.07 14.76 99 185
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Therefore, they were sequentially trimmed from the 
model. The modified model on self-management com-
prised of Q1 and Q3–Q11, and accounted for 25.36% of 
the total variance. As seen in Table  3, the factor load-
ings for all the items ranged from 0.405 to 0.753, and the 
internal consistency was Cronbach α = 0.83.

The results of the factor analysis for desire-for-learn-
ing demonstrated that Q25 did not load on the factor 
well (“When presented with a problem I cannot resolve, 
I will ask”, factor loading = -0.219) and was poorly or 
inversely related to most of the other items under this 
factor. Therefore, Q25 was deleted from the model. The 

Table 3  Exploratory factor analysis and reliability

Factor loading # of items % of variance Cronbach’s 
alpha

Self-management 10 25.36 0.79

Q1 I manage my time well 0.549

Q3 I am organized 0.753

Q4 I set strict timeframes 0.512

Q5 I have good management skills 0.614

Q6 I am methodical 0.488

Q7 I am systematic in my learning 0.677

Q8 I set specific times for my study 0.687

Q9 I solve problems using a plan 0.486

Q10 I prioritize my work 0.405

Q11 I can be trusted to pursue my own learning 0.484

Desire for learning 11 17.5 0.78

Q14 I want to learn new information 0.616

Q15 I enjoy learning new information 0.593

Q16 I have a need to learn 0.431

Q17 I enjoy a challenge 0.614

Q18 I enjoy studying 0.437

Q19 I critically evaluate new ideas 0.435

Q20 I like to gather facts before I make a decision 0.517

Q21 I like to evaluate what I do 0.553

Q22 I am open to new ideas 0.53

Q23 I learn from my mistakes 0.396

Q24 I need to know why 0.577

Self-control 15 22.40 0.79

Q26 I prefer to set my own goals 0.497

Q27 I like to make decisions for myself 0.506

Q28 I am responsible for my own decisions/actions 0.504

Q29 I am in control of my life 0.552

Q30 I have high personal standards 0.542

Q31 I prefer to set my own learning goals 0.553

Q32 I evaluate my own performance 0.437

Q33 I am logical 0.556

Q34 I am responsible 0.524

Q35 I have high personal expectations 0.44

Q36 I am able to focus on a problem 0.454

Q37 I am aware of my limitations 0.504

Q38 I can find out information for myself 0.427

Q39 I have high beliefs in my abilities 0.554

Q40 I prefer to set my own criteria on which to evaluate my 
performance

0.469

Total 36 65.29 0.83
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updated model on desire-for-learning explained 17.50% 
of the total variance and had an internal consistency of 
Cronbach α = 0.78. The factor loadings for Q14 through 
Q24 ranged from 0.396 to 0.616 (see Table 3). Although 
“I learn from my mistakes” had a factor loading of 0.396, 
it was still acceptable for inclusion in the model.

Self-control, was accounting for 22.40% of the total 
variance. The items from Q26 to Q40 demonstrated good 
inter-item reliability (Cronbach α = 0.799), and the factor 
loadings ranged from 0.427 to 0.556. More details on the 
factor loadings can be found in Table 3. Taken together, 
the updated models applied to the medical students com-
prised self-management (10 items), desire-for-learning 
(11 items), and self-control (15 items). All the domains of 
the finally modified scale showed acceptable Cronbach’s 
α scores, which indicated good reliability; therefore, the 
modified scale was used for the rest of the students (N = 
342) to validate the tool.

Confirmatory factor analyses
CFAs were conducted to verify the factor structure 
resulting from individual EFAs using the other half of 
the data (i.e., validation data). A summary for the good-
ness-of-fit indices from the CFA is displayed in Table 4. 
A summary for the goodness-of-fit indices from the CFA 
are displayed in Table 4. Regarding the self-management 
model, the fit was satisfactory (RMSEA = 0.078, SRMR 
= 0.056, and CFI = 0.895). Desire-for-learning model 
performed a good model fit (RMSEA = 0.054, SRMR = 
0.052, and CFI = 0.922). Finally, self-control model was 
acceptable (RMSEA = 0.076, SRMR = 0.067, and CFI = 
0.866). Although the CFI was a little lower than 0.900, 
RMSEA and SRMR indicate satisfactory model fit.

Lastly, the sum scores for the items under each factor 
were calculated from the overall dataset. Table  2 shows 
a summary of the descriptive statistics for each item and 
each factor. The average sum score for the overall SDLR 
was 137.07 (SD = 14.76) with a minimum score of 99 and 
a maximum score of 185.

Structural equation modelling
The CFA results were received well by ‘Analysis of a 
Moment Structures’ (AMOS) version 24 software, 
without any notification messages about the examined 

parameters. This shows that our factor model cleared 
the initial step of identification. In the subsequent step, 
the items (observed) and factors (unobserved) were illus-
trated in the hypothesised model (see Fig. 1). The factors 
were exemplified with rectangles; items and measure-
ment errors were represented by ellipses and circles, 
respectively. The arrows running between the items and 
factors represented regression paths, while the numerical 
data shown on them indicated the standardised regres-
sion weight. The arrow between the small circles and 
items signified the measurement error term. The dou-
ble-headed arrows extending between any two factors 
signified the correlation of covariance of the model. The 
SEM path for the SDLRS was illustrated for each item 
(observed) and factor (unobserved) in the hypothesised 
model (see Fig. 1).

Discussion
Students’ characteristics play a vital role in determining 
the effectiveness of learning. This is true, especially in an 
online or e-learning (EL) environment, where the ability 
of the students to direct their efforts suitably can poten-
tially affect the learning outcomes [3]. Medical education 
has witnessed substantial increase in the utilization of 
EL, probably due to time constraints and huge demands 
placed on medical students and faculty alike to find new 
ways to constantly update their skills and to keep track of 
the evolving guidelines in patient care [76, 77]. Moreover, 
medical students of the twenty-first century are expected 
to get acquainted with EL to achieve flexibility and ensure 
uninterrupted learning in a vibrantly changing health 
care setting [78]. SDL has been shown to have direct and 
significant influence on the cognitive processes of learn-
ers in an EL setting [3].

SDL is essential in EL because the structure of most of 
the e-modules are flexible and therefore needs sensible 
judgement from students on choosing what, when and 
how, they plan to engage in learning activities [2]. This 
flexibility necessitates students to watch their behav-
ior and be aware that the responsibility for learning lies 
with them instead of the instructor or teacher [4]. Active 
learning approaches such as team-based learning, case 
based learning, flipped learning, problem-based learn-
ing, and EL have been advocated to advance the SDL 
competency of medical students [79, 80]. Idrosa SN et al., 
(2010) assessed the effect of EL on SDL among Malay-
sian students with the help of SDLRS and documented 
a significant growth in their SDL skills [81]. Interactive 
assignments and assessments associated with EL have 
been shown to enhance a sense of responsibility among 
leaners while kindling their excitement for exploring new 
learning to solve problem based activities [82–84].

Table 4  CFA indices for each factor model

Abbreviations: RMSEA: root mean square error of approximation; SRMR: 
standardized root-mean-square residual; CFI: comparative fit index

RMSEA SRMR CFI

Self-management 0.078 0.056 0.895

Desire for learning 0.054 0.052 0.922

Self-control 0.076 0.067 0.866
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Fig. 1  SEM results of the confirmatory factor analysis for the SDLRS model. (SM: self-management, DL: desire for learning, SC: self-control)
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A study from India has reported that downloadable 
EL modules enhance the opportunities for collaborative 
learning and SDL, as students often stored these learn-
ing resources in a pen drive and carried with them to 
study along with their friends, even in an offline environ-
ment [85]. Song L and Hill JR (2007) suggested number 
of ways by which EL nurtured SDL, such as empowering 
leaners to seek new information, effectively use the avail-
able resources, optimal time management, self-reflection 
and operational planning of goal setting [86]. In a study 
conducted on medical students, Svirko E et  al. (2008) 
proposed that EL facilitates self-paced learning and self-
evaluation which are the critical promotors of SDL [87].

The recognition of the attributes of SDL, especially the 
readiness to pursue SDL among learners permits teach-
ers to establish guidelines on the extent of independence 
that can be allowed during EL. SDLRS is an instrument 
to measure SDL and several studies have documented 
across various populations that the SDLRS has high reli-
ability and internally consistency (IC). A study among 
nursing students in Australia, supported the three-
dimensional structure of SDLRS [49]. In a randomized 
experimental study conducted in UK, IC for SDLRS was 
reported as 0.95, with subscale scores 0.86 for ‘SM’, 0.85 
for ‘DL’ and 0.89 for ‘SC’ [67]. Bridges et al., in 2007 doc-
umented IC of 0.87 for ‘SM’, 0.85 for ‘DL’ and 0.80 for ‘SC’ 
[66]. High IC also reported by another Australian study 
with Chronbach’s alpha values of 0.81 for ‘SM’, 0.78 for 
‘DL’ and 0.84 for ‘SC’ [68]. These findings were found to 
be consistent with the results of Fisher et al. (2001) [49]. 
Hendry and Ginns (2009), studied the factorial structure 
of SDLRS among medical students through exploratory 
factor analysis, which revealed a four-factor model that 
was not in agreement with the original three-dimensional 
structure proposed by Fisher in 2001 [49, 63]. Fisher and 
Kind reexamined and confirmed the validity structure of 
SDLRS in 2010 [40].

SDLRS by Fisher, has been validated in other languages, 
including Spanish [69], Japanese [59] and Turkish [70]. 
SDLRS is also used in other health care professions as 
well, apart from nursing [55, 71, 69]. The validation of the 
internal structure of the SDLRS tool among Indian medi-
cal students is indispensable for measuring SDL among 
them. Hence, the internal structure of SDLRS tool was 
validated in this study.

Response rate was 92% (n = 690). A total of 36 items 
were included in the modified SDLRS tool because of the 
removal of four poorly loaded items (Q2, Q12, Q13, and 
Q25) as discussed under the heading of ‘results’.

The average sum score for the overall SDLR was 137.07 
(SD = 14.76) with a minimum score of 99 and a maxi-
mum score of 185. This finding was comparable to a 
published study from India which registered total SDLR 

score of 132 for a hybrid medical curriculum and 137 
for a traditional medical curriculum [58]. In contrast to 
this, another Indian study reported higher mean SDLRS 
scores among medical students as 144.6 (SD= 17.4), with 
statistically high scores among girls (p=0.002) [57]. This 
is probably due to the fact that the SDLR exists in all stu-
dents along a continuum and is influenced by personal 
attributes of the learner as well as the nature of curricu-
lum [49, 88, 89].

In our study, the mean subscale score was highest for 
DL (3.95±0.93), followed by SC (3.79±0.98) and SM 
(3.35±0.97). Our finding is comparable to a similar study 
conducted by Abraham et al. (2011), in different part of 
India, in which, the mean subscale score for DL (3.91 
± 0.20) was highest followed by SC (3.87 ± 0.16) and 
SM (3.44 ± 0.32) [55]. However, Devi et  al., (2012) has 
reported maximum score for SC among Indian Medical 
students [58].

Our study is in agreement with other studies held in 
India, where SM was rated the least and authors have 
recommended that medical undergraduates might need 
additional training to improve their self-management 
skills [55–58].

Our study supported three structured model, which 
is in agreement with the findings of Fisher et al. in 2001 
and 2010 [40, 49]. However, our finding do not align with 
study by Hendry and Ginns (2009), which revealed a 
four-factor model [63].

Our model with 36 items showed good fit for reliabil-
ity measurement (0.83). Three factor model with ‘moder-
ate to poor fit’ for individual subscales was revealed by 
Fujino-Oyama in 2016, with moderate fit for reliability 
measurements [59]. In an Iranian study the final model 
in CFA supported three factor structure with 39 items 
revealing a good fit of model and high internal consist-
ency coefficients for all three factors [60]. Similar finding 
of high Cronbach’s alpha (>0.8) with three factor model 
was reported in India by Balamurugan et al., in 2015 [57].

The correlation between DL and SM was 0.64, SM and 
SC was calculated as 0.75 while the correlation between 
SC and DL was found to be 0.76 (Fig. 1).

Total variance for our model is estimated as 65.29, 
which is better than the original model (49.86). In our 
study, under the factor ‘SM’ the item ‘I set strict time-
frame’ had the least mean value (2.71 ±1.18). Abraham 
et al. (2011) from India, also have documented least mean 
value for similar item, ‘I do not manage my time well’ 
(2.78 ± 1.20) [55] whereas Balamurugan et  al., (2015) 
registered least value for ‘I have good management skills’ 
(2.7 ±1.2) [57].

For the factor DL, we recorded least value for ‘I criti-
cally evaluate new ideas’ (3.55 ± 1.00) whereas other 
Indian authors reported least score for item ‘I do not 
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enjoy studying’ (3.61 ± 1.30) [55] and ‘I am open to new 
ideas’ (3.4 ±1.2) [57].

Lastly, under the SC factor, we registered least mean 
score for ‘I am able to focus on a problem’ (3.37 ± 1.06) 
similar to study by Abraham et.al.l (2011) with the score 
of 3.47 ± 1.01 [55]. However other Indian study has doc-
umented least mean score for item ‘I have high personal 
standards’ (2.6 ±1.1) [57]. The low mean scores could be 
attributed to generally perceived poor time management 
and critical thinking skills among medical students, as 
documented by other authors [90–92]. It is also known 
that some of the Indian medical students need guidance 
in time management skills. [55].

In our study the highest mean item score under SM 
was recorded for ‘I can be trusted to pursue my own 
learning’, (3.97 ± 0.92), which is in agreement with Abra-
ham et.al.l (2011) with the score of 3.78 ±1.01 [55], and 
differ from other Indian author who claimed highest 
score for the item, ‘I am methodical’ (4.0 ± 1.0) under 
the same factor [57].

For the factor DL, our study showed highest item score 
for ‘I want to learn new information’ (4.34 ± 0.92), while 
other authors registered ‘I am open to new ideas’ (4.11± 
0.95) [55], and ‘I like to gather the facts before I make a 
decision’ (4.1 ± 0.9) [57].

Finally, under SC domain the highest mean item score 
in our study was recorded for ‘I am responsible for my 
own decisions/actions’ (4.23 ± 0.99) whereas other 
Indian studies showed highest score for ‘I am logical’ 
(4.01 ± 0.83) [55], ‘I am able to focus on a problem’ ( 4.1 
± 0.9) and ‘I am not in control of my life’ ( 4.1 ± 0.9) [57].

The higher mean scores in few areas reflect the prob-
able impact of avenues for SDL that are already being 
practiced in the host institution in terms of a decade-long 
case-based learning and enquiry-driven, integrated, and 
module-based curriculum. This finding is in consensus 
with other studies from this part of the world [56, 93]. 
Overall, our results indicated that the students recruited 
in this study were ready for SDL and support the inclu-
sion of SDL hours in the medical curriculum.

The overall SDLR scores of the medical students of 
India are lower than those of the medical students from 
western countries, and it decreased with the increase in 
age [54]. On the contrary, another study conducted on 
nursing students showed an increase in the SDLR scores 
with an increase in age and maturity [94]. These results 
were corroborated by the results of another study con-
ducted on Chinese nursing students [95]. Despite such 
contrasting results, the age and maturity of the students 
have been regarded as the determining factors of SDLR.

Some authors believe that it could be more chal-
lenging to promote SDL among Indian students, as 
most of them are trained under traditional curriculum 

in schools where they depend on teachers for most of 
their learning needs [96]. Sudesh Gyawali et al. (2011) 
stated that medical educators must aim to inculcate the 
practice of SDL among their students to promote criti-
cal thinking, which in turn would result in better infor-
mation recall, retention, and eventually, better decision 
making. [97].

According to Vyas et  al., the Integrated Learning 
Program (ILP) with clerkship, development of mes-
sage on health education, secondary hospital program, 
e-learning modules, practical case discussion, early 
clinical exposure, topic-specific presentations by stu-
dents, seminars, and assessments at end of classes play 
a key role in promoting SDL [54, 98, 99]. However, on 
the other hand, excessive curricular activities coupled 
with extreme socialising have been shown to lead to 
less time for SDL [54].

According to Shah et  al. (2016), medical students 
generally adopt either of two types of learning: ‘sur-
face’ learning aimed at passing the exams and ‘in-depth’ 
learning focusing on core concepts and their applica-
tion [100]. In India, many students adopt surface learn-
ing from a young age because they are conditioned to 
accept the information passed down by the teacher, and 
due to this, they often do not understand the need for 
self-learning [101–103]. Measurement of SDLR among 
Indian medical students using a validated tool of Indian 
version, could help the instructors to design and mod-
ify EL accordingly.

Limitations and directions for future research
This was a single-centre study, and to ensure uniformity 
in our results, we conducted the SDLR assessment among 
the first-year students of three consecutive batches. 
However, the SDLR of an individual varies according to 
demographic characteristics, education, and regional and 
cultural background. Hence, there are certain limitations 
on the generalisability of our results to other medical 
institutions in other parts of the country. Furthermore, 
we did not assess the SDLR of the students beyond the 
first year. Consequently, we could not perform any com-
parative analysis between the same sample set and could 
not determine the effect of the medical training, educa-
tion, age, and maturity on the evolution of the SDLR of 
the students. Future studies should focus on the psycho-
metric assessment of the SDLRS among Indian medical 
students across different years of study, demographics, 
and cultural backgrounds. In addition, future studies may 
also consider inclusion of qualitative data to support why 
some of these scores were so low and get a better idea 
regarding, how the students were truly operationalizing 
the survey items.
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Conclusions
The SDLRS is a tool that helps teachers and instruc-
tors understand the self-learning behaviour of their 
students, and this study is the first reported valida-
tion exercise of the internal structure of the SDLRS 
tool among Indian medical students. Our results 
have contributed to the growing body of scientific lit-
erature regarding the psychometric assessment of the 
SDLRS. The findings of our study did not endorse the 
overall construct validity of the 40-item scale; rather, 
they demonstrated the best model fit for the 36-item 
scale. This study allows future scholars and educators 
from India to use a more valid Indian version of the 
instrument in their research. Further utilisation of this 
validated tool as a criterion for introducing suitable 
changes in the digital implementation of the curricu-
lum is recommended.

Abbreviations
SDLRS: Self-Directed Learning Readiness Scale; SDLR: Self-Directed Learning 
Readiness; SDL: Self-Directed Learning; EFA: Exploratory Factor Analysis; 
CFA: Confirmatory Factor Analysis; SPSS: Statistical Package for the Social 
Sciences; CFI: Comparative Fit Index; SRMR: Standardised root-mean-
square residual; RMSEA: Root mean square error of approximation; MCI: 
Medical Council of India; SD: standard deviation; SEM: Structural Equation 
Modelling; AMOS: Analysis of Moment Structures; ILP: Integrated Learning 
Program.

Acknowledgements
We sincerely thank Dr Fisher for permitting us to use the Self-Directed Learn-
ing Readiness Scale on our study participants.

Authors’ contributions
Conceptualization – PR, BWC, PVV. Project writing and ethical approval – 
APK, AO. Data Collection – APK, AO, NS. Data entry & data curation - NS, 
PK. Data analysis - MK. Writing of original draft – APK, PR. Review and 
editing of the original draft – PR, MK, APK. Supervision - KNM, PVV. All 
authors have read and agreed to the final version of the manuscript for 
publication.

Funding
We thank our institution (SRIHER, Chennai) for supporting us with the financial 
grant under ‘GATE: Young Faculty Research Grant’ (Ref. No: 111/Dean/2012).

Availability of data and materials
The datasets generated and analysed during the current study are not publicly 
available due to the confidential nature of the content but are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Institutional Ethics Clearance was obtained from the host institution [Sri 
Ramachandra Medical College and Research Institute, SRIHER (DU), Chennai, 
India) before recruiting the participants (ref: IEC-NI/12/OCT/30/53 dated 
21.03.14). Written informed consent was obtained from students after provid-
ing a detailed description of all the components of the study.

Consent to publication
All authors have read and given consent for the publication of this manuscript.

Competing interests
The authors report no conflict of interest in this work.

Author details
1 Department of Physiology, Sri Ramachandra Medical College and Research 
Institute, Sri Ramachandra Institute of Higher Education and Research, Porur, 
Chennai, Tamil Nadu, India. 2 Medical Education Unit, College of Medicine 
and Medical Sciences, Arabian Gulf University, Manama, Bahrain. 3 Department 
of Biochemistry, Sri Ramachandra Medical College and Research Institute, Sri 
Ramachandra Institute of Higher Education and Research, Porur, Chennai, 
Tamil Nadu, India. 4 Faculty of Allied Health sciences, Sri Ramachandra Institute 
of Higher Education and Research,  Porur, Chennai, Tamil Nadu, India. 5 Depart-
ment of Physiology, Government Yoga and Naturopathy Medical College 
and Hospital, Tamil Nadu, Chennai, India. 6 Department of Physiology, Naray-
ana Medical College, Nellore, India. 7 Department of Community Medicine, 
Sri Ramachandra Medical College and Research Institute, Sri Ramachandra 
Institute of Higher Education and Research, Porur, Chennai, Tamil Nadu, India. 
8 Department of Orthopaedics, Sri Ramachandra Medical College and Research 
Institute, Sri Ramachandra Institute of Higher Education and Research, Porur, 
Chennai, Tamil Nadu, India. 

Received: 24 November 2020   Accepted: 24 November 2021

References
	 1.	 Clark, R. C., & Mayer, R. E. E-learning and the science of instruction: 

Proven guidelines for consumers and designers of multimedia learning. 
Wiley. 2016.

	 2.	 Milligan, C., & Littlejohn, A. Supporting professional learning in a mas-
sive open online course. Int Rev Res Open Dis. 2014;15: 197–213.

	 3.	 Geng, S., Law, K. M., & Niu, B. Investigating self-directed learning and 
technology readiness in blending learning environment. Int. J. Educ. 
Technol. High. Educ. 2019;16:1–22.

	 4.	 Demir, O. The investigation of e-learning readiness of students and 
faculty members: Hacettepe university, faculty of education example. 
Unpublished Master Thesis]. Hacettepe University, Ankara.2015.

	 5.	 Fournier H, Kop R, Durand G. Challenges to research in MOOCs. MERLOT 
J Online Learn Teach. 2014;10:1–15.

	 6.	 Malison, K., & Thammakoranonta, N. An exploratory study of self-
directed learning: The differences between IT and non-IT employees in 
Thailand. J. Entrep. Educ.2018;21:1–16.

	 7.	 Bailey, R., Bergamin, P. B., Bosch, C., de Beer, J., du Toit, A., Goede, R., … 
van Zyl, S. (2019). Self-Directed Learning for the 21st Century: Implica-
tions for Higher Education (p. 470). AOSIS.

	 8.	 Whipple, J. B., & Williams, D. C. THE INQUIRING MIND. By Cyril 
O. Houle. The University of Wisconsin Press. 1961. Adult Educa-
tion.1963;13:122–123. https://​doi.​org/​10.​1177/​07417​13663​01300​208

	 9.	 Tough, A. The Adult’s Learning Projects. A Fresh Approach to Theory 
and Practice in Adult Learning. 1971.

	 10.	 Knowles, M. S. Self-directed learning: A guide for learners and teachers. 
New York: Association Press.1975.

	 11.	 Craik, G. L. The Pursuit of Knowledge Under Difficulties: Its Pleasures 
and Rewards, Illustrated by Memoirs of Eminent Men (Vol. 2). Harper & 
brothers.1840.

	 12.	 Edmondson, D. R., Boyer, S. L., & Artis, A. B. Self-directed learning: A 
meta-analytic review of adult learning constructs. Int. J. Educ. Res. 2012; 
7: 40–48.

	 13.	 Carson, E. H. Self-directed learning and academic achievement in 
secondary online students. 2012

	 14.	 Ellinger, A. D. The concept of self-directed learning and its implica-
tions for human resource development. Adv. Dev. Hum. Resour. 
2004;6(2):158–177.

	 15.	 Merriam, S. B., Caffarella, R. S., & Baumgartner, L. M. Learning in Adult-
hood: A Comprehensive Guide, (San Francisco, CA: John Wiley & Sons/
Jossey-Bass, 2007. Reflective Practice: Formation and Supervision in 
Ministry, 31.

	 16.	 Long, H. B. Self-Directed Learning: Emerging Theory & Practice. Okla-
homa Research Center for Continuing Professional and Higher Educa-
tion, McCarter Hall, University of Oklahoma, Norman, OK 73037.1989.

	 17.	 Candy, P. C. Self-Direction for Lifelong Learning. A Comprehensive 
Guide to Theory and Practice. Jossey-Bass, 350 Sansome Street, San 
Francisco, CA 94104-1310.1991.

https://doi.org/10.1177/074171366301300208


Page 12 of 13Kumar et al. BMC Medical Education          (2021) 21:614 

	 18.	 Brockett, R. G., & Hiemstra, R. Self-direction in adult learning: Perspec-
tives on theory, research and practice. Routledge (originally published 
in 1991).2018

	 19.	 Garrison, D. R. Self-directed learning: Toward a comprehensive model. 
Adult Education Quarterly. 1997;48:18–33. https://​doi.​org/​10.​1177/​
07417​13697​04800​103

	 20.	 Oswald, D. F. Instructional-design theory for fostering self-directed 
learning. Indiana University.2003.

	 21.	 Firat, M., & Bozkurt, A. Variables affecting online learning readi-
ness in an open and distance learning university. Educ Media Int. 
2020;57:112–127.

	 22.	 Freeman, S., Eddy, S. L., McDonough, M., Smith, M. K., Okoroafor, N., 
Jordt, H., & Wenderoth, M. P.  Active learning increases student perfor-
mance in science, engineering, and mathematics. Proc Natl Acad Sci. 
2014; 111: 8410-8415.

	 23.	 Bonk, C. J., & Lee, M. M. (2017). Motivations, achievements, and chal-
lenges of self-directed informal learners in open educational environ-
ments and MOOCs. J Learn Development. 2014;4.36–57. https://​jl4d.​
org/​index.​php/​ejl4d/​artic​le/​view/​195/​188.

	 24.	 Kim, M., Jung, E., Altuwaijri, A., Wang, Y., & Bonk, C. J. Analyzing the 
human learning and development potential of websites avail-
able for informal learning. Int J Self-Directed Learn. 2014;11(1), 
12–28. https://​docs.​wixst​atic.​com/​ugd/​dfdeaf_​1989e​2278e​76458 
ba77c06aadae54ad1.pdf.

	 25.	 Kim, R., Olfman, L., Ryan, T., & Eryilmaz, E. Leveraging a personalized 
system to improve self-directed learning in online educational environ-
ments. Computers and Education. 2014;70:150–160. https://​doi.​org/​10.​
1016/j.​compe​du.​2013.​08.​006.

	 26.	 Zhang, K., Bonk, C. J., Reeves, T. C., & Reynolds, T. H. (Eds.). MOOCs and 
open education in the Global South: Challenges, successes, and oppor-
tunities. New York: Routledge. 2020. https://​doi.​org/​10.​4324/​97804​
29398​919.

	 27.	 Zainuddin, Z., Habiburrahim, H., Muluk, S., & Keumala, C. M. How do stu-
dents become self-directed learners in the EFL flipped-class pedagogy? 
A study in higher education. Indones. J. Appl. Linguist. 2019;8: 678–690.

	 28.	 Zhu, M., Bonk, C. J., & Doo, M. Y. Self-directed learning in MOOCs: 
Exploring the relationships among motivation, self-monitoring, and 
self-management. Educ. Technol. Res. Dev. 2020:1–21.

	 29.	 Kop, R. The challenges to connectivist learning on open online net-
works: Learning experiences during a massive open online course. The 
International Review of Research in Open and Distributed Learning. 
2011:2: 19–38. https://​doi.​org/​10.​19173/​irrodl.​v12i3.​882.

	 30.	 Kop, R., & Fournier, H. New dimensions to self-directed learning in 
an open networked learning environment. Int J Self-Directed Learn. 
2010;7: 1–19.

	 31.	 Rohs, M., & Ganz, M. MOOCs and the claim of education for all: A disil-
lusion by empirical data. The International Review of Research in Open 
and Distributed Learning. 2015; 16:1–9. https://​doi.​org/​10.​19173/​irrodl.​
v16i6.​2033

	 32.	 Kranzow J, Hyland N. Self-directed learning: Developing readiness in 
graduate students. Int J Self-Directed Learn. 2016;13:1–14.

	 33.	 Caravello MJ, JimÃŠnez JR, Kahl LJ, Brachio B, Morote ES. Self-Directed 
Learning: College Students’ Technology Preparedness Change in the 
Last 10 Years. J Leadersh Instr. 2015;14:18–25.

	 34.	 Robertson J. The educational affordances of blogs for self-directed 
learning. Comput Educ. 2010;57:1628–44.

	 35.	 Robertson, R. J.What do academic libraries have to do with Open 
Educational Resources?. In Universitat Oberta de Catalunya (Ed.), Barce-
lona OpenEd 2010: The seventh annual Open Education Conference, 
November 2–4, 2010. Barcelona, Spain: Universitat Oberta de Catalunya.

	 36.	 Candy, P. C. Linking thinking: Self-directed learning in the digital 
age. Canberra,, Australia: Department of Education, Science and 
Training.2004.

	 37.	 Kurt, G. Implementing the flipped classroom in teacher education: 
Evidence from Turkey. J Educ Techno Soc. 2017;20:211–221.

	 38.	 Chuang, H. H., Weng, C. Y., & Chen, C. H. Which students benefit most 
from a flipped classroom approach to language learning?. Br J Educ 
Technol. 2018;49:56-68. doi: https://​doi.​org/​10.​1111/​bjet.​12530

	 39.	 Lai, H. M., Hsiao, Y. L., & Hsieh, P. J. The role of motivation, ability, and 
opportunity in university teachers’ continuance use intention for 
flipped teaching. Comput. Educ. 2018;124:37–50.

	 40.	 Fisher, M.J. & King, J. The self-directed learning readiness scale for 
nursing education revisited: a confirmatory factor analysis. Nurse Educ. 
Today. 2011;30: 44–48. https://​doi.​org/​10.​1016/j.​nedt.​2009.​05.​020

	 41.	 El-Gilany, A.H. & Abusaad, F.E.S. Self-directed learning readiness and 
learning styles among Saudi undergraduate nursing students. Nurse 
Educ. Today.2013; 33: 1040–1044. https://​doi.​org/​10.​1016/j.​nedt.​2012.​
05.​003

	 42.	 Lee, S., Kim, D.H. and Chae, S.M. Self-directed learning and professional 
values of nursing students. Nurse Educ Pract. 2020; 42: 102647.

	 43.	 Hill, M., Peters, M., Salvaggio, M., Vinnedge, J., & Darden, A. Implemen-
tation and evaluation of a self-directed learning activity for first-year 
medical students. Med Educ Online. 2020;25:1717780.

	 44.	 Murad, M. H., Coto-Yglesias, F., Varkey, P., Prokop, L. J., & Murad, A. L. The 
effectiveness of self‐directed learning in health professions education: a 
systematic review. Med. Educ.2010; 44:1057–1068.

	 45.	 American Board of Internal Medicine. Maintenance of Certification. 
Philadelphia, PA: ABIM. 2007.

	 46.	 Accreditation Council for Graduate Medical Education. ACGME Out-
come Project. Chicago, IL: ACGME; 2006.

	 47.	 Competency based undergraduate curriculum for The Indian medical 
graduate. Medical council of India. Retrieved from www.​mciin​dia.​org 
www.​mciin​dia.​org/​CMS/​wp-​conte​nt/​uploa​ds/​2020/​01/​UG-​Curri​culum-​
Vol-I.​pdf

	 48.	 Guglielmino LM. Development of the Self-Directed Learning Readiness 
Scale. Doctoral Dissertation. Athens, GA. University of Georgia. 1977.

	 49.	 Fisher M, King J, Tague G. Development of a self-directed learning readi-
ness scale for nursing education. Nurse Educ. Today.2001 ; 21 : 516–25.

	 50.	 Rascón-Hernán, C., Fullana-Noell, J., Fuentes-Pumarola, C., Romero-
Collado, A., Vila-Vidal, D., & Ballester-Ferrando, D. Measuring self-directed 
learning readiness in health science undergraduates: A cross-sectional 
study. Nurse Educ. Today. 2019; 83: 104201.

	 51.	 Cadorin, L., Bressan, V., & Palese, A. Instruments evaluating the self-
directed learning abilities among nursing students and nurses: a 
systematic review of psychometric properties. BMC Med Educ. 2017; 17: 
229.l

	 52.	 Fasce, E., Ortega, J., Ibáñez, P., Márquez, C., Pérez, C., Bustamante, C., & 
Espinoza, C. Aspectos motivacionales involucrados en el aprendizaje 
autodirigido en estudiantes de medicina. Un enfoque cualitativo. 
Revista Médica de Chile. 2016; 144: 664–670.

	 53.	 D’Alessandro, G., Consorti, G., & Cerritelli, F. Self-directed learning and 
practice of Italian osteopathic students during summer break: a cross-
sectional survey. BMC Complement Altern Med. 2019; 19: 201.

	 54.	 Premkumar K, Vinod E, Sathishkumar S, Pulimood AB, Umaefulam V, 
Samuel PP, John TA. Self-directed learning readiness of Indian medical 
students: a mixed method study. BMC Med Educ. 2018;18:1–0.

	 55.	 Abraham, R. R., Fisher, M., Kamath, A., Izzati, T. A., Nabila, S., & Atikah, N. 
N. Exploring first-year undergraduate medical students’ self-directed 
learning readiness to physiology. Adv Physiol Educ. 2011; 35: 393–395.

	 56.	 Kar SS, Premarajan KC, Ramalingam A, Iswarya S, Sujiv A, Subitha L. Self-
directed learning readiness among fifth semester MBBS students in a 
teaching institution of South India. Health Educ. 2014;1;27:289. https://​
doi.​org/​10.​4103/​1357-​6283.​152193

	 57.	 Balamurugan, S., & Kumar, H. Self-directed learning readiness (SDLR) 
among medical students: a questionnaire-based study from an Indian 
medical school. South East Asian J Med Educ. 2015; 9: 59–64.

	 58.	 Devi, V., Devan, D., Soon, P. C., & Han, W. P. Comparison of Self-Directed 
Learning Readiness Among Students Experiencing Hybrid and Tradi-
tional Curriculum. J Clin Diagn Res. 2012;6(6).1047–50

	 59.	 Fujino-Oyama, Y., Maeda, R., Maru, M., & Inoue, T. Validating the Japa-
nese self-directed learning readiness scale for nursing education. J. 
Nurs. Educ. 2016;55: 65–71.

	 60.	 Nadi, M. A., & Sadjadian, I. Validation of a Self-directed Learning Readi-
ness Scale for Medical and Dentistry Students. Iran. J. Med. Sci. 2011: 
11.174-182.

	 61.	 Cadorin, L., Grassetti, L., Paoletti, E., Cara, A., Truccolo, I., & Palese, A. 
Evaluating self-directed learning abilities as a prerequisite of health 
literacy among older people: Findings from a validation and a cross‐
sectional study. Int. J. Older People Nurs.2020;15: e12282.

	 62.	 Torabi, N., Abdollahi, B., Aslani, G., & Bahrami, A. A validation of a self-
directed learning readiness scale among preliminary schoolteachers in 
Esfahan. Procedia Soc Behav Sci. 2013:83:995–999.

https://doi.org/10.1177/074171369704800103
https://doi.org/10.1177/074171369704800103
https://jl4d.org/index.php/ejl4d/article/view/195/188
https://jl4d.org/index.php/ejl4d/article/view/195/188
https://docs.wixstatic.com/ugd/dfdeaf_1989e2278e76458
https://doi.org/10.1016/j.compedu.2013.08.006
https://doi.org/10.1016/j.compedu.2013.08.006
https://doi.org/10.4324/9780429398919
https://doi.org/10.4324/9780429398919
https://doi.org/10.19173/irrodl.v12i3.882
https://doi.org/10.19173/irrodl.v16i6.2033
https://doi.org/10.19173/irrodl.v16i6.2033
https://doi.org/10.1111/bjet.12530
https://doi.org/10.1016/j.nedt.2009.05.020
https://doi.org/10.1016/j.nedt.2012.05.003
https://doi.org/10.1016/j.nedt.2012.05.003
http://www.mciindia.org
http://www.mciindia.org/CMS/wp-content/uploads/2020/01/UG-Curriculum-Vol-I.pdf
http://www.mciindia.org/CMS/wp-content/uploads/2020/01/UG-Curriculum-Vol-I.pdf
https://doi.org/10.4103/1357-6283.152193
https://doi.org/10.4103/1357-6283.152193


Page 13 of 13Kumar et al. BMC Medical Education          (2021) 21:614 	

	 63.	 Hendry, G. D., & Ginns, P. Readiness for self-directed learning: validation 
of a new scale with medical students. Med Teach. 2009;31:918-920.

	 64.	 Behar-Horenstein, L. S., Beck, D. E., & Su, Y. An initial validation study of 
the self-rating scale of self-directed learning for pharmacy education. 
Am. J. Pharm. Educ. 2018;82: 6251.

	 65.	 Williams, B., & Brown, T. A confirmatory factor analysis of the S elf-
Directed Learning Readiness Scale. Nurs Health Sci. 2013;15: 430–436.

	 66.	 Bridges, P. H., Bierema, L. L., & Valentine, T. The propensity to adopt 
evidence-based practice among physical therapists. BMC Health Serv. 
Res. 2007;7(1): 1–9.

	 67.	 Newman, M. Problem-based learning: An exploration of the method 
and evaluation of its effectiveness in a continuing nursing education 
programme. London: Middlesex University. 2004.

	 68.	 Smedley, A. The self-directed learning readiness of first year bachelor of 
nursing students. J Res Nurs.2007;12: 373–385.

	 69.	 Fasce, H. E., Pérez, V. C., Ortiz, M. L., Parra, P. P., & Matus, B. O. Facto-
rial structure and reliability of Fisher, King & Tague’s self-directed 
learning readiness scale in Chilean medical students. Rev Med 
Chil.2011;139:1428–1434.

	 70.	 Kocaman, G., Ugur, A., & Dicle, A. A longitudinal analysis of the self-
directed learning readiness level of nursing students enrolled in a 
problem-based curriculum. J Nurs Educ.2009; 48: 286–290.

	 71.	 Deyo, Z. M., Huynh, D., Rochester, C., Sturpe, D. A., & Kiser, K. Readiness 
for self-directed learning and academic performance in an abilities 
laboratory course. Am J Pharm Educ.2011; 75(2).

	 72.	 Field, A. Discovering statistics using IBM SPSS. Los Angeles, CA: Sage. 
2013

	 73.	 Hooper, D., Coughlan, J., & Mullen, M. Structural equation modeling: 
Guidelines for determining model fit. Electron. J. Bus. Res. Methods. 
2008; 6, 53–60.

	 74.	 McDonald, R. P., & Ho, M. R. Principles and practice in reporting struc-
tural equation analyses. Psychol. Methods. 2002;7: 64–82. https://​doi.​
org/​10.​1037//​1082-​989x.7.​1.​64

	 75.	 Sun, J. Assessing goodness of fit in confirmatory factor analysis. Meas. 
Eval. Couns. Dev. 2005; 37:240–256. https://​doi.​org/​10.​1080/​07481​756.​
2005.​11909​764

	 76.	 Howlett, D., Vincent, T., Gainsborough, N., Fairclough, J., Taylor, N., 
Cohen, J., & Vincent, R. Integration of a case-based online module into 
an undergraduate curriculum: what is involved and is it effective?. 
E-Learning and Digital Media. 2009;6:372–384.

	 77.	 Bediang, G., Stoll, B., Geissbuhler, A., Klohn, A. M., Stuckelberger, A., 
Nko’o, S., & Chastonay, P. Computer literacy and E-learning perception 
in Cameroon: the case of Yaounde Faculty of Medicine and Biomedical 
Sciences. BMC Med Educ.2013;13:1–8.

	 78.	 Costello, E., Corcoran, M. A., Barnett, J. S., Birkmeier, M. C., Cohn, R., 
Ekmekci, O., & Walker, B. Information and communication technology 
to facilitate learning for students in the health professions: Current uses, 
gaps, and future directions. Online learning: Online Learn. J.2014:18.

	 79.	 Monroe, K. S. The relationship between assessment methods and 
self-directed learning readiness in medical education. Int. J. Med. Educ. 
2016; 7: 75.

	 80.	 Maas, J. A., Toonkel, R. L., & Athauda, G. Large group case-based learning 
(TB-CBL) is an effective method for teaching cancer chemotherapy to 
medical students. Med. Sci. Educ. 2018;28:191–194.

	 81.	 Idros, S. N. S., Mohamed, A. R., Esa, N., Samsudin, M. A., & Daud, K. A. M. 
Enhancing self-directed learning skills through e-SOLMS for Malaysian 
learners. Procedia Soc Behav Sci. 2010;2.698-706.

	 82.	 Jeon, K., Choi, S., & Kim, P. Effects of e-learning information literacy 
instruction program on self-directed learning ability of university 
students. International Journal for Educational Media and Technology. 
2011;5:86–96.

	 83.	 Peine, A., Kabino, K., & Spreckelsen, C. Self-directed learning can outper-
form direct instruction in the course of a modern German medical cur-
riculum-results of a mixed methods trial. BMC Med educ.2016;16:1–11.

	 84.	 Gaikwad N, Tankhiwale S. Interactive E-learning module in pharmacol-
ogy: a pilot project at a rural medical college in India. Perspect Med 
Educ. 2014;3:15–30.

	 85.	 Bankar, M. A. Self-Directed Learning Behaviour-Impact of E-Learning 
Activity on Students. J Clin Diagn Res. 2021; 15: 7–9.

	 86.	 Song, L., & Hill, J. R. (2007). A conceptual model for understanding self-
directed learning in online environments. Journal of Interactive Online 
Learning, 6(1), 27–42.

	 87.	 Svirko, E., & Mellanby, J. Attitudes to e-learning, learning style and 
achievement in learning neuroanatomy by medical students. Medical 
teacher. 2008;30.e219-e227.

	 88.	 Greveson GC, Spencer JA. Self-directed learning--the importance of 
concepts and contexts. Med Educ. 2005;39:348-9. doi: https://​doi.​org/​10.​
1111/j.​1365-​2929.​2005.​02115.x. PMID: 15813753.

	 89.	 Findley, B. W. The relationship of self-directed learning readiness to 
knowledge-based and performance-based measures of success in 
third-year medical students. Florida Atlantic University.2009.

	 90.	 Nieradko, B., & Borzecki, A. Exercise behavior, sleep habits and time 
management among students of the Medical University of Lublin. In 
Annales Universitatis Mariae Curie-Sklodowska. Sectio D: Medicina. 
2013; 58: 358–361.

	 91.	 Javaeed, A. General Needs Assessment of the Undergraduate Medical 
Students to Integrate Courses on Medical Ethics, Time Management 
and Communication Skills into the Bachelor of Medicine. Bachelor of 
Surgery Curriculum of Pakistani Medical Colleges. Cureus. 2019;11: 
e4433.

	 92.	 Majumder, M. A. A., Sa, B., Alateeq, F. A., & Rahman, S. Teaching and 
Assessing Critical Thinking and Clinical Reasoning Skills in Medical 
Education. In Handbook of Research on Critical Thinking and Teacher 
Education Pedagogy. 2019: 213-233.

	 93.	 Shankar, R., Bajracharya, O., Jha, N., Gurung, S. B., Ansari, S. R., & Thapa, 
H. S. Change in medical students’ readiness for self directed learning 
after a partially problem based learning first year curriculum at the KIST 
medical college in Lalitpur, Nepal. Education for Health. 2011;24: 552.

	 94.	 Klunklin, A. Readiness for self-directed learning among nursing stu-
dents in Thailand. Nurs Health Sci. 2010; 12: 177–181.

	 95.	 Bin, Y.H. Chinese baccalaureate nursing students’ readiness for self-
directed learning. Nurse Education Today. 2012; 32: 427–431. https://​
doi.​org/​10.​1016/j.​nedt.​2011.​03.​005

	 96.	 Frambach, J. M., Driessen, E. W., Beh, P., & Van der Vleuten, C. P. Quiet 
or questioning? Students’ discussion behaviors in student-centered 
education across cultures. Stud. High. Educ. 2014; 39: 1001–1021.

	 97.	 Sudesh Gyawali, Akhilesh C Jauhari, P Ravi Shankar, Archana Saha, 
Meraj Ahmad. Readiness for self directed learning among first semester 
students of a medical school in Nepal. J Clin Diagn Res. 2011; 5:20–3.

	 98.	 Vyas R, Jacob M, Faith M, Isaac B, Rabi S, Sathishkumar S, Selvakumar D, 
Ganesh A. An effective integrated learning programme in the first year 
of the medical course. Natl Med J India. 2008;1: 21:21.

	 99.	 Cadorin, L. Enhancing self-directed learning among Italian nursing 
students: a pre- and post-intervention study. Nurse Educ. Today.2015; 
35:746–753. https://​doi.​org/​10.​1016/j.​nedt.​2015.​02.​004

	100.	 Shah DK, Yadav RL, Sharma D, Yadav PK, Sapkota NK, Jha RK, Islam MN. 
Learning approach among health sciences students in a medical col-
lege in Nepal: a cross-sectional study.Adv Med Educ Pract.2016;7:137. 
https://​doi.​org/​10.​2147/​AMEP.​S1009​68

	101.	 Hofstede, G. Cultural differences in teaching and learning. Int. J. Inter-
cult. Relat. 1986; 10:301–320. https://​doi.​org/​10.​1016/​0147-​1767(86)​
90015-5

	102.	 Frambach JM, Driessen EW, Chan LC, van der Vleuten CP. Rethink-
ing the globalisation of problem-based learning: how culture 
challenges self‐directed learning. Med. Educ. 2012; 46:738-47. 
10.1111/j.1365-2923.2012.04290.x

	103.	 Yilmaz, R. Knowledge sharing behaviors in e-learning community: 
Exploring the role of academic self-efficacy and sense of community. 
Comput. Hum. Behav. 2016; 63: 373-382.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1037//1082-989x.7.1.64
https://doi.org/10.1037//1082-989x.7.1.64
https://doi.org/10.1080/07481756.2005.11909764
https://doi.org/10.1080/07481756.2005.11909764
https://doi.org/10.1111/j.1365-2929.2005.02115.x
https://doi.org/10.1111/j.1365-2929.2005.02115.x
https://doi.org/10.1016/j.nedt.2011.03.005
https://doi.org/10.1016/j.nedt.2011.03.005
https://doi.org/10.1016/j.nedt.2015.02.004
https://doi.org/10.2147/AMEP.S100968
https://doi.org/10.1016/0147-1767(86)90015-5
https://doi.org/10.1016/0147-1767(86)90015-5

	Validation of Internal structure of Self-Directed Learning Readiness Scale among Indian Medical Students using factor analysis and the Structural equation Modelling Approach
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Participants and procedures
	Self-Directed Learning Readiness Scale Instrument
	Statistics

	Results
	Exploratory factor analysis
	Confirmatory factor analyses
	Structural equation modelling

	Discussion
	Limitations and directions for future research

	Conclusions
	Acknowledgements
	References


