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Preface

elcome to the first edition of Medical Education at a Glance.

This book was conceived as an introduction to key aspects

of medical education, which would provide an accessible
overview for those new to medical education or a handy summary
for those more experienced. We also envisaged that it would pro-
vide a taster for medical educators who might then wish to explore
the more substantial books produced by Wiley such as Under-
standing Medical Education (2nd edition) and Researching Medical
Education.

Medical Education at a Glance will be relevant to doctors,
dentists, nurses and other healthcare professionals at various levels
(including students), as well as to support staff. The book is par-
ticularly appropriate for guiding medical students and doctors in
training and their teachers, supervisors, mentors and trainers. It
aims to inform and encourage those engaged in improving educa-
tion and training. As well as the chapters written by ourselves, we
have been fortunate in attracting additional contributors with huge
expertise and knowledge about medical education in both the aca-
demic and clinical environments.

In the usual at a Glance style, the book is designed to sum-
marise what are often fairly complex or substantial topics, so that
readers learn some of the language and key terms while gaining a
broad understanding of the topic. Given this approach, we cannot

go into depth on any one area and so further reading and resources
are identified for each topic for the reader to explore further. What
we have aimed to do is provide an introduction to some key edu-
cational concepts as they relate to clinical practice and university-
based education. We have tried to make the chapters practically
focussed with examples of how concepts or approaches might be
applied in practice. Each chapter (or group of chapters) is free
standing, although reading the whole book will provide a good
grounding in medical education theory and practice.

The book begins with an overview and introduction to medical
education, its purpose, structure and predominant educational or
learning theories. It also considers some of the core aspects of con-
temporary education including curriculum, selection, leadership
and international contexts. We move on to consider approaches
to learning and teaching planning and implementation in differ-
ent contexts and with different groups of learners. The later chap-
ters consider assessment and feedback in both the academic and
clinical environments. A comprehensive further reading, resources
and reference list concludes the book. We hope that you enjoy the
book, and that it stimulates you to reflect on and develop your own
educational practice and that of others.

Judy McKimm, Kirsty Forrest and Jill Thistlethwaite

vii



who have offered different perspectives on various aspects
of medical education. The book reflects our experiences
over many years working with learners, teachers and patients in a

We would like to acknowledge all the contributing authors

viii

range of international contexts and we would also like to acknowl-
edge their contribution to our understanding of medical education.
Finally, as ever, wed like to thank our partners - Andy, Derek and
George - for their unfailing support and patience.
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0 What is medical education?

¢ Medical education draws from a range of disciplines to design and deliver programmes, and engage in research with a common goal of
ensuring doctors are caring, competent and safe to practice

e ltis jointly delivered by universities and healthcare providers

e Medical educators need to be aware of global trends and issues and challenges arising from both the education and healthcare sectors

Table 1.1 Issues in international higher education and health care

‘Massification’ (huge growth) of university-based education Demand for healthcare practitioners outstripping supply

Impact of learning technologies (e.g. simulation, mobile learning) Impact of technologies (e.g. remote monitoring of conditions,
telemedicine)

Student/learner expectations Patient expectations

Cost of delivery Workforce maldistribution

Preparing for employability in a changing, global environment Increase in non-communicable disease, pandemics, antimicrobial
resistance

Internationalisation — threats from the global market Community/primary care emphasis

Equality and diversity of staff and students, including unequal access  Inequalities of health access and outcome within and between

and outcomes countries
Regulation and quality control of education Environmental threats

Figure 1.1 Medical education: a global movement

i - M P

Students coming Students
into university graduating

Universities Hospitals Communities

Medical Education at a Glance, First Edition. Edited by Judy McKimm, Kirsty Forrest and Jill Thistlethwaite © 2017 John Wiley & Sons, Ltd. Published 2017 by John Wiley & Sons, Ltd.



edical education is ‘the process of teaching, learning and

training of students with an ongoing integration of knowl-

edge, experience, skills, qualities, responsibility and values
which qualify an individual to practice medicine. It is divided into
undergraduate, postgraduate and continuing medical education,
but increasingly there is a focus on the “lifelong” nature of medical
education. (IIME, 2016).

Medical education has evolved over the last century to become
a discrete educational field of study, which has shaped not only the
way doctors are educated and trained but has also influenced wider
education. Prior to the Flexner Report (Flexner, 1910), medical
education was undertaken on an apprenticeship model, and it was
usually the most privileged and wealthy who had access to such
training. The Flexner Report recommended that the American
and Canadian medical school system be transformed to one which
provided university education in the basic medical sciences and
also trained students in the workplace to be practising clinicians.
Since then, around the world, basic (undergraduate or prequalify-
ing) medical education has moved into universities, and medical
education at all stages has become ever more tightly controlled and
regulated.

Professionals who are involved in the education of students,
doctors in training and qualified practitioners are termed medi-
cal educators. Medical educators come from a range of back-
grounds: education, other health professions and the social and
behavioural sciences, as well as from the biomedical sciences and
medical specialties (i.e. practising clinicians). Doctors’ world
views and paradigms have traditionally reflected positivism, the
scientific method and the pragmatism of the real world. This is
both a strength and a weakness: a strength in that it can bring
scientific rigour to research, and engagement in everyday clinical
practice brings authenticity to teaching, learning and practice-
based research; a weakness in that ‘medical education is about
people and the way we think, act and interact in the world. Medi-
cal education research is not a poor relation of medical research;
it belongs to a different family altogether’ (Monrouxe and Rees,
2009, p. 198).

Currently, a range of approaches in medical education prac-
tice and research exists — from social, behavioural and manage-
ment sciences, and the humanities as well as from more tra-
ditional disciplines. This has led to a richness and diversity of
activities and outcomes, which utilise different approaches from
other subject disciplines (particularly school and adult edu-
cation) to explore what works, why and how? in the real world.
For example, situational, experiential and outcomes-based edu-
cation are derived from general education; and patient safety
and simulation education was extended and adapted from work
done in the airline and nuclear industry. And the ‘taken for
granted’ role of reflection in developing medical professionals
drew heavily on Schon’s (a philosopher) work on learning
organisations and the reflective practitioner (e.g. Schon, 1987).
See later chapters.

Medical education also gives back to the wider education
and health community through specific educational strategies
and social accountability initiatives: the social good of Tan et al.
(2011). For example, problem-based learning (PBL), developed at
McMaster University, Canada in the 1960s, is now used in many
educational sectors and the objective structured clinical examin-
ation or OSCE (Harden and Gleeson, 1979) is now widely used in
veterinary and health professions’ education.

Professional education and training

The first professions established were medicine, divinity and law,
and medical doctors continue to have a very privileged position in
society. It is partly because of the high status of medicine that medi-
cal education is somewhat set apart from the education and training
of other health professionals. Medical schools often operate semi-
autonomously, have relatively high power, utilise different funding
streams and offer higher rates of remuneration for their clinical
teachers than other disciplines (Swanwick, 2014). At postgraduate
level, doctors have one of the longest training periods of any pro-
fessional before they are deemed fit for independent practice, typi-
cally overseen by specially established postgraduate colleges.

Despite these differences, medical schools have to abide by the
rules and regulations of the universities in which they reside in
order to be able to award medical degrees. Programme approval
and quality assurance mechanisms operate in exactly the same
way for medical programmes as they do for any other programme.
Medical education and training (and the activities of individual
doctors) is subject to regulation from regulatory and professional
bodies (e.g. medical councils), just as other health and social
care professions are. Basic medical education and training (just
as in undergraduate nursing, social work or physiotherapy pro-
grammes) is delivered both in the workplace and the university,
with the involvement of practitioners and others not directly
employed by the university.

Many of the concerns in medical education are those experienced
by all higher education and health organisations (Table 1.1). Medi-
cal education needs to take account not only of educational con-
cerns and issues, but also those affecting the health services in
which the training and education are carried out. At the heart of
medical education is the need to produce and maintain safe, com-
petent, caring doctors, so patient safety and fitness to practice issues
are high on the agenda. Simulation and the use of computer-based
and mobile learning technologies are helping to prepare learners
for clinical practice, although they can never compensate for learn-
ing from real patients, their families and communities. Changes in
health structures and systems, the impact of technologies resulting
in shorter inpatients’ stays and consequent limitations on clinical
placements have huge impact on the type and quality of clinical
education that can be provided.

Both health care and education are now global industries and,
in many countries the numbers of student places in programmes
are capped. Due to these factors, as well as universities becoming
more entrepreneurial, many medical schools are seeking other
ways (including developing collaborations with overseas part-
ners) to expand student numbers. The expanding knowledge base
in medicine and consequent curriculum pressures are leading
educators to explore different curricular models as they prepare
students and doctors for 21st century practice (Lueddeke, 2012)
(see Chapter 6). The internationalisation of medical educators is
reflected in the way individuals, groups and organisations collab-
orate and share practice and ideas around the world. Whilst this
rich diversity of perspectives may lead to debate and disagreement
about the right way to do things, all medical educators share a com-
mon purpose: to provide medical education that leads to those who
engage in it striving to provide the best health care to the patients
and communities they serve.
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Q Stages of medical education

Practice points

Broadly, four distinct stages exist in medical education and training:

e Basic medical education — delivered by universities in collaboration with health providers
e Early postgraduate or internship, where the newly qualified doctor works under close supervision
e Specialist postgraduate training, where the doctor trains for a particular specialty or career

e Continuing professional development and updating

Table 2.1 The four stages of medical education
Stage Who is involved Key features Years (approx.)
Basic medical education Medical students This is a university-based ‘medical degree’ 4-7

Students enter after secondary school
(undergraduates) or after another degree
(graduate entry)

Early postgraduate Doctors in training e.g. Junior

Doctor, Foundation Doctor,

Intern
Postgraduate Doctors in training, e.g.
specialty Resident, Registrar

Early career doctors, retain generalist roles 1-2
Under direct supervision
Geared towards achieving defined competencies

Training for a particular specialty/career, e.g. a 4+
‘surgeon’ or a ‘psychiatrist’ and/or on academic/

teaching/research pathways

Working under supervision to a defined curriculum
and competencies

Involved in training juniors and students

Continuing Professional
Development (CPD)

Continuing Medical
Education (CME)

All practising, registered
doctors

Source: adapted from McKimm et al., 2013.

Maintaining, updating, diversifying, subspecialising Ongoing - the rest of
Often linked to formal appraisal, relicensing and
revalidating processes

your career

he stages of medical education comprise basic (undergraduate)

medical education, postgraduate medical education (includ-

ing vocational training, specialist training, and research doc-
toral education), continuing medical education (CME) and the
continuing professional development (CPD) of medical doctors
(WEME, 2016).

Basic medical education

Basic or undergraduate medical education refers to the period
that begins when a student enters medical school and ends with
the final examination for basic medical qualification. In some

countries, however, undergraduate education refers to pre-medical
college education, which results in a Bachelor’s degree and is the
training students receive before entering medical school.

Basic medical education is usually provided by universities,
whose programmes are accredited by a regulatory body (such as a
medical council). Accreditation is a quality assurance process that
aims to evaluate educational and training institutions, programmes
and practices to determine whether applicable (i.e. national and/
or international) standards are met. Increasingly, undergraduate
programme accreditation is tied to the regulation and licensing
of health professionals, most commonly to initial licensing and
registration.

Medical Education at a Glance, First Edition. Edited by Judy McKimm, Kirsty Forrest and Jill Thistlethwaite © 2017 John Wiley & Sons, Ltd. Published 2017 by John Wiley & Sons, Ltd.



Successful completion of medical programmes leads graduates
to professional registration and entry into postgraduate training.
Many programmes also include opportunities for additional full-
time study leading to an intercalated degree, such as a BSc, Masters
or PhD in a related science or social science.

Worldwide, two main curriculum models for basic medical
education exist, although within these a variety of educational
offerings are provided:

1 traditional undergraduate programme, lasting 5-7 years, pri-
marily for school leavers;

2 graduate entry programmes, lasting 4-5 years for graduates
with a prior university degree or qualified health professionals.
Students on these programmes are also referred to as medical stu-
dents and can leave with further Bachelors, or more frequently
Masters’ qualifications. The Masters’ degrees often include a strong
element of research training.

The latter, most notably in Australia, North America and
Europe, are new professional degrees based on the broad-based
undergraduate degrees. The rationale behind such shifts was in
response to international changes, such as the Bologna Agreement
(European Commission, 2015), which aims to streamline and
align all higher education programmes and levels in the EU. See
Chapter 6 for further description of curriculum models.

Postgraduate training

Internationally, effective postgraduate education is highly struc-
tured with clear definition of standards, outcomes and com-
petencies delivered by trained supervisors and measured by a wide
range of assessments, as described in Chapters 38-44.

In many low and middle income countries (LMICs), how-
ever, whilst basic medical education may be offered, it is at post-
graduate level, and in particular in speciality training, that more
development is needed. In some areas this has been addressed at
regional level through defining standards and sharing resources.
Reciprocal agreements exist between councils of some countries
to facilitate the movement of individual doctors, whereas between
others additional examinations or evidence has to be provided.
Most countries have provision for employing doctors who are non-
specialists

Many countries offer specific programmes for doctors who wish to
combine their medical training with research, education or leader-
ship/management development. The most common programmes
focus on clinical or laboratory-based research, typically giving
opportunities for doctors in training to step out of clinical training
for a period of time or to extend their training whilst studying for a
doctorate or master’s degree alongside clinical practice.

While differences exist between countries as to the structure and
length of medical education, most require new medical graduates
to undertake a period of supervised practice (typically 1 or 2 years)
often with a limited scope of registration. This period of intern-
ship is typically structured around clinical placements in a small
range of core clinical specialties: medicine, surgery and primary
care. Because doctors also need skills in assessing and managing
patients with acute, undifferentiated presentation, many intern-
ship programmes also include an emergency medicine rotation.

Other rotations are highly variable between programmes and juris-
dictions, and may include paediatrics, reproductive health, mental
health and community placements. Progression from internship
normally requires satisfactory completion of formal assessments,
often with a strong emphasis on workplace-based assessment, but
some include written assessment.

In the US however, the majority of graduates from medical
school progress into residency speciality training programmes.
This initially reflected that American students were graduate
entrants in medical school and therefore already more mature, and
traditionally the students had a higher level of patient contact and
management exposure prior to graduation.

Specialty training is where doctors become a specific ‘type’ of
doctor, such as surgeon, psychiatrist or ‘general practitioner’ (GP,
family doctor). The length of speciality training ranges from 3 to
10 years depending on the specialty and country/region. In high
income countries (e.g. Canada, UK, US) around 60 specialities and
subspecialties exist. In LMICs, the number of subspecialties tends
to be much lower because health services are less specialised, there
are fewer qualified specialists and subsequently a lack of train-
ing posts. In order to address this, agreements with other coun-
tries have been established to train doctors in required specialties
(e.g. surgery, family medicine), who then return to their home
country to practise. As in undergraduate education, specialty
training may also have a focus on acquiring knowledge and skills
that will enable the practitioner to function at an advanced level in
rural, remote or relatively under-resourced settings.

Each specialty generally has its own set of national educational
standards and assessments, administered by a professional body that
is distinct from the overall medical regulator (and may also be dis-
tinct from providers of undergraduate education, e.g. professional
boards or medical colleges). Specialty training posts are often
strictly controlled at national level, tied to workforce planning and
the future needs of the healthcare system. Once a doctor has under-
gone the relevant clinical experience and passed examinations, they
become eligible for the specialist register and can gain a post as a
consultant or specialist. Hodges and others have critiqued the ‘time-
served’ apprenticeship model of training, suggesting that moving
towards competency-based and more tailored personalised training
may be more appropriate to address individuals™ different rates of
learning and experience (Hodges and Lingard, 2012).

Continuing professional development

Once qualified and registered in their field, most countries require
doctors to engage in (and be able to evidence) a commitment
to education throughout their career in the form of continuing
professional development (CPD) or medical education (CME).
The main purpose of CPD is for doctors to keep up to date with
evolving knowledge and procedures, and to ensure safe practice.
Engagement in CPD is typically through participation in small,
accredited training/educational courses that are assigned ‘points’
or ‘credits. The number of credits is broadly correlated with the
time taken to complete the activity. Increasingly, evidence of CPD
participation is a requirement for relicensing (or revalidation).
Relicensing is typically undertaken on a 3 to 5-year cycle. It some-
times involves examinations but generally is carried out using a
portfolio of evidence.
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Q Evidence-guided education

Practice points

e |deally, education should be developed and delivered and guided by evidence
e There is a need for good-quality evidence to inform medical education
* An increasing number of good-quality systematic and narrative reviews are being published

Table 3.1

Assumptions

Research questions

Inquiry approaches

Data collection

Data analysis

Considerations

Comparison between methodologies

Qualitative

Constructivist
Interpretive
Inductive

Exploratory

Broad

Seek understanding
Describe

Provide insights

Grounded theory
Phenomenology
Ethnography
Case studies
Narrative

Unstructured/semistructured interviews
Focus groups

Open-ended questions

Texts

Observation

Thematic
Discourse

Less generalisable
Trustworthiness
Reflexivity

Source: adapted from Creswell, 2009.

Box 3.1 Interviews Box 3.2 Effectiveness reviews

Structured: questions and areas to explore are set
prior to the interview. They are explored in order. Less
commonly used in qualitative approaches.
Semistructured: broad questions and areas to explore
are set in advance but not necessarily covered in
order. The interviewer explores more areas in depth
depending on the interviewee’s answers and may add
extra areas as appropriate to probe more deeply.
Unstructured: used in narrative approaches. The
interviewer begins with an invitation to the interviewee
to tell their story or describe an experience.

Quantitative

Positivist
Deductive

Specific
Narrow
Hypothetical
Test theories
Determine
Relate
Cause
Significance

Surveys
Experiments
Numerical data analysis

Structured interviews
Closed questions

Numbers

Online polls

Randomised controlled trials

Statistical tests

Validity
Reliability
Confounding variables

Mixed methods

Pragmatist

Mix

Mix of both, e.g. either:
quantitative first to define
interview topic; or qualitative
first to define survey questions

Effectiveness reviews aim to gather, analyse and
synthesise findings across multiple studies to provide
evidence of whether a particular educational method,
process or intervention is effective, why it is effective, how
it produced outcomes etc. Rarely is there a simple ‘yes
or no’ answer but findings may suggest a trend towards
a particular approach in certain contexts. These reviews
will probably include quantitative and qualitative data.
Occasionally, meta-analysis of quantitative data may be
possible. Narrative approaches may be appropriate for
qualitative data and mixed methods for realist reviews.
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he evidence-based practice (EBP) (or evidence-based medi-

cine, EBM) approach to healthcare delivery recommends that

all clinical decisions and management plans should have evi-
dence to support them. Similarly in medical education, best prac-
tice would be that learning, teaching and assessment are developed
and implemented based on evidence of effectiveness. However,
education is a complex endeavour and evidence is contextual,
therefore a more pragmatic process is that of evidence-guided (or
evidence-informed) education. Educators sift and appraise avail-
able evidence and consider how this may relate to their contexts
such as the mix of learners, numbers, resources and defined learn-
ing outcomes. They then apply what they have learned from the
evidence to their local situation.

Compared with clinical practice, medical education research
and evaluation is a fairly recent field. There are fewer systematic
reviews and the gold standard of evidence derived from ran-
domised clinical trials (RCTs) is not generally feasible, or appropri-
ate, for education. There is also a diversity of epistemologies (the
origin and nature of knowledge) and methodologies that can be
bewildering to the novice.

The nature of evidence

The meaning of evidence depends on the purpose we use it for
and the context in which it is applied. Evidence may be empirical,
theoretical, or experiential: A pluralistic approach to evidence calls
for choices to be made about the purpose to which evidence is to
be put, the type of source material, the key stakeholders who are
considered, and the relationship between empirical evidence and
theory’ (Thistlethwaite et al., 2012a p.454).

Research and evaluation

The question that funders and medical programme leaders fre-
quently ask is: is this education, course or training effective? In
other words, what is the value of our interventions? Educators,
therefore, are involved extensively in evaluation. The NHS (UK)
distinguishes between research and evaluation, though both gen-
erate ‘evidence’

Research: ‘the attempt to derive generalisable new knowledge,
including studies that aim to generate hypotheses as well as
studies that aim to test theny’

Evaluation: ‘is designed and conducted solely to define or judge
current care’ — and we may substitute education for care in this
definition (Health Research Authority, 2013).

Much evaluation is outcomes focussed: did learners learn?
What did they learn? However we also need to know how and why
learners learn or don’t learn? Patton (2008) writes that evaluation
poses the questions: ‘What? So what? Now what?’ Realist evalua-
tion poses a different set: ‘What works, for whom, in what circum-
stances, in what respects, to what extent and why’ (Pawson and
Tilley, 1997), stressing the importance of context. What might be
effective in a medical school with 100 students per year may not
translate so well to one with 500 in a cohort.

Evaluation is important for institutions in the pursuit of
quality; good quality evaluation may have a wider audience if it
encompasses both outcomes and process and is potentially appli-
cable in other contexts. The methods used for the collection of
evidence for evaluation and research are similar. A frequently
used model for evaluation in health professional education, the
Kirkpatrick Framework (Kirkpatrick and Kirkpatrick, 2006), is
described in Chapter 10.

Quantitative and qualitative data

Research methodologies are broadly divided into two types: quan-
titative (generating numerical and statistical data) and qualitative
(generating observations and texts such as interview transcripts for
interpretation). Frequently, a combination of the two is appropri-
ate — mixed methods (Table 3.1).

The underlying premise is positivism, with the assumption that
reality is fixed and measurable. Research questions focus on how
many, how much and how often. The process is primarily hypoth-
esis driven and deductive. Numbers of participants are usually large
to generate statistically valid and generalisable results. Methods of
data collection include surveys, structured questionnaires, closed
questions, rating and attitudinal scales, comparison of groups
(horizontal or longitudinal) and randomisation (though this is
difficult and has ethical issues in education). In education, quanti-
tative approaches are used, for example to compare participants
before and after an intervention, measuring change in knowledge,
skills and performance.

Frequently perceived erroneously by novices from a biomedical
tradition as being less rigorous than quantitative research, qual-
itative research is based on the assumption that reality is socially
constructed and negotiated. Research questions focus on expla-
nation, why and how. The process is primarily theory generating
and inductive. Participant numbers are frequently small. Methods
of data collection include semistructured and unstructured inter-
views, focus groups, open and free text questionnaires, observation
(ethnography), case studies and narratives. Analysis includes tex-
tual (hermeneutics), thematic and discourse. Grounded theory is
a specific methodology that now includes different approaches.
As a number of ways of carrying out data analysis are available,
researchers should explain the rationale behind their chosen
approach in order to ensure the trustworthiness of their findings.
In education, qualitative approaches are used to explore partici-
pants’ feelings, experience and understanding, as well as the phen-
omena of the education process.

Realism is situated between the quantitative and qualitative
paradigms, between positivism and social constructionism
(Thistlethwaite, 2015a). It focuses on causation in complex
systems, through an exploration of mechanisms acting in contexts
to produce outcomes: the C-M-O relationship (Pawson and Tilley,
1997). Realist evaluation requires a mixed methodology (see also
Chapter 10).

The medical and health professional education journals are a good
source of reviews of education (e.g. Barr et al., 1999, 2000), as is
the Best Evidence Medical and Health Professional Education
(BEME) collaboration: www.bemecollaboration.org. (Now known
as Best Evidence Health Professional Education.) These reviews
comprehensively critically appraise the evidence supplied by pri-
mary sources in the published literature on a particular topic. They
identify gaps, flaws and further research questions, while synthe-
sising the evidence for trends to guide and inform education.
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Learning theories: paradigms
and orientations

Practice points

Learning theories draw from a range of subject disciplines

Perspectives on learning influence our practice as educators, both tacitly and overtly

Orientations to learning tend to focus primarily on the individual or on social processes

Understanding such orientations and their underpinning paradigms is essential to provide relevant learning experiences

Figure 4.1 Orientations on learning. Source: adapted from Mann et al., 2011.

Humanist
uses on human

Table 4.1
Positivist

Seeks universal, generalisable
‘truths’

Knowledge is derived from
observed phenomena

Knowledge is absolute, external
to learner and measurable

Objectivity essential and possible
by individuals

Knowledge can be transmitted
asit ‘is’

Scientific method collects
evidence through
observation, measurement,
experimentation, empirical

Wants to discover ‘how things
really work’ and ‘how things
really are’ in order to predict
and control

Emotions, morals, values and
beliefs can’t be studied as not
measurable

Key theorists: Skinner, Pavlov,
Comte, Durkheim

Source: adapted from Trochim, 2006.

Cognitivist construct their
- focuses on understandings
perception,memory

and meaning

Ql o,
Crientations

interactive a

Constuctivist
- focuses on how
learners actively

Three paradigms underpinning learning and research activities

Postpositivist/Pragmatist

Critical realist: critical of ability to be certain of
reality

Knowledge is derived from triangulating across
multiple, competing perspectives

Knowledge is constructed: it evolves through
variation, selection and retention

Position/bias of researcher/teacher needs to be
acknowledged

Some theories/ideas stand the test of time through
‘natural selection’

Scientific reasoning and common-sense reasoning
are similar; mixed methods of research

Important to recognise theory-laden observations
and methods, and limitation of scientific method

Goal of science is to try to define reality, whilst
acknowledging all measurements are fallible and
contain error

If recognise own world-view and theoretical stance,
then can study emotions, values, beliefs etc.

Key theorists: Popper, Kuhm, Habermas, Gagne,
Ausubel

Constructivist/Interpretivist

No universal rules exist

Knowledge is created through an active learning
process, interconnectedness and social
negotiation

Knowledge is constructed based on personal
experiences, culture, and context

Individuals actively create their subjective
representations of objective reality

Knowledge is constructed from learner’s previous
knowledge, not acquired; language and learning
are inextricably intertwined

Collects and interprets data through primarily
qualitative methods, collaborative research with
participants, identifies position of researcher/
teacher, brings values into the research

Aims to explain and interpret different realities from
the perspective of those being studied in order to
deepen understanding

Values, beliefs, meaning are central to understanding
how people function and can all be studied

Key theorists: Vygotsky, Dewey, Bruner, Piaget,
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his chapter summarises some of the educational philosophies

and paradigms underpinning how we envisage learning tak-

ing place. An understanding of these provides guidance as to
which activities might best facilitate effective learning in various
contexts, helps us understand why people struggle, and facilitates
the selection of relevant curricula and course design, teaching,
learning and assessment methods, and research and evaluation
strategies. We provide a summary of some of the most dominant
orientations to learning used in medical education (Figure 4.1) and
provide suggestions for further reading on this extensive, shifting
and often polarising topic.

Philosophies and paradigms

Before we look at the perspectives or theories themselves, it is
important to consider the philosophical underpinnings of the
nature of reality and knowledge. An educator or researcher’s philo-
sophical position will determine how they see reality and how they
perceive knowledge. Ontology considers the nature and form of
reality. Epistemology considers the ‘study or a theory of the nature
and grounds of knowledge especially with reference to its limits
and validity’ (Merriam online dictionary, 2016). Methodology
focuses on the specific ways that we can use to understand our
world better.

The three paradigms in Table 4.1 show a continuum from a pos-
itivist approach through to a more interpretivist approach. Scien-
tific paradigms comprise sets of theories, concepts and thought
patterns. In social sciences, a paradigm is more like a way of think-
ing about or perspective on the world - a worldview. Over time,
and in disciplines, dominant paradigms exist (such as outcomes-
based education) and sometimes paradigm shifts occur, where a
new way of conceptualising the world is taken, for example com-
petency-based education.

If a real world is assumed, then a positivist approach will be
taken, knowledge will be seen as true, measurable and transmitta-
ble. In contrast, a constructivist or interpretivist standpoint would
see reality as subjective, constantly being mediated and constructed
through interactions of agents (Lincoln et al., 2011). Knowledge is
therefore seen as co-constructed and created, based on an indi-
vidual’s prior experiences, culture and the learning environment
(Table 4.1).

This is important for educators (and learners) because the way
we see the world will affect and influence the way we think learn-
ing happens, and subsequently the methods we use to teach and
facilitate (and research) learning. In education, being able to look
through different ‘lenses’ or take different perspectives is helpful,
because then we can select relevant learning, teaching and assess-
ment methods for our learners. For example, a more positivist lens
can be useful when teaching or assessing a body of agreed knowl-
edge, such as human anatomy. We can teach and assess these ‘facts’
(whilst acknowledging that that there are still things we don’t know
yet) as there is agreement that, say, a femur is a femur. If we are
teaching other topics, for example health beliefs, then taking a con-
structivist or interpretivist approach will be helpful because beliefs
are culturally and individually derived. We want our learners to
understand this so that they can adapt their practice to the needs
and beliefs of individual patients.

Orientations to learningy

Merriam et al. (2007) set out five orientations to learning
(Figure 4.1), which can be grouped into those that focus on the
individual and those that focus on social processes. We have

mentioned constructivism already, which is a broad philosophical
position or paradigm as well as a learning orientation in which
learners need to be supported in making meaning through inte-
grating knowledge, beliefs and experiences.

This orientation focuses on observable, measurable behaviours,
typically seen as responses to external stimuli, rather than what is
going on in the mind. Learning occurs in the way the response is
rewarded or sanctioned (through conditioning and reinforcement
of acceptable behaviours) as explained by psychologists including
Watson, Skinner, Pavlov and Thorndike, who initially worked with
animals. In education, a behaviourist orientation is reflected in the
use of behavioural objectives, provision of feedback to improve
performance and the development of practical skills through
deliberate practice with expert feedback.

Covert processes, or acts of mind, such as processing perceptions,
making meaning of events, memory, problem-solving, creativity,
attention and language use are the focus. Drawing initially from
the idea of the brain as a computer, memory is seen as an active
processor of information and knowledge. Cognitive neuroscience
and experimental psychologists, such as Piaget, Miller and Bruner,
contributed to the way in which behaviours are mediated by the
mind. In education, applications include meta-cognition, transfer
of learning and instructional design.

Social Learning Theory suggests that, through observation and
feedback, the learner extracts information from the environ-
ment about performance expectations (Bandura, 1977). Social
Cognitive Theory brings the social, behaviourist and cognitive
approaches together so that ‘our actions, learning and function-
ing are the result of a continuous, dynamic, reciprocal interaction
between three sets of determinants: personal, environmental
(situational) and behavioural’ (Kauffman and Mann, 2014,
p- 9). These theories assume that humans have five basic capa-
bilities: symbolising, forethought, vicarious, self-regulatory and
self-reflective, and have the capacity for self-efficacy (Bandura,
1977). Kauffman and Mann suggest that a social cognitive theory
approach leads us to incorporate these learning processes into
curricula and teaching:

 Formulation of clear objectives, goals or outcomes

 Modelling or demonstration of tasks and behaviours

« Provision of task-relevant knowledge

 Guided practice and feedback

 Opportunities for reflection.

Transformative learning theories (e.g. Mezirow, 1991) also con-
sider learning as a social process. Through critical thinking, expo-
sure to alternative viewpoints, reflection and discourse, learners
are empowered to develop new paradigms, assumptions and ways
of being.

The humanist perspective draws heavily from social psychologists
such as Maslow and Rogers who emphasise the importance of
enabling learners to learn for themselves and become intrinsically
motivated to achieve autonomy and self-actualisation (reaching
full potential). Self-directed and experiential learning activities,
which aim to develop independence, are seen as fundamental for
personal growth.

@
>0
Q
©
—
(0]
=
IS
g
(0]
Q
=
=
>
«Q
—
>
(0]
(]
=




| —
]

| Led

©)
<
(0]
=
<.
@
=
QO
>
o
o
=
O

Q Learning theories and clinical practice

Practice points

e Facilitating learning in the clinical setting is complex and challenging
e Sociocultural and work-based learning theorists provide explanatory frameworks, which can help teachers design relevant learning activities
e Meaningful learning experiences are provided through participating in work activities, but this can be problematic

Table 5.1 Central concepts of Engestrdom’s Third Generation Activity Theory (Engestrém, 2007)

Concepts Concept explanation

1 Co-configuration Changing and reciprocal relationships among actors in the system result in a joined-up performance of a task or
provision of service, which may result in more effective ways of working or learning

2 Knotworking Considers the fluid and changing membership of groups and the constant improvisation that may be required in learning
groups and service delivery, e.g. learning at the bedside, in multidisciplinary teams

3 Expansive learning New ways of working and thinking created or constructed on the fly exposing all professionals to change, expanding
understandings and enriching practices

4 Boundary crossing A focus on actual or reported practices, which illustrate the professionals’ negotiation and renegotiation of ways of working
and the extent to which they may work within the discursive practices of others, e.g. physicians’ associates or advanced
practice nurses working to the medical model

Source: adapted from Barrow et al., 2015.

Figure 5.1 Scaffolding and the ZPD

Y

& - Vygotsky, a Russian educational psychologist, talked about learning that could
be achieved by the input of a teacher (but which the learner could not achieve
on their own) as taking place in the Zone of Proximal Development (ZPD)
(Vygotsky 1978). For learners to learn effectively in the ZPD requires teachers to
% o % put activities in place to help the learner to apply what they already know to the
E current topic being discussed. This is known as ‘educational scaffolding’ and
without it the learner does not have links or links that are sufficiently strong
within their cognitive structure to be able to apply relevant knowledge (even
though it exists somewhere in their memory). Scaffolding can be verbal (through
% f feedback, giving hints, questioning, instructing and explaining); procedural (use
: 1 1 2 of teaching and learning techniques such as small group work, case-based
learning) or instructional (programme design, access to learning materials).

Table 5.2 Perspectives on learning

Perspectives on learning  Key principles

Adult learning (andragogy)  Adults are seen as learning differently from children because they have:
a need to know
motivation to learn
a readiness to learn.
The learners’ self-concept is important; it can enhance or impede learning
Learners’ previous experiences of learning, background and culture affect learning
Individuals have different orientations to learning, which need to be taken account of
Critics of adult learning suggest that adults and children learn in similar ways and the distinction is unhelpful

Self-directed learning or Where the teacher provides help and direction to learners (scaffolding) but the learner takes responsibility for their
directed self-learning individual learning
Depending on the situation and learner’s needs, teacher control and individual autonomy will vary
Professionals need to be self-directed and take responsibility for their own learning

Lifelong learning Learning continues throughout life
Assumes a complex, ever-changing body of knowledge and technologies
Learners need to be equipped with the tools and techniques needed to learn through their career
Learners therefore need transferable skills: to appraise knowledge, think critically, be adaptive and open to
change so they can navigate an uncertain world and future

Adaptive or differentiated The learning cohort is not an homogenous group
learning Learners learn at different rates and in different ways
Curricula and learning tailored to individual needs will enable learners to achieve standards or competences at
different rates
Digital technologies provide opportunities for adaptive, individually tailored learning
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n this chapter we consider some theories, perspectives and prac-

tices that are particularly influential in medical education in the

clinical (work-based) context. Whilst facilitating learning in the
classroom setting has its own challenges, the workplace is much
more complex, particularly as its primary purpose is to deliver a
service and care for patients, not to ensure learning occurs.

Sociocultural theory

Like social-cognitive theory, this theory also considers the indi-
vidual learner within the diversity of their social context, but here
learning is much more culturally located, influenced and mediated
by culturally constructed artefacts (such as language, dress codes,
rituals and technologies), which mediate learning. Vygotsky (1978)
considered what the role and activities of the teacher should be
in facilitating learning (Figure 5.1). Other writers focus on wider
aspects of culture such as communities or systems.

Conceptualised by Lave and Wenger (1991) and developed further
by other theorists, communities of practice (CoP) situates learning
integrally within the social practices of a community. The com-
munity has specific ways of learning and practices that facilitate
the development of a learner on a trajectory from novice to expert
practitioner through a process of legitimate peripheral partici-
pation (LPP). The status of being a learner enables individuals to
participate in activities that they would not be allowed to do other-
wise, for example being able to observe a consultation, undertake
an intimate examination or assist in an operation. Participation in
these social relationships and processes help learners develop tech-
nical skills and knowledge (formal learning). They also strongly
influence the more informal or implicit processes involved in
identity formation: becoming and being a doctor.

Developed from Vygotsky and colleagues’ work, activity theory
locates learning by individual agents within social, collective
systems. It is also concerned with social or cultural transform-
ation, drawing on the complexities, multiple perspectives and con-
flicts within social practices to promote cultural change’ (Barrow
et al., 2015). The components of an activity system interact dynam-
ically, individual and collective learning occurs through the way
in which activities mediate between individuals and their social
worlds (Tsui et al., 2009); see Table 5.1 for some central concepts
from Engestrom’s (2007) work in relation to learning in the clinical
context, where service and education intersect.

Work-bhased learning

Some writers believe that applying formal educational mod-
els to the complex, dynamic world of work is unhelpful (Billett,
2004; Swanwick, 2005). Work-based learning theorists therefore
draw more heavily on social learning and sociocultural theories
to explain what is occurring and identify practice implications.
Perspectives such as industrial relations and sociological theories
offer additional insights into how learning happens at work (Morris
and Blaney, 2014). Learning activities also have to be designed in

terms of the relationship between learning and work, for example
is it learning for work, learning at work or learning from work
(Seagraves and Boyd, 1996).

Billett (2004) suggests that work-based learning is essentially
participatory, and it is through active participation that learning
happens. Engagement of learners in relevant participatory prac-
tices is therefore essential. However, because the workplace is pri-
marily about work practices and activities (rather than learning),
participatory practices can be contested between newcomers who
want to learn and old timers who fear displacement and regulate
learning (Lave and Wenger, 1991). Billett notes that the workplace
must therefore be invitational through identifying affordances to
learners to participate in (and therefore learn from) work-based
practices.

Perspectives on learning

Mann et al. (2011) suggest that dominant perspectives on pro-
fessional development and practice include adult learning, self-
directed learning and lifelong learning, we would add adaptive
or differentiated learning. Table 5.2 sets out their key features.
Whilst each has a different focus, they all draw from assumptions
that learners are individuals who learn in context through experi-
ence and reflection, and need to be motivated to learn (intrinsi-
cally or extrinsically).

The idea that learning occurs through experience is central to
medical education. It is reflected in curriculum design that pro-
vides meaningful clinical learning opportunities and teaching
and learning practices that are aligned with learning outcomes
or competences, are learner centred and relevant to the stage of
education and training. Experiential learning theory suggests
that learning is best achieved when individuals actively engage
with authentic experiences in a content domain, and then reflect
on those experiences to derive relevance (abstraction) they can
test in other contexts. Kolb’s experiential learning cycle (1984)
expands on the constructivist foundations established by Dewey
(1933), who theorised that the successive processes of interaction,
reflection and abstraction of concepts led to better understanding
and retention over time. Kolb also suggested that analytical
skills were necessary for conceptualisation and that a process of
active experimentation to test those abstractions was essential for
acquiring expertise.

In clinical practice, opportunities for reflection and experimen-
tation are limited, and concerns about patient safety are para-
mount. Simulation-based education (SBE) is one way of providing
an experiential environment in which learners and clinicians can
acquire, refine, and maintain their abilities in contextually relevant
situations, without impacting patient or clinician safety. Best prac-
tices in SBE utilise deliberate practice coupled with a deliberate
process for reflection (Ericsson et al., 1993). This furthers connec-
tions between theory and practice, the transfer of learning to other
areas of professional experience and development for individuals
and teams (see Chapters 19, 20 and 26).
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G The curriculum

e A curriculum defines the intended programme of learning, underpinned by a clear educational philosophy
¢ All elements need to be aligned to facilitate effective learning
e Factors influencing curriculum development and delivery vary over time, according to individual learners’ and society’s needs

Table 6.1 Trends in medical education curriculum planning and design: Flexner, SPICES and PRISMS

Knowledge giving Problem based Relevant to students and communities

Hospital oriented Community oriented Shorter courses taught in smaller units

Opportunistic (apprenticeship) Systematic Symbiotic (organic whole)

Figure 6.1 Curriculum alignment. Source: adapted from Biggs, 1999.

Outcomes/

Evation ), ———F 00
Q@

Figure 6.2 Not just one curriculum.
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curriculum is a statement of the intended aims and objec-
tives, content, experiences, outcomes and processes of an
educational programme including:
o A description of the training structure (entry requirements,
length and organisation of the programme, including its flexibili-
ties, and assessment system)
o A description of expected methods of learning, teaching, feed-
back and supervision.

The curriculum should cover both generic professional and
specialty specific areas. The word curriculum derives from the
Latin currere meaning ‘to run. This implies that one of the func-
tions of a curriculum is to provide a template or design that enables
learning to take place. Curricula usually define the learning that is
expected to take place during a course or programme of study in
terms of knowledge, skills and attitudes/behaviours. They should
specify the main teaching, learning and assessment methods as
well as provide an indication of the learning resources required to
support the effective delivery of the course. By contrast, the sylla-
bus describes the content of a programme and is one part of a cur-
riculum. Most curricula are not developed de novo and all operate
within organisational and societal constraints.

Curriculum in context

The educational and professional context must be discussed and
clearly defined before a curriculum can be designed and deliv-
ered. This can reflect a number of factors: current or prevailing
educational or social ideology; organisational culture; politics;
economy; students, teachers, communities’ and service users’
views; employers and other stakeholders; professional and reg-
ulatory bodies; funding bodies and history or influence of the
past. In any discipline, trends in general education and specific
trends or issues in medical or healthcare education that relate
to the healthcare system or context will need to be addressed.
Power relations between different ‘tribes and territories’ (Becher
and Trowler, 2001) need to be acknowledged and worked with
or around. The organisational infrastructure will also affect
curriculum options, for example the IT infrastructure, proximity
of clinical locations to where students live and study, type and
number of clinical placements, physical facilities and human
resources.

Educational philosophy and theories

Aside from practical issues, depending on the stance and back-
grounds of those involved, the educational philosophy, curric-
ulum design and priorities of the programme will be influenced
by different perspectives on learning. These may include adult
learning, student-centred learning, active learning, self-directed
learning, workplace learning and competency-based approaches
(see Chapters 4 and 5). These approaches are themselves under-
pinned by educational theories or paradigms including behav-
iourism; cognitivism; constructivist, social learning and situ-
ational theories; humanist and motivational theories; identity
theories, and descriptive and other theories (e.g. affordances,
activity theory, communities of practice) (see Chapter 5). An
ideal curriculum will not be dominated by any one perspective
or approach but will select appropriate learning activities to best
facilitate learning in different contexts by a range of learners with
varying needs and preferences.

Curriculum alignment

Biggs (1999) introduced the idea of curriculum alignment in that
all aspects of the curriculum need to form an integrated whole. In
other words, the specified outcomes, objectives or competencies
need to be aligned with relevant learning and teaching approaches;
and assessed by relevant assessment methods (see Chapters 38-
43) with the evaluation strategy utilising data from a range of
sources (see Chapters 3 and 10). The benefits of curriculum align-
ment are that clarity of the curriculum is promoted, everything is
transparent to both learners and teachers and, because all of the
components are inextricably linked, deep learning is encouraged.
Outcomes-based education utilises an aligned approach to curric-
ulum design and delivery as does the ‘spiral curriculum; in which
topics are purposefully repeated in increasing depth to reinforce
learning.

Curriculum structure and approach

In basic (undergraduate) medical education, the overall design or
structure of the curriculum has changed over time from one which
was totally apprenticeship based to one which is partly university
and partly clinically based, although the proportion varies between
curricula (see Chapter 2). The traditional curriculum (primarily
designed for school leavers) comprises 2 or 3 early years spent
studying preclinical subjects (primarily sciences) at university fol-
lowed by 2 to 4 years in the clinical setting. In the US and Canada,
but also in other countries in Europe and Australia, graduate-entry
medicine is undertaken following a premedical or earlier relevant
degree programme. This curriculum is usually 4 years in duration.

Since the early 1990s, in a drive to ensure graduates are more
practice ready, a number of changes have occurred. Curricula
have become more integrated so that, rather than studying sub-
ject disciplines (e.g. physiology) or clinical specialities in isolation,
the programme is structured around body systems (e.g. cardiovas-
cular), patient problems or cases. Clinical experience with patient
contact is introduced earlier and biomedical sciences are revisited
later in the course so as to help contextualise learning. In many
countries, exposure to community based or community-engaged
learning, particularly in rural and remote areas, is included in the
programme to both enhance clinical experience and encourage
recruitment to underserved areas. Most programmes also provide
opportunities for electives (i.e. student choices), which may be in
other countries with different health systems, in areas of medicine
students might wish to specialise in, or areas of interest, including
research, overseas electives and community projects.

Approaches such as problem-based, case-based learning and
team-based learning (PBL, CBL and TBL),are used in some medical
programmes as it is felt they help facilitate learning whilst preparing
graduates for clinical practice (see Chapter 31). Competency-
based curricula are increasingly widespread, particularly in post-
graduate education and training. Reflecting wider educational
change and the flexibility of mobile technologies, the flipped class-
room or inverted curriculum, places emphasis on assimilating
background knowledge before the students meet other students or/
and a teacher. The face-to-face time is then used for questioning,
critical analysis, developing understanding, discussion and reflec-
tion. This approach provides opportunities for more self-directed
learning of ‘facts’ by students, with the classroom being used much
more purposefully (Hurtubise et al., 2015).
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0 Planning and design

e Taking time to design and plan learning activities is vital
e Similar principles apply whether designing a full programme or a single lesson
¢ Keeping the learners’ needs and journey in mind is central to effective implementation and the student experience

Figure 71 Example lesson plan Figure 7.3 Designing a course

Workshop: Opportunistic clinical teaching
Aims: To improve understanding of what makes good
opportunistic clinical teaching

5 Introduction Listening

10 What you are hoping Participating
to get from the

workshop?
15 Background to clinical Listening PowerPoint
teaching
15 What challenges/ Buzz groups
problems have you
faced concerning Figure 7.4 The educational cycle
clinical teaching?
15 Feed back to large Participating Flip charts
group
10 What the literature says Listening PowerPoint
10 Break Break
15 What have you seen Buzz groups
that Addresses
these challenges/
problems?
15 Feed back to large Participating Flip charts
group
10 What the literature says  Listening PowerPoint
Summary/close Take away
literature
pack
Evaluation
forms

Figure 7.2 Sample timetable

10.00-11.00  Problem Based Lecture — Theories of Self-directed Problem Based Lecture — Introduction to nutrition
Learning Tutorial ageing learning Learning Tutorial and nutritional deficiency

15.00-17.00  Visit to local Communication Skills — GP Visits — Older  Self-directed Self-directed learning
residential home Communication with person home learning
older people visits

Source: Figure 7.1, 7.2 Essential Guide to Generic Skills. Copyright © 2006 Nicola Cooper, Kirsty Forrest and Paul Cramp. Published by Blackwell Publishing Ltd. Reproduced with
permission of Kirsty Forrest.
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hether you are developing a single learning event or a whole

degree programme, taking time to design and plan care-

fully is essential. Curriculum or programme design reflects
the principles discussed in Chapter 6, which enable you to decide
on your overall approach and underpinning pedagogy (teaching/
learning methods or practice) and give a structure and coherence to
the programme. More detailed planning is then important because
it allows you to test out whether the approach and ideas will work
in practice. For example, if you want to incorporate small group
case or problem-based learning sessions, then you will need appro-
priately equipped learning spaces and trained facilitators. If these
are unavailable or only available at certain times of the day/week
then you may have to redesign your programme to fit within these
constraints or change your learning approach (Figure 7.1 and 7.2).

Components of course or lesson planning

The principles of design and planning are the same whether at pro-
gramme level or for an individual teaching event, in that the key
elements need to be identified, agreed and written down (Table 7.1).
Learners and staff involved in teaching and administration all need
to be very clear about the language used when explaining the prin-
ciples and different elements of the programme to avoid confusion.
There is less reliance on defining highly specific behavioural
objectives now, and an emerging focus (particularly in postgraduate
education) on a competency-based curriculum, which specifies the
professional attributes and skills that graduates and doctors should
display. Whilst technically the terms are different, in practice, the
terms objectives, outcomes and competences are often used inter-
changeably. More recent thinking (e.g. by Caverzagie et al., 2015)
define what should be learned in clinical practice as entrustable pro-
fessional activities (EPAs). These activities are defined professional
practice tasks or responsibilities that will be entrusted to a learner
once sufficient specific competence is reached to allow for unsuper-
vised practice. However, despite the jargon, ‘what is important is
fitness for purpose, and the main purposes of stating the intended
learning achievements of the curriculum are:
« To inform learners of what they should achieve
o To inform teachers about what they should help learners to achieve
« To be the basis of the assessment system, so that everyone knows
what will be assessed

« To reflect accurately the nature of the profession into which the
learner is being inducted and the professional characteristics
that must be acquired’ (Grant, 2014, p. 41).

It is not just in face-to-face learning where all course components
need to be aligned; learning materials, library and online support
all have to be constructed to help the learner achieve the specified
outcomes of the training programme. In addition there should be
relevant and timely simulated and clinical experiences available.

Learners’ needs

Whilst learners may be on the same education or training pro-
gramme, because of their backgrounds, qualifications, experience,
interests, personalities and learning preferences, they will have dif-
ferent needs from teachers and from the programme itself. One of
the responsibilities of the teacher is to help align the stated, formal
learning outcomes with the individual learner’s educational needs
(Figure 7.4). Assessing learning needs can be done relatively infor-
mally at the start of a teaching session simply by asking the learners
what they would like to learn or what they expect to get out of the
teaching session. Making this a routine part of teaching will help you
to meet learners’ needs more effectively. Of course, learners do not
necessarily know what they need to learn; they may have blind spots.

Hussey and Smith (2003) note that teaching sessions should
build in an open space for emergent learning outcomes — outcomes
identified by learners which you might not have included in your
lesson plan. Spencer (2010) describes other activities concerned
with helping clinical teachers to optimise teaching and learning
opportunities that arise in daily practice, such as using appropriate
questioning techniques and teaching in different clinical contexts.
Such techniques often involve discussing learners” performance or
understanding with them, and are built into everyday practice.

From the perspective of the programme, it is also important to
define what those entering each stage of a programme will need
to know and be able to do. For example, potential undergraduates
might need to have had healthcare work experience or need to
demonstrate understanding of biomedical sciences at a certain
level. Newly graduated doctors should be able to perform certain
clinical or practical procedures. These will vary depending on the
content of the programmes involved and expectations of stake-
holders, including employers.

Table 7.1 Definitions of course components
Components Definition and examples
Aims Defines what the programme or teacher is trying to achieve overall. It tells participants what the programme or session is about.

‘The aim of this session is to practise eliciting a history in pairs and give feedback to one another about what is good and what
needs to be improved’

Learning (or
instructional)
objectives

Learning objectives state the observable and measurable behaviours that learners should exhibit as a result of participating in a
learning programme.

‘On completion of this session, the learner should be able to obtain a full medical history from an adult with chest pain in less
than 15 minutes and record this accurately in the patient’s notes’

Learning outcomes  Learning outcomes state broadly what learners should know, be able to do and how they should behave as a result of participation.
‘On completion of this session the learner will be able to demonstrate understanding of the key components of a full medical

history and be able to take a history from a simulated patient, showing appropriate clinical and communication skills’

Competences Competences state what the learner should be able to do as a result of a learning programme, in terms of the skills, knowledge
and behaviours that comprise professional performance.
‘Routinely undertakes structured interviews ensuring that the patient’s concerns, expectations and understanding are identified

and addressed’

Learning and
teaching methods

The ways in which teachers enable learning to occur so that the intended outcomes are achieved. Methods include face to face
(e.g. lecturing, small group work), online learning and self-directed learning, see Chapters 13-29.

Assessment The way in which student performance is measured in terms of knowledge/ understanding; practical and clinical skills and
professional behaviours (see Chapters 38-43).
Evaluation Evaluation is used to measure how well the programme, module, course or session has met its aims and objectives (see Chapter 10).

NB in some countries, evaluation means assessment of student performance, i.e. what we have termed ‘assessment’.
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0 Equality divensity and inclusivity

* Embedding equality and diversity into systemic processes and everyday teaching practice helps learners to reach their potential
¢ An inclusive approach values and celebrates difference as adding to a rich educational experience
e Unconscious bias, stereotyping and privilege can lead to discrimination, advantage and disadvantage

Box 8.1 Inclusive teaching practice

Inclusive teaching practice involves:

e good planning and clear course documentation in
different formats;

e alearning environment conducive to learning in terms
of layout or accessibility;

e avariety of approaches and methods of learning and
assessment;

e setting clear ground rules to encourage participation
and respect;

e encouraging engagement through individual, pair and

small group work;

use of culturally appropriate language and examples;

being willing to challenge prejudice and stereotyping;

building on learners’ diversity as a resource;

discussion about provision of additional resources as

needed.

Figure 8.1 Intersecting identities

Ethnicity

Culture

Physical
abilities

Figure 8.2 Equality or fairness?

For a fair selection
everybody has to take
the same exam:
Please climb that tree

Medical Education at a Glance, First Edition. Edited by Judy McKimm, Kirsty Forrest and Jill Thistlethwaite © 2017 John Wiley & Sons, Ltd. Published 2017 by John Wiley & Sons, Ltd.



e live in a multicultural world in which colleagues, patients,

families and communities represent cultural diversity in

all its forms. A key responsibility of educators is to ensure
learners get the most from their education and training and can
achieve their full potential. This requires an understanding of indi-
vidual learners’ needs, how issues or challenges may present in the
classroom, and the strategies and options available. As teachers, if we
are not careful, addressing equality can simply become a box ticking
exercise or we can assume that because university centres or occupa-
tional health units exist for working with learners with specific learn-
ing needs (e.g. dyspraxia, dyslexia, sensory impairments) or health
problems, that their problems will be solved. Utilising pedagogical
and organisational approaches that embed equality and diversity
into curricular and classroom practices will foster inclusivity at all
levels and improve the educational experience of all learners.

Definitions

The notion of equality is embedded in many countries’ legal sys-
tems with the overarching aim to try to ensure equality of treat-
ment and fair and open access to opportunities. It is important
not to discriminate against someone on the grounds of personal
characteristics (such as age, disability, sex, race, religion or belief),
which do not impact on eligibility for most occupations or educa-
tional experiences. Discrimination, bullying or harassment is also
often illegal. In education, selection and assessment processes are
increasingly objective and criterion based to help address potential
direct or indirect discrimination. Examples include educational
interventions or assessments that might directly or indirectly dis-
criminate against groups or individuals from different genders or
cultural backgrounds (e.g. Carnes et al., 2015)

Whilst educational institutions have a duty to take reasonable
steps to remove disadvantage caused by a characteristic (e.g. adjust-
ing assessment length for a learner with dyslexia; running flexible
courses for those with domestic or work commitments), in medi-
cine and other health professions, fitness to practice requirements
(e.g. around health, disability or age) defined by regulatory bod-
ies usually outweigh equality legislation. In practical, day-to-day
terms, equality means treating everyone fairly and with respect
and working with them to help overcome any disadvantage - a
form of social justice.

Equality legislation provides an underpinning framework and sets
out requirements for provision of services but in teaching, we need
to do more than this. In practice, classroom diversity is about seeing
all learners as individual and different, valuing people’s differences
and treating them in a way they wish to be treated. This involves
holding conversations and building relationships, taking time to
hear different stories, valuing different perspectives and using
examples and materials representing different cultures or social
groups. An approach that welcomes and encourages cultural and
social diversity can provide a rich educational experience for all
those involved.

However, working with diverse learner groups is not always
easy and requires a flexible, culturally relevant approach and prac-
tices. Providing safe places for discussion and debate (both in the
classroom and outside via social networking or discussion threads)
can help teachers introduce and enable constructive discussion of
sensitive issues (such as death/dying, race, religion or sexuality)
where learners might have very divergent and strong views.

Recently, there has been a shift from focussing on specific charac-
teristics (such as gender or race) to a more inclusive, intersectional
approach that respond to the overlapping, intersecting identities of
people, for example as parents, workers, members of religious or
other social groups (Higher Education Academy, 2015). This shift
helps us move away from what might be seen as a deficit approach
in which learners require assistance from outside the department
(e.g. in specialist units for learners with a disability or for interna-
tional students), to one in which system, curricular and pedagogi-
cal approaches are designed to incorporate difference.

An inclusive educational approach aims to give learners a
sense of belonging, so that they feel valued and respected for who
they are. At the level of the organisation or course planning, this
involves taking positive actions to include people from all groups
when planning and making decisions.

Challenges

A range of challenges exist in embedding equality and diversity
into educational systems, organisations and practices. At system
level, much Western research has highlighted the relative lack of
female and BME (black and ethnic minority) academics at senior
level (e.g. Carr et al., 2015). This gives rise to a lack of role models
from diverse backgrounds, exacerbated by a medical student body
that, despite widening access interventions, is still predominantly
drawn from the higher social classes or higher status social groups
(Nicholson and Cleland, 2015). One consequence of this is that
cultural practices (such as the length of the working day, timing of
meetings and flexibility of course provision) reflect the norms of
prevailing social groups. So, considering how systems and organi-
sational practices contribute to creating an inclusive culture is vital.

Privilege is a ‘special right, advantage or immunity for a particu-
lar person’ (Pearsall, 2002) or social group. It is culturally derived
and can lead to positive discrimination, benefits and favouritism.
Understanding that privilege exists can help educators to empower
learners differently to achieve their potential and avoid giving
privileges that create outliers. For example, rewarding keen and
eager students by giving them more time and attention than qui-
eter learners can lead to the quieter learners feeling excluded or
marginalised; expecting learners to purchase expensive equipment
or books can disadvantage those from poorer backgrounds.

‘Unconscious bias refers to a bias that we are unaware of, and which
happens outside our control. It is a bias that happens automatically
and is triggered by our brain making quick judgements and assess-
ments of people and situations, influenced by our background,
cultural environment and personal experiences’ (ECU, 2013). As
educators, we need to accept we all have biases, decide what we
will do about this, break the links in our processing (reduce levels
of bias) and ensure policies and processes are designed to mitigate
the impact of bias wherever possible (ECU, 2013). This is done by
challenging stereotypes, being aware of in-groups and out-groups
and changing perceptions of out-group members and becoming
an ‘active bystander’ (i.e. notice what is going on around you and
intervening or providing help where needed). Active bystanders’ are
important in ‘preventing, refocusing, interpreting, mitigating, stop-
ping, remediating and reporting unacceptable behaviour’ (Scully
and Rowe, 2009).
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0 Principles of selection

Figure 9.1 Examples of selection processes

GETINTO

Practice points
Selection Procedure 2016 Entry

1

Academic
Screening
All applications are
checked to ensure they
meet our academic
requirements.

e The selection process aims to identify people
suitable for practice as a doctor and exclude
those who are deemed unsuitable

e Selection is typically based on a combination
of academic attainment and performance at
interview or in a written assessment

MEDICAL SCHOOL

o
QO
-
—
©)
<
()
=
s
()
=
QO
>
o
=
o
QO
o
Q
o
=}
(@]
()

©
=
(2}

allocation ear Selection for Tops
and ranked on the
(MMI) and the Situational Judgement Test (SJT)
Issues in
Statement -
o ‘ following

e Some schools do not interview; the process is
¢ More objective tests are being introduced into Write the Score Interview IR
Candidates are scored
Medicine
Interview
Interview

based on academic attainment and a random
selection such as the Multiple Mini Interview / /
following
Perfect Personal
Interview
Consisting of the
Personal
o

Effective techniques & over 100 examples
of real successful personal statements

r performance at

Figure 9.2 Anytown Mini Multiple Interview

You are just about to go into a lecture
where attendance is monitored when

one of your friends asks you to sign in -

for them as they have to go to return X .

an overdue library book. ‘ You are on placement with a final year
student who you’d heard on the

What do you say? grapevine has anorexia. You hear her
vomiting in the toilets and when you
ask her if she is OK, she says she is
fine.
Who do you speak to?

/7 O\

You are on placement with Dr Jan,

a GP who tells you that he often gives
antibiotics or other unnecessary
medication to some patients ‘because
it makes them feel better and they
expect him to give them medicine’.
What do you think about Dr Jan’s
practice?

What would you do, if anything?

=
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Your second year case study project
was with Annie, a terminally ill cancer
patient. In the course of the project,
you got very close to her and a few
months later, you are informed that
she has left you some money in their
will ‘in recognition of your care and
compassion’.

What issues does this identify?

Is there a difference between being a
student or a qualified doctor?




election processes are used to recruit individuals into each
of the various stages of education and training, and for sub-
sequent jobs as a fully qualified professional. Whilst selection
processes differ depending on the stage of training or career, some
common features exist and an understanding of the purpose and
format of these can help applicants perform better. Because places/
posts are limited and competition is usually fairly fierce, univer-
sities, postgraduate training organisations and healthcare organ-
isations need to put a series of hurdles in place with the aim of find-
ing the best person for the job. Although selectors are looking to
predict potential or future performance, this is difficult to do and
so a range of instruments are used. Selection processes typically
consider a series of essential and desirable criteria based around:
» Academic or professional qualifications — does the applicant
meet the agreed level needed for the place/post?
o Skills or competencies - includes practical skills (e.g. surgical
competence) as well as non-technical skills such as written and
verbal communication or leadership
 Motivation, interest, enthusiasm for the place/post
« Aptitude for the role
* Views of other people who know the applicant, e.g. managers,
referees, teachers.

In order to assess applicants against stated criteria, selection
processes may involve written components, for example appli-
cation form (including the ‘open space’ completed by applicants),
essay, evidence of past performance or tests; practical components
such as an Objective Structured Clinical Examination (OSCE) or
simulation and evaluation of communication skills, for example
interview, engagement in social events, group activities and pres-
entation. For some senior posts, these activities may take place
over a number of days so that the organisation can get feedback
from and the opinion of a wide range of potential colleagues.

Interviews

Interviews are usually carried out face-to-face (or via video con-
ference or telephone) with the applicant answering a series of
structured questions from two or more people aimed at identify-
ing their strengths, motivation, understanding of the organisation/
post and how well they communicate. Sometimes applicants will
be required to give a presentation, for example on what they see
the challenges of the role. Although interviews have been criticised
for being selective, subject to interviewer bias, unreliable and lack-
ing in validity, they do give employers or recruiters opportunity to
meet candidates and see them in action.

Selecting for professional attributes

It is relatively straightforward for organisations to be certain that
applicants have the required academic and professional qualifi-
cations and that they are trained to a certain level (e.g. through
graduation certificates or Royal College membership exam-
inations). Aptitude tests, such as the MCAT (Medical College
Admissions Test), UKCAT (UK Clinical Aptitude Test) or GAM-
SAT (Graduate Australian Medical Admissions Test), test for

verbal or numerical ability and reasoning and have been shown
to have predictive ability for future success in medical school
(e.g. McManus et al., 2013).

The application form, interview, references and written tests
can help provide some information, certainly enough to screen out
those who do not meet threshold standards. However, in medi-
cine and health care, it is vital that the organisations selecting
individuals can be as assured as much as possible that they have
the desired professional attributes. This is much harder to ascer-
tain and predict. Of course, if someone has been subject to crimi-
nal proceedings, or disciplinary or fitness to practice procedures,
then a red flag will be raised. But for the vast majority of applicants
(particularly those applying to medical school) it is very challeng-
ing to select for professional attributes such as integrity, honesty,
compassion, team-working or coping under pressure. In order to
address this, new selection methods have been introduced, includ-
ing psychometric tests and group activities. Two of the most widely
used additional selection methods are described here.

Situational Judgement Tests

The Situational Judgement Test (SJT) is now used for selection to
many medical schools and postgraduate training programmes.
The SJT is a written multiple choice test in which candidates have
to select which they think is the best response to a dilemma-based
scenario. The aim of the SJT is to identify applicants who might
lack elements of professional judgement (Patterson et al., 2016).

Multiple Mini Interviews

Multiple Mini Interviews (MMIs) have been used in selection for
medicine for a number of years. Based on the design of the OSCE,
MMIs require candidates to move around a series of 10-12 brief
stations (e.g. 5-10 minutes) at which one or two interviewers ask
questions based on previous experiences, defined situations or
practical tests (Figure 9.2). Eva and Macala (2014) describe this
situation in one station:
You are in your first year of medicine. In your PBL (problem-
based learning) group of five students, you are encouraged to
share your knowledge, teach each other, and contribute to the
discussion. However, you notice that one of your colleagues is
often quiet, shy and participates very little in the discussion. He
also appears to do the minimum required work and his lack of
participation is causing problems for the group. What would

you do in this situation?
Eva and Macala, 2014, p. 607.

Although test content differs depending on the organisation
and its goals, both the SJT and MMI provide a means of assessing
a range of professional attributes, including coping with pressure;
effective communication; learning and professional development;
organisation and planning; patient focus; problem solving and
decision making; self-awareness and insight and working effec-
tively as part of a team. As such, they are moving in some way
to better identify suitable and unsuitable individuals for medicine
and for specific jobs.
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Practice points

e Evaluation is used to drive change and improve quality
e |deally it should focus on both process and outcomes
e Mixed methods are needed to gather rich data

e Changes made should be fed back to stakeholders

Box 10.1 Questions to consider when planning

Box 10.2 Questions to consider for outcomes

an evaluation

evaluation

e What is the purpose of this evaluation? * What do we want the learners to learn?
* Who is it for? e How will we know they have learned?
* Are we planning to publish (consider ethics approval)? * How do we want the learners to change?
e What data do we need? e How will we know they have changed?
e When will we collect it? e Will the learners behave differently after the intervention?
e How will we collect it? ¢ How do we measure any change in behaviour?
e How will the data be analysed? e Were the learners satisfied?
e Who will do the analysis? e Were the educators satisfied?
e Is this a short-term or long-term evaluation or both? ¢ What could/should be improved next time?
e What will it cost? e What is the longer-term impact?
Table 10.1 Outcomes-based evaluation
What is measured? Examples of methods
1 Learner reaction/ satisfaction Learners’ perceptions of their educational Questionnaires, interviews, focus groups

experiences; self assessment of change such
as in skills, knowledge, confidence

2a Modification of attitudes Frequently used in the evaluation of Pre- and postlearning validated attitudinal
interprofessional learning surveys

2b Acquisition of knowledge or skills Learning in relation to previously defined MCQs, extended matching pairs, OSCEs,
learning outcomes or competencies simulations, simulated patient consultations

3 Change in behaviour or performance  Transfer of learning to the clinical setting Work-based assessment, including direct

observation, mini-CEX, multisource feedback

4a Change in organisational practice Rarely considered at the prequalification level; Audits, significant event analysis and follow-up,
systems change at the postqualification ethnographic studies, cost analyses
training level

4b Outcomes for patients or clients Improvements in patient satisfaction, health Patient satisfaction questionnaires, health
outcomes indices, morbidity and mortality data

Abbrev: Mini-CEX, Mini-Clinical Exercise; MCQs, multiple choice questions; OSCE, Objective Structured Clinical Examination.

Source: adapted from Kirkpatrick and Kirkpatrick, 2006 and Barr et al., 1999.
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The purpose of evaluation

Educators undertake evaluation to find out the value of their pro-
grammes, sometimes (but not always) against external reference
points - it is therefore a values-based, judgmental activity. Evalua-
tion should be used to drive change, to improve the processes lead-
ing to learning and to ensure education is fit for purpose. Whilst
evaluation and research may utilise similar methodologies and
participant groups, educational research usually requires ethics
approval and overt consent from participants, whereas evaluation
does not. However, well-conceived, theoretically framed evalua-
tions of educational innovations may still lead to publication and
add to our discipline’s evidence base. Note that in this chapter we
are considering evaluation in relation to education delivery, as dis-
tinct from assessment of learners, which is sometimes referred to
as evaluation, particularly in the US. Evaluation focuses on what is
done or delivered (the programme), while assessment focuses on
what learners have learned (the learners). Of course, assessment
may be one component of an evaluation - we need to judge if and
what learners learn.

An expert in this field, Michael Quinn Patton, defines evalu-
ation as a ‘systematic collection of information about the activities,
characteristics and results of programs to make judgments about
the program, improve or further develop program effectiveness,
inform decisions about future programming, and/or increase
understanding’ (Patton, 2008, p. 39). In this statement, ‘pro-
gramme may refer to many types of projects and innovations as
well as education. In addition, though frequently omitted, evalu-
ation should also consider cost and efficiency as well as outcomes
(Rossi et al., 2004).

Evaluation is mandatory in higher education institutions
(HEISs) for quality assurance and may form part of an academic or
clinician’s annual performance review. Students are regularly asked
to provide feedback on their teaching and opportunities for learn-
ing. Some students complain that there is, in fact, too much evalu-
ation and that they are never informed of how their input is used.

As evaluation serves to measure the effectiveness of education,
we need to define effectiveness. This may be whether learners have
achieved defined learning outcomes but also whether they are sat-
isfied with their overall experience at medical school or in train-
ing. The meaning of educational success may vary amongst stake-
holders such as students, teachers, health professionals, patients,
employers, accreditation bodies and policy makers. Therefore
there is really no ‘one size fits all’ method of evaluation - it needs
to be tailored to the evaluation question and the audience for the
output. Short-term evaluation may be valuable for local use but
longer-term impact studies are necessary for evidence of sustained
learning and health services’ improvement; such studies are rarely
funded (Box 10.1).

Outcomes-hased evaluation

The majority of the evaluation carried out in higher (tertiary) edu-
cation is outcome or goals based — has the intervention achieved its
stated goals? It is therefore obvious that the goals must be defined,
made explicit, specific and clear, and also that they can be meas-
ured. Measurements usually occur at the end of the intervention.
If a more detailed examination of change is required, learners may
be compared before and after the intervention, or groups undergo-
ing different programmes with similar learning outcomes may be
compared (Box 10.2).

A common framework used in health professional (and medical
education) is that of Kirkpatrick (Kirkpatrick and Kirkpatrick,
2006), which was originally conceived in 1959 to evaluate training
programmes in business and retail, with a major outcome being
increase in sales revenue. In its original format, it is a four-tier
model of educational outcomes with evidence being generated in
relation to:

1 (Learners’) reaction

2 Learning

3 Behaviour

4 Results.

The framework was subsequently adapted and expanded to six
categories for the evaluation of interprofessional education (IPE)
in 1999 (Barr et al., 1999). The modified model has two outcomes
under learning (level 2) and two under results (level 4) with a
distinction between outcomes that relate to people and those that
have an impact on health service delivery (Barr et al, 2005); see
Table 10.1. Kirkpatrick and Kirkpatrick (2006, p. 21) stipulated
that the levels “...represent a sequence of ways to evaluate pro-
grams. Each level is important and has an impact on the next level.
As you move from one level to the next, the process becomes more
difficult and time-consuming, but it also provides more valuable
information. None of the levels should be bypassed simply to get to
the level that the trainer considers the most important’

Most published evaluations concentrate on learner reaction
with a combination of Likert scales and free-text comment boxes.
Frequent items include student satisfaction, self-assessment of
change in knowledge or confidence, and suggestions for changes
to the intervention (Thistlethwaite et al., 2015). Outcomes-based
evaluation is important for programme development but focuses
on ‘does this work’ rather than ‘how and why does it work/not
work the latter requiring a process approach. Notable criticisms of
the Kirkpatrick method include that of Yardley and Dornan (2012)
who conclude that the framework is unsuitable for other than rela-
tively simple educational designs, not the complexity of health pro-
fessions’ education.

Process evaluation

Outcomes-based evaluation may show that 70% of students passed
an assessment following an innovative way of learning. While this
shows the method was effective in enhancing the knowledge or
skills of the majority of students, educators may want to know why
nearly one-third of the cohort ‘failed’ To evaluate a programme
in these terms, we need to look at the process of learning and
teaching, and this will require a mixed methods approach (quanti-
tative and qualitative). Process evaluation is usually more time-
consuming and requires an in-depth analysis of data. It may
involve observation of learners and facilitators during formal ses-
sions, interviews or focus groups with learners to explore engage-
ment or why sessions have been rated poorly, and interviews with
staff to probe into how examination marks are awarded.

Realist evaluation is a specific form of process evaluation
that considers ‘What works for whom and in what contexts?
(Pawson and Tilley, 1997). It acknowledges the complexity inher-
ent in education and its lack of a linear causation in terms of inputs
and outcomes. The method has been recommended for use in
medical education (Wong et al., 2012) but is less likely to be used
for day-to-day evaluation.
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Q Etucational leadership

e |Leadership, management and followership are discrete, but interconnected, activity sets — the ‘leadership triad’

e Effective organisations are both well led and well managed

e Choosing appropriate behaviours depends on the situation and people involved

¢ Knowing your strengths and weaknesses helps you work more effectively with others, in organisations and in systems

Figure 11.1 Leadership in threes. Source: McKimm et al., 2016.
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3 skill sets
e Leadership
e Management
¢ Followership

R/

Figure 11.2 The leadership triad Box 11.1 The leadership ‘triad’ in

practice

You are running an Objective Structured
Clinical Examination (OSCE) for 300
medical students.

e What management skills do you use
to ensure you get everything done
properly?

e |f a crisis occurs (three examiners don’t
turn up or one of the students faints at
station 3), you might need leadership
or followership skills as well?

e What skills will you need to use?

Followership
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influences a group of individuals to achieve a common goal’

(Northouse, 2010, p. 3). On a day to day basis, medical edu-
cational leadership involves working with learners and staff from
universities and healthcare organisations with the aim of educating
and training doctors effectively and efficiently. Leadership involves
decision making, team leadership, self-management and high-
level communication skills. Drawing widely from the literature
and our own research, the leadership in threes model (Figure 11.1)
provides a way of conceptualising a set of interrelated concepts and
the essentials of effective leadership (McKimm et al., 2016).

leadership can be defined as ‘a process whereby an individual

Leadership approaches

The leadership literature is vast, but the main approaches to under-
standing leadership can be summarised as follows:

o Trait theories - focussing on personality traits and a list of qual-
ities (e.g. integrity, charisma, approachability, concern).

o Style theories - how the leader behaves in different situations
(e.g. authoritative, consultative), takes account that leadership can
be modified and learned.

« Transactional and transformational - transactional relates to
management and involves exchange of effort for reward (e.g. you
work for an employer and you get paid). Transformational lead-
ership is about leaders inspiring and motivating others towards
higher order goals or values. Whilst this is appealing in education,
the realities of managed systems with targets and performance
measures can lead to cynicism.

« Collaborative, shared, distributed and collective leadership -
these approaches look at leadership at all levels of an organisation
and consider that it is only by working together that real change
and improvement will be made.

o Adaptive leadership - is about working in complex, uncertain
systems and times and adapting ways of working to develop solu-
tions to new or ‘wicked’ problems.

» Eco-leadership, value-led, servant and moral leadership - all
involve ‘making a difference’ through engaging with the moral
purpose and values of organisations, and looking to environmental
and societal sustainability.

¢ Inclusive and person-centred leadership — embrace diversity
and have the needs of people at their heart.

Three skills sets

Figures 11.1 and 11.2 set out three interlinked skills sets: the Teader-
ship triad’ (McKimm and O‘Sullivan, 2016). Management is about
planning, providing stability and order (doing things right) whereas
leadership is about change, setting direction and adaptability (doing
the right thing). Organisations, teams or situations need both leader-
ship and management in varying amounts depending on the situation
or context. Of course, we do not lead all the time and being able to
be a good follower (who is supportive, active, questioning and help-
ful) is important to ensure groups, teams and organisations function
smoothly. The concept of ‘little T leadership (Kelley, 1988; Bohmer,
2010) is helpful for taking small steps into leadership through man-
aging a project, leading an initiative or new role and can help people
see where their role fits in the curriculum or organisation.

Three levels

Leadership skills, models and theories (and your own develop-

ment) can be thought of in terms of three overlapping categories

(Swanwick and McKimm, 2014):

Intrapersonal - focussing on the personal qualities or personality
of the leader; involves getting to know yourself and developing

self-insight, understanding your strengths and weaknesses and
how you respond under pressure.

Interpersonal - relating to the interaction of the leader with
others; working in teams, with other health workers, patients
and families. How do others see you?

Organisational/system wide - leadership in relation to the
organisation or system;involveslearning aboutand understanding
the wider health system, your organisation, politics and processes
and how change and improvement may be managed.

Three expertise sets

Leaders need to have credibility, and we suggest this can be devel-
oped in three ways. Firstly, by understanding your industry - for
us this is medical education. As ‘educationalists; leaders need
to understand how education systems, structures, funding and
programmes work and possess a theoretical educational knowl-
edge. Secondly, understanding the wider sociocultural, political
and economic context will help you keep abreast of trends and
policies that might affect the education you provide and help you
identify and seize opportunities. Becoming an expert in your
area, project or initiative helps to build credibility, particularly
when your power and influence is relatively low because of posi-
tion in the organisation and professional hierarchies (Till et al.,
2014). Thirdly, understanding your strengths and weaknesses
helps you to build effective teams and structure your leadership
development.

Three key personal qualities

The leadership literature identifies a plethora of personal qualities
leaders should have (including integrity, humility and charisma),
and also notes the harmful effect toxic or destructive leadership has.
However, three qualities encompass the majority of the qualities
of successful leaders: resilience, emotional intelligence and grit.
Resilience is the ability to bounce back from adversity or chal-
lenge. Emotional intelligence (EI) comprises a combination of
self-awareness, empathy, social skills, self-motivation and self-
regulation (Goleman, 2000). Grit is a combination of resilience,
passion, hard work, perseverance, determination and direction
(Duckworth, 2016). To be ‘gritty’ you have to have a deep interest
in what you're doing; take opportunities to practice skills and show
self-discipline; cultivate a conviction and purpose about your work
(it has to matter); and have hope and confidence that you can do
leadership as well as be a leader.

Three ways of learning

Many formal opportunities exist for medical educators to learn
leadership through short courses, workshops and longer, award
bearing programmes. Such ‘horizontal leadership’ (Petrie, 2014)
provide an evidence base (in terms of theories, concept, models and
tools) about what leadership is, how it works and ways of approach-
ing situations or tasks. However, it is only through practice, obtain-
ing constructive feedback and reflection that you will learn for
yourself how to lead, follow and manage effectively. This involves
‘vertical leadership’: meeting challenges (heat experiences); sense-
making of the experience (through reflection and conversation) and
being open to colliding perspectives about what is going on (Petrie,
2014). Learning leadership is therefore a lifelong endeavour; good
leaders have learned from their experiences and gained a practical
wisdom (phronesis) about how to behave and function in different
situations.
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@ International perspectives

Practice points

¢ Medical education is now a global enterprise with blurred boundaries between the medical education on offer in different countries
® Learners need to be prepared to work internationally as well as locally
e The decision to move to another country needs careful consideration about a number of personal and professional aspects

Box 12.1 Questions about personal and Box 12.2 Key principles underpinning electives
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professional issues when considering an Blanning <t Questi
. . anning stages: Questions
academic position abroad
P * What is the purpose of the elective?
Personal issues * What resources are available at the facility?
) 2 e What health risks might | encounter?

* Will I need to learn another language? e What preventative measures are needed?
* Am | sufficiently adaptable and tolerant of cultural or « What personal risks might | encounter?

religioug practices that may challenge my ethical and o What ethical standards should | expec;(?

professional \(alues? - . e What cultural and/or religious practices should | be
e Where can | find out what it is like to work in such a aware of?

context? . . e How do | communicate with health care workers
e Do | travel alone or do | bring my family? What are the and the patients?

pros and cons? . . e Have | attended the pre-departure briefing?
e |s it safe to be a single female or appropriate to be a « Are my clinical skills honed?

single male? )

Are there health risks? _ During the elective: Questions
° Whattar;a the tax implications back in my home e Am | working within my scope of practice?

country« e What do | do if there is an expectation that | undertake
Professional issues a procedure that | have not previously done?

. s . e What do | do if | see another student engaging in

e What does this position mean in terms of my career unethical behaviour?

trajectory? )

clinically?
* Am | required to maintain my medical certification? * What do | need to do on my return?

Figure 12.1 Model depicting the development of an international medical educator. Source: McLean et al., 2014. Reproduced with
permission of Taylor & Francis.

World view

Embraces other cultures; sense of
adventure; global perspective;
appropriate personal attributes
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A

Responses to experiences

£ 1, tl
and insights Openness to experience

Actively wants to work in other

Self-development and insight countries and cultures; willing to

when an ‘outsider’ and immersed |
in a new culture; develops
emotional intelligence; learns
new skills; broadens experience

Experiences

Networking through conferences

make mistakes and learn from
« them; learns new languages and
customs

and invitations; social networking;
visits; consultancies; applying
previous experiences in new
contexts; immersion
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e live in a global world, a world in which digital and com-

munication technologies allow us to connect instantly

with family, friends and colleagues across numerous times
zones and in far flung corners of the globe. It is also a world in
which political and economic unions and affordable air travel have
facilitated the ease with which individuals can cross national bor-
ders. It is, however, also a world in which higher education is now
a commodity and a market-driven business. Medical education is
no exception, with the number of available places far exceeding
prospective applicants, sometimes in the order of 10-12-fold. This
demand has resulted in many traditional universities in Europe,
North America and Australia actively recruiting full fee-paying
international students while other institutions have established off-
shore campuses in emerging economies such as the Middle East,
Asia and the Caribbean.

International learners, doctors and
teachers

The past decade has seen a changing medical student and medi-
cal graduate profile. For students and practising doctors studying
and working in new countries and cultures, many challenges are
involved including language, social, financial and professional
implications (McKimm and Wilkinson, 2015).

Medical educators have also been on the move. Often spurred by a
desire to experience different cultural and academic contexts, medi-
cal educators choose to work abroad for both personal (e.g. family,
altruism, financial) and professional reasons (e.g. research, pro-
fessional development) (McLean et al., 2014). With this international
status come pros and cons for both the educator and the employing
institution. On the positive side, the institution can use the educator’s
expertise to improve or develop programmes while students would
be enriched through exposure to different worldviews. The educator
too learns different ways of doing and seeing things.

The decision to move countries and cultures should, however,
not be taken lightly by anyone. The personal and professional
implications should be well researched, particularly if the cultural
context is far removed from one’s own. While such a move often
has language implications, not only for the individual but also
for their family, the organisational culture may also be challeng-
ing in terms of academic autonomy. Box 12.1 provides a series of
questions and answers for an individual considering becoming an
international medical educator (which also apply to doctors and
learners) whilst Figure 12.1 provides a model depicting the evol-
ution of (i.e. becoming and being) an international medical educa-
tor. The model encompasses one’s worldview, openness to experi-
ences, the actual experiences, reflection on the new and sometimes
challenging immersion in a new culture and the insight gained.

Towards transnational medical education

In his 2006 article on the future directions of medical education
in a rapidly globalising world, Harden envisaged a shift from a
context in which both the teacher and the students were local to a
transnational scenario in which internationalisation is embedded
within a curriculum that involves collaboration between a number
of schools in different countries. While this is still an emerging
scenario, increasingly in medical education circles we can add the
word ‘international’ to our descriptions of medical students, medi-
cal educators and to the curriculum.

Internationalisation of the curriculum

With students travelling to other countries or regions to study
medicine and then returning to their home countries to practice,
the curriculum must reflect this. A common adage in medical edu-
cation circles today is ‘think globally, act locally, meaning that a
medical programme should produce graduates able to practice
anywhere in the world, but who can also adapt to meet local needs.
Several models exist, ranging from one in which students complete
part of their training abroad and then complete their degree in
their home country, to one in which the content has a more global
focus and students undertake both local and international electives
to develop their broad scope of practice.

Global health and international electives
and social accountahility

Global health and international health electives are two hot top-
ics in medical education, largely because of another imperative -
social accountability. To meet the challenges of the twenty-first
century, a Global Consensus on Social Accountability of Medi-
cal Schools, has identified ten strategic directions for medical
schools to become socially accountable to improve society’s cur-
rent and future health needs and challenges (Figure 12.2). These
include reorienting education, research and service priorities,
strengthening governance and partnerships with stakeholders
and by using evaluation and accreditation to assess performance
and impact.

Although many well established medical schools now have for-
mal partnerships and exchanges with institutions in developing
countries to ensure mutual benefits and safe practice, this is not
always the case. Some medical schools expect but do not arrange
students’ international electives, leaving students to arrange their
electives, which may mean paying a private company. What-
ever the circumstances, any elective in which there is a potential
power differential between students and the patients should be
underpinned by fundamental humanitarian principles.

Figure 12.2 Global consensus on social accountability: ten areas for action. Source: hitp://
healthsocialaccountability.sites.olt.ubc.ca/files/2011/06/11-06-07-GCSA-English-pdf-style.pdf (accessed Sept. 2016). Reproduced with

permission of Global Consensus on Social Accountability.

- Anticipating society’s health needs
Area 2 Partnering the health system and other stakeholders

Adaptlng to the changing role of doctors and other health professionals
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OF MEDICAL SCHOOLS
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- Creating responsive and responsible governance of the medical school
Area6 Refining the scope of standards for education, research and service delivery

- Supporting continous quality improvement in education, research and service delivery
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Area8 Establishing mandated mechanisms for accreditation

- Balancing global principles with context specificity
Area 10 Defining the role of society
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@ Large group teaching: planning and design

Practice points

¢ Being able to work with large groups confidently and effectively is essential for many educators
e |ecturing can be made more interesting and interactive with the use of specific techniques

* Lectures are inappropriate for skills acquisition and in-depth discussion

e Planning the session and practising presentations are vital
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Figure 13.1 Lecture theatre Figure 13.2 A bad power point slide

¢ Avoid backg
or difficult to read

* Always be consistent W
that you use

Source: Bundesarchiv, Bild 183-Z20622-007/Grubitzsch (geb. Raphael), Waltraud,
https://commons.wikimedia.org/wiki/File:Bundesarchiv_Bild_183-Z0622-007,_Leipzig,_Universitat, Horsaal,_Anatomievorlesung.jpg
Used under CC-BY-SA 3.0 https://creativecommons.org/licenses/by-sa/3.0/

Figure 13.3 Example lesson plan. Source: Essential Guide to Generic Skills. Copyright © 2006 Nicola Cooper, Kirsty Forrest and Paul Cramp. Published by Blackwell
Publishing Ltd. Reproduced with permission of Kirsty Forrest.

Lecture: Physiology and pharmacology of pain
Aims: Understanding the physiology and pharmacological treatment of pain

5 Introduction Listening PowerPoint
Definition
Assessment
10 Introduce the stickman and ask the students in Buzz groups Paper stick man
buzz groups to draw the pain pathways on it
5 Get back answers from the groups One student at the front filling in flip chart, the Flip chart
others providing the answers
15 The introduction of analgesic drugs Listening PowerPoint
10 On the paper stickman draw were the analgesic Buzz groups Paper stickman
drugs work
5 Get back answers from the groups One student at the front filling in flip chart, the Flip chart
others providing the answers
5 Summary Questions Handout
Questions Filled in stickman

Analgesic ladder
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iving lectures to large groups of students has been a tradi-
tional way of teaching for hundreds of years (Figure 13.1).
With shifts in learning approaches and the more widespread
use of online learning, the use of lectures as a primary means of
teaching has fallen out of favour. This quote is often used to high-
light the dissatisfaction:
A lecture: the process by which the notes of the professor become
the notes of the student without ever passing through the mind

of either.
Miller, 1927, p. 120.

However, lectures are still effective in:
o Teaching large groups economically. The ratio of teacher to stu-
dent can be as much as 1 : 300 or even more now with podcasts and
WebEx facilities
e Providing core knowledge, delivery of course content, prin-
ciples, facts, terminology and concepts
¢ Demonstrating enthusiasm of teachers for their subject
e Directing and scaffolding learning.

The limitations of lectures include:
« Inadequate for skills teaching
» Not necessarily good for abstract or complex issues, which need
discussion
+ Hard to integrate with other connected sessions
 Make significant demands on the attention span of an audience.

Planning a lecture

When planning any teaching episode you must consider:

1 The environment

You are responsible for ensuring that the lighting, temperature,
acoustics and seating are all conducive to learning. Even before you
start to plan the educational content of a lecture, there are impor-
tant logistics to consider: the venue, how many students will be
there, the acoustics and lighting and what audio-visual equipment
is provided. You should try to visit the lecture theatre beforehand
to familiarise yourself with the equipment.

2 'The set

Before any teaching episode, including lectures, you should
ask three questions: Who am I teaching? (e.g. medical students,
nursing staff or residents); What do they already know? (e.g. is
this teaching part of a course); What do they want me to teach?
(i.e. what are the aims and objectives of this session?). All teaching
episodes should start with an outline or list of objectives. If you do
not tell the learner the aims and objectives of the session they will
find it hard to follow the whole process. For the learner, this is like
solving a jigsaw puzzle without seeing the picture.

3 'The dialogue or delivery of the lecture.

The next step is to deliver information. Aristotle is quoted as say-
ing: ‘tell your audience what you are going to tell them, tell them,
and then tell them what you just told them’ (Gross and Walzer,
2000). Whilst this is a good basic structure, there are many other
ways of doing this. One can look at things systematically, tell
a story or state a problem and provide an answer. There is more
about delivery in Chapter 14.

4 Closure - summary and questions.

At the end you should provide a summary of what you have
said and any follow-up activities or links to other parts of the
programme.

Presentations

Most lecturers now use PowerPoint or similar computer-based
delivery method to deliver their lectures. However, there are pit-
falls and limitations to using these and presentations are definitely
a case of ‘less is more. Using PowerPoint can provide a useful way
of planning your lecture and ensuring there is a ‘story’ that puts
over your key messages. The slides should provide a basis for or
summary of what you say, do not cram every word onto the slides
and then read the slides. This is not what a lecture is all about.
Too many pictures, fancy PowerPoint slide transitions, sound
effects and use of humour can also detract from the main message.
Rehearse your presentation for timekeeping and sense making.

Always be prepared for the fact that the technology might go
wrong. Check in advance what type of computer is being used for
compatibility between systems and whether you need to have the
presentation on a USB port or it will be centrally loaded. For really
high-stakes presentations (e.g. interview or conference keynote) if
appropriate, it is wise to have your set of slides on back-up hand-
outs as well. If travelling, when things might get lost, post your
presentation to your webmail account before setting off and check
the presentation on the computer you'll be using, as versions vary
and fonts, backgrounds etc. can become distorted.

PowerPoint tips (see also Figure 13.2):
» Only use contrasting colours, for example white text on a dark
blue background or black text on a white background
» Use no more than two colours per slide
» Do not use capital letters — they are difficult to read
e Plan your talk using roughly 1 minute per slide
« Use large font (e.g. 24-32 point), preferably PC friendly such as
Ariel, Tahoma or Verdana
» There should be no more than six bullet points per slide
= Avoid overuse of cute Clipart or cartoons
» Make sure you cite source or get permissions for visuals — best to
use Creative Commons for open source images.

Lecture planning

A useful exercise for any educational episode is to plan it on
paper as a lesson plan. Your lesson plan should include the aims
and objectives, timings for each section of the lecture and which
equipment you will be using for that section, see Chapter 7 and
Figure 13.3 for example lesson plans.

Although many lecturers do not like giving out handouts at the
start of a lecture, students tend to prefer them. Appropriate hand-
outs provide:

» An outline of the lecture to help learners follow it more easily
and allow them to concentrate on listening and processing the
information as they hear it, instead of concentrating on transcrib-
ing every word. Later, the outline will help them review their notes
and reflect on the content of the lecture

 Essential diagrams so learners are listening and engaging, not
drawing pictures

» Materials that learners may find difficult or impossible to obtain
elsewhere

» Questions and tasks that will encourage learners to reflect on
their learning

» Gaps / spaces so that learners can fill in text or complete

A supplementary reading list.
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@ Large group teaching: delivery

Practice points

e Teaching large groups can be daunting but preparation and practice help give confidence and competence
e Large group sessions need careful structuring and signpost to scaffold learning
e Build in appropriate interactivity and variety to maintain interest and attention

o
N
=
N
<
©
=3
o
o
®
o}
c
S
D
=3
o
=
5

e}
B
o
o}
=3
o
®

Figure 14.1 Lectures should be stimulating Figure 14.2 Keep focus on the audience

Audience is over here Stop looking over here

Figure 14.3 Student learning and interactivity. Source: Essential Figure 14.4 Learning pyramid. Source: The National Training
Guide to Generic Skills. Copyright © 2006 Nicola Cooper, Kirsty Forrest and Laboratories Institute (Bethel, Maine).

Paul Cramp. Published by Blackwell Publishing Ltd. Reproduced with permission
of Kirsty Forrest.
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ffective lecturing is more a matter of skill than charisma,
although there are some techniques that can help to make your
lectures more enjoyable for those in the audience (Figure 14.1).

Research about what students liked in lectures (Ramsden, 1992)

shows that they appreciate:

 Material pitched at the right level

e Clear structure

 Appropriate pace

« Enthusiasm

« Ability to provide good explanations

e Variety and interactivity.

Practice makes perfect

How we put our message across is as important as what we have to
say. There are three elements to face to face communication, known
as the 7% (words) 38% (tone of voice) 55% (body language) rule’
(Mehrabian, 1971). These figures were derived from experiments
dealing with communication of feelings and attitudes and convey
the importance of non-verbal communication. Practice looking
confident and smiling at the audience. Someone will always smile
back even if the audience are complete strangers (try this, it really
does work) and this will help you relax and look more confident.

Only very experienced lecturers can operate without a script.
Most people need to have their talk written out in front of them
which they can refer to as they go along. Rehearsal is important.
Ask a colleague if they will listen to you practice. Memorise the
first 30 seconds of your presentation so as not to look down at
your prompts too early. Speak so slowly that it feels strange to
you. We all speak faster than we should, partly because of nerves,
and sometimes due to enthusiasm. If your presentation requires a
microphone, use it, rather than eyeing it suspiciously or moving
around so that the volume of your voice changes. Giving a good
presentation requires acting skills. Dress conservatively, smartly
and comfortably. People should not be distracted by what you are
wearing.

Top tips for body language:
o Stand still with both feet apart and one foot slightly forward.
¢ Use a lectern for security and notes.
 Put your arms by your sides or on the lectern apart from the
occasional gesture.
e Face the audience (see Figure 14.2).
¢ Make eye contact with all areas of the room.
o Smile, be enthusiastic and natural.
» Know your bad habits, for example covering your mouth when
speaking, making funny faces, scratching your nose, nervous
cough or jangling coins in your pocket.

Scaffolding and signposting

It is important that your lecture appears coherent and logical to your
audience. Signal stages of your structure by using the following.

Signposts: statements that indicate the structure and direction
of an explanation (e.g. T want to deal briefly with... First, I
will outline... Next, we shall look into these points in greater
detail...).

Frames: statements that signal the beginning and the end of a
section (e.g. ‘So that ends my discussion of... And now, let us
look at..”). Framing statements are particularly important in
complex explanations that may involve topics and subtopics.

Foci: direct attention to key points by emphasis, repetition and
through the use of statements that highlight key points (e.g. ‘So
the main point is..., “The key issue here is..., “This brings us to
the crucial factor...).

Links: words, phrases or statements that link one part of an
explanation to another (e.g. ‘But while this may be the solution,
it may lead to several complications and objections not directly
related to it’).

Summaries: these serve to remind students of the essential points
and to link topics and themes that may have been separately
discussed. Summarising provides an opportunity to compare
and contrast, point to similarities and differences, advantages
and disadvantages, etc.

How to introduce interactivity

Delivering a lecture can easily fall into the mode of transmission,
passive, linear, information giving and teacher focussed. Research
on lectures shows that the attention of students is highest for the
first 10 minutes, then quickly falls before rising slightly before the
end (Stuart and Rutherford, 1978). If a change in delivery or inter-
activity is introduced, attention rises again but never quite reaches
the initial peak. Figure 14.3 illustrates this.

Depending on the length of the talk and the audience, the
best lectures are more active, non-linear and student focussed, to
increase attention and retention. Giving good lectures is not easy
but does get better with practice. For experienced lecturers, inter-
activity can feel less controlled than the traditional way of reading
out slides to a passive group. However, we have to remember that
the point of a lecture is so that people can learn (Figure 14.4).

There are many ways to introduce interactivity to a lecture:

« Divide students into buzz groups, for example two students turn
around to speak with the two students behind them. Ask the groups
to address a question or problem on the screen. If the groups feed
back, there is ‘safety in numbers’ so no one feels intimidated.

e Put up a question in the middle of the presentation that needs
working out. For example, in a lecture on local anaesthesia ask stu-
dents to work out doses for theoretical patients.

o Ask for answers to multiple choice questions (MCQs) on the
screen by a show of hands or electronic voting system. This helps
to establish whether students have understood the teaching so far.
» Change the media you are using. Move from PowerPoint to a flip
chart or video.

« Build exercises into your handouts.

Sometimes large groups are not the best forum for questions
as students may feel intimidated to speak up. Ways around this
include saying that you will stay behind at the end to take ques-
tions; asking for written questions to be put on post-it notes or
on a board during a break; using Twitter or text-based questions
during the lecture. This enables you to select particular questions
to address, especially if a number of students haven't understood
something.
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@ Small group teaching: planning and design

Practice points

Table 15.1 Advantages and disadvantages of small group teaching

Small group sessions are suitable for discussion, debate, explaining difficult concepts and skills teaching
The facilitator’s aim is to enable interaction with all those present, so learners learn from one another
Group characteristics, interpersonal issues and behaviours affect the group dynamics

Ground rules are important

Advantages of small group teaching include:

Disadvantages of small group teaching include:

e Active participation e Weak students may become discouraged

e Develops independence and maturity e Bright students may become bored

e Facilitators can check students’ understanding of subjects e Some discussions may be irrelevant

e Learners can think critically and systematically ¢ Different opinions may lead to arguments

e Easier to deal with difficult subject matter e Talkers can monopolise time and attention

e Fosters the ability to work in teams e The tutor gives a lecture rather than facilitates

¢ |Instant feedback can be given e The tutor takes over and leads the discussion

e Students can ask questions that they feel unable to ask in lectures e Lack of interaction from some students

e Students can learn from each other e | ack of preparation by students

e Learning can be more student centred e Students have nowhere to ‘hide’

* |tis a good place for tutors to role model attitudes e Logistics — it requires more tutor time, more rooms and resources
Figure 15.1 Examples of small-group teaching
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in theatre, on the ward, in outpatients and in general practice.

Generally, the acceptable size of a small group for teaching
purposes is somewhere between five and 12 people. With fewer
or more people than this, the ways in which the members of the
group interact makes the small group function differently. There-
fore, for the rest of this chapter, these numbers will form the work-
ing definition of a small group.

A variety of small group sessions exist: seminars, problem or
case-based learning (see Chapter 31), tutorials, closed discussions,
break out groups, open discussions, clinical skills sessions and
workshops. With the rise of flipped classrooms, where the learning
(often online) takes place independently prior to a group session,
teachers need to be able to work in small group learning settings as
well as lecture theatres or other venues. Have you been to a small
group teaching session only to experience a lecture? In a small
group, the teacher’s role is to facilitate learning and understanding
through discussion as well as imparting information. Small group
teaching also requires active participation and collaboration by all
present and often the production or completion of a task.

Healthcare professionals work in clinical small groups or teams

Why small group teaching?

Small group teaching is a way of ‘teaching’ that is facilitative, and
more discursive than a lecture, leading to a broader (and hope-
fully deeper) learning episode. Small group teaching works well
for parts of the curriculum that require synthesis and evaluation
of knowledge and where students can discuss their understanding
of concepts. Small group teaching also helps to foster generic skills
that are very relevant to medicine: communication, leadership and
co-operation. Another benefit of small group teaching is socialisa-
tion. Some students like to know how they are doing compared
with others. There is nothing as good as finding out that you are
not stupid and the rest of the class has been struggling to under-
stand a concept as well. Table 15.1 lists the advantages and disad-
vantages to the learner of small group teaching.

Planning

Small group work is not appropriate for all of your learners’ needs
but by choosing the right topics and laying appropriate founda-
tions, learners can get a great deal from them. A number of issues
need to be considered when planning a small group session. In
common with all teaching, you need to define the content and
learning outcomes you wish to achieve. For small group teaching,
you also need to consider the following aspects.

Group characteristics

Discussion groups are rarely successful with more than 12 partici-
pants and, depending on the nature of the task, six to eight might
be more appropriate. If numbers exceed 12, formation of sub-
groups and splintering tends to happen so the group becomes less
coherent. Knowing your group is important, including whether
the group knows one other socially, academically or clinically as

these dynamics will affect how a session will run. There may be
varying levels of knowledge within a group; this will also affect the
group dynamic and how comfortable people feel in contributing.
The aim is to pitch the session at the right level so as to engage all
whilst not confusing or boring others.

Interpersonal issues

The role of the group facilitator is to listen more than talk. After an
initial statement, the facilitator should, through subtle use of body
language and a particular approach to asking questions, allow the
conversation to develop among the students, having them speak-
ing to one another rather than directing everything to the facili-
tator. This stops the facilitator from having a judicial role, which
is something that can be observed in adult education settings
where sessions become, ‘Emotional battlegrounds with members
vying for recognition and affirmation from each other and from
the discussion leader’ (Brookfield, 1993, p. 24). This is the soci-
oemotional component of the learning environment and, unless
it is well handled, can interfere with effective learning for many
group members. More significant, however, is the nature of the
interactions that are expected among the group.

Constraints of your environment

Clearly, you need sufficient space to seat everyone comfortably. If
you are given a very large space, it is preferable to use a corner
and, if possible, use lighting to help close down the surplus areas.
People do not like to find themselves in the centre of large well-
lit spaces as it makes them feel overlooked. It is not impossible
that you might find yourself in a lecture theatre with fixed, pos-
sibly tiered seating. In these circumstances it is still possible to put
together a group of about six to eight in a degree of comfort. Don’t
be afraid to change room layouts to suit your needs if possible. In
general, the layout for a discussion group is more democratic than
for a lecture to encourage participation. Apart from the size of the
group it is more likely to encourage closer proximity and mutual
eye contact.

Time frame

Many first-time facilitators underestimate the amount of time a
session can take and do not take into account the actual discussion
time, which by its nature is not predictable. They also try to include
too much in one session, so taking time to plan and clarify expec-
tations is important.

Ground rules

Setting ground rules for the group from the outset can often help
define acceptable behaviours within a group. Ground rules are best
set by the learners themselves. Examples might include: being on
time (including the facilitator), maintaining confidentiality, not
interrupting when someone is talking, switching phones to silent
and respecting others” opinions, even though you might disagree
with them.
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@ Small group teaching: delivery

Practice points

e Small group facilitation needs good planning and use of various techniques to manage group dynamics and potentially disruptive behaviours
¢ Closed discussions are facilitator controlled throughout and suitable for more knowledge-based interactions
e Open discussions are useful for ethical or ‘softer’ issues to encourage debate and learning from one another

Table 16.1
Behaviour

Responding to behaviours

Asking for confirmation about the nature of the task

Asking for clarification

Checking for affirmation (from facilitator and other group members)
Seeking approval

Talking off task

Telling jokes

Describing work title/practices
Complaining about:

the task

aspects of the environment

the programme

the facilitator
Giving way to dominant members
Off-task fascination

Argumentative behaviour/personal attacks on other group member

Response

Making a clear and unambiguous statement in your opening comment
but having it written up on a screen or flip chart can help

Saying something like ‘As you see it’

Initiating the discussion, saying something like ‘Tell us what you think’
Saying something like ‘What do others think?’

Inviting a direct response from the talker

Acknowledging, laughing (if funny) and moving on: ‘So ..." to other side
of circle

Saying ‘Tell us how [...] fits with your experience’

Ignoring

Asking the group ‘Are you warm/cool enough?’ and making
environmental adjustments if appropriate

Ignoring

Ignoring

Asking for comments
Summarising and redirecting

Closing down the argumentative person

Source: Mike Davis, Kirsty Forrest. How to Teach Continuing Medical Education, 2008. BMJ Books. Reproduced with permission of Kirsty Forrest.

Figure 16.1 Seating arrangements. Source: McKimm and Morris, 2014.

Facilitator

Participants

Table 16.2 Comparison of how different group sessions work

@

@0
@0

1

@0

@0

Table

@

Closed discussion Workshop Open discussion

Question and answers Through the facilitator Of one another Of one another

Nature of dialogue Closed questions to identified Open questions after initial direction Open questions after initial

individuals direction
Arrangement of chairs Horseshoe Depends on content of workshop Circle
Equipment AN AV clinical equipment None

Introduction, redirection and
summary

Introduction, redirection, error correction
and summary

Steering the direction of discussion
and providing a summary

Role of facilitator

Not necessarily any correct
answers, e.g. ethical
discussions

Mainly known but applying known
knowledge to new cases/contexts,
e.g. looking at ECGs, skills teaching

Known answer to problem,
e.g. ‘causes of...’

Subject matter
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acilitating small groups can be very rewarding and is a good

way of getting to know your learners in more depth. However,

all groups have to learn how to function together and in medi-
cal education, the facilitator is often (but not always) the group
leader who needs to pay attention to this. Johnson and Johnson
(Johnson and Johnson, 1987, cited in Jacques, 2010) suggest the
following seven-stage model of group development:
(1) Defining and structuring procedures; (2) Conforming to pro-
cedures and getting acquainted; (3) Recognising mutuality and
building trust; (4) Rebelling and differentiating; (5) Committing to
and taking ownership for the goals, procedures and other members;
(6) Functioning maturely and productively; (7) Terminating.

Managing small groups requires a facilitator who might func-
tion in different ways:
 Chairperson - task centred (closed discussion)

« Facilitator — process centred (open discussion)

e Instructor - skill station

« Participant - no leader

+ Devil’s advocate — offers counter arguments

« Agitator — dislikes comfortable discussion, is provocative.

While the first three functions work well, it is best to avoid the
last three functions as the group can get out of control and people
can become uncomfortable or start acting out. These are learning
groups, so the purpose is to facilitate learning. However, even if
the facilitator is very skilled, group members can, at times, dis-
play disruptive behaviours. Table 16.1 illustrates some disruptive
behaviours and a suggested facilitator response. Another way of
minimising disruption is by splitting the group into small com-
ponents (doing individual work, pairs or threes) so that they can
focus on specific tasks without disruption.

Good facilitators make it look easy. The facilitator may or may
not be a content expert. Many medical schools run groups with
two facilitators whose knowledge complements one another’s, for
example a clinician and a scientist. It still requires as much prep-
aration to facilitate a small group as giving a lecture — for the first
time, plan roughly 4 hours’ preparation for every 1-hour tutorial.
The amount of work and skill required is often underestimated.
Preparations include the environment, set, dialogue and closure,
course reading material and prop preparation.

The facilitator sets the agenda and focuses the group on the
issues. A good facilitator has the following qualities so the small
group session runs smoothly:

« Competence and commitment

* Relaxed, interested and organised

 Maintains contact with learners — expert use of body language
» An active and expert listener

* A motivator

 Creates equal opportunities for all

» Pays attention to the self-esteem of all

» Has the ability to summarise what people say, rephrasing incor-
rect and emphasising correct

* Is non-judgemental

« Uses questions carefully

e Can give positive feedback.

Facilitating discussion

Alongside the group dynamics is the way the teacher feels the dis-
cussions should be managed. One way of thinking about what
sort of small group session is appropriate is to consider whether
it is closed (convergent) or open (divergent). It is important to
understand the principal differences between these because the
discussions and dynamics function very differently, therefore

inappropriate selection can lead to difficulties. Note that in longer
sessions (e.g. half or one-day workshops) a mixture of approaches
might be taken, depending on the purpose and task.

Closed discussion
In closed discussions, the facilitator maintains control through-
out. All interactions take place through the facilitator. It can be
compared to a well-run committee meeting where all discussion
passes through the chairperson. This is achieved by careful atten-
tion to the layout of the room, classically in a horseshoe with each
of the learners equally spaced (see Figure 16.1). The facilitator sits
or stands in the middle so that he can see and interact with all
the learners. This arrangement makes it quite difficult for con-
versations to spring up between the participants, and deliberately
so. Closed questions by the facilitator, that is those with a right or
wrong answer, help retain control.

The closed discussion is effective when the planned intention of
the teaching session is:
 To impart new knowledge
« To revise what should already be known
A definitive answer to posed questions
A need to control time.

Topics that might be included in a closed discussion are:
» How to manage a ‘blue’ patient
« The role of pulse oximetry
« The theoretical management of cardiac arrest
« 'The options available for postoperative pain relief.

Open discussion

The intention of an open discussion is that while the discussion may
focus towards a specific question, the direction that the discussion will
follow is unknown. Open discussions can be more challenging, as the
technique encourages and even requires the participants to share their
own opinions. However, open discussions are a powerful way of help-
ing learners to work with a group, to put together coherent arguments
and to learn to listen to others’ points of view. It can be used as a way
of demonstrating how others think and what acceptable behaviour is.

In order to facilitate this level of discussion, the format of the
group is different. While the group leader focuses and guides the
discussion, all members of the group need to have the opportunity
to participate equally. They need to be at the same height, equally
spaced in a circle. This allows everyone to see and speak to every-
one else in the group. The facilitator forms part of the circle.

Managing this sort of discussion is much more difficult than in
a closed group and time keeping can be a problem, especially with
the use of open questions, which have no ‘right’ answer.

The open discussion works effectively when the planned inten-
tion of the teaching session is to help learners learn:

« To discuss a topic constructively
« To listen to others

« To function within a group

» From one other.

Topics that might be included in an open discussion are:

» What constitutes informed consent?

» How cost influences treatment

« 'The value of 4-month rotations in postgraduate training
o Ethical issues.

Other ways of running small groups include buzz groups, brain-
storming, fish bowl (where one group discusses in a circle and the
other group observes) and snowballing (where small groups feed-
back to larger and larger groups). These methods all increase group
interaction. See Figure 16.1 for different seating arrangements for
discussion groups.
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Q Clinical teaching: planning and design

Practice points

e The clinical setting is the most authentic for learning medicine
but not always the most conducive to learning

e Teachers need to plan well and set out clear boundaries and
expectations from learners

e Patient involvement is crucial but learning needs to be
scaffolded and supported to protect all those involved

Box 17.1 Characteristics of a good clinical teacher

Enthusiastic

Interested in the wellbeing of students

Capacity for dialogue as opposed to monologue
Well prepared, organised and on time

Teaching in the context of real patient cases
Always developing ways to teach

Behaves professionally

Figure 17.1

(@) . (b)

Figure 172 PACE model of
graded assertiveness

Figure 17.3

Alert

Challenge

Clinical teaching environments (a) Family doctor consultation (b) Bedside teaching (c) Operating theatre

‘# hello my name is’ .... see http://hellomynameis.org.uk/
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he clinical setting is the most authentic setting for students

and doctors in training to learn and practise their clinical and

communication skills. Doctors learn mainly from practice in a
clinical environment and interactive techniques are most effective
at changing physician behaviour. Therefore good teaching based in
wards, clinics, surgery and by the ‘bedside’ is a vital aspect of learn-
ing clinical medicine (Figure 17.1). It integrates professionalism,
communication skills, ethics and the development of practical wis-
dom (phronesis) with history taking and examination skills. Like
all teaching, preparation is required. However, a key difference
between clinical teaching and more formal classroom-based teach-
ing is that the emphasis is on facilitating learning rather than teach-
ing. Good clinical teachers have certain characteristics (Box 17.1).

Learning in clinical practice

Traditionally, exposure to clinical practice was in the later years of
a medical school programme, but this is now changing with expo-
sure to clinical teaching happening at many schools in the first year
of the degree. When students are placed early on in clinical teams
where they will be legitimate team members, not observers, learn-
ing is enhanced. Students can (and should) perform many roles,
such as scribe or runner - valuable as initial learning experiences
- before moving on to taking a history, doing an examination or
learning to reason clinically. Such legitimate peripheral partici-
pation enables learners to engage with a community of practice
and move along the novice to expert trajectory (Lave and Wenger,
1999). The primary unit of learning typically starts in the context of
a clerkship or clinical team. Students within clerkships should have
dedicated clinical support tutors and be fully prepared in terms of
expectations and what is required of them to be self-directed learn-
ers as well as ‘apprentices’ and students. Enabling learners to work
in the zone of proximal development (Vygotsky, 1978) requires
learning to be scaffolded (structured) and learners to be challenged
sufficiently so they can learn most effectively (see Chapter 5).

Creating a good learning environment

Learners (undergraduate and postgraduate) learn best when the
environment is conducive to learning. At its simplest, this means
their physical needs are met (e.g. space, rest, food and drink) as
well as their emotional ones (e.g. a supportive relationship between
the teacher, the wider team and learners). Clinical teaching can
be the most intimidating for students, but patients themselves
appreciate being involved in teaching. The teacher should prepare
the session in advance with a lesson plan and the objectives of the
session should be made clear to the learners (see Chapter 7).

Challenges and concerns

Challenges to clinical teaching include:

A perceived conflict of interest for clinicians, as teaching is seen

as separate from caring for patients

« Competing demands on clinicians’ time such as roles in man-

agement and research

o Increasing numbers of students and a decreasing number of

inpatients, therefore the opportunities for direct clinical teaching

in hospitals are decreasing

¢ The clinical environment is not always conducive to teaching.
Students also raise concerns about clinical teaching. These

include (adapted from Spencer, 2010):

o Teaching often pitched at the wrong level with no clear objectives

« Passive observation rather than active participation
 Inadequate supervision
« Teaching by humiliation.

Set clear houndaries

Learners, especially those new to clinical practice, often struggle
with understanding the culture and ways of doing things in differ-
ent clinical environments. What may seem obvious to experienced
clinicians (e.g. ward processes or hierarchy, theatre etiquette) can
take some time for learners to understand. Whilst learners will
have been taught about many aspects of clinical practice, it is not
until you work somewhere that questions arise. Clinical practice
brings together knowledge and understanding, practical skills and
professional behaviours, and the hurly burly of service pressures
can lead to learners sometimes doing things beyond their scope
of practice or about which they feel uncomfortable. Anyone new
to a clinical environment should always introduce themselves
appropriately to all — patients and staff, and explain as clearly as
possible who you are (Figure 17.3). It can be confusing for staff,
learners and patients to work out who's who in the clinical environ-
ment. Many staff wear similar clothes (e.g. scrubs) and although
someone may look like one thing (e.g. a child’s parent) they maybe
something else (a friend). Therefore never assume by appearances,
always seek clarification.

Ethics in clinical teaching has been summarised as the three Cs
(Spencer and McKimm, 2014): consent, choice and confidentiality.
Clinical teachers are key role models for their learners; remember-
ing the three Cs ensures that these are seen as fundamental pil-
lars of good medical practice, not as options. Good practice is to
inform patients that learners may be involved in their clinical care,
and obtaining consent should be, ‘a continuous process that begins
with the first contact the service has with the patient’ (Howe and
Anderson, 2003 p. 327). Informing patients and seeking agreement
should be done without the learner being present, then confirmed
in the presence of learners (Howe and Anderson, 2003). Build-
ing in moment to moment opportunities for patients to say no to
specific tasks that might be carried out by learners is another way
of empowering patients and acknowledging their needs.

Spencer and McKimm (2014, p. 236) suggest that practical
steps that help to maintain confidentiality include:

« Providing enough information to patients so they can assess and
understand the boundaries of confidentiality

 Reassuring the patient and involving them in discussions

* Remembering that curtains around a bed or cubicle do not
ensure silence

 Finding more private spaces to discuss intimate or distressing
issues

« Discussing issues of confidentiality actively with learners as part
of the preparation and debrief

» Obtaining permission for the use of images, sound recordings
and extracts from case notes, particularly around anything that
might identify a patient.

Sometimes learners may be asked to participate in what they
may think is unprofessional practice, for example an intimate
examination where they don’t think the patient has given consent.
This can create great pressures and dilemmas for learners. How-
ever, if a good learning environment is established from the out-
set, learners should be taught to challenge teachers on unprofes-
sional and unsafe practices, for example using the PACE model in
Figure 17.2 (see Chapter 28 for more on professionalism).
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@ Clinical teaching: delivery

Practice points

e Teaching in clinical practice involves careful planning and consideration of the learning and clinical environment
e Learners need to be involved in clinical activities, either through allocation of increasingly complex tasks or purposeful observation
¢ A range of models are available for ‘time poor’ clinical teachers to facilitate learning opportunistically
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Box The one-minute preceptor model Box 18.2 SNAPPS
e Get a commitment from the learner about the need to S Summarise. Encourage the learner to present only
identify the nature of the problem: ‘What do you think the pertinent facts. Some of the background can
is going on with the patient?’ be discussed with the analysis of the differential
e Probe for underlying reasoning: ‘What were the major diagnoses
findings that lead you to this diagnosis or decision? N Narrow differential diagnosis. The learner offers no
What else did you consider? What other information more than 3 possible diagnoses
might you need?’ A Analyze the differential. Reviewing the pros and cons
e Teach general rules (key teaching points) for each diagnosis allows the student to demonstrate
* Provide positive feedback analytic clinical skills
e Correct errors in reasoning P Probe the preceptor. Here the student clarifies any
difficult or confusing issues with the supervisor;

P Plan management. Developing a management plan
requires an integrated clinical approach from the
student

S Select an issue for self-directed learning. Reflecting on
the case may reveal gaps in the learner’s knowledge
base. This final step requires the student to plan the
steps to improve later performance

Figure 18.1 The Trialogue. Source: McKimm, 2008. Figure 18.2 ISBAR

Medscape

IDENTITY OF PATIENT
- Name/Age/MRN/ward/team

Clinical
‘problem/case’
context

Reason the
actors are

\./

L\%nnmmmunnnj'\o

s
Ner-teacher relatio™

BACKGROUND

- History of presentation
- Date of admission and diagnosis

- Relevant past medical hx

ASSESSMENT & ACTION

- What is your diagnosis/
Impression of situation?

- What have you done so far?

Source: © 2011 The Fellowship of Postgraduate Medicine

Source: Thompson et al. (2011). Using the ISBAR handover tool in junior medical officer
handover: a study in an Australian tertiary hospital. Postgrad Med J 87(1027), 340-344.
Reproduced with permission of BMJ Publishing Ltd.
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ment and patients. Even with the best planning, however,
this might have changed in a short time and so needs to be
confirmed prior to any session.

We touched on preparation in Chapter 17, both of environ-

Formal teaching sessions

Formal teaching sessions at the bedside, in outpatient and in the-
atre are addressed in other chapters; however, all have in common
that at the start of the session the teacher should set the scene:

¢ Ground rules - the learners should be briefed on how the session
will run (e.g. whether a full discussion will take place afterwards
away from the patient) and professional behaviour (e.g. infection
control).

 Involvement and interaction — questions and discussion should
be encouraged throughout the session if appropriate.

» Feedback - learners should be made aware that feedback and/or
reflection will take place throughout the session.

The Trialogue (Figure 18.1) provides a structured way for teach-
ers to manage both the learner-teacher and the doctor-patient
relationship (McKimm, 2008). The clinical teacher simultaneously
attends to the triadic dialogue by:

1 Facilitating conversations between learner and patient (so that
the learner can learn from the patient whilst developing their own
relationship with the patient)

2 Maintaining their own relationship with the patient through
carrying out clinical activities and conversations

3 Enabling the learner to learn by explaining, illustrating and
demonstrating what is going on.

Purposeful ohservation

It is not always appropriate for learners to carry out examinations
or procedures themselves and much can be gained from observing
more senior or expert practitioners. However, observation needs
to be purposeful so that learners (particularly those new to a clini-
cal environment or procedure) can gain the most out of watching
someone else do something. Rather than saying ‘just watch me it is
useful to ask the learner to observe specific aspects of care and ask
for their comment afterwards, for example asking them to observe
what specific (closed) questions you asked a patient as opposed to
general (open) questions, and what information was elicited from
each type.

Teaching on the run

When time is limited, you may need to be more opportunistic in
seeking out ‘teachable moments. This is often known as ‘teaching
on the run’ (e.g. Lake and Ryan, 2004). Opportunistic learning
episodes occur frequently within clinical settings, but these are
not always used to their full potential. Opportunistic teaching is
often misinterpreted by both learners and teachers as not requir-
ing preparation or forethought but, as with all teaching, this not
true. The following questions should be asked (and can be quickly
thought through):

« How long will the learners be with you?

« What have they done before?

¢ What will the learners do next?

« What do the learners expect to happen?

e What are the intended learning outcomes of this placement?
» How will the learners be assessed?

* Who else is involved in teaching and learning at this point?
» What are your expectations of them?

» Where can teaching take place?

* Who else might be involved in teaching?

» What special resources can you offer?

The range of teaching techniques and methods that can be
employed in each setting is varied. Often learners don't realise, if
the teaching is not formal, that teaching is happening. Therefore:

* Be explicit about learning, explain how it will occur and when it
is taking place.

o Ask/reflect on what learners have learned at the end of each epi-
sode.

Teaching in chunks

Lake and Ryan describe two models of ‘quick teaching’ The One-
Minute Preceptor Model (OMP) is a way of incorporating teach-
ing into a patient-focussed clinical encounter (Box 18.1). This
approach was developed in the US in 1992 as the Five-Step Micro-
skills Model of clinical teaching. The OMP model focuses the
teaching encounter on the learner’s reasoning, while simultane-
ously gathering the necessary components of the history and phys-
ical examination. This is similar to asking open-ended questions of
patients to gather the history, rather than jumping right into direct
questioning. This model allows the preceptor/teacher to assess the
learner’s knowledge and reasoning, and provide key messages for
learning. Other methods of teaching in quick digestible chunks
include asking questions, reviewing patients that the student has
seen and then discussing your diagnosis and management plan
The SNAPPS model (developed for outpatient clinics) is set out
in Box 18.2. These teaching methods provide a way of teaching
when the focus is on patient care. Small chunks of teaching can be
very effective, particularly when they are set in an overall context
in which learners are expected to participate in learning.

Ward round teaching

Wards rounds are often seen as a place to get work done and learn-
ers as a distraction to the real job of patient care. However, with a
little forethought, ward rounds can be used effectively as excellent
learning opportunities without detriment to the care of patients
and not taking too much time. Plans for future ward rounds that
can help educate as well as ‘get the work done’ of caring for patients
include:

» Assigning each learner roles for the day - scribe, prescriber,
examiner and history taker, which can be rotated over the week.
 Dividing the team in two, with each taking opposite ends of the
ward and meeting in the middle to discuss all patients.

« Teaching on only two or three patients for that day, explaining
this to the learners and the patients.

» Having an ‘investigation of the day’ (e.g. ECGs, X-rays or blood
results) that teaching will concentrate on.

 Peer teaching - asking a more senior trainee or student to go
through something with a more junior colleague, e.g. national
asthma guidelines and meet at the next patient with asthma.

» Using handovers or handoffs as an educational tool, teaching
communication strategies (e.g. ISBAR, Figure 18.2) and role mod-
elling professional behaviours.
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@ Simulation: planning and design

Practice points

e Simulation enables learners to practise clinical and communication skills in a safe environments before working with real patients
¢ |t also has benefits for health systems in that complex or crisis situations can be experienced and practised
e A wide range of simulation activities, equipment and contexts exists — choice of simulation is directly related to learning needs, not the
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Box 19.1 The range of simulated experiences Box 19.3 Best practice features of simulation

e Games, classroom scenarios e Formative feedback (feedback for learning) during

e Wet labs using human or animal tissue simulation

e Simulated patients: actors, healthy volunteers, e An opportunity.for deliberate (purposeful) and
standardised patients repetitive practice

Curriculum integration

Outcome measurement

Simulation fidelity (i.e. it must be as lifelike as possible)
Skills acquisition and maintenance

Mastery learning

Transfer to practice

Team training

High-stakes testing

Instructor training

Educational and professional context

A variety of conditions and range of difficulties

e Computer-generated virtual reality simulators (two
dimensional and three dimensional)

e Manikins and models of varying complexity: from part
task trainers, such as cannulation arms, to ‘complete’
bodies such Simman™

* Mock facilities including a simulated operating theatre,
emergency departments, delivery suite, ambulance and
wards

BOX 19_2 Rationale, pedagogical and safety advan_ Source: McGaghie et al., 2010; Issenberg et al., 2005.

tages of using simulation-based training

The simulation setting: Figure 19.1  Simulation

¢ Provides a safe environment
- for learners without risk of harming the patient
- that is fully attentive to learners’ needs
- for training individuals and multiprofessional teams
e Can be adjusted according to learners’ needs
e Enables exposure to
- gradually more complex clinical challenges
- rare emergency situations where time is an
important factor
e Provides an opportunity for
- experiential learning
- repetitive training, deliberate practice
- individualised, tailored learning
- formative assessment, debriefing and feedback
- stimulating reflection
- learning how to learn
- summative assessment

Source: @stergaard and Rosenberg, 2013. Reproduced with permission of John Wiley
and Sons. Figure 19.2 Simulation activities integrated into the learning
programme. Abbrev: WPBAs, workplace-based assessments.

Complex skills Supervised

ZEEIpEldlE virtual reality | clinical practice

on part task
trainers

Knowledge

e-learning

Simulated Log
scenarios books/WPBAs
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ost learners and practitioners will be trained and assessed

using some form of simulation, and the use of simulation

is now seen as routine in health professions’ education.
Advances in technology have led to very lifelike simulators for
patients, surgery procedures and full-scale mock-ups of wards,
theatres, delivery suites, ambulances and emergency departments.
Many include software so that the simulator’s reactions depend on
learners” actions. There are many advantages to simulator train-
ing. The most obvious is that learners can practise as often as they
like and whenever they want (within reason) without harming a
patient.

How is simulation used?

Simulation training extends from part task trainers, or procedural
training, to the experience of full clinical situations (e.g. cardiac
arrest). Box 19.1 lists the range of simulated experiences.
Simulated parts of the body can be used, for example, for can-
nulation, feeding, catheterisation or rectal examination. Some
skills are practiced in a wet lab where animal and human tissue can
be used, for example, for suturing. Basic (low-fidelity) manikins
are used for teaching basic and advanced life support (Figure 19.1).
High-fidelity manikin simulators with a vast number of pro-
grammed interactions and physiological responses can be used for
individual or team scenario training. Scenario simulation provides
an excellent opportunity for interprofessional education with the
ability to train real teams from work environments. High-fidelity
simulators also include those that are used for laparoscopy, endos-
copy or where virtual reality is employed. Some of these sophisti-
cated simulators have forced feedback (haptic) systems, which
enable the learner to ‘feel’ the endoscope going around the splenic
flexure or to manipulate the ‘baby’in a complicated delivery.

Benefits of simulation teaching

The use of simulation in health professions’ education has been
shown to have benefits for learners, for development of clinical
practice and practical (technical) skills, for patients and for health
systems (Riley et al., 2003). As well as facilitating the acquisition
of routine skills, simulation also allows safe (for the learner and
the patient) exposure to rare diseases/conditions, critical incidents,
near misses and crisis situations (Box 19.2). Reflecting the experi-
ence of the airline, nuclear and other high-risk industries, evidence
is accumulating that patient safety standards and non-technical
skills (communication, leadership, teamworking etc.) improve
following simulator training (McGaghie et al., 2010).

Simulation and learning

Simulation works most effectively when it is designed to meet
curricular outcomes, includes realistic and relevant content, inter-
esting and engaging learning methods and prepares learners for
working in the clinical context in terms of activities, skills and
competencies (Issenberg et al., 2005). Box 19.3 lists the best prac-
tice features of simulation as identified in two systematic literature
reviews.

Simulation helps skills acquisition, maintenance and assessment
in the move from novice to expert (Dreyfus and Dreyfus, 1985).
The key element here is building simulation activities into learners’
progression (Figure 19.2). For example, students must practice and
master female catheterisation skills and pass an assessment before
going on clinical rotations, or doctors in training might have to
provide evidence of competence in resuscitation using a simulator
before interacting with patients. Learners can therefore have their
first encounter with patients at a higher level of technical and clini-
cal proficiency, which protects patients.

Special types of simulation

Many people imagine simulation as being carried out in pur-
pose-built skills labs or high-fidelity simulation suites, but many
activities use simulation routinely to achieve learning outcomes
without such costs. Examples include the use of actors in teaching
communication skills, role play, standardised or expert patients
assisting with practical skills examinations, and the use of peers to
learn anatomical landmarks or practise examination skills.

Distributed simulation
Some of the biggest constraints to widespread simulation train-
ing are cost, expertise and access. One group has tried to address
these issues by identifying the key aspects of the different clini-
cal environments (e.g. the operating theatre or intensive care unit)
that are needed for learning and then replicating these in a port-
able environment that can be set up in a short space of time and
a small area. This is ‘distributed simulation’ (DS) (Kneebone et al.,
2010), where inflatable, portable simulations can be erected in
places of work and immersive simulations can be run. In addition
to providing more easily accessible training, this kind of technol-
ogy is much cheaper.

Tang et al. (2013) describe the key components of DS as:
o A self-contained, immersive environment which can be closed
off from its surroundings
 Providing the minimum necessary cues to recreate a realistic
clinical context (e.g. equipment, people, sounds — conversation,
monitor sounds,)
« Simple, user-friendly recording and playback equipment, often
using mobile devices
e Practical, lightweight, portable components, which can be put
up quickly by a small team
« Flexibility to recreate various settings according to requirements.

Peripatetic simulation

The increasing emphasis on the ability to bring the simulation to
the learner, rather than learners having to travel to a centre, has
also been replicated by other initiatives. These include ‘man in a
van’ (Simvan), where the equipment is mobile and simulation is
taken to the learner and ambulances, which are set up as real ambu-
lances, but are learning facilities which go to different locations.
However, such developments need trained faculty to travel with
the equipment, which can limit its use.
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@ Simulation: delivery

e Effective simulation is designed around a believable scenario

e Teachers have responsibility for ensuring and maintaining a safe
environment where mistakes can be made and lessons learned

e Simulation education comprises deliberate practice, feedback
and the structured debrief

Low/medium fidelity Real/simulated patient High fidelity
e.g. Part task — Nursing Anne - e.g. Actor/real patient == e.g. METiMan - SimMan

4 4 4

EQUIPMENT PICK LIST
For example: Clinical equipment — patient monitor, Reports — chest X-ray, Therapy — IV fluids,
Documentation — drug chart

v

PATIENT PROFILE
For example: 63-yr-old male, 84 kg, 176 cm, with Alzheimer’s disease and rheumatoid arthritis

v

SETTING THE SCENE - PREPARATION OF ENVIRONMENT AND PATIENT OR SIMULATOR
For example: No monitoring, fully clothed +/- name band, no oxygen on, no IV access, eyelids half shut.
Found drowsy and lethargic by healthcare professional with raised temperature and breathlessness.

v

OUTLINE OF TRENDS
Combination of (1) (2) (3) or all (1) Communication > scripts/direction
(2) physiological > low-, medium- or high-fidelity programming (3) psychomotor skills

v

DEBRIEFING OVERVIEW
To include — Review of learning objectives against performance, key indicators
of achievement against objectives and discussion around tagged events that occur during simulation

Figure 20.1 Key to successful
simulation is the scenario that is

designed and delivered. Source:
Forrest K, McKimm J, Edgar S (eds) (2013)
Essential Simulation in Clinical Education.
Wiley Blackwell. © Copyright NHS Yorkshire
and the Humber Clinical Skills Team 2012.
Reproduced with permission.
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carefully with clear aims and learning outcomes. However,
because of the specific requirements of simulation, additional
activities need to be undertaken if it is to work well.

As with all learning activities, it is vital to plan the learning

Delivering simulation activities

Key to successful simulation is the scenario that is designed and
delivered (see Figure 20.1). Depending on the needs, level and
number of learners (and available facilities and faculty), a suitable
scenario needs to be devised. This should be tested or piloted to
make sure that the timing, learning outcomes and participants' and
others' roles work in practice.

A simple scenario might be that learners have to assume that a
whole body manikin is an elderly patient requiring sitting up in bed,
making comfortable and then taking admission information. Another
might be a simulated patient (actor) to whom the learner has to break
bad news. More complex scenarios might vary in the complexity of
the patient's (or family's) needs/condition; a scenario with two or
more parts where the condition deteriorates, new information is pro-
vided or might involve more people taking different roles, to very
complex scenarios involving whole teams, and/or high-fidelity simu-
lators and confederates (actors) who might play the part of patients,
family members, other professionals and health service managers.

The course/session

Both participants and faculty need to be familiar with the setting
and equipment being used before embarking on the scenario. This
may involve a prebriefing or training and sending out materials
or information prior to the event. Eppich ef al. (2013) suggest the
following needs to be planned in advance and attended to through-
out the course or session:
« Foster informal discussion and conversations
e Introductions and icebreakers
e Use first names (both faculty and participants) for the duration
of the session to break down hierarchy
» Learn people's names (labels may be useful)
* Give overview of the session/course
¢ Provide clear ground rules about process and expectations
» Foster psychological safety
e Orientate to the simulation environment and equipment
(location of equipment, manikin, roles of participants, rules of
engagement)
o Carry out briefing to the scenario, clarify everyone's roles
(including observers), assumptions, clinical knowledge
e Carry out simulation
¢ Feedback and debrief
o Prepare any follow up activities/materials.

Much of the philosophy of simulation education is based on
deliberate practice with appropriate feedback and reflection (both
during and after the event).

Deliberate practice

Deliberate practice refers to time spent on a specific activity designed
to improve performance in a particular aspect of practice and is
more effective than simple unstructured practice. There is a consis-
tent association between the amount and the quality of deliberate
practice and performance in domains as varied as chess, music and
sport (Ericsson, 2004). Deliberate practice means that there is effort
involved as well as some form of feedback, whether through self-
assessment, from the simulator or observation by another person.

Feedback

The absence of learner feedback is the greatest single factor for inef-
fective simulation training. In this context, feedback refers to the
specific information provided to the learner about their performance
against a defined standard or competency to help improve future
performance. For example: ‘You put exactly the right pressure on the
chest when you were doing the compressions; however, the timing
was not consistent and you need to practise again to get the right
rhythm going’ See Chapter 37 for more information on feedback.

The structured debrief

One of the key elements of the simulation experience is the debrief.
Debriefing enables the transformation of the simulation experience
into learning (which hopefully can then be applied in practice)
through reflection, feedback and discussion. The debrief provides
an opportunity for a facilitated reflection through conversation to
explore issues, and help the learner identify gaps or the need for
more learning in their knowledge, skills or professional behav-
iours. Whereas feedback should not explore motives or rationale
for actions (or omissions), debriefing does. It can therefore be very
challenging to the learner as it is more critical and needs to be care-
fully facilitated within a safe learning environment.

Eppich et al. (2013) suggest the structured debrief comprises
the following components:
 Preparing the physical space — debriefer and participants usually
sitin a circle
« Setting the stage and clarifying expectations
« Allow for initial emotional reactions (e.g. venting, defusing) to
help participants come out of role by asking an open question such
as ‘how do you think that went?’
 Describe the main events and primary issues to be explored so
everyone is on the same page
» Discuss participants' performance: what was done well, what
could have been improved
« Application of learning to future practice
» Summary of learning points.

One model used in debriefing is Debriefing with Good Judge-
ment, developed by educators at the University of Cambridge, MA,
which uses the principles of advocacy-inquiry (Rudolph et al,
2006). In this model, the facilitator gives feedback on performance
and also shares their point of view or judgement and inquires
about the learners' perspective. This gives the opportunity for a
professional conversation to occur, which goes much deeper than
simple feedback and promotes the learners' reflection and insight
by surfacing the learners' reasons for their actions. For example:

I noticed that you kept looking at your colleague when you were
doing the chest compressions and not at the monitor, did you
notice this yourself? And why do you think you did this?

Such an observation might reveal that the learner was lacking in
confidence in the technique, was seeking approval from the colleague
or was expecting the colleague to count compressions for them.
Whatever the reason for the actions, this opens up opportunity for a
conversation that helps the learner perform better next time.

A very useful aspect of higher-fidelity simulation is the ability to
play back videos of the scenario that has been played out to an indi-
vidual or team. With the widespread use of wireless and mobile tech-
nologies, this is an increasingly flexible tool which can be carried out
in situ or remotely. Unlike verbal feedback from an observer, being
able to play back a video provides tangible, detailed and specific evi-
dence of what the learner did or did not do or say. In addition insight
into how they behave under stress (getting angry, withdrawal, mak-
ing mistakes) can be a valuable and powerful learning tool.
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@ Patient involvement in education

Practice points

e Patients are taking increasingly active roles in medical education
¢ Consideration needs to be given to the depth of patient involvement
e Orientation and training is important for patients and other educators

Box 21.1 Nomenclature Box 21.2 Spectrum of involvement

Patient-educators may be referred to as: Six educational roles:

¢ Clinical teaching or patient teaching associates 1. Cases based on patients’ stories available for case-

e Gynaecological teaching associates (GTAs) are women based learning on paper or electronic; includes virtual
who teach students intimate examinations (e.g. pelvic, patients
breast). 2. Simulated or standardised patients

3. Patients share their stories and experiences with
learners as part of an educator-defined curriculum and
learning outcomes

4. Patients as educators involved in teaching and
assessing learners

5. Patients as educators and equal partners in planning
and development

6. Patients involved at an institutional level, including
student selection

Adapted from Towle et al., 2010.

Figure 21.1 Level of patient involvement. Source: Adapted from Tew et al., 2004.

I like to be treated
as a person - listen
to my story ...

I am not
clinical material !!!

Passive patient level 1 Active patient level 2 and 3
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The patient voice in education

For many decades, patients have been thought of as the passive
objects of medical education. Indeed Abraham Flexner, whose
report on medical education in North America led to widespread
change in curricula in the twentieth century, referred to patients
as ‘clinical material’ (Flexner, 1910). Such language is no longer
acceptable in this era of patient partnership and patient-centred
health care. While patients and service users are involved in diverse
ways in many health and social care professional programmes, the
patient voice is still relatively silent in medical curricula and teach-
ing (Health Foundation, 2011).

There is evidence that patient involvement enhances knowl-
edge, skills, attitudes and behaviours of learners, clinicians, edu-
cators and patients themselves; however, there are few data relat-
ing to longer-term outcomes on health and practice (Health
Foundation, 2011).

The rationale for patients having a greater involvement in edu-
cation is that it is patients, their families and their community who
are experiencing the health and social problems and conditions
that influence their decisions to consult professionals. Patients are
experts on their own perspectives, and living with illness or long-
term conditions. They contribute rich stories of accessing health
care, interactions with health professionals and organisations, and
how their social environment impacts on their well-being: all of
which may be outside a health professional or medical student’s
own experience. Thirty years ago Tuckett and colleagues described
patient-doctor interactions as meetings between experts and
advocated that sharing ideas on both sides was important during
consultations (Tuckett et al., 1985).

Note that this chapter refers to the patient as this is the nomen-
clature associated with the medical profession and thus medical
education (see Box 21.1). However when patients are involved in
learning, educators should ask them how they would like to be
addressed and the terminology to use. Clinicians and educators
also need to be wary about suggesting that everyone is a patient
at some time. While this is true, health professionals experience
health care in a different way to lay people for many reasons includ-
ing power differentials. The patient voice needs to be heard from
all levels of society, particularly from those sectors whose voices
are frequently ignored.

Levels of patient involvement

Patient involvement ranges from none at all to full partnership (see
Figure 21.1). It is important to acknowledge the role of all patients
with whom learners interact during clinical placements. These
patients are in the healthcare system predominantly for diagnosis
and management. Students learn from and about patients with
facilitation from clinical teachers and appropriate health pro-
fessionals. However, in these situations patients may have no active
role in deciding what students should be learning, nor in guiding
such learning into areas that the patients wish to discuss. There are
also simulated patients (such as actors), who work to help learn-
ers with communication and clinical skills, again usually under the
guidance of educators and health professionals.

Increasing the level of patient involvement means that patients
have a greater voice throughout a programme. This is in line

with greater patient engagement within a health service and
acknowledgement of patients’ opinions in terms of governance; for
example, there are now lay people involved in the UK’s General
Medical Council's (GMC) professional activities. With greater
patient involvement, students and doctors in training learn with
and from patients.

The Cambridge framework

This framework (Spencer et al, 2000) was devised to help edu-
cators categorise the level of patient involvement. There are four
questions (adapted from Spencer et al., 2000):

Who: who are the patients, where do they come from, what is their
culture and what are their stories, who else is involved such as
family, carers and social networks?

How: how are the patients to be involved, what will be their role
(active or passive), how long will they be involved, and what
supervision may be required?

What: what are the learning outcomes, the learning activities, and
assessment?

Where: where will the interaction and learning take place, for
example in a community setting (including patients’ homes), in
hospital, in a clinic?

To the above we can also add: what sort of training, if any, do the
patients require; will patients receive funding such as honoraria/
expenses; is such funding sustainable; and how will the involve-
ment be evaluated?

Preparing to involve patients

It is instructive for medical educators to consider the current level
of patient involvement in their programmes (Figure 21.1 and Box
21.2). Where do patients fit on the ladder or spectrum of involve-
ment in your institution? If you want to enhance the patient voice,
you need to define the reasons for doing this. This is an important
step for all concerned, including patients, who ideally should be
included in planning from the beginning. Ethical issues should be
considered in relation to consent and confidentiality: for example
learners should not discuss details about patients working as facili-
tators, educators or mentors on social media or other contexts.

There may already be links between your wider institution and
community groups. Some schools in the university may have com-
munity liaison workers, or similar, who can be important sources
of information for the medical school. While patients may be
recruited as individuals through adverts in hospital and primary
care centres, it is more productive for larger-scale involvement
if educators work with robust, stable community organisations
that have the capacity for sustained partnerships (Towle and
Godolphin, 2015). Patients and community groups should ben-
efit from the interactions as much as the medical school or post-
graduate organisation and learners.

All parties working and learning in new ways will need orien-
tation. Specific training will be needed for those patient educa-
tors who will be giving feedback to learners on specific skills such
as communication, and those who will be assessing in Objective
Structured Clinical Examinations (OSCEs) and similar clinical
examinations.
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@ Ward-based and bedside teaching

Practice points

The majority of clinical education worldwide still takes place in hospital settings

Wards may be intimidating places for novice students

Patients should be active participants, and educators and learners should be attentive to their comfort
Bedside teaching is small group teaching and therefore is interactive and reflective

Box 22.1 Learning can be facilitated through Box 22.2 Ward-based learning examples

different techniques » Dedicated bedside teaching

e Ward rounds - business and teaching

e Grand rounds and board rounds (formal discussion of
patients and cases away from the bedside)
Shadowing - senior students are attached to the
intern/foundation doctor whose job they will have once
qualified

Student assistantships — designed to help transition
from student to doctor (final year students work
alongside interns/foundation doctors; this is longer
than shadowing and learning depends on location,
supervisor and opportunities)
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e Thinking aloud

e Demonstrating — for example an examination technique

e Generating questions about the evidence base (and .
asking one student to research the answer and then
present later)

e Having students review a patient first, think about .
the problem(s), and then present their management
plan (including presenting to and interacting with the
patient)

e Discussing similarities and differences between
patients to encourage pattern recognition and clinical
reggonlng . . Source: Burford et al., 2015.

e Giving feedback and encouraging students to give
feedback

e Asking patients for feedback

e Telling clinical stories to illustrate an evidence-based
point

e Encouraging noticing

e Asking what three things people learned at the end of a
ward round (reflection)

¢ Recommending specific further reading

Figure 22.1 Orientation Figure 22.2 Thinking aloud

WELCOME!
to the ward,
...coats and bags over

I have decided
to perform this procedure
because of the following _
reasons.
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he provision of frequent opportunities for students to visit,

observe and carry out appropriate tasks on hospital wards

is important. The majority of new graduates (interns/foun-
dation year 1) will work in hospitals and be the first-line medi-
cal professionals. Along with medical students, they therefore
need to be acculturated to the ward environment in order to feel
comfortable interacting with sick patients and working with other
health professionals. More senior doctors in training may have
longer rotations, but will still need orientating to each new ward
or department. Note that you should build in for a competence
dip at all times of transition, no matter how senior a practitioner
(e.g. Wilkinson and Harris, 2002).

While students should be encouraged and timetabled to spend
time on wards across a variety of specialties (for example acute
medical, surgical, paediatric, elderly medicine and day wards),
medical educators need to combine student-directed learning with
both formal and opportunistic bedside teaching. As with all learn-
ing and teaching, good preparation and orientation is required.

Orientation

Learners should be orientated to their hospital and to specific
wards (Figure 22.1). Students should have an understanding of
hospital personnel, what uniforms people wear, where the student
space is for coats, studying etc., which bathroom facilities they may
use and where they may buy drinks and food (and eat and drink).

While many students may have had experience of being on
wards as visitors, workers (for example as healthcare assistants),
volunteers and even patients, as learners without a specific role
they may feel lost and possibly in the way, as surplus to patient
care requirements. Clinical teachers should prepare students for
the ward environment. Students should be reminded how to dress
(and to wear the appropriate identification), what equipment they
should carry and what is available for their use on the ward, how
they may recognise the person in charge (usually a nurse) and
introduce themselves, and how patients they may approach are
identified.

Medical schools vary in how students are attached to wards
and medical teams, to whom they report and who is responsible
for monitoring attendance and performance. Learners may feel
awkward and reluctant to ask for help and feedback unless they
are welcomed by teaching staff, who are not necessarily always
medical doctors. It is important to advise students that timetabled
formal teaching sessions may have to be postponed if clinicians
have unexpected priorities elsewhere. As they progress through
their education and training, learners should be given increasing
responsibilities.

Clinical teacher preparation

Ward-based teachers are a diverse population. Some may be nurses
or other health professionals specifically employed to facilitate
students in their learning of clinical skills - helping them trans-
fer from a skills lab or simulation to a real-life setting. Others are
doctors undergoing further training, who may have an interest but
frequently little formal training in education. Specialists usually
have a responsibility within a teaching hospital to include students
on their team. Career medical educators may also debrief learners
following clinical placements. Medical educators are frequently

involved in the professional development and mentoring of clini-
cal educators.

Bedside teaching focuses on patients, who usually appreciate
being involved in helping learners develop their skills. Before a for-
mal teaching encounter, the teacher or facilitator should identify
appropriate and willing patients that fit with the learning outcomes
for the session. Teachers need to know what those learning out-
comes are and the point in the medical programme the learners
have reached. Some teachers will meet the same group of learners
over time but this is not always the case. They should also explore
what the learners themselves hope or expect to learn.

At the bedside

How many learners with their facilitator fit comfortably around
a bed without intimidating patients? This should be small group
teaching with two to perhaps six learners.

» Consent to participate in teaching should be obtained from the
patient.

o The learners should be briefed on how the session will run (e.g.
whether they will be asked to elicit histories, carry out an exam-
ination, where the discussion or debrief will take place, whether a
full discussion will take place afterwards (away from the patient)
and reminded about professional behaviour (e.g. infection control,
respect, confidentiality).

« Introductions are important — including the patients.

« Involvement and interaction — questions and discussion should
be encouraged throughout the session; again this should include
the patient.

 Feedback - learners should be made aware that feedback and/or
reflection will take place throughout the session.

« Patients should be advised that they too can ask questions and
that some discussion may not relate directly to them.

« Facilitators need to be aware of patient comfort and when a ses-
sion needs to be ended if patients are tiring.

Learning and teaching tips

Many learners will have portable electronic devices, which they may
be encouraged to use to look up guidelines, drug dosages and inter-
actions, and evidence. Some of these techniques may not necess-
arily be considered ‘teaching’ (e.g. thinking aloud [Figure 22.2], or
telling a clinical story over coffee), which is why an explicit empha-
sis should be placed on learning, rather than teaching, in a busy
ward environment (see Box 22.1). Other techniques may be used
to teach in chunks when time is limited including the One-Minute
Preceptor Model (Neher ef al., 1992) (see Chapter 18).

Being observed can be an intimidating experience, but is vital
for receiving useful feedback and learning. It is important to
involve all the learners during a session so that some do not feel
picked on. There is no place in contemporary medical education
for teaching by humiliation.

Lack of space on wards can be a problem. Teaching and de-
briefing is not always appropriate at the bedside but there may
not be a suitable location for this to take place. Corridor edu-
cation is not ideal as corridors are public spaces and sensi-
tive information may be overheard. Board rounds, around the
whiteboard with patients’ details on, may be an alternative
(see Box 22.2), or holding a case-based discussion away from the
ward (see Chapter 31).
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Learning and teaching in
amhulatory settings

Practice points

e Ambulatory settings are those other than by the bedside
(i-e. clinics, family medicine surgeries)

e Students need to be actively involved in tasks rather than simply
observing

e Longer placements in community settings facilitate students
feeling part of the team

Figure 23.1

Computer
|

Models of consulting

Computer
|

Box 23.1 Broad learning outcomes in ambulatory

settings

Understanding patients’ and carers’ experiences
The patient journey

Patient-centred approaches

Communication skills

Clinical reasoning

Focussed interviewing

Evidence-guided investigations

Patient management

Shared decision making

Informatics

Continuity of care

Health promotion and disease prevention

The primary healthcare team

Understanding of health professionals’ roles and
responsibilities

Table
|

®

Student as an observer

Computer

Table
| |

Computer
|

Student being observed

Table Computer
| |

P = Patient
Dr = Doctor
St = Student

®

Student being observed by doctor and peer

Parallel consulting

n this chapter we concentrate on locations where patients are
ambulatory, that is they are not in-patients or bed bound but
attending a clinic or surgery in either the community, out-
patient department (OPD), radiology or day procedural suites.
While medical students frequently interact with patients on wards
without direct supervision in order to clerk and elicit histories, in
ambulatory settings students should have specific tasks provided.
In community settings such as general practice, patients may be
invited to the surgery specifically to interact with students; at other

times students’ learning activities focus on patients attending for
consultations and care. It is important when developing ambula-
tory learning and teaching opportunities that learners are actively
involved in some way, not just passive observers, sitting in the
corner of the consulting room. As doctors in training become more
skilled and experienced, teaching techniques will shift from direct
supervision or observation of consultations, to their seeing more
patients alone, for example in parallel consulting (Figure 23.1).
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When planning ambulatory education, the first few days should
involve orientation to the clinic, the personnel and the patient care
delivery system. Learners should spend a few sessions sitting in
on appropriate consultations. Patients need to consent to the pres-
ence of students and practices must have processes in place to do
this. However, so this observation is not a totally passive process,
the health professional conducting the consultation should agree
relevant tasks with the student. GPs and others need to block off
protected time during the session for discussion and de-briefing.

Early patient contact

Ambulatory settings are ideal for early patient contact within a
medical programme. Until about two decades ago, medical stu-
dents rarely interacted with patients in the preclinical years. In
1993 in the UK, the General Medical Council stipulated that more
of the medical curriculum should be moved into the community
(community-based medical education) (GMC, 1993) and this was
partially achieved by students spending time in general practices
from their first year. Students may also interact with patients and
families in their homes and community settings. Such meetings
and reflection typically form part of family projects or personal
and professional development (PPD) modules (Box 23.1).

Questions and tasks during observation periods

In general practice, and sometimes in the OPD, junior students
elicit patients’ stories rather than the more formal medical histories
learned in later years. Learning outcomes relate to students gaining

* Notice how patients are greeted and how they respond.

What seems to help patients present their stories?
How long are patients allowed to speak before the health
professional asks another question?
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e How does the computer affect the consultation? Is it used
in a patient-centred manner?

e Look for emotional cues and how the health professional

responds.

In what ways are consultations ended?

a greater understanding of patient experiences of health and illness,
the patient journey and how conditions may change over time.
Students also practise their communication skills, particularly the
patient-centred approach, which involves their exploring people’s o
ideas, concerns, expectations and values (Stewart et al., 1995; This-
tlethwaite and Morris, 2006). Usually students interview patients
without being observed; they may do this in pairs or larger groups,
and sometimes the groups may involve students from other health
professions (interprofessional learning). They then debrief with a
tutor, either back at the medical school (perhaps their PPD facilita-
tor) or with a GP from the practice to which they are attached.

Students may also learn clinical skills in clinics, where they
attend with a tutor and examine patients under supervision, usually
focussing on a specific body system in each session. Patients may
be invited to attend because they have a particular condition or
physical sign.

All involved in these activities need to be fully briefed and orien-
tated to the learning. Patients need to be recruited and consent to par-
ticipate in teaching. If they are travelling they should receive expenses.
Some schools may also pay patients for their time and expertise. As
this may be the first time students are involved with real patients,
they need to be aware of the dress code and etiquette required, as well
as discuss the concept of confidentiality. Tutors and GPs (who may
receive payment) should be aware of the learning outcomes, what the
students have already covered and the assessment of the activity.

Active participation

Students are always eager to do things; they soon become de-moti-
vated if only observing. If there is a spare room a student should
be asked to see patients prior to their appointment with the doctor
or other professional. This could be in pairs or alone. The consul-
tation may be video-taped for later discussion if the technology is
available. The patient needs to consent (and this will of course add
time to their attendance). The student should be given a specified
time and then report back on what has been elicited to the pro-
fessional. Ideally, the report is given in the presence of the patient
so facts may be clarified. The professional then takes over the con-
sultation in discussion with the student as appropriate, involving
the patient in the usual way. The student may be supervised per-
forming the appropriate physical examination and senior students
may be able to discuss management plans. Patients may be asked
to give feedback to the student if they feel comfortable to do this
and there is time.

A second model is that the student is observed during the whole
interaction. Feedback is a dialogue between the health professional
and the student, involving the patient as appropriate.

Obviously, these models take time and, in general practice, may
result in having to cut some appointments from a session. This
has ramifications for the practice and patients, so agreement of
the whole practice is necessary when deciding on whether to host
students. Clinical teachers within ambulatory settings also require
professional development for education. This also adds to their
time commitment.

Models of learning and teaching

In the clinical years, students are attached to ambulatory settings
for longer periods of time. This may be the relevant OPD for a
hospital-based specialty during a specific rotation (e.g. surgery,
gynaecology, paediatrics). Students also undergo attachments in
primary care/general practice for varying lengths of time, depend-
ing on the medical school. Increasingly, doctors in training spend
time in community and ambulatory settings; however, this varies
with specialty and country.

Patterns of general practice rotations

e One day per week for one semester, or 1 year, or 2 years
etc. Students may be attached to more than one practice
during this time, e.g. urban and semirural.

e Several consecutive weeks: often between 4 and 8 within
1 year and at the same practice. Frequently includes
half to 1 day per week at the medical school for central
teaching with all GP-based students.

e Longitudinal placements involve students spending up
to 1 to 2 years in the same general practice with planned
rotations into secondary care.
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@ Teaching in the operating theatre

* The operating room is a good context for learners to work interprofessionally, learn technical skills and follow the patient journey
e Observation, thinking aloud and role modelling are all useful learning models in the operating theatre
* Operating rooms are good for teaching one-to-one (TONTO) which has both benefits and disadvantages

Figure 24.1 Example form to give to a student to observe the ‘teacher’ in theatre Figure 24.2 Role modelling

Task
management

Teamwork

Situation
awareness

Decision
making

Figure 24.3 Attributes of a negative role model

e TR
e e
e R
SR R
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perating theatres or the operating room (OR) can be a scary

place for learners. More than other places in a hospital or

community practice, it can feel alien and uninviting. Like
other teaching encounters, introductions and orientation should
be completed before learners enter theatres, including where to get
changed into theatre attire, where to leave bags and simple pro-
cedures signed oft/completed before being in the workplace such
as hand washing and scrub training.

Benefits of operating room teaching

In-theatre training can be with surgeons, anaesthetists and other
healthcare professionals. Although limited technical skills can be
taught and learned in the earlier years of education and training,
for more junior learners the reasons for being present have to be
made explicit both to the learners and teachers. The reasons for
learning can include:

1 Understanding how and why patients go to theatre. A learning
objective might be to observe the contexts in which patients are
cared for immediately prior to surgery and to understand the pro-
cedures undertaken. Anaesthetists are particularly well placed to
teach about topics such as identifying the sick patient, fluid man-
agement and pain control.

2 Participating as much as is possible and allowed (with con-
sent) in procedures occurring in theatre, such as suturing and
cannulation.

3 Facilitating an understanding of cases from a surgical and
anaesthetic perspective. Doctors in training will often prepare
patients for theatre and they need to understand what is needed
and why, for example specific blood tests and investigations for
procedure.

4 Working and learning in multiprofessional teams. Here the
learning outcomes relate to inter- and multiprofessional team
working, development of personal and professional attitudes and
values and understanding the role and responsibilities of members
of professional groups.

Specific learning models

Some specific models for learning, while applicable to other areas,
are especially useful in the OR setting.

Observation

More so than other workplaces, students have to observe in the-
atres for a lot of their time there. Often this is perceived as a waste
of time by students and sometimes staft as well. However, demon-
strations are what many clinicians do all the time in their clinical
practice. But without making it clear to the student that this is a
learning opportunity, the learning can be missed. This can be as
simple as stating something like, T would like you to watch how I
take a history/ examine the patient/perform this procedure. Con-
centrate on what questions I ask/what I look for/how I interact
with theatre colleagues. Afterwards I would like you to summarise
what you observed and then we will discuss it further’ Figure 24.1
illustrates a form that can be given to senior students to observe
non-technical skills.

The expert ‘thinking aloud’

As experts, some of our clinical judgements can appear to be so
intuitive as to be unteachable. As a teacher you may be asked how
you just knew something. This is a bit like trying to explain how

you drive a car, broken down into its constituent parts, and can be
difficult. Sound clinical reasoning and judgement at critical points
in time is a valuable skill for students to learn. How did you know
that the patient was sick? The answer of ‘gut feeling’ is not helpful
and is not supported by the literature on expert practice. Gut feel-
ings (‘rapid intuition’) usually involve the immediate recognition
of a constellation of signs (visual, auditory etc.) that fit into the
pattern that matches with your previous experience. Often, as a
clinical teacher, the simple act of thinking aloud can help learners
understand the steps you are taking when coming to a decision
and management plan, and this facilitates learning.

Role modelling

Role modelling is teaching by example (Figure 24.2). Poor role
modelling (Figure 24.3) can have a powerful impact on the infor-
mal and hidden curricula, which are described in Chapter 6. There
are three categories of role modelling in medicine:

e Clinical competence

« Teaching skills

 Personal qualities and professionalism (e.g. compassion, integ-
rity, enthusiasm, quest for excellence).

Role modelling is a good way to demonstrate professional
behaviours and can be used to teach other aspects of patient care,
for example infection prevention and communication skills. Many
doctors in difficulty may be perpetuating behaviours they have
observed go unchallenged in senior colleagues.

Teaching one-to-one

Teaching one-to-one (TONTO) can be a luxury for a busy clinician
(Gordon, 2003). However, operating theatres and general practice,
by virtue of space constraints, are settings where TONTO is often
a necessity. There are many advantages of TONTO for both the
learner and the teacher:

» No competing demands of other learners and the teacher can
pitch material at the appropriate level

 Provides the opportunity to explore the learner’s understanding
of material at a deeper level than in a group setting.

» Feedback can be more timely and specific.

Disadvantages include:

« There can be blurring of roles for the clinician between teacher,
mentor, counsellor and friend.

« Student and teacher personality differences can be a complicat-
ing factor.

« 'There may be a lack of social learning support from fellow learners.

The effective application of TONTO demands particular
attention to the nature of the relationship between the teacher
and learner, something Lyon described as sizing up (Lyon, 2004).
This mutual process can lead to feelings of trust and legitimacy,
which in turn validates the learner’s presence as a legitimate
peripheral participant in the community of practice (Lave and
Wenger, 1999).

Not all learners are equally confident in new environments and
the professional hierarchies encountered in specialised settings
can make teaching didactic rather than inclusive. By thinking
about the processes that are familiar to the healthcare professionals
within the operating theatre it becomes possible for the teacher to
encourage learner participation and interaction.
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Practice points

¢ |nterprofessional education (IPE) helps future and existing health professionals work better together to improve patient care
¢ |PE can be offered at different levels: exposure, immersion and mastery
e |PE improves collaborative practice, which allows health workers to engage any individual whose skills can improve health goals

Figure 25.1 The four-dimensional framework for IPE. Source: Lee, et al., 2013. Reproduced with permission of Australia and New Zealand Association of Health
Professional Educators.

Dimension 1: identifying Dimension 4: supporting
future healthcare practice needs institutional delivery
This dimension seeks to connect ‘ This dimension focuses on the
health professionals’ practice needs Future ‘ impact of local university structure
to new and changing workplace G Graduates Institutional ' and culture on the shaping of
demands in all health sectors. of health delivery / curriculum design and delivery,

Curriculum considerations take into practices such as timetabling, logistics and
account global health and entry requirements.

educational reforms; how these link
to the development of knowledges,

competencies, capabilites and
practices; as well as local Multidimensional /
institutional delivery conditions. Practitioners U S Educators
reform
Dimension 2: defining and
understanding capabilities
Y
This dimension describes the Knowledges, Teaching, learning Dimension 3: teaching, learning
knowledges, capabilities and competencies, and assessment and assessment
attributes health professionals capabilities, ’ =pprosshos and
require. This component addresses practices <" Learners practices This dimension pertains to the
how changing health services ’ development of appropriate learning,
impact on expertise, identities and /| teaching and assessment
practice, which ultimately impacts ’ experiences, all of which have been
upon the training and preparation guided by the messages inherrent
of future health professionals. within D1 and D2.
Figure 25.2 Interprofessional education model. Source:
Charles et al., 2010. Reproduced with permission of Taylor & Francis. BOX 25_1 Tomorrow’s doctors
Goal Learn effectively within a multiprofessional team:

Interprofessional health education for patient/client centred e Understand and respect the roles and expertise of

collaborative practice to improve patient care health and social care professionals in the context

of working and learning as a multiprofessional team.
Il e Understand the contribution that effective
v interdisciplinary team working makes to the delivery
Learning process of safe and high-quality care.

e Work with colleagues in ways that best serve
the interests of patients, passing on information
. and handing over care, demonstrating flexibility,
adaptability and a problem solving approach.
e Demonstrate ability to build team capacity and positive
working relationships and undertake various team
roles including leadership and the ability to accept
leadership by others.

Professional 1

l

1

t

<

Personal 111

>

Interpersonal RN
v

Note: multidisciplinary, interdisciplinary and
multiprofessional are sometimes used synonymously.

Interpersonal education development stages Source: General Medical Council, 2009.
Exposure @ @ J
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when two or more professions learn from, with and about

each other to improve collaboration and the quality of care’
(CAIPE, 2002). The prepositions ‘from, with and about” imply that
the education is interactive and equitable.

The most frequently used definition for IPE is: ‘occasions

Rationale

As health and social care is delivered by a diversity of professionals,
some of whom work in well-defined teams and some in looser col-
laborations, ‘medical’ education should no longer be restricted
to medical students. No single health professional can have the
knowledge and skills to provide care for every patient, family or
community. In particular, the rising incidence of chronic and long-
term conditions, such as cardiovascular disease, diabetes, demen-
tia, and mental health problems, requires that clinicians under-
stand one other’s roles and responsibilities, and can work together
to provide optimal care. Logically, learning together enhances
working together; the rationale behind the interprofessional edu-
cation (IPE) movement.

The World Health Organization’s (WHO) Framework for Action
on Interprofessional Education and Collaborative Practice (2010) is
a good summary of the reasoning behind both IPE and interpro-
fessional practice. Educators should also refer to the Lancet Com-
mission’s call for changes to medical education (Frenk et al., 2010)
to influence curriculum committees. This international group of
20 professional and academic leaders developed a shared vision
and strategy for the education of health professionals, highlight-
ing the need for team-based care, and advocating for IPE as part
of a continuum of training. In addition, the WHO’s guidelines
for health professionals’ education recommend that institutions
should consider implementing IPE but with the proviso that IPE
requires more research into its outcomes: IPE may be resource-
efficient in a way that allows more health workers to be educated;
there is a need to obtain much better evidence in institutions with
both programmes and resources available to support the necessary
research’ (WHO, 2013, p. 44).

Collaborative practice happens when multiple health workers
from different professional backgrounds work together with
patients, families, carers and communities to deliver the
highest quality of care. It allows health workers to engage
any individual whose skills can help achieve local health
goals.

Canadian Interprofessional Health Collaborative, www.cihc.ca

The interprofessional curriculum

The four-dimensional framework (Figure 25.1) is a useful tool for
curriculum development (Lee et al., 2013). IPE is logistically diffi-
cult and there needs to be added educational value in organising
large numbers of students from different schools and often differ-
ent universities to learn together. Therefore the learning outcomes
must be such that they can only be achieved through interaction
and through the interprofessional mix.

Commonly included competencies / domains

e Team work
Communication

Roles and responsibilities
The patient

Learning/ reflection
Ethical/ attitudes

Source: Thistlethwaite and Moran, 2010.

Learning activities

The University of British Columbia (Vancouver) model of IPE
(see Charles et al., 2010) is a useful way to think about developing
learning activities. It has three levels (Figure 25.2):

1 Exposure: early stages of learning such as group work, dis-
cussion of roles, use of videos as prompts, case studies, online
modules, healthcare team challenge etc.

2 Immersion: simulation and clinically based activities, small
groups of students interviewing patients, training wards, rural
integrated placements etc.

3 Mastery: postqualification, incorporating interprofessional
working into one’s professional practice (Figure 25.2).

While IPE is not solely about teamwork, students do need to be
given suitable opportunities to learn about teams and working with
other professions. Interprofessional clinical placements are examples
of work-integrated learning (WIL) designed to aid the integration
of theory and practice (Orrell, 2006). Students therefore require a
prior theoretical platform on which to build their clinical learning
and orientation to the people working within clinical environments
(Thistlethwaite, 2015b). Because of the nature of clinical education,
students will have diverse experiences with varying exposure to and
immersion in teamwork experiences. Observation of healthcare
teams in action is not sufficient; students need to become members
of teams and have experience of the complex tasks and boundary
challenges of decision making and service delivery (Orrell, 2006).
Situated and experiential learning is enhanced through continuity
of location and supervision (Thistlethwaite ef al., 2013).

Assessment

To emphasise the importance of interprofessional education and
collaborative practice (IPECP) to students, assessment of learning
outcomes is necessary. As IPE is ideally an interactive, collaborative
learning process, team-based formative assessment is best practice,
with observation and feedback to enhance further learning. Port-
folios (also called interprofessional passports) are useful tools for
students to provide evidence of achieving outcomes, but there may
be issues relating to reliability and feasibility if used for summa-
tive purposes. Multisource feedback (MSF) forms can be included,
which require students to obtain feedback on their teamwork from
peers and the different health professionals with whom they inter-
act. Some institutions are trialling team OSCEs (T-OSCE) or inter-
professional OSCEs (iOSCE) with relevant simulation activities
(Simmons et al., 2011; Symonds et al., 2003).

Interprofessional facilitation

The delivery of successful IPE requires expert facilitators who
have interprofessional experience beyond previous uniprofes-
sional working. IP facilitators should have most of the following
attributes:

» Understanding of the relevance of and evidence for IPE

» Expertise in team work theory and team building

» Experience of working in a healthcare team

» Awareness of boundary issues in health care

e An understanding of the process of professional socialisation

« Skills in negotiation and conflict resolution.

Evaluation and research

Medical and health professional educators require a deeper under-
standing of the outcomes and processes of IPE. Evaluation is an
important part of curriculum planning and more in-depth research
studies are needed to explore how and why IPE may inform health-
care delivery and patient outcomes.
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Practice points Box 26.1 Definitions
¢ Reflection is a key element of professional development and e Common sense reflection: day-to-day thinking after a
practice situation that has affected a person (Moon, 2004); ‘we
e A number of models exist to structure reflective conversations reflect for a purpose’ (Moon, 1999, p. 4).
and writing e ‘Active, persistent and careful consideration of any
e Evidence of reflection is increasingly required for students and belief or supposed form of knowledge in the light of
practising doctors the grounds that support it and the further conclusion
e Structured opportunities for purposeful reflection need to be to which it tends’ (Dewey, 1933, p. 9).
built into programmes from the start e ‘A purposeful, questioning approach...requires us to
challenge preconceived notions or ways of working...
and our taken for granted assumptions’ (Crawley,
2005, p. 183).

Box 26.2 Types of reflection

Cognitive based reflection

What the learner knows

Defining learning needs
Intrinsically motivated learning
Deep approach to learning
Stimulation of prior learning
Accommodation and assimilation

Reflection for personal development
¢ Developing professional identity
e Membership of communities of practice

e Dealing with significant events, achievements,
suffering, death, errors, job stress

Figure 26.1 Framework for reflection. Source: Gibbs, 1988.

y 4

6. Action plan
— what will you
do next?

1. Description
of event

3. Evaluation
— what was good
or bad — why?
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eflection has been an important activity in higher education
for many decades. However, it was in the 1970s and 1980s
when the idea of reflective practice became more wide-
spread through work on experiential learning (for example Kolb
and Fry, 1975) and the influential book The Reflective Practitioner
(Schon, 1983). In medical education, the aim of reflection is to help
learners (and indeed teachers and clinicians) improve their practice
and learn from experiences, both adverse and positive events. The
literature has expanded to include how to teach and learn reflec-
tion and, more controversially, how to assess reflection. Reflective
portfolios, which have been used in nursing for some time, have
been introduced for both formative and summative assessment by
many medical schools. Yet there are still a number of definitions of
reflection and the concept remains relatively ill-defined (Box 26.1).
Reflection is a rich, individually focused process and in almost
every case will include elements of cognitive-based and personal
development-based activity (Box 26.2). Teachers, facilitators and
course developers need to think about the purpose of reflective
activity when they introduce it to their learners to ensure that opti-
mum support is given and optimum outcomes achieved. Whatever
the learning outcomes desired from reflective activity, learners will
be more likely to achieve these if support from a suitably trained
tutor or mentor is offered. In time, and with training, learners can
act as mentors to one other.

Reflection and professional behaviour

Being a professional rather than a technician implies reflection
(see Chapter 28). Schon (1983) and Greenwood (1998) have
stressed different types of reflection that educators may refer to
when encouraging learners to reflect in and on practice:

* Reflection before action: planning what you are going to do
before an activity or situation (prospective)

¢ Reflection in action: thinking about what is happening ‘right
now - in the moment” and how you are reacting; enables you to
change what you are doing or your responses if necessary

¢ Reflection on action: thinking after the event or activity (retro-
spective) and how you might change in a similar situation in the
future

« Reflection for action: purposeful reflection to help define new
goals or learning needs (prospective).

Boud et al. (1989) stress the affective component of reflection
and the strong emotions it may trigger, which involves three com-
ponents:

* Returning to an experience (recalling significant events)

o Attending to or connecting with the feeling associated with the
experience

« Evaluating the experience in the light of existing knowledge or
new understanding.

Learners need to be aware of their feelings, and facilitators
should be alert to these. Encouraging learners to talk about their
emotions in a safe and supportive environment is important.

The experiential learning cycle

Following the work of Dewey (1933) and Kolb (1984), experiential
learning theory looks at learners’ acquisition of knowledge and
skills and their awareness of what they do and don’t know (meta-
cognition). The experiential learning cycle has been published in

many forms and can be another useful aid to reflection to intro-
duce to learners (see Chapter 5). It starts from the premise that
learning begins with a concrete experience, and learners then are
encouraged to reflect on the situation analytically. During this pro-
cess they might think about what happened and how well their
current knowledge enabled them to understand what was going
on. Learners should be encouraged to reflect on what they have
learned from the experience and what gaps in their learning have
emerged in order to plan future learning. Learning in response
to knowledge gaps that have been self-identified is intrinsically
motivated and is likely to be carried out with a deep approach
(Grant, 2013) so that learners make meaning from learning rather
than acquiring isolated facts. In the last stage of the cycle, learners
experiment with applying their newly acquired knowledge and/or
skills to situations similar to the initial experience.

The experiential learning cycle is a model of how learning may
occur, rather than an account of what happens to each individual
learner. In many cases, the various stages of the cycle may not
take place in the smooth cyclical way that the model suggests. For
example it may only be when learners’ thoughts are stimulated by
another experience that they are able to achieve the realisation that
makes it possible for them to carry out abstract conceptualisation
that, in turn, enables them to gain new insights.

Reflection for personal development

When students are first introduced to reflective learning they may
feel uncertain what they have to do (Grant, 2013). Reflective tem-
plates offer a structure, which can make early attempts at reflection
easier and can ‘walk’ students through the reflective learning cycle
(e.g. Figure 26.1). Learners should experience the benefits of reflec-
tive learning early, and the learning tasks should not be too oner-
ous. It is important to nurture learners’ spontaneity. If a learner
using a reflective template based on experiential learning comes
across a challenge to their beliefs and values, then they should be
encouraged to write about and reflect on this.

Students (or anyone) embarking on their first reflective learning
encounter need reassurance. They may fear that it is their thoughts
and values that are being examined, rather than their learning. In
order to support their sense of self-efficacy, they should receive
the help and support they need to see themselves as competent
reflective learners. Computer-based templates can provide a small
amount of just-in-time information for each point in the reflective
cycle.

Facilitating reflection

Small group work may be structured around a significant event or
case-based discussion as part of regular meetings with supervisors,
mentors or peers. These professional conversations are aided by
defining outcomes, a clear structure, prompting questions and a set
time frame to help set clear boundaries around the conversation
(McKimm, 2009).
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@ Teaching clinical reasoning

Practice points

e Clinical reasoning explains how doctors think and make decisions

¢ |tis important to acknowledge that diagnostic tests are subject to error and humans have cognitive biases

e Evidence-based medicine is the art of applying best available evidence to an individual patient — ‘evidence’ is often applied incorrectly by
novices

e Simple frameworks can be used for making clinical decisions

Box 27.1 Teaching probabilities*

Modelling: ‘making connections’ or ‘putting two and two together’ with gathered information using clinical knowledge

A 40-year-old male was admitted to hospital with vague abdominal pains and a fever. He drank alcohol to excess. His white
cell count was slightly raised and he had proteinuria 1+. A diagnosis of urinary tract infection was made and he was started on
antibiotics. What kind of reasoning might follow the presentation of this case?

e Urinary tract infections are uncommon in 40-year-old men

* One of the commonest causes of proteinuria 1+ is fever and this is not diagnostic of a urinary tract infection

e Gastritis and pancreatitis are more common causes of vague abdominal pains in males who drink alcohol to excess
e Pancreatitis commonly causes fever

e A serum amylase should be requested. (This patient did have acute pancreatitis.)

*Understanding diagnostic tests: a Bayesian approach uses all the relevant information from the history and physical exam-
ination (pretest probability), and incorporates information about the sensitivity and specificity of the test to estimate post-test
probability.

Figure 27.1 Clinical knowledge Figure 27.2 Cognitive biases

‘Hmm, they both
have four legs and a tail, they
both have fur and pointy ears, they both
have wet noses ... hang on, that one just
meowed so that must be the cat and
that must be the dog!”

This 20 year old
woman has a headache and
she is tender on her left temple.
| think she has temporal
arteritis...

What do you
know about the epidemiology
of temporal arteritis? What are
the chances of this patient
having it?

‘Isn’t it obvious?’

Figure 27.3 Decision-making strategies

<
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ven with twenty-first century medical technology, history and

examination remain the cornerstone of diagnosis. However,

the failure rate in diagnosis is estimated to be 10-15%, high-
est among specialties that deal with undifferentiated presentations
(Trowbridge and Graber, 2015). The most common reason for mis-
takes in diagnosis is errors in clinical reasoning. Dr Pat Croskerry,
Professor of Emergency Medicine and expert in clinical reason-
ing, points out that, ‘Usually, it's not a lack of knowledge that leads
to failure, but problems with the clinician’s thinking. Common
illnesses are commonly misdiagnosed. For example, physicians
know the pathophysiology of pulmonary embolus in excruciating
detail, yet because its signs and symptoms are notoriously variable
and overlap with those of numerous other diseases, this important
diagnosis is missed in a staggering 55% of fatal cases. (Croskerry,
2013, p. 2445). It is therefore vital that all learners understand and
can demonstrate effective clinical reasoning — or how doctors think.
This chapter briefly summarises five key components of a clinical
reasoning curriculum or course.

Clinical knowledge

It is vital that students are taught clinical knowledge and skills in
the context of diagnosis (Figure 27.1). For example, most students
can recite risk factors for cardiovascular disease. They should also
be able to use this knowledge to estimate a patient’s clinical prob-
ability of having coronary artery disease when he/she presents
with chest pain. They should have a basic understanding of Bayes
Theorem from clinical vignettes taught alongside ‘dry’ epidemio-
logical and physiological facts (Box 27.1). Likewise for examin-
ation, students are taught the typical signs of deep vein thrombosis
(DVT). However, they should also know that examining a leg for a
possible DVT can be as accurate as tossing a coin. Learners require
a foundation of clinical knowledge in order to be able to reason
effectively.

Understanding diagnostic tests

There is no such thing as a perfect test. All tests are subject to sen-
sitivity and specificity, operating characteristics and factors other
than diseases that can influence test results (for example, age or
ethnicity). The probability that a patient has a disease depends on
the pretest (clinical) probability and the sensitivity and specific-
ity of the test (Sox et al, 2013). Students need to understand that
fractures and strokes can occur with normal radiological investiga-
tions, or that significant emphysema can be present with normal
spirometry, for example. A study of common as well as illustrative
investigations can be used to teach key points.

There is no such thing as a perfect test:
o Sensitivity is the ability of a test to detect true positives.
o Specificity is the ability of a test to detect true negatives.
o Tests that are very sensitive detect most diseases, but also gener-
ate lots of false positives.
o Tests that are very specific establish the diagnosis when the result
is positive, but may miss significant pathology.
o All tests have a sensitivity and a specificity: tests do not make a
diagnosis - clinicians do.

Psychology and cognitive biases

Cognitive psychologists have described the human mind’s vulner-
ability to cognitive biases, false assumptions and a range of other
reasoning failures. There are two principal ways in which our brains
manage and process information, widely known as System 1 and

System 2. System 1 is intuitive, fast and automatic - the rapid cog-
nition used commonly by experts, but in many situations is highly
vulnerable to error. System 2 is analytical, slower and effortful
(Kahneman, 2012) (Figure 27.2). Psychologists suggest we spend
95% of the time in System 1 mode. Clinicians are often unaware of
the limitations of human performance that affect their clinical rea-
soning and decision making. Thinking and decision making can be
affected by context and other factors such as:

« Personality type and decision-making style

« Overconfidence

» Night work

» Overwork, stress, interruptions

» Cognitive load (too many decisions to make)

e Peer pressure/group think

o Strict hierarchy in teams.

Understanding how we think, factors that can affect thinking
and being mindful of one’s own thinking are vital aspects of effec-
tive clinical reasoning. Being aware of the different cognitive biases
that exist and when they are most likely to occur, coupled with
purposeful practice and feedback from an expert, can help stu-
dents learn effective clinical reasoning skills (Cooper et al., 2016).

Evidence-hased medicine

Evidence-based medicine is the application of best available
evidence to an individual patient, taking in to account not only
their physiological characteristics but also their preferences and
concerns. Doctors need to know how to access evidence, how to
critically appraise it, and how to apply and communicate it to real
patients. They also should learn a healthy scepticism for sponsored
information. An awareness of how standardisation can improve
quality and safety should be covered, and they should be aware of
important organisations that produce national guidelines for com-
mon clinical conditions.

Decision-making strategies
Students can be taught a simple framework for reasoning through
a case and coming up with a management plan. One example is the
Four Ps (Figure 27.3):
» Problem list: the ability to identify key clinical data from his-
tory, physical examination and (sometimes) initial test results is a
key step in clinical reasoning. Some problems require a differential
diagnosis, but not necessarily, and most patients have more than
one problem.
 Precise medical terms (e.g. pleuritic chest pain): these help
‘chunk’ information, which aids memory storage and retrieval,
so it is important to frame the problem list using precise medical
terms.
» Plan: make a plan for each problem.
» Pros and cons: then filter the plan through its advantages and
disadvantages, for example a treatment could be contraindicated
due to another problem, be more likely to cause harm than benefit,
or be contrary to the patient’s wishes.

Sound clinical reasoning is required for safe clinical care, so
teachers should teach reasoning skills as well as knowledge and
skills.
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€) Protessionaiism

Practice points Box 28.1 Roles of a doctor

e Professionalism is a major component of most medical schools’ The UK General Medical Council defines three main roles
curricula even though it still has many definitions for doctors:
e Learning is both formal, through personal and professional 1. The doctor as a scholar and a scientist
development courses, and informal, through role modelling 2. The doctor as a practitioner
e Components of professionalism teaching frequently include 3. The doctor as a professional
communication, ethics, teamwork, leadership, self-care and
cultural awareness The Australian Medical Council has four domains:

1. Science and scholarship

2. Clinical practice — doctor as practitioner

3. Health and society — doctor as a health advocate
4. Professionalism and leadership

The CanMEDs framework lists six roles of the medical
expert:

. Professional
. Communicator
. Collaborator

. Manager

. Advocate

. Scholar

DOTHRWN =

But what/who is a professional?

My role model is
the doctor who is always
right — Dr House?

What is
professionalism?

Can | learn
‘professionalism’?

Can professionalism
be taught?

What is meant by
‘she is so professional’?

Do | have to be
professional 24/77?

Is it a behaviour, What'’s on the exam?
a philosophy, a social

construction?

Learner

Listens,
non-judgemental

Apologies
for mistakes

Patient Compassion
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curricula in many countries, as stipulated by accreditation

bodies such as the General Medical Council (GMC) in the
UK (Box 28.1). The GMC (2009) states that “The principles of pro-
fessional practice set out in Good Medical Practice must form the
basis of medical education’and a set of learning outcomes based on
these principles has been defined. While professionalism may be
conceptualised in different ways, there are many similarities across
medical schools in the way it is learned and taught.

Professionalism is now arequired component of medical school

Definitions

Professionalism: ‘the competence or skill expected of a
professional’ (Oxford English Dictionary, 2016).
A professional is:

A member of a profession — from the Latin profiteri, to
avow or profess; for example many doctors profess the
Hippocratic oath when they qualify.

‘A reflective practitioner who acts ethically’ (Hilton and
Slotnick, 2005).

In medical education literature the following longer definition
of profession is useful for discussion with medical students: ‘an
occupation whose core element is work based upon the mastery of
a complex body of knowledge and skills. It is a vocation in which
knowledge of some department of science or learning or the prac-
tice of an art founded upon it is used in the service of others. Its
members are governed by codes of ethics and profess a commit-
ment to competence, integrity and morality, altruism and the pro-
motion of the common good within their domain’ (Cruess et al.,
2004, p. 76). Professionalism involves a ‘social contract’ between
the profession and society, allowing professionals a degree of
autonomy and self-regulation while, in return, society expects that
professionals are accountable to those they serve, their profession
and society (Cruess ef al., 2004).

The code of conduct or ethics - in other words how to behave -
is the essence of professionalism. Medical education introduces stu-
dents to the code of their chosen profession, including ethical and
legal requirements. Professionalism is taught through formal and
informal activities, and students are expected to learn the correct
way to behave. Moreover, professionalism and professional behav-
iour is now assessed through a variety of means (see Chapter 42).

Professionalism courses

Whether professionalism can be taught has been debated in the
education literature. Certainly, learning outcomes can be defined
for certain aspects of professionalism, and these form the basis of
what is commonly called personal and professional development
(PPD) in the curriculum. However, professionalism should not be
thought of as a separate course: professional behaviours should be
encouraged, discussed and integrated throughout a programme.

Key aims of professional development during
medical school are:

e To enable students to understand the origins of
professionalism and the proper set of responsibilities of
the medical profession.

e To instil and nurture in students the development of
personal qualities, values, attitudes and behaviours that are
fundamental to the practice of medicine and health care.

e To ensure that students understand the importance
and relevance of these concepts, demonstrate these
qualities at a basic level in their work and are willing to
continue to develop their professional identity.

The most common components of formal professionalism

courses include:

« Ethics and the duties of a health professional

» The law applied to health professional practice

« 'The role of the regulatory body (e.g. the General Medical Coun-
cil in the UK; the Australian Health Professional Regulatory
Authority (AHPRA) and the medical boards in Australia)

» Communication (not only with patients but also with col-
leagues/other health professionals; and not only oral but written
and online)

» Teamwork and collaboration, leadership

« Self-care

e Cultural awareness and cultural competence

« Reflective practice

o The use (and abuse) of social media

« Patient safety and whistle blowing.

Small group work may also include discussion about pro-
fessional attributes such as altruism, empathy and compassion.
Some schools include teaching on professional autonomy, error
and patient safety, evidence-based practice and values-based prac-
tice under professionalism.

Learning and teaching methods
and principles

Formal learning activities should provide context and be relevant
to clinical practice, linking theory and practice. In the first year,
facilitators may use media portrayals of doctors and other health
professionals as examples for discussion. Cases should ideally be
grounded in the real world of patient and professional interaction,
the local health services, and the experiences that students and
doctors encounter in daily practice. Clinicians and patients should
be involved in both the planning and delivery of the teaching - they
can bring their own examples of practice-based encounters and
dilemmas. Learning and teaching should also be based as much as
possible on the experiences and concerns of learners, particularly
when they begin clinical practice. Everyone who interacts with
learners is a role model and needs to demonstrate exemplary pro-
fessional behaviour. Common professionalism dilemmas for clini-
cal students include: what to do after observing poor patient care;
being abused as a student; and lack of consent (see Rees et al., 2013
for teaching and learning relating to professionalism dilemmas).
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@ Peer learning and teaching

Practice points

e Peer or near-peer teaching occurs when learners and teachers are at similar stages of training, typically separated by one or more years
e Peer teachers should also be able to develop their educational skills

e Formal peer teaching should have defined learning outcomes

e Peer learning is often informal
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Box 29.1 Planning for peer learning and teaching Box 29.2 Checklist items of the WATCH: the

e Who are the learners? Warwick Assessment insTrument for Clinical
¢ Who are the teachers? TeacHing for peer observation
e How are the teachers to be recruited?
e Define required attributes and competencies for ¢ Promotes active engagement of learners*®

teachers e Communicates effectively with learners
e Provide rationale to all involved e Maintains polite and considerate attitude with learners
e Size of groups e Expresses enthusiasm towards teaching and learning
e |dentify appropriate curriculum learning outcomes e Teaches concepts and skills in an organised manner
e |dentify appropriate learning activities e Demonstrates clinical competence appropriate for the
e Plan timetabling stage of training
e Plan education development for teachers e Adjusts teaching to learners’ needs
e Build in observation and feedback e Demonstrates appropriate use of teaching aids and
e Decide on appropriate assessment for learners resources
¢ Plan and implement evaluation e Provides constructive feedback to learners

e Stimulates reflection and problem-solving skills

* |s able to teach in diverse settings and involves
patients in teaching (if relevant)
Demonstrates professional and ethical conduct

e Avoids favouritism, criticism and discrimination

e Remains up-to-date with knowledge of developments
in the field

* |s agood role model

* ‘learners’ substituted for ‘trainees’ in the original.

Source: Haider et al., 2015. Reproduced with permission of Taylor & Francis.

| noticed
one student wasn’t

listening. How might you

include her?

| thought the
students were engaged
and participated

well

Peer appraisal
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edical education is a life-long process for clinicians. Doctors

must (and do) continue to learn throughout their careers,

from their first day as a medical student to the moment they
retire. They learn from many sources: senior clinicians and health
professionals; role models; journals and websites; their students,
patients and peers. Learning from peers is often informal and ser-
endipitous. It also occurs during small group and problem-based
learning sessions, although the facilitator is not usually a peer in
these situations or, if they are, has had training in facilitation.

Formal peer and near-peer teaching is now becoming more
common. A peer acts as a tutor, assisting colleagues who are the
tutees (Ross and Cameron, 2007). Peer or near-peer teaching
occurs when learners and teachers are at similar stages of training
but typically separated by one or more years (e.g. junior and senior
medical students). Cross-level training occurs when learners and
teachers are at adjacent stages (e.g. medical students and founda-
tion doctors/interns).

However, there is as yet no consensus on nomenclature in this
area. Peer education is also called peer-assisted learning (PAL),
which involves people from similar social groupings who are not
professional teachers helping each other to learn and learning
themselves by teaching (Topping, 1996). Thus peers are not act-
ing as experts as such, but as colleagues with experiences that the
learners will also face in the future.

Near-peer teaching is a form of ‘vertical integration, which has
also been defined in a variety of ways. One useful, frequently cited
definition of vertical integration is that of GPET (General Prac-
tice Education and Training in Australia): ‘the coordinated, pur-
poseful, planned system of linkages and activities in the delivery of
education and training throughout the continuum of the learner’s
stages of medical education’ (GPET, 2003). The learners’ stages
range from medical school, through prevocational hospital train-
ing (i.e. UK foundation posts, internship), vocational/specialist
training and on to continuing professional development.

Three dimensions have been suggested to categorise peer teach-
ing: the difference in levels between the learner and teacher; the
formality of the interaction; and the number of learners being
taught (ten Cate and Durning, 2007a).

Rationale

The principal rationale for peer teaching at medical school is that
medical students need to develop skills in education. Doctors
spend much of their time communicating with patients, includ-
ing informing and educating patients about health promotion and
disease prevention. They are also involved in facilitating the learn-
ing of juniors throughout the continuum of medical education.
Thus doctors need to be able to teach and to facilitate learning.
Learning outcomes in many curricula and accreditation standards
for medical students and doctors in training include those related
to education. For example, the General Medical Council (GMC)
stipulates that medical graduates should be able to ‘communi-
cate effectively in various roles’ including teacher (GMC, 2009,
p- 22) and ‘reflect, learn and teach others’ (GMC, 2009, p. 27). The
CANMeds ‘scholar’ role includes being a medical educator and
teacher (Frank ef al., 2015).

Peer teaching may also help alleviate the teaching burden of
faculty members and clinical tutors, as well as enhancing intrinsic
motivation; student teachers are motivated to learn the material
they are teaching in more depth (ten Cate and Durning, 2007b).

Evidence

One systematic review of peer teaching in the health professions,
that included 12 papers, found evidence of mainly positive out-
comes (Secomb, 2008). However, this review reported on studies
where the focus was peer learning with a clinical tutor, rather than
peer teaching as defined above. A later review included 19 papers
and concluded that the available evidence suggests many perceived
benefits of PAL, though there are concerns about peer assessment
and feedback (Burgess et al., 2014). Students who do teach report
greater confidence in their teaching ability and presentation skills
(Marton et al., 2015) and mentorship skills, organisation, account-
ability and people management (Secomb, 2008).

Learning and teaching activities

At medical school, the most commonly described activities for
peer learning and teaching are anatomy and clinical skills (Marton
et al.,, 2015). Foundation doctors and interns teach through role
modelling and having senior students shadow them. They pro-
vide support during student assistantships, when students take
on increasing responsibility for patient care under supervision to
prepare for their own transition into being physicians. The
relationship between near peers is obviously less hierarchical and
therefore tends to be more relaxed. As with all learning and teach-
ing activities, the learning outcomes need to be defined and known
by both learners and teachers (Box 29.1).

Training for the educator role

Doctors are not able to facilitate learning just because they are doc-
tors, though ‘doctor’ comes from the Latin word to teach, docere.
While all students and doctors in training should have core train-
ing in education, those who wish to take on a more formal role
in peer education will need to undertake more extensive learning.
This may be during student-selected components, options or elec-
tives, or doctors in training may choose to do a clinical fellowship
with education responsibilities. Development should include such
topics as learning and teaching theories and observed practice;
curriculum development; assessment and feedback evaluation.

Peer appraisal of teaching

Within academia, peers are also involved in a number of scholarly
activities, including peer review of papers submitted to journals
and peer appraisal of teaching. Institutions are beginning to man-
date that university teachers undergo an appraisal process periodi-
cally that includes having a learning and teaching session observed
by a peer, followed by a feedback dialogue. Such peer review has
been shown to enhance skills (Regan-Smith et al., 2007). Peer
review of medical students and junior doctors undertaking teach-
ing activities should also be in place to help improve their skills.

Various tools guide feedback in relation to teaching and
facilitating learning, for example WATCH, the 15-item Warwick
Assessment insTrument for Clinical Teaching (Haider et al., 2015)
(Box 29.2).

(@)
>0
QO
©
—
@
=
N
©
Y
(0]
(0]
=
(]
Q
=
=
>
«
Q
>
o
—
]
)
Q
=




@ Communication

Practice points

e Communication is important at all levels of healthcare interactions

e Observation of communication during learning activities and patient interactions followed by feedback is absolutely necessary for skills’
development

¢ Role modelling of good communication by all clinical teachers reinforces learning

Box 30.1 Examples of competencies Box 30.2 Examples of learning activities
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¢ Introducing oneself e Watching and appraising video clips of patient-doctor

e Gathering information interactions

e Sharing information * Role play with peers

e Exploring ideas, concerns, expectations and effects e Working with simulated patients, who give feedback
on life * Interactions with patients in clinics or community

e Shared decision making settings to explore their stories and perspectives on

e Used of open and closed questions health and illness

e Recognising cues e Observed (real) patient interactions in clinics

e Understanding non-verbal cues * Interactions in group activities such as problem-based

e Being empathic and expressing compassion learning

¢ Handling emotions

e Telephone and electronic communication

e Written communication

e Accurate documentation

e Open disclosure

With colleagues

Giving a presentation

Written
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eing able to understand one another and be understood are
fundamental requirements for the delivery of both education
and health care. Communication is important at all levels of
practice: between patients and professionals; between healthcare
professionals themselves; and between learners and educators. It
involves oral and written forms plus verbal and non-verbal skills.
Communication skills’ training at medical school tends to focus
on the patient-doctor interaction, although increasing emphasis
is being placed on teamwork and patient handover. The research
base relating to communication overwhelmingly indicates that the
outcomes of good communication skills include more accurate
diagnosis, greater patient satisfaction, improved patient safety and
enhanced rates of patient adherence to management plans includ-
ing prescriptions, as well as greater doctors’ well-being (see for
example Leonard et al., 2004; Silverman et al., 2005).
Communication and consultation skills should continue to
improve over a doctor’s career. Feedback from colleagues and
patients is important to help professionals review skills, and should
be actively sought.

The communication curriculum

In the past, communication competencies were frequently sepa-
rated from the clinical tasks of history gathering and management
planning. This may partially account for the documented dete-
rioration in student communication skills over the medical pro-
gramme. While the basics of communication may be built upon
in the early years of a course, these should not be neglected during
clinical teaching. The medical, psychosocial, cultural and spiri-
tual elements of communication should be integrated through
the biopsychosocial model and a patient-centred approach. The
communication curriculum is ideally longitudinal and spiral, with
students building on previous learning as they advance, without
forgetting what has gone before. Tasks become more complex, and
communication remains an important element of all learning.

Communication outcomes and competencies

A number of frameworks for communication skills outcomes are
available (e.g. Silverman et al., 2005; von Fragstein et al., 2008).
These may be broken down into components of communication
(with patients and colleagues) and discrete tasks (Box 30.1).

Examples of communication tasks

Eliciting a history

Explaining investigations and procedures
Discussing the meaning of test results

Discussing management options

Presenting a patient history

Obtaining informed consent

Patient handover

Writing a discharge and referral letter

Discussing a patient’s condition with another health
professional

Comforting a distressed patient

Dealing with aggression

Disclosing an error to a senior colleague

Working with an interpreter

Breaking bad news

Chairing a meeting

Giving a presentation

Leading a multidisciplinary team on a task or case
conference

Learning activities

As with any skill, communication education needs to be experi-
ential and authentic, and appropriate for the level of the learner.
Theory needs to be integrated with practice to keep learners
motivated (Box 30.2). For rehearsal and enhancement of skills at all
level of training and practice, learning with simulated (standard-
ised) patients has been widely adopted (Nestel and Bearman,2015).

Feedback

A number of structured feedback tools are available. For group
work with simulated patients the Calgary-Cambridge Guide
(Silverman et al., 2005) is helpful and involves the simulated
patient in the debriefing process as an equal partner. It is important
to explore the learner’s agenda prior and after the learning activity
and define the desired learning outcomes. The learner as inter-
viewer should be encouraged to reflect on performance followed
by the whole group as active learners. As ever, feedback should be
constructive; however, areas for change do need to be identified for
learning to occur. Simulation gives learners the chance to replay
the scenario and try out processes with which they are unfamiliar
in a safe environment. Moreover, anyone in the activity can ask for
a pause (or time out) during a scenario to question, clarify or deal
with emotions.

Assessment

Communication often forms part of the checklist in Objective
Structured Clinical Examination (OSCE) stations. However,
communication should not be limited to formal or summative
assessment situations. Learners need to be observed regularly
interacting with patients in diverse situations. The Mini-Clinical
Exercise (mini-CEX) is a work-based assessment tool that may be
used for observation, but time for feedback dialogue is required
in order for learners to improve (see Chapter 41). Less frequently,
unannounced or incognito simulated patients are involved in the
assessment of real-life performance in clinics. See Chapters 40-43
for more examples of assessments of communication skills.

Barriers to good communication

All professionals need to be aware of the barriers to good
communication and have an awareness of when interactions are
becoming dysfunctional. Issues might include power dynamics,
cultural differences and physical or sensory impairments. Because
learners in clinical situations are often supernumerary, they have
plenty of time to elicit histories and interact with patients. In real
life, which is mimicked in learning activities and assessments,
time pressures contribute to cutting corners and a possible lack
of empathy. In particular, doctors in training have to learn to cope
with multitasking and prioritising; this may lead to suboptimal
patient and colleague interactions, which can be exacerbated by
tiredness and stress.
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@ Problem-based and case-based learning

Practice points

e Problem-based learning (PBL) and case-based learning (CBL) are inquiry-based learning approaches where learners typically work in small
groups around a scenario or case

e The evidence as to effectiveness (whether and why) is unclear

e CBL is evaluated positively by learners and facilitators

e Training for facilitators and orientation for learners are essential

Box 31.1 Definitions Box 31.2 Role of group and facilitator
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Prohlem-hased learning PBL model

‘... learning that results from the process of working 1. Problem presented to group

towards the understanding of a resolution of a problem. 2. Group clarifies concepts and terms

The problem is encountered first in the learning process’ 3. Questions related to problems defined

(Barrows and Tamblyn, 1980, p. 74). 4. Learning outcomes set

: 5. Identification of processes to answer questions and

Case-hased learning meet learning outcomes

‘...is a learning and teaching approach that aims to prepare 6. Tasks shared out between group members

students for clinical practice, through the use of authentic 1. Research solutions . )

clinical cases. These cases link theory to practice, through 8. Meet consensus on solutions/explanations

the application of knowledge to the cases, and encourage 9. Revisit learning outcomes.

t};e lus2eoc;f2|an|ry—based learning methods’ (Thistlethwaite In CBL the case is presented to the group and the learning

etal, )- outcomes are defined by the facilitator.

Both models may involve typically one to three

facilitated group meetings, combined with self-directed
group and individual work as necessary.

Figure 31.1 Four levels of inquiry-based
learning. Source: adapted from Banchi and Bell, 2008.

Confirmation: answers to
questions known in advance

Structured: questions, learning
outcomes and process provided
by facilitator, learners generate
explanations

Guided: questions & learning
outcomes provided by facilitator;
learners choose own process to

generate explanations

Open: learners develop questions,
learning outcomes and process to
generate explanations
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are types of learner-centred inquiry-based learning that use

whole-task models to facilitate complex learning in groups
(though CBL is sometimes an individual pursuit). As the names
obviously indicate, CBL broadly speaking involves the use of cases
such as patient histories (or journeys) to help meet learning out-
comes while PBL focuses on ‘problems’ or scenarios that may be
drawn from a number of sources including patients, communities
and workplace relationships. Both approaches embody construc-
tivist theories of education in which learners are encouraged to be
active rather than passive participants.

CBL is a long-standing and well-established educational
method. The case method for teaching pathology, for example,
was introduced by James Lorrain Smith in Edinburgh in 1912 with
the aim of linking medical students’ scientific knowledge with
clinical practice (Sturdy, 2007). However, CBL as used in several
other disciplines such as law, management and education, comes
in many guises and a simple definition is lacking. A best evidence
medical education (BEME) systematic review of CBL suggests one
definition emphasising the importance of the linkage between the-
ory and practice as its goal (Thistlethwaite et al., 2012b).

PBL was introduced into medical education in the 1960s at
McMaster University in Canada, and was widely adopted glob-
ally from the 1970s. The original McMaster model, taken up by
Maastricht University and used widely internationally, has since
been modified over the years, although common elements of PBL
include the use of trigger materials to stimulate group discussion
and learning, with the possibility of more than one solution to any
problem.

One main difference between traditional PBL and CBL is
that students define their own learning outcomes for the former
whereas for the latter the outcomes are presented by the facilita-
tor. Thus PBL is typically less structured than CBL, which some
learners may find disconcerting (Srinivasan et al., 2007). Learner
orientation to both methods is required, as well as facilitator train-
ing and professional development.

Problem—based learning (PBL) and case-based learning (CBL)

Evidence for effectiveness

As with many curricular developments in medical education, it
is difficult to prove direct cause and effect between interventions
and learning. In relation to CBL, the BEME review (Thistlethwaite
et al., 2012b) included 104 papers relating to health professional
education. The main findings included that CBL:

» Most frequently involves small face-to-face groups (two to
15 learners) but groups are sometimes large with more than 30

» May be delivered online

 Can be introduced through a lecture but then involves inter-
action between learners

« Is evaluated positively by learners and facilitators

o Appears to promote learning but there is little evidence it is more
effective than other educational methods

 Helps link biomedical sciences to real-life patient presentations
by enhancing relevance and understanding of concepts.

Papers published since the BEME review also highlight the
need to prepare learners and faculty for CBL, and to ensure
that facilitators do not overly intervene in the learning process
(Thistlethwaite, 2015c).

A number of studies and reviews of PBL have been carried out
over the years, which have had conflicting results (O'Brien, 2015).
In particular, according to some critics, the outcomes of PBL com-
pared to other learning approaches are not sufficiently better to
justify the extra resources required for this labour-intensive pro-
cess (O’Brien, 2015). Many medical schools have increased group
size and reduced facilitation time to cut costs, raising further ques-
tions about what should be regarded as ‘true’ PBL.

Implementation
PBL and CBL require learning materials: problems, cases and
learner and teacher guides. These should be tailored to match the
learning outcomes at specific points of the overall programme.
Problems and cases should encourage deep learning, building on
prior knowledge and be authentic. Writing takes time and each
problem/case will need input and feedback from suitable content
experts working together to integrate learning. Facilitator and
learner guides are important and ongoing evaluation is necessary
to keep material up-to-date, relevant and interesting. Clinical col-
leagues are good sources of patient stories and supporting docu-
mentation such as de-identified imaging and blood test results.
Each small group (however this is defined at an institution)
needs a facilitator — someone who is an expert in process and
not necessarily in content. While students like to have clinicians
involved with their group, this is not always possible. In CBL a
flipped classroom approach may be useful: learners are given the
case to work on before the formal session so they can come pre-
pared with background reading. Ideally, learners should work in
their groups with minimal input from the facilitator, who should
however be prepared to intervene when necessary to move the
group on. Novice facilitators need to be trained and supported by
a peer until they feel ready to work on their own. A poor facilitator
can be very destructive to a group. In addition, first year students,
who may be unfamiliar with small group and student-centred
learning, need sufficient orientation to the method and expec-
tations.

Assessment

Frequently, the performance of learners and their team-working
skills during PBL and CBL discussions are assessed. This may
be through facilitator observation and grading, or peer review.
Assessment will usually focus on group-working skills, applica-
tion, professionalism, problem solving and clinical reasoning.
Consideration has to be given to how this may affect learning
and group dynamics. There may be tensions between the role of
facilitator and role of assessor. Timing and quantity of assessment
should not be onerous. Remediation should be in place for those
who perform unsatisfactorily.
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@ Learner support

Practice points

e Medical students and doctors in training can require extra
support academically, pastorally and in the development of
coping strategies for clinical practice

e A successful support system has multiple access points and
integrates support within the curriculum or learning environment

e Those involved in learner support must be trained to recognise
the signs of a struggler and have knowledge of referral
processes

e QOccasionally, learners are not suitable for a medical career and,
then, support should shift to alternative careers’ guidance

Figure 32.1 The ‘web of support’ for undergraduate
students. A good support system should have multiple
access points, with all recognised front-line staff trained in
referral processes that direct the learner into the support
system, whether the student is on clinical placement or
university based. Source: Vogan et al., 2013.
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Figure 32.2 The
Swansea Six Ds Model.
A framework developed
at Swansea University
Medical School to

be used by those
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Source: Vogan et al., 2014.
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he journey through medical education and training can be

a complicated pathway and, although they may not always

realise it, even the most talented, independent people need
guidance to successfully navigate their way through. At various
points along the way, all learners need signposting in order to
complete their journey safely, some need additional help. Thus,
any learner support system should be designed in such a way that
it can cater for the needs of all, whilst being flexible enough to be
tailored to the requirements of individuals. The role and degree
of involvement of medical educators within the learner support
system is varied, but the aim is to enable as many students and
doctors in training as possible to complete their journey safely
and have successful clinical careers.

Extra support may be required

Learners at all stages can potentially require extra support in a
range of areas, whether they are based at a university or in the
clinical or healthcare environment. Firstly, learners can struggle
with the academic content at any stage of training and an inability
to address serious academic issues can often result in the learner
failing to progress to the next stage of training. Tackling academic
struggles effectively usually requires an individualised programme
with specialist input. Secondly, pastoral support can help deal with
a range of difficulties that may have an impact on a learner’s per-
formance and are often, but not always, linked to circumstances
outside training. Such difficulties can include making the transi-
tion to university life or postgraduate training, financial or career
planning, developing a good work-life balance and dealing with
situations that arise in their personal lives, for example bereave-
ment. Lastly, learners may have been assessed as having a disability
that requires help with the development of coping strategies or the
implementation of reasonable adjustments to the learning and/
or clinical environment. At the undergraduate level, university
student support services are usually well-equipped to deal with any
disability-linked difficulties encountered in university life or on
clinical placements, including specialist support and advice. Simi-
larly, in addition to occupational health, doctors in training will
usually have access to services that can give specialist support and
tuition linked to their disability. At any point in training, learners
may also develop either short or long-term illnesses or have acci-
dents that may require either temporary or permanent modifica-
tions to their learning environment. Once again, specialist support
and advice can often be sorted out through the university student
support services and/or occupational health.

An integrated, supportive approach

Medicine programmes are professionally accredited and have
fitness to practice requirements, so it is vital that the learning
environment is one where learners feel free to disclose and dis-
cuss any problems that may potentially affect their studies. Medi-
cal students (and qualified doctors) are often scared and unsure
about fitness to practice and believe that declaration of even minor
struggles will have a detrimental effect on their current studies and
future careers (Chew-Graham ef al., 2003).

Overcoming these barriers can be challenging but having a
support system with multiple access points (Figure 32.1) means
that learners can easily access help wherever they are based and
are more likely to find someone they feel comfortable talking to.
Often, rather than referring on, the person to whom the struggler
first presents takes on too much of the burden of supporting that

learner (see the Six Ds model (Figure 32.2) for ideas around ‘diag-
nosing’ what is going on for the learner). When dealing with a
learner needing specialised support, it is important to understand
the limits of your expertise and role boundaries and to know about
existing specialist support services. This is particularly important
for clinical teachers, as referral processes for students are likely to
be different from those used for patients or doctors in training.

An inclusive learning environment

Both medical students and doctors in training are particularly
vulnerable to health issues such as anxiety, depression, stress and
burnout (e.g. Dyrbye et al., 2006, 2014). A number of professional
bodies (e.g. in the UK the Medical Schools’ Council, and General
Medical Council, 2015; Department of Health, 2008) suggest that
undergraduate curriculum planning needs to incorporate elements
that enable all students to develop effective coping strategies to
deal with the pressures of a career in medicine, and all students
should be encouraged to maintain a healthy level of extracur-
ricular activities (Kjeldstadli ef al., 2006). Support staftf and tutors
need to be mindful of particularly stressful times for their learners
(e.g. in the run-up to and during exams, early or psychologically
challenging clinical rotations) and be proactive in these periods
with the inclusion of suitable support and debriefing activities.
Curricular design and teaching sessions should be inclusive to all
and, if possible, have some degree of flexibility and/or sympathetic
timetabling to accommodate those with short-term illnesses, eth-
nic or religious considerations or specialist support requirements.

Identify struggling learners early

Particularly amongst large undergraduate cohorts, strugglers can
often go unnoticed until they start failing assignments, have seri-
ous performance issues or have reached crisis point. Ideally, all
programmes should have mechanisms by which they can ident-
ify strugglers or learners who have the potential to develop diffi-
culties early and put support in place before the assessment bur-
den becomes too great or a student reaches the point where the
only realistic option is to suspend or withdraw. All those that are
in regular contact with the learner should be provided with train-
ing and frameworks to help them identify and deal with learners
in difficulty (e.g. Hicks et al., 2005; Hays et al., 2011; Yates, 2011).
They should be proactive in feeding back worries or concerns
about individual learners to those in charge of the training and
support system, and be reassured that this information with be
dealt with sympathetically and confidentially.

A duty of care

Whilst we do have a duty of care to ensure learners are fully sup-
ported and given every opportunity to succeed, we should not
forget that we also have a duty of care to their current and future
patients. Making the decision that a career in medicine is not the
right pathway can be difficult for learners and those who support
them, particularly for those that are heavily involved in the sup-
port. Research suggests that clinical teachers are often reluctant to
fail learners in practice (Cleland et al., 2008), thus having struc-
tures where decisions about failures of assessment and fitness to
practice are independent from those who are heavily involved in
the support system is particularly important. In cases where learn-
ers are potentially leaving medicine, the support offered should
also include alternative careers’ guidance.

| (]
~N

(@)
>
QO
©
-
(]
=
W
\S]
-
(]
Q
=
>
(]
=
(2]
c
o
©
o
=




o
o
-
N
=
)
=
9]
)
[0
o
c
S
o0
=3
o
=
5

°
o
o0
Q
=
9)
o

supporting professional
tevelopment activities

Practice points

e Medical educators support learners and colleagues in a range of professional development activities
e Such activities include formal assessment, remediation, formal support, and sanction or performance management
¢ Role definition and boundary setting are essential, as is knowledge and understanding of processes and policies

Figure 33.1 Professional development framework
e Examinations e Additional time
* Workbased
assessment © Time out/break
¢ Revalidation
* Relicensing e Extra tuition

Formal
support

* Mentoring
e Supervision

e Coaching

® Preceptorship

v

Referral to
outside agencies

What am | supposed to be doing?
How well am | required to do it?
What do you think of my performance?
How will | be rewarded?

How can | improve my performance?

Figure 33.2 Employees want to know...

1 health professionals are required to engage in professional
development activities of some kind, including attending
courses and conferences, reading, updating and undertaking
mandatory training. This chapter considers professional develop-
ment from the perspective of the person providing it, rather than
who is undertaking it (Chapter 45 looks at how educators might
engage in professional development themselves). It also explores

strategies that may have to be used when an individuals perfor-
mance falls below expected standards.

Many professional development and learner support activities
are very similar in the skills and knowledge required by educators
(see Chapters 32 and 34), but some differences in approach, process
and outcome are useful to understand. At certain stages of career,
particularly at times of transition, organisations provide different
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modes of professional development and support and it is helpful
to understand these to enable others to reach their potential and
develop their own practice. Whether you are involved in super-
vision, appraisal, mentoring or formal assessment, the foundations
of developing good relationships and communicating well are fun-
damental.

A professional development framework

When considering how best to engage with students, doctors in
training, peers or other colleagues in professional development
(or performance management) activities, it is essential to define
your exact role, what will be expected from you in terms of time
commitment, activities and duration of the relationship. Figure 33.1
sets out some of the key elements involved in professional develop-
ment activities, each of which needs a different skill set and role
definition.

The framework can be used to consider what help or support an
individual might need at different stages of their training or career
or when making a transition to a new role or job. From the top
left, you can see that formal assessment can be ongoing through-
out an individual’s working life, not only in terms of professional
examinations or assignments in postgraduate study, but also relat-
ing to relicensing or revalidation requirements or workplace based
assessments, such as 360 degree appraisals, case discussions or
Mini-Clinical Exercises (mini-CEX). Teachers and clinicians have
a huge role in assessing learners, in the university setting, in clinical
practice and for national examinations. Depending on the nature
of the assessment, you may be required to give formal written or
verbal feedback on knowledge and understanding, practical skills
and/or professional behaviours. Understanding how to give mean-
ingful, constructive feedback is essential if you are to help learners
develop as competent, safe, caring practitioners (see Chapter 37).

Moving clockwise round the framework, sometimes a form of
remediation may be needed to help support a struggling or failing
individual. In formal assessments, learners with a defined learn-
ing disability (such as dyslexia or dyspraxia) may be entitled to
extra time in written assessments or to use spell-checkers in clini-
cal practice. Depending on your role, you may be asked to pro-
vide additional tutorials or to give specific support and feedback to
those who are struggling, perhaps with clinical procedures or com-
munication skills. For individuals with more complicated health or
personal problems, time out may be either a necessity (e.g. with a
physical or mental health problem) or a useful strategy to enable
someone to get back on track.

Formal support can be carried out in a number of ways. In
university settings, academic support may be provided by tutors
in the subject and personal support by pastoral or personal tutors.
These roles are usually fairly well separated so as to enable students
to receive more objective assessments and to be able to share wor-
ries and concerns with someone who can help them.

Finally, some individuals may need to receive a form of sanction.
This might be for academic failure, in which case remediation might
be offered up to a point, but ultimately failure will lead to expul-
sion or failure to progress. For unprofessional behaviours (either in
education/training or in the workplace) sanctions might include
performance management, disciplinary procedures or fitness to
practice procedures for serious cases (Vogan et al., 2014a), see also
Chapters 28,32 and 42.

For many issues, it is often helpful to have knowledge of outside
referral agencies and what they can provide. These include well-
being or counselling provision; occupational health and external

organisations such as Alcoholics Anonymous. Underpinning
all these activities are formal processes, policies and procedures
which serve to protect the individuals involved, the organisation,
the profession and patients. Ultimately, patient safety is the driving
force behind all types of professional development, support and
sanction.

Appraisal

Practising professionals (and increasingly students) are required
to engage in regular appraisal. Appraisal (sometimes called
performance review) is a formal process designed to measure how
well a person is meeting defined goals and objectives, which are
themselves aligned with organisational and/or professional objec-
tives. The specific purpose and scope of appraisal varies between
professions and organisations, but should ideally be appraisee-led,
that is the person being appraised defines their objectives, works
towards them and provides evidence of achievement. Appraisal is
formalised through completion of documentation or computer-
based systems. In some instances, appraisal is linked to revalida-
tion or relicensing.

Coachiny
Coaching typically refers to methods of helping others to

improve, develop, learn new skills, find personal success, achieve
aims and to manage life change and personal challenges.
Coaching commonly addresses attitudes, behaviours and
knowledge, as well as skills, and can also focus on physical and

spiritual development.
www.businessballs.com/coaching.htm.

Coaching therefore aims to develop individual capabilities
and potential to unlock performance and achieve personal and/
or organisational goals. Some professional development activities,
particularly at senior level, use executive coaching as a means to
help develop leadership and management skills and manage tran-
sitions. Coaching can be very helpful for people who are at a career
crossroads or who need help in making life and work decisions

Mentoring and supervision

Mentors provide guidance, support and sometimes advice for their
mentees to help them make transition or change or to assist with
their professional development. These may comprise formal or
informal roles. Professional, clinical or educational supervision
involves formally overseeing performance, giving feedback and
supporting professional development (see Chapter 34 for more on
these topics).

Counselling

Counselling and psychotherapy are umbrella terms that cover
a range of talking therapies. They are delivered by trained
practitioners who work with people over a short or long term
to help them bring about effective change or enhance their

wellbeing.
British Association of Counselling and Psychotherapy
definition: www.bacp.co.uk/crs/Training/whatiscounselling.php.

Whilst counselling should always be carried out by trained
counsellor, and you need to know when someone might need to be
referred, basic counselling skills such as active listening, building
rapport and reframing are all useful communication skills that can
be used in a range of professional development settings.
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@ Mentoring and supervision

Practice points

Relationship building is central

L]
L]
e Various models exist for mentoring
L]

Sept. 2016). Reproduced with permission of Dr Mike Munro Turner.
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Mentoring and supervision help to provide support for learners, whatever their stage of career

In medicine, clinical and educational supervisors’ roles are prescribed and they provide different types of support for learners

Figure 34.1 The GROW model. Source: www.mentoringforchange.co.uk/classic/ (accessed

Figure 34.2 Heron's (1986) six categories of
interventions

Authoritative: Coach/mentor leads

Infoi*ning/
Prescribing Confronting
\_/ Push \_/

Facilitative: Coach/mentor helps coachee/mentee to lead

wide range of individuals provide formal support for learn-
ers and colleagues. In this chapter, we look at mentoring and
supervision as two of the key activities in which medical edu-
cators are often involved. Chapter 33 provides more detail about
other activities with which educators may be involved in support-
ing others’ professional development activities. It also introduces
a framework to help select the right activity for different roles,
(see Figure 33.1) which is also relevant to mentoring and supervision.

Building relationships

Building an effective relationship is central, which involves mutual
respect, trust and a willingness to engage in the process. Both men-
toring and supervision require effective communication in a safe
physical and psychological environment. This is particularly impor-
tant when discussing personal or difficult issues or giving negative
feedback. It is the responsibility of the mentor or supervisor to limit
barriers to communication including physical barriers (e.g. disrup-
tive environment; language); psychosocial barriers (e.g. anxiety; fear
or authority) or professional barriers (e.g. lack of knowledge; power
imbalance).

Mentoring

Mentors provide guidance, support and sometimes advice for the
benefit of the mentee to help make transition or change or to assist
professional development. Sometimes called ‘the guide on the side’
or a ‘wise counsel, a mentor is typically more senior or more
experienced than the mentee. The benefits for mentees include
improved performance and productivity; career opportunities and
advancement; improved knowledge and skills; and greater confi-
dence and wellbeing (Garvey and Garrett-Harris, 2005).

What people want from a mentor

Professional credibility

Knows the organisation well

A positive, supportive role model who motivates and guides
Willingness to invest in the mentee, give time and share
expertise and knowledge

Willing to challenge and push when needed

Sets clear boundaries

Provides good advice

Maintains professional confidentiality

Is trustworthy
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Many organisations have formal mentoring schemes for new
staff to help them in their new job. The benefits to the organisation
include increased motivation and performance; policy implemen-
tation; better ‘talent’ management; enhanced knowledge and skills;
support for change initiatives and active succession planning.
Some schemes also use peer mentoring, where people of a similar
stage and career level mentor one another.

Mentoring models

A number of models exist that have been designed to support men-
tors and mentees, which are also useful in coaching, supervision and
personal tutoring. Clutterbuck (2004) suggests two main models:

« The sponsorship model: where a mentor takes on a protégé, the
mentor has power and influence and can help the mentee achieve
organisational or professional goals.

o The developmental model: helps the mentee find their own
solutions - this has longer-term sustainability and often fits into a
formal organisational or professional scheme.

The GROW model (Figure 34.1)

This model provides a simple framework to helping the mentee
work towards their goal (Whitmore, 2009). It can be used in a
number of ways, but the idea behind it is that when setting Goals,
it is useful to start with the current Reality or to set some pro-
visional goals, then come back to the current reality to generate
Options. When thinking about the current reality, some difficult
conversations may result, which may be about Will, that is motiv-
ation, willingness to develop and, sometimes, to change.

Heron’s categories of interventions (rigure 34.2)
Heron’s (1986) model looks at six interventions, broadly categorised
into those that the mentor leads (more authoritative) and those that
are primarily led by the mentee, where the mentor is more facili-
tative. The mentor needs to choose their approach and tactics care-
fully in response to the situation or needs of the individual.

The more authoritative interventions (where you are trying to
push the person into action or changing behaviours) include:

Prescribing: here you may ask or require or strongly suggest that
the individual does something.

Informing: this may be about responding to a request or providing
some factual information.

Confronting: confronting can be telling the individual something
they may not want to hear, perhaps based on some feedback
from other people. Or it can be ‘in the moment, for example
if someone contradicts themselves, makes unrealistic assump-
tions about their skills and aspirations or challenges your role
or credibility.

The more facilitative approaches aim to help (pull) the person
to develop and find solutions for themselves, they include:

Catalytic: here you are trying to provide a stimulus for action and
development and provide motivation and inspiration so that
the person feels they have the inner resources to take steps
towards development.

Cathartic: in this approach you are providing a safe place for
someone to discuss difficult or emotional experiences, or to
speak about situations they are struggling with.

You may use counselling skills such as active listening, reflect-
ing and summarising, but you are not a counsellor in an education
setting. If you think someone needs counselling then you might
suggest that would be helpful and provide information about ser-
vices. Set some time boundaries around cathartic conversations, so
that the person moves into an ‘adult’ goal-setting mode before the
meeting finishes.

Supporting: might be through a number of ways such as respond-
ing to their development needs, being at the end of the phone
in times when they are having difficulties or giving advice when
asked.

Supervision
Professional, clinical or educational supervision involves oversee-
ing performance, giving feedback and supporting professional
development. Supervisors in medical education have a specific role
and defined responsibilities within postgraduate training. In many
professions, ongoing supervision is required for professionals to
continue practising. Supervision usually involves a close relation-
ship in which difficult or challenging cases are discussed or pro-
fessional practice is developed. Effective supervision has been
demonstrated to improve clinical practice and patient outcomes
(Kilminster et al., 2000).

Supervision is about:

Cases/events/situations: ethical issues, complex decision making,
difficult interpersonal situations, complaints or other signifi-
cant events

Contexts: teamworking, professional or interprofessional issues,
role or boundary conflict, communication problems

Careers: training needs, future plans, work conditions, managing
and delegating work.

A range of techniques and approaches can be used in both
informal and formal settings, for brief interventions and for long-
term relationships. Whilst much professional development is
carried out on a one-to-one basis, some development activities are
carried out in groups. These include action learning sets, step back
groups, group supervision meetings and tutorials. Good com-
munication skills, relationship building and understanding both
your own role and those of your mentee or supervisee are essen-
tial. Being able to set clear goals, action plans and ensure follow-
up activities is central to supporting the person with whom you
are working to achieve success. In addition, you need to be able
to provide additional support when needed, know when to refer
to other agencies or individuals and know the boundaries of both
your roles. Keeping good documentation is important, particularly
if you are working in a remedial or disciplinary role, although it
shouldn’t be onerous and distract you from conversations.
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Practice points

e e-Learning is now mostly delivered via the internet as online learning

* The choice to use e-learning needs to be based on sound educational principles and learners’ needs

e Delivering good e-learning is not a cheap or easy option and requires the use of tools available in a good virtual learning environment or via
social media

Figure 35.1 The e-learning spectrum

arning can b

.4
@ Learning resources

Reflective practice

! Flash animations " Wiki Media | HTML5 animations :

Figure 35.2 The e-learning toolbox
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Box 35.1 Pros and cons of e-learning
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e Interactivity

Table 35.1 Modes of delivery
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he term ‘e-learning’ describes the use of electronic media and/
or technology with the aim to improve the effectiveness of the
learning process. Historically, e-learning was made available
via computer terminals in university laboratories or on media such
as DVD. Now e-learning is delivered mostly via the internet so the
term ‘online learning’ is also often used, although it can take many
forms (Figure 35.1). The degree to which e-learning may replace
other, more traditional methodologies within a programme varies
on a continuum from none to a fully online distance learning course.

Advantages and challenges

e-Learning has many advantages for the learner, but perhaps the
most significant is encapsulated in the phrase ‘anytime, anyplace.
Material can be revisited, perused at varying speeds and include
self-assessment. The teacher has the ability to teach large groups
over a wide geographical area. However, e-learning is not cost free,
as the design, delivery and maintenance of e-learning programmes
need initial capital and further resources. See Box 35.1 for some of
the benefits and challenges of e-learning.

How to design an e-learning module

When embarking on the development of e-learning material, the
first question to be asked is: ‘is e-learning the right solution?” In
order to answer this question, the following questions will need to
be considered:
« What is expected of the online course?
 Will it replace or supplement existing teaching?
e Is an online course the best choice?
» What will the costs be and who will maintain and update the course?
» Who will finally approve the course? What are their expectations?
The needs analysis should also include a user analysis:
» Who are the target learners?
» Will they be able to access the course site and perform all the
necessary interactions?
« How will learners benefit from the online course?
e How can learners’ progress be evaluated?
And finally, these are the ideal characteristics that a teacher
needs to develop e-learning materials:
« Knowledge of adult learning theory
o Instructional design competence and knowledge of different
e-learning solutions
o Skills to use the e-learning development software tool
 An awareness of basic graphic design principles
o The skills to manipulate images in a graphic design software tool.
However, many teachers are too busy to become proficient in the
use of authoring tools such as Dreamweaver™. Often, Internet design-
ers will do the authoring; however, when writing the material bearing
in mind the way it will be viewed and presented is vital. Also, the edu-
cation basics should not be lost: having educational goals, providing
the learning, assessing lessons learned and providing feedback.

Design considerations

Often, you will be adapting material you already have — previous
lectures or book chapters - but it is highly likely that such materials
will have to be rewritten for course content on the web. Keep the
language simple and friendly, especially if there is no teacher con-
tact to provide the human touch. Content needs to be presented in
an engaging and non-threatening way. Incorporate motivational
elements such as certificates on completion and discussion boards

for interaction with other learners. Prepare a flow chart or story
board showing how the course progresses from start to finish. The
pages containing the course material should be organised in a way
that makes navigation easy and simple

Modes of delivery

e-Learning can be described in terms of the delivery mode chosen
(Table 35.1). An important distinction is whether teaching is deliv-
ered to all students simultaneously or not.

Synchronous delivery is where learning takes place with all
learners at the same time as in a traditional face-to-face lecture. An
electronic equivalent could be a webinar whereby a teacher broad-
casts a teaching session to the group using a web-conferencing
system. Most systems allow for some interaction from students,
whether text or speech based, in a similar manner to the physical
lecture theatre. There are clear benefits of electronic delivery, not
least the capacity for the student to ‘attend’ from wherever they
happen to be, although issues such as time zones need to be taken
into account.

Asynchronous learning does not occur at the same time or
place. In many ways this is a more convenient form of e-learning
for a busy professional as it allows them to choose a convenient
time to engage. The term encompasses a wide range of learning
interactions from discussion boards to learning resources.

Blended learning includes both face-to-face interaction and
online learning, leveraging the strengths of each. This has further
led to the concept of the flipped classroom, whereby the main bulk
of the topic content is delivered via e-learning with face-to-face time
reserved for tutorial style discussion around the more complex con-
cepts emerging from the learning materials. Table 35.1 details the
distinct modes of blended learning based on whether the e-learning
element is delivered synchronously or not.

Learning environments

A virtual learning environment (VLE) or learning management
system (LMS) is a platform used for the delivery of e-learning. A
number of VLEs are currently used in medical education, for example
Moodle™ and Blackboard™. Many VLEs are modelled on traditional
face-to-face learning environments and so provide learners with
access to teaching materials, tests, assessments etc. They also include
social spaces, allowing interaction with both the teacher and other
learners. Individual learner accounts are central to the concept of the
VLE, allowing progress to be accurately tracked by both the individual
and their teacher, thus facilitating feedback from one to the other.

A good VLE will provide most if not all of the tools displayed in
Figure 35.2 The tools from our imaginary toolbox are used by the
tutor and/or learning technologist to develop a course appropri-
ate to the predetermined delivery model, they become the com-
ponents of the course. The toolbox metaphor indicates that these
tools are readily available, often with minimal effort and are can
be selected as necessary. The specific components chosen will very
much depend on the nature of the course and should be care-
fully chosen to align with learning outcomes. So, for example, a
content-led course would principally use the tools for learning
resources supplemented with other components. On the other
hand a learner-led collaborative style course would make greater
use of social spaces and media (see Chapter 36). Whatever delivery
mode is chosen, good practice dictates that learner-centred active
learning should be adopted and that a wide range of activities are
included to facilitate engagement and interaction.
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@ Social media

Practice points

e Social media tools can be used to create, curate and circulate resources, coordinate learning, support collaboration and communication,
and develop learning communities

e Whilst the latest technological trends can be tempting, they must be integral to the learning process

e Assumptions about learner preferences and capabilities must be avoided, and risks actively managed
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Table 36.1 Examples of social media tools

Blog An online web log or journal, e.g. WordPress, Blogger,
Weebly, Tumblr
Chart/ Tools to create and share mind maps, charts and other

diagram tools diagrams, e.g. Mindmup, Coggle

Collaboration
tools

A broad category of tools to facilitate or support
collaborative working, e.g. Slack, Trello

Create and share collections of online resources or
content, e.g. Pinterest, Scoop.it, Storify

Curation tools

Discussion A platform for posting messages and media content,

forums e.g. Doctors.net, doc2doc.

File storage A service to organise and share files, e.g. Dropbox,
Google Drive, OneDrive

Media hosting Store and share audio, animations, images or video

content, e.g. Instagram, You Tube, Vimeo

ocial media is a broad term used to describe a wide

range of online platforms, tools, applications and ser-

vices that enable users to produce, consume and share
content (also referred to as Web 2.0 technologies). Examples of
the various types of social media tools are listed in Table 36.1, a
number of which can be used free of charge. Many of these tech-
nologies and tools are available on virtual learning environment
and e-portfolio platforms. Institutions may purchase systems
(such as media streaming servers) or install open source systems
(e.g. WordPressTM and ElggTM) so that they can be managed,
maintained, customised and restricted to only their members.

How is social media being used for
learning and teaching?

Social media tools can support social and constructivist forms of
teaching and learning (see Chapter 4). The Seven Cs described in
Figure 36.1 illustrate a range of activities that can be used by medi-
cal educators and/or learners to facilitate and support learning and
assessment. Social media technologies are being used in, and in
combination with, face-to-face teaching (sometimes referred to
as a ‘blended’ approach), in clinical teaching, to support indepen-
dent learning and distance learning. These technologies can also
support informal learning and CPD activities, and provide oppor-
tunities for learners to develop digital capabilities. Case studies and
evaluations are widely available online (see Further Reading).

Social media has contributed to the growth of user-generated
content and open educational resources (OERs). Definitions
of the term OER vary, although generally it is a term applied to
resources that are freely available for educational use (Jisc, 2010).
However, not all resources accessible online are OERs, and care
must be taken to ensure use complies with copyright and other
legal requirements (see Jisc, 2010 for further information). OERs
can include digital stories, e-books, podcasts, interactive learning
objects and multimedia content. FOAM (Free Open-Access Medi-
cal education) is a collection of open educational resources, which
are created and published predominantly on social media plat-
forms (Nickson and Cadogan, 2014).

Selecting and implementing social media
technologies

The latest technological trends and developments can appear
tempting. However, as illustrated in Figure 36.1, the learning pro-
cess should be central to these decisions. Technologies should be
selected and implemented in accordance with the intended learning

Micro blog Service for sending short messages or multimedia

content, e.g. Twitter, Tumblr

Presentation Create and publish online presentations, e.g. Prezi,

tools SlideShare, VoiceThread, Haiku Deck

RSS readers Application that aggregates syndicated web content
such as news articles, e.g. Feedly, Digg

Social A tool to collate, tag, comment on and share links to

bookmarking online resources, e.g. Diigo, Delicious

Social Platform to connect, communicate and share with an

networking online network, e.g. Facebook, Google+

Wiki An online space that can be edited by multiple authors,
e.g. Wikipedia, Wikispaces, PBWorks

Writing tools Application for creating or cocreating documents,

e.g. Evernote, Google Drive, OneNote

outcomes and learners’ needs. Only after these have been deter-
mined will it be possible to define the technical and functional
requirements. For example, if the learner is required to access the
tool in a clinical setting, firewall restrictions and clinical responsi-
bilities need to be considered. It is important to address potential
technical issues and devise appropriate mitigation strategies, for
example if the service becomes temporarily unavailable or is discon-
tinued. Educators should ensure that they do not exclude learners
by making assumptions about their device ownership, preferences,
accessibility requirements and digital capabilities. Technical support
and training may be required. Your organisation may have guide-
lines or policies that may restrict the use of third-party technologies.

Managing risks and limitations

Social media technologies raise a number of concerns with regards
to anonymity, privacy, confidentiality and data protection. A social
media policy should be made available, which clearly outlines
potential risks (for the learners and the organisation), acceptable
use guidelines and how infringements will be managed. The code
of conduct should inform learners of their responsibilities (e.g. to
be respectful, maintain confidentiality and professional bounda-
ries). The document may also specify other applicable policies and
guidelines such as the UK General Medical Council’s guidance
document on doctors’ use of social media (GMC, 2013a).

Educators need to consider what data will be required, collected
and stored by third party social media providers, and whether this
adheres to ethical and legal policies. Learners should be aware of
the terms when registering for third-party systems, the potential
risks of posting online and what privacy controls are provided.
They should also be made aware that privacy controls offer limited
protection and that privacy cannot be guaranteed. An alternative
should be offered to learners who do not agree to the terms or who
do not wish to have an account or public profile.

Learners should be informed about the purpose and rationale of
the learning activities and chosen technologies. Expectations regard-
ing frequency and modes of engagement should be clarified, with
details of how participation will be monitored or assessed if appli-
cable. Educators need to communicate what role they will have in
these online spaces, and to what extent they will be participating in
discussions. Facilitators or moderators may be required to intervene
if conversations go off topic, if learners become distracted or lack
motivation. If social media sites are to be used for summative assess-
ment tasks, educators need to consider if the tool can provide a suf-
ficient audit trail on submissions, how unfair practice can be identi-
fied and how feedback will be provided. Personal academic feedback
disseminated on social media sites may violate learners’ privacy.
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e Keeping the principles of giving effective feedback in mind helps both feedback giver and receiver
¢ Feedback is relational, it is part of a professional conversation and constructive dialogue
e Whilst feedback might occur ‘in the moment’, take time to plan and fully prepare when giving formal feedback

" Box 37.1 Giving feedback |

Do’s
Establish the learner’s agenda
Get the learner to start with what went well — the positive
Teacher starts positive — however difficult it may seem
Comment on specific aspects of the consultation — e.g. history taking —
offer alternatives
Active listening (eye contact, stance etc.), use silence
Clarifying, responding to cues (verbal, non-verbal, psychosocial)
Summarising, empathising etc.
Move to areas “to be improved” (avoid the term “negative”!) — follow the
learner’s agenda first
*  Begin with “.....I wonder if you had tried”
“....perhaps you could have.....”
“...sometimes | find.....helpful....”
* Distinguish between the intention and the effect of a comment or behaviour
» Distinguish between the person and the performance (“what you said
sounded judgmental” — rather than “You are judgmental”)
* Do discuss clinical decision making
* Do be prepared to discuss ethical and attitudinal issues if they arise

Don'ts

* Don’t forget the learner’s emotional response — keep things safe

* Don’t criticise without recommending improvements or different ways of
doing things

* Don’t comment on personal attributes that can’t be changed

* Don’t generalise — “you always” — but give specific examples

* Don’t be dishonestly kind — if there is room for improvement be specific
and explore alternative approaches

* Don’t forget that your feedback says as much about you as about the
person it is directed to!

Figure 37.1 Kolb’s learning cycle Figure 372 Johari window. Source: Luft and Ingham, 1955.
Known Unknown
/ \__/ \ by self s by self
Concrete Known 1. Open area
: experience by others

Tell

disclosure

Unknown

3. Hidden area 4. Unknown area
by others
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hilst we all recognise that feedback is an essential part of

all training and education programmes, however but all

of us require ongoing feedback of some form or another —
from an informal word of praise to a formal performance review/
appraisal. Learners often say that they don’t receive enough helpful
feedback both on written work as well as in practice. It is important
to set specific time aside for giving feedback (e.g. after an observed
consultation or timetables into a medical programme after exam-
ination results) and flag up to learners that you are giving feedback.
In an educational setting, feedback is not simply advice or praise, it
is ‘specific information about the comparison between... observed
performance and a standard, given with the intent to improve...
performance’ (van der Ridder et al., 2008). So what are the ways in
which feedback can be delivered, how can we do it effectively and
what do we do when it goes wrong?

Self-assessment alone is inadequate as the view of self that
people have relates tenuously and modestly with the behaviour
they exhibit and their performance (Dunning et al., 2004). Accu-
rate external feedback to learners is crucial, not only to enable
them to consider the knowledge gap between actual and desired
performance but to help them develop the capacity to critically
evaluate their own (and others’) performance and develop reflec-
tion. The Johari window (Figure 37.2) is a simple and effective
model to increase self-awareness and encourage personal growth.

The Johari window invites people to ask for feedback about
their performance and behaviours to learn more about themselves
(decreases the blind pane) and to tell others about themselves so as
to decrease the hidden pane. Effective feedback and professional
conversations therefore encourages development of the open pane
of the window.

It is important that feedback aligns with the overall learning out-
comes of whatever activity in which the learner is engaged because
reflecting on the activity encourages learning from that activity.
Kolb (1984) proposed that learning is cyclical, that learning is
experiential (learning by doing), and that ideas are formed and
modified through experiences and reflection on those experiences
(see Figure 37.1 and Chapter 5).

A number of models for giving effective feedback are available
(e.g. Pendleton et al., 1984; Silverman et al., 1996; Walsh, 2005)
but the main principles of feedback include those in Box 37.1 and
the ‘four Rs™:

Relationship/rapport/respect: Good feedback needs to be set
within the context of a good working relationship. It is a two-
way dialogue between teacher and learner, with the teacher
sharing knowledge and insights, and in return increasing their
depth of understanding of their learner’s needs.

Responsive/regular/routine: Feedback needs to be timely
and regular and given in a manner sensitive to the learner’s
own perceptions. Care must be taken not to overload the
learner, however, as too much feedback may have the oppo-
site effect and decrease long term proficiency in learning
(Schmidt, 1991).

Receptivity: Feedback needs to be constructive and therefore
geared towards the learner’s needs although closely aligned to
the learning outcomes. Ideally, feedback should be ‘feed for-
ward’, helping the learner to identify new goals, improvements
or actions.

Rationalised: Feedback needs to be specifically focussed on
observed behaviours rather than personality traits. It needs to
be justified and non-judgemental. This means that when you
are observing someone with a view to giving feedback, that you
need to note down behaviours and dialogue so you can give
specific examples such as ‘when you were giving your Power-
Point presentation, you turned to the screen at least five times
and moved away from the microphone, so the participants
couldn’t hear what you were saying.

Most teaching on feedback centres around delivery; however, the
mechanisms by which feedback is received depend on the extent to
which the recipient interprets, accepts and utilises the feedback they
receive, that is the filter or the lens through which they receive the
information. The degree to which feedback is deemed valuable by
the learner is partly dependent on the extent with which the feed-
back resonates with their own self-assessment (Eva et al, 2012).
Feedback is more likely to be accepted and acted upon if it is learner
directed, consistent and supportive. Guidelines for receiving con-
structive feedback include:

Listening to it (rather than preparing your response/defence).

Asking for it to be repeated if you did not hear it clearly.

Assume it is constructive until proven otherwise; then consider
and use those elements that are constructive.

Pausing and thinking before responding.

Asking for clarification and examples if statements are unclear
or unsupported.

Accepting it positively (for consideration) rather than dismiss-
ively (for self-protection).

Asking for suggestions of ways you might modify or change your
behavior.

Respecting and thanking the person giving feedback.

Fear of damaging the relationship from either teacher or learner
may result in a reluctance to engage in the process, or to engage
superficially. Feedback that is too generalised, non-specific or
inconsistent (especially if coming from multiple sources) can result
in feedback being negatively received. This can then have a detri-
mental effect on the person giving the feedback, which can further
negatively impact the relationship (Hesketh and Laidlaw, 2002).
Ultimately, feedback in education and healthcare settings should
be based on a model of partnership. Treating learners as partners
in their learning, just as we treat patients as partners in their health
care is fundamental. The teacher is a partner with the learner and
works alongside the learner whenever possible to achieve their
desired outcomes. Just as some consultations ‘go wrong), the same
can be true for feedback conversations. It is important to use these
as learning opportunities just like any other, to acknowledge the
difficulties, identify the issues, reflect and move forward.
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Figure 38.2 Assessment for institutions

Figure 38.1 Assessment for the learner

Formative
assessment

Diagnostic
assessment

Figure 38.3 Elements involved in a programme of assessment

[ ]

Summative
assessment

Assessment
drives learning

Figure 38.4 An example of a postgraduate programme
of assessment

Abbrev: Mini-CEX, mini clinical evaluation exercise; CBD,
case based discussion; MSF, multisource feedback;
DOPS, direct observation of clinical skills; OSCE, objec-

tive structured clinical examination.
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e assess learners to ensure they have met the defined learn-

ing outcomes or competencies required to move to the next

level of education, training or practice. For certification
or registration/preregistration as qualified medical practitioners,
assessors must ensure that new doctors are fit to practise as interns
(foundation year 1, or postgraduate year 1) and are safe. This is
with the understanding that further learning and supervision are
required for specialisation, and that doctors must be lifelong learn-
ers even without any further summative assessment.

The public expect that professionals should be assessed. The
social contract between society and professionals assumes that
doctors are qualified to practice and that they keep up to date. It is
the responsibility of the appropriate accreditation body to set the
standards for practice, and of medical schools and postgraduate
bodies to develop curricula in accordance with these standards
and to assess that learners meet them.

Assessment is also important for giving feedback to help learn-
ers improve (see Figure 38.1 and Chapter 37). The division of
assessment into formative (assessment for learning) and summa-
tive (assessment of learning) is somewhat artificial: all assessment
should be formative; however, this is not always the case. The term
diagnostic assessment is applied to processes intended to explore
learners’ educational needs and help them develop learning plans.
It is mainly used in postgraduate and continuing professional
development (CPD).

When planning assessments it is important to ensure that learn-
ing outcomes for a course or programme, and learning activities
to meet those outcomes, are aligned across the curriculum
(Biggs and Tang 2007). Learners need to know what they are
expected to learn and what will be assessed. They also need to
be aware that any learning outcome defined as part of the core
curriculum could be assessed, therefore the common question
‘is this going to be on the exam?’ becomes irrelevant if learning
activities are developed to meet core outcomes and are appro-
priate for the stage of training (see also Chapter 6).

Blueprinting is a technical component of assessment. It is
the map that demonstrates curriculum alignment and shows
where learning outcomes are being addressed, and when and
how (e.g. through written tests such as multiple choice or short
answer; clinically based, such as the objective structured clinical
examination (OSCE); or work-based assessment) they are being
assessed throughout a programme. Blueprinting is fundamental
to test construction and item choice, ensuring that assessment is
mapped carefully against learning outcomes to produce a valid
examination (Dauphinée, 1994).

There are at least seven attributes that should be considered when
designing an assessment: validity, reliability, feasibility, cost effec-
tiveness, educational impact, acceptability (van der Vleuten, 1996),
and opportunity for feedback (Southgate and Grant, 2004). We
would add to this authenticity, particularly in relation to clinical
assessment (see also Figure 38.2).

Table 38.1 Definition of terms used in assessment

Term Definition/explanation

Validity How well an assessment measures what it is
intended to measure; the degree to which
the interpretation of scores resulting from an
assessment activity are ‘well grounded or
justifiable’ (Cook, 2014).

Predictive How well an assessment is correlated with future

validity observations of performance.

Reliability The reproducibility of assessment scores between
cohorts, over time and by different assessors.
Inter-rater reliability (IRR) and agreement (IRA)
assess the level of similarity between responses
provided by different judges/observers.

Feasibility Are there the resources including time, examiners/

observers, patients, space and finance to carry
out the assessment as developed? A cohort of
100 students for an OSCE, for example, is a very
different proposition from a cohort of 300.

Acceptability Assessments should be seen to be fair and equitable
by all stakeholders. Students would consider it
unacceptable to be examined on topics not

covered in the curriculum.

Opportunity for  An assessment is wasted in educational terms if
feedback learners do not learn from it. Consideration needs
to be given to how learners may receive feedback
on their performance, which should be timely,
constructive and specific.
Educational Assessments drive learning; assessments should be
impact developed to stimulate learners to learn what is
important and necessary. How may this impact be
measured in the short and long term?
Cost Cost is not just financial but also includes time. Do

the outcomes of an assessment merit the costs?
Indeed, how are costs measured?

effectiveness

Authenticity Assessment tasks are relevant and appropriate for the

stage of learners and context; e.g. junior students
should not be asked to play an intern in an OSCE,
though this is acceptable for final year students.

High stakes assessments should be valid and reliable. This
increases their acceptability to stakeholders including those assess-
ing and those being assessed. Assessments need to be seen as fair and
trustworthy. Double marking may increase acceptability, particularly
for clinical examinations such as the OSCE, but may not be feasible.
Many medical schools have large student cohorts, some over 300.
Finding the resources (space, assessors, time) for such large numbers
can be difficult and costly if simulated patients and assessors are paid.

Traditionally assessors/examiners have been senior doctors or
educators — experts in the field. More recently, peer and near-peer
assessment has become more widespread particularly for group
and team-based activities, and work-based assessment. The role of
patients in assessment is an important consideration, with a move
from passive to active involvement (see Chapter 21).

Learning and assessment should occur in cycles, with aggregated
assessment data points longitudinally throughout a programme, rather
than one-off single assessments (Figures 38.3 and 38.4). Individual
data points are then maximised for learning and feedback value, and
summative decisions are based on the aggregation of many points.
Fundamental to this process is sampling across a range of assessment
types and contexts, thus reducing bias because of the inherent subjec-
tivity of examiner judgements (van der Vleuten et al., 2012).



Practice points

e Written assessments should form part of an overall assessment strategy
¢ Institutions are now frequently sharing their banks of questions in return for new items for the bank
e Machine markable assessments take time to write but are quick to mark and provide psychometric data

Table 39.1
Response
Question type Marking format
Single best answer ~ Machine Closed
(SBA) /best of markable
five/ multiple
choice question
(MCQ)
Multiple true false Machine Closed
(MTF) markable
Extended matching  Machine Closed
question (EMQ) markable
Short answer Human Open-
question markers ended
Essay question / Human Open-
modified essay markers ended

question (MEQ)

Figure 39.1 Example of a single best answer
(SBA) question
Stem: A 5-year-old girl has had a headache most days
for the last 4 weeks. It is worse in the mornings and
eased by paracetamol. She was still going to school
but for the last week she has been vomiting on waking
up every day and says her ‘tummy’ hurts.

Lead-in: Which is the single most likely diagnosis?

Options: A. Abdominal migraine
B. Brain tumour
C. Epstein Barr virus infection

D. Idiopathic intracranial hypertension
E. Tension headache

University of
o el
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63 &=
INSTRUCTIONS

Use an HB or 2B PENCIL o
Rub out any errors thoroughly

Please mark your answers
like thi;

is: m—

Do NOT use ticks, crosses
>r circles

Strengths and weaknesses of some different types of written question format

Advantages

Flexible

Easy to administer

Cover a broad range of topics in a short time

Give reliable scores per hour of testing time

Test application of knowledge

Test a range of areas, e.g. assessment,
investigation, treatment

Disadvantages

Can have redundant distracters
Can cue the right answer

Need practice to write well
Difficult to test higher-order skills

Easy to administer

Cover a broad range of topics in a short time
Test a range of areas

Only test factual recall
Can be easy to guess

Focus on problem solving Less coverage of topics

May reduce cueing Hard to find homogenous options for all
vignettes

Better for diagnosis than other elements

Take longer to answer
Less coverage of topics
Need expert markers

Need a clearly defined answer key
Can lack clarity

Can test in ‘grey’ areas

Can test reasoning and application of

complex concepts, including ‘grey’ areas
Can test analytical skills

Take longer to answer

Less coverage of topics

Need expert markers

Need a clearly defined answer key

In MEQs, if get first part wrong will likely
get all parts wrong

Figure 39.2 Item analysis data following a computer marked test
Item analysis report

Exam statistics: mean 85.2 (72.6%), st.dev: 16.1 (13.79%), candidates: 224, KR20: 0.89

Question 61
100 = pmy
Thirds Right Wrong R-W Void | |
80
Mean score 1464 %all 732 26.8 46.4 0.0
0/ & 60
33%item 39 Upper 947 53 895 00 .
discrimination
40
Point biserial  0.342 Lower 50.9 49.1 18 0.0 ]
20
Correctanswer B  Facility 73.2
0
12 3 4 5
% Answer frequency
Multi  Blank A B (o} D E
0.0 0.0 17.9 73.2 0.0 5.4 3.6
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ritten assessments are used in a variety of medical settings

across the world, from undergraduate end-of-year exams

to postgraduate licensing and specialist qualifications. Part
of the reason they remain popular is their ease of administration.
They allow reliable and standardised testing for large numbers of
candidates at a relatively low cost. However, they should be only one
part of an overall assessment strategy to test clinical competence.
Written assessments generally achieve testing at the bottom two
levels of Miller’s Pyramid; ‘knows’ and ‘knows how’ (Miller, 1990).

A number of different formats can be used, each of which has
advantages and disadvantages (Table 39.1). Not all question types
are mentioned here, although the main ones in use are. They can
be broadly categorised in two ways:

Machine markable versus human marked

Closed question format versus open-ended format.

Clearly, machine-markable tests are easier to administer to
large cohorts. The commonest question type in use in UK assess-
ments is the SBA (single best answer), sometimes known as a best
of five or an MCQ. While some argue that these questions are
not suited to testing higher order cognitive skills, evidence shows
that the response format itself is not as important as the stimulus,
that is what you ask and how you ask it. An example of an SBA
is shown in Figure 39.1. This type of SBA does not simply test
knowledge recall, such as what is the incubation period for hepa-
titis A, but if written as a clinical scenario requires application
of knowledge. EMQs (extended matching questions) are written
around a theme, such as causes of headache, and a long list of
options is presented followed by a number of clinical vignettes.
The candidate selects one correct option from the list for each
vignette. MTF (multiple true false) questions allow candidates to
select either true or false for a number of statements around an
issue or case.

While many medical schools still use open-ended format ques-
tions, these are notoriously difficult to standardise and require
much more time and resource in the form of human markers.
They are, therefore, less popular. Short-answer questions ask a
candidate to write a few words in answer to a specific question.
Essay questions require longer answers, although they can be
broken down into specific subheadings in MEQs (modified essay
questions), which may follow a patient case from diagnosis to
management for example. Other forms of assessment, such as the
OSCE (objective structured clinical examination), may also be
used to assess higher order skills, such as clinical reasoning, as
part of an overall assessment strategy (see Chapter 40).

The key message is that there is no right type of question. Dif-
ferent question formats will suit different purposes. It is important
to be clear about what it is you are trying to test, to understand the
advantages and disadvantages of different methods, and to decide
where your written assessment fits into an overall assessment of
clinical competence using a variety of instruments.

Writing good test questions is far from straightforward. Published
guides are available that go into detail on specific question types.
Generally, though, questions are best written in small groups,
with consultation before they are used live. Groups should include
content experts as well as well-experienced question writers. Sen-
tences should always be clear, concise and use plain language while
containing all necessary information. A reviewer can check that a
question actually asks what was intended. In SBAs, a good candi-
date should ideally be able to give the answer without seeing the
options — the cover test. The question should be set at the right
level for the learners being assessed and be congruent with the
appropriate learning outcomes for the stage of learning.

It is obviously important that the correct answer is actually correct
and that incorrect ones are definitely incorrect. This can be trickier
than it sounds and is another reason why review is so helpful, for
both closed-format questions and in constructing the answer key
for open-ended questions. In closed formats, answers should all be
homogenous, logical and ideally all the same sort of length to pre-
vent candidates easily choosing one over the other. It is usually fairly
straightforward to find three plausible options for an SBA, but finding
four or five can be more difficult. However, despite evidence show-
ing that candidates rarely actually choose between more than three
options, five remains the standard number. It is equally tricky finding
an homogenous set of eight or more options for an EMQ. Therefore,
they risk simply becoming a set of SBAs, all on the same theme.

The quality of an assessment depends on the quality of individual
items so it is vital to do as much quality control as possible before
using items in testing situations, particularly in high-stakes summa-
tive assessments. This means review by both content and assessment
experts, blueprinting items to the curriculum (see Chapter 38) and,
occasionally, trialling items beforehand. A great deal of data can be
gathered when an item is used in a testing situation and much of this
can be helpful for item design and feedback.

When machine-markable tests are marked, the software pack-
age will generally give you psychometric data about the whole test
and each item. While it will depend on the cohort tested, these data
can be helpful in spotting item flaws. A good item will discriminate
between competent students, who do well overall, and those who
have not achieved competence. It will also be relevant to the cur-
riculum and not too hard or too easy. Figure 39.2 shows an exam-
ple of data generated about an SBA question.

If you have the luxury of a large bank of questions and enthusi-
astic writers, you may be able to test items in situ during an assess-
ment, with such items not being included in the final mark.

Written assessments are therefore good for testing knowledge
and application of knowledge and can be delivered to large cohorts
feasibly, reliably and at relatively low cost. However, good-quality
control procedures are needed to ensure that the right types of
question are used depending on the testing situation, and that
individual items are constructed to the highest quality.
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@ Assessment of clinical skills

e Clinical skills assessments test either competence (what a learner or practitioner is able to do) or performance (what they actually do in practice)
e The Objective Structured Clinical Examination (OSCE) is the most commonly used assessment of clinical competence
e Whilst OSCEs are resource intensive, they have high levels of reliability and validity
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Figure 40.1 Schematic of an OSCE circuit

Ld

Candidate 4: start station 4

Candidate 6: start station 6 ’

Q Candidate 8: start station 8

Candidate 10: start station 10

Table 40.1 Example of an OSCE blueprint

Figure 40.2 Example of a checklist-based OSCE mark sheet Figure 40.3 Example of a domain-based OSCE mark sheet
University Medical School University Medical School
Final year OSCE Examiner Marksheet Final year OSCE Examiner Marksheet
Station 2 Station 1
A = outstanding B =good C =adequate D = marginal E = inadequate A = outstanding B = good C = adequate D = marginal E = inadequate
1. Introduces self to patient A2 aE 1. Initial approach to patient LSS S
2. Positions patient at 45° EARNE ROR DIWE R
3. Examines surroundings [EAREE CR D=, . o o AR & ® E
4, B peipey (e (Es W aees él é. él \%. é 2. Information gathering/history: clinical content [ Y e e e
5. Exposes and inspects chest wall fully A S
6. Palpates trachea and apex beat s 3. Information gathering/history: communication skills i
7. Checks for expansion front and back e
8. Percusses in 6 areas front and back A S S . . A B C D E
9. Auscultates in 6 area front and back e e ] Sl aceoendbiessonalia ===
10. Checks vocal fremitus in 6 areas front and back ﬁ. &. &. &.é
N g A B C D E

11. Correctly interprets findings e e e 5. SP mark &. é & é é
Global 6 5 4 3 2 1 Please mark in the Global 6 5 4 3 2 1 Please mark in the
Rating (] - - (] - - box as shown, using Rating - (] (] - (] (] box as shown, using

EXCELLENT VERY GOOD CLEAR PASS BORDERLINE BORDERLINE CLEAR the pencil provided EXCELLENT VERY GOOD CLEAR PASS BORDERLINE BORDERLINE CLEAR the pencil provided

PASS FAIl FAIL m PASS FAIl FAIL =)
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clinical practitioner uses a variety of skills in the workplace.

Assessing these is clearly far more complex than testing

knowledge using a pen and paper. Over the last 30 years a
number of assessments of clinical skills have been developed and
validated. These either test clinical competence - what a student or
practitioner is able to do — or performance — what they actually do
in practice. Performance assessments take place in the workplace
(see Chapter 41). Tests of clinical competence take place in arti-
ficial settings and have the advantage of being able to assess many
individuals at the same time in a standardised way.

The Objective Structured Clinical Examination (OSCE), intro-
duced in the 1970s (Harden et al., 1975), is the most widely used
assessment of clinical skills. It comprises a series of structured,
timed stations around which each candidate moves in sequence.
Each station tests a particular clinical skill, or set of skills, and
involves varying degrees of simulation: manikins, part task train-
ers, simulated patients (SPs), computer-based simulation or a com-
bination of these. Sometimes ‘real’ or standardised patients are
used with specific signs. Each candidate completes the same set of
tasks in the same time, moving around a circuit (Figure 40.1). The
length of each station needs to be just long enough for a competent
candidate to complete the task. Stations are usually the same length
in a circuit although sometimes double stations are used for more
complex tasks. Each station is marked by a different examiner,
who completes a structured score sheet that has been determined
in advance. The OSCE is typically used in summative assessments,
at both undergraduate and postgraduate level. It has been shown to
have high levels of reliability and validity due to having high num-
bers of stations marked independently in a structured way.

While they play a central role in the assessment of clinical skills,
OSCEs can be time consuming and difficult to organise. Planning
needs to begin, ideally, several months in advance and a dedicated
team of people is needed to run a large OSCE well. Top tips for
running a successful OSCE are:

Have a standard operating procedure detailing what will be
done, when and by whom.

Draw up a blueprint well in advance (Table 40.1) that is mapped
to the curriculum; give people deadlines to write each station.

Carefully calculate how many candidates you have, how many
stations you need, how long each complete circuit will be, how
many circuits you can run alongside one another and how many
sessions you will need.

Start recruiting examiners to fill all stations, circuits and sessions
well before the exam, and always recruit a couple of extras.

Ensure all examiners are trained and know what their roles are.

Compile a list of resources needed - actors, volunteers, mani-
kins, equipment — and assign someone to arrange these.

Pilot all new stations to make sure they work as expected.
Expect the unexpected on the day of the OSCE itself. Make sure
there are plenty of people on the ground to troubleshoot.

A good station will be based on a real clinical encounter, have a
clear construct, test specific clinical skills, be achievable in the
time allowed and minimise potential sources of bias or error. This
is hard to get right, and review by peers and experts and trial runs
are vital to anticipate all potential problems. Remember:

Don't try to cram too much in to the station.

Think carefully about the task you are asking the candidates to
do and make the instructions clear and specific.

Make instructions for actors/SPs clear, comprehensive and real-
istic — consider all possible avenues the candidate might take.

Consider what elements should be scored and what the candi-
date will gain marks for, bearing in mind their teaching.

Make the examiner’s part as small as possible — don’t build in
viva questions.

The two main types of scoring are checklist based and domain based
(Figures 40.2 and 40.3). Checklist style mark sheets are more suited
to novice practitioners who are just learning a skill and practise it
in a fairly rigid way (Boursicot et al., 2011). Domain-based scor-
ing systems award marks in domains of practice, such as approach
to the patient or information gathering, and allow more flexibility.
They are usually coupled with anchor statements, or guides for
examiners on what is expected to gain marks. Whichever system
is used, marks can be weighted to attach more importance to cer-
tain aspects of the skill. Generally, examiners are also asked to give
a global overall rating of performance to aid standard setting (see
Chapter 44). Assessors are used, although the patient (real or sim-
ulated) may be asked to award a judgement in an agreed domain,
such as communication.

When designing an OSCE, thought has to be given to the unspo-
ken messages educators are giving learners. For example, having
7-minute stations for breaking bad news suggests that certain com-
plex tasks can be done well in such a short time in clinical practice.

The OSCE replaced the traditional long case, which was inher-
ently variable and unreliable. However, the Objective Structured
Long Case Examination Record (OSLER) involves standardised
patients and structured mark schemes to allow assessment of a
whole patient encounter rather than a part task; large numbers are
needed for reliability (Gleeson, 1997). Various surgical specialities
have also developed their own variations on the OSCE to assess
specific surgical skills.



Q Work-hased assessment

e Work-based assessment (WBA) focuses on assessment of performance in
everyday clinical practice
Many different types of WBA are now being used

e WBA has problems with reliability but, over time, is useful for formative
assessment to support learning

e Multiple assessments by different people over time helps improve the reliability
of WBA for individual learners

Table 41.1 Multi-source feedback form: example of some typical questions

Figure 41.1 Examples of a mini-clinical exercise (mini-CEX) form

Please refer to www.hcat.nhs.uk for guidance on this form and details of expected competencies for F1 Anythin ially good? Suggestions for development
Mini-Clinical Evaluation Exercise (CEX) - F1 Version ALY &
Doctor's
Sumame
Forename
‘Aamd action: ‘
M Number: m GMC NUMBER MUST BE COMPLETED
Ginical seting: ARE OPD Tn-patient “Acute Admission GP Surgery Have you had lrlaining in the use of thi [ Face-to-Face [] Have Read Guidelines  [] Web/CDrom
O ] ] ] ] Assessor's Signature: oate g }"ime taken)ior observation:
Ai i/ CVs/ N h (mi 3 (in minutes)
v ND FUD = Do' o ] H'stEy DD_O‘“S'_ = = | Dj / Dj ime taken for feedback:
ow o0us of i i fagnosis anagement fanation b
New or FU : O O | encounter: O 0 [} 0 Assessor's Sumame (in minutes)
T e B HNERRRERNEEERERNEEEREENEN
seen before by trainee: O O O O of case: O O 0 Assessor's registration number: ‘ ‘ ‘ ‘ ‘ ‘ ‘
Assessor’ Consultant GP SASG SHO
e W N O O Wi ‘ e AR
Number of previous mini-CEXs & é é é é EQ >D9 S 7 Adp permission from fene
observed by assessor with any trainee:
i N Borderlin Meets N . . . . .
mﬁ:e follciindlareas Belou expectatns | for F1I_ : oxpectaons for | Aboieepecttions | ;. Source: Understanding Medical Education: Evidence, Theory and Practice,
: L] 2nd edn. Edited by Tim Swanwick. © 2014 The Association for the Study of
1. History Taking O O O O O O O

Medical Education. Published 2014 by John Wiley & Sons, Ltd. Reproduced
with permission of John Wiley & Sons.

somesse 1o ola | o | o oo

Poesowsn _ |D 0] 0| O | O O 0]

7. Overall clinical care O 0 0 O 0O 0O |

‘ "U/C Please mark this if you have not observed the behaviour and therefore feel unable to comment. ‘
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ork-based assessment (WBA) focuses on assessment of

performance in everyday clinical practice, rather than of

competence under controlled conditions such as in the
Objective Structured Clinical Examination (OSCE) (Chapter 40).
WBA assesses at the ‘does’ level of Miller’s pyramid (Miller, 1990).
Even in the workplace, in clinical environments, a single demon-
stration of competence at one time (for example an assessment of
one consultation) is not enough to prove adequate performance
in the workplace, from day to day. The gap between competence
and performance was identified several decades ago (Rethans
et al., 1991) with subsequent recognition of the importance of
work-based assessment to bridge this gap. Performance is the abil-
ity to do the job well, what doctors do in their professional practice
(Rethans et al.,2002) and is assessed ‘on the job’ in clinical practice.
WBA is also referred to as workplace-based assessment.

A growing number of methods of assessment are used pre- and
postqualification of which the first three below are most com-
monly used:

Mini-clinical exercise (mini-CEX).

Directly observed assessment of practical skills (DOPS).

Case-based discussions (CBDs) of patients the learner has man-
aged with a more senior clinician; explores understanding of par-
ticular cases focussing on the whole case or a particular aspect.

Shift report during which a trainee is observed for the duration
of a clinical shift.

360-degree evaluation (multisource feedback, MSF) - structured
feedback is gathered from a range of sources including from nurses
and other health professionals, receptionists, senior and junior col-
leagues, and sometimes patients. Respondents may be invited by a
supervisor or the individual requiring feedback (Table 41.1). Data
are anonymised and may not be timely or constructive.

Incognito/unannounced simulated/standardised patients in
consultations - not commonly used except in the Netherlands as
the method has numerous logistical, and some feel ethical, issues.

Videotaped consultations in clinical settings with real (not simu-
lated) patients.

Patient satisfaction surveys - tend to focus on communication
and professionalism; these are anonymised to ensure patient care
is not compromised in future.

Patient quality of care and outcome data through audits and
computerised records — not commonly used during training but
often linked to payment in some countries.

Requirements for the number and timing of WBA at the vari-
ous levels of education and training vary across jurisdictions and
specialties.

WBA should provide a framework for supporting and improv-
ing learning and teaching. As such, it falls under the heading
of assessment for learning and is an opportunity for structured
feedback and discussion between observer and observed. How-
ever, WBA instruments have also been developed to improve
the validity and the authenticity of judgments of performance. A
series of WBA may be used in conjunction with other in-training
assessments (ITA) to provide evidence that a doctor in train-
ing or student is fit to progress to the next level of training, or
requires remediation.

To improve reliability and objectivity, complex and context-
specific clinical tasks have been broken down into discrete
elements in some WBA. For example, during the mini-CEX a
learner (student or doctor in training) interacts with a patient
to elicit a history and carry out a physical examination (Norcini
et al., 2003) and is rated on interviewing, examination and coun-
selling skills, professionalism and communication, clinical judge-
ment and organisation/efficiency (Figure 41.1). However, even
with the most detailed grade descriptors for each of these skills or
tasks, there is an element of personal opinion (Kogan et al., 2009),
which is acknowledged by the common addition of a global rat-
ing independent of the accrued grades on the checklist. While the
focus is on observation and feedback by a sole assessor the fact
that the inter-rater reliability of the mini-CEX is variable may not
be a major issue. Formal assessor training has not shown a consis-
tent effect on improving the reliability of rating (Boursicot et al.,
2011).

A systematic review of WBA from 2010 looked at the published
evidence as to its impact on doctors’ learning and performance
(Miller and Archer, 2010). It found that while many papers
describe WBA, its development and implementation, few con-
sider educational impact. The authors conclude that there is only
objective evidence that MSF can lead to improvement, though
subjective data from doctors in training and assessors suggest that
the mini-CEX, DOPS and CBDs did improve the quality of train-
ing. The feedback process in MSF is certainly important, as is the
impact of negative feedback.

While the mini-CEX does mimic the task of a medical student or
doctor in training, checklists of discrete elements are ‘at least in
part, responsible for what might be described variously as “reduc-
tionist”, “deconstructive”, “tick-box”, “mechanistic” or “instru-
mentalist’ approaches to assessment’ and ‘the lack of appreciation
of assessment as the learning tool for the student’ (Amin, 2012,
p. 5). Without a feedback dialogue, WBA can become just some-
thing to ‘get through’ during training. In busy clinical settings it
may be difficult for learners to find an appropriate clinician to
observe them, who also has the time for the feedback process. In
addition, although patients are involved in the mini-CEX, they are
not necessarily asked for their opinion on the learner’s or profes-
sional’s performance. Patient feedback may be gathered as part of
the MSF or through separate patient satisfaction questionnaire but
this does not allow discussion, unlike learning through a simulated
patient activity.



@ Assessing professionalism

Practice points

e Assessing professionalism is a very complex and evolving field

e Academic assessment of professional behaviours should be carried out using multiple assessment tools and assessors, and must include
work-based assessment

e Unprofessional behaviour may lead to fitness to practise procedures, but these must be clearly distinguished from the academic
assessment process

Figure 42.1 Example of professional assessment blueprinting

Summative Formative
Assessment - Clinical SSCs/ . . . Patient Concern Academic
modality MEh RECER IMinCEX placement cases Sindlaven letecticn feedback forms record
Demonstrates honesty/integrity v v v v v v
v v v v v
Respects others views/opinions v v v v v v
| Appropriatedress v v v v
Reliable v v v v
| Insightful/thoughtful/reflective v v v
Knows own limits and boundaries v v v v
| Handles emotions appropriately v v v v v v
Listens v v v v v v v
[}l Copes wellunder pressure v v v
E Works constructively in the team v v v v v
i} Understands/maintains professional boundaries v/ v v v v v
¥ Understands impact of behaviour on others 4 v 4 v v
==} Shows appropriate leadership v v
738 Working with patients v v v v
71| Supportive/helped my learing v v
Demonstrates caring/empathy/compassion v v v v v v v
| Advocates for patients/families v v v v
Communicates appropriately v v v v v v
| Gives understandable information v v v v v
Demonstrates ethical approach v v v v v v
_ Understands limits of own role/abilities v v v v v v v
Understands and applies the law v v v v v v
| Engages with activitieswell v v v v v
Prioritises appropriately and meets deadlines v v v

Figure 42.2 Example (part only) of end of clinical placement assessment form

Part 2: Professionalism and values

Scope of practice — This student (please tick one option that applies):

* Sought opportunities to extend their expertise within safe boundaries

e Practised safely whilst recognising their own limitations

e Struggled to recognise own strengths and weaknesses and required advice to take full advantage of the learning opportunities available
e Practised unsafely and failed to understand their own boundaries and/or the limitations of their role-2

Communicating with all colleagues - This student (please tick one option that applies):

¢ Consistently demonstrated excellent communication skills, whenever observed

* Communicated effectively and appropriately at all times, when observed

e Initially required guidance on effective and appropriate communication and has now improved to the required standard
¢ Demonstrated significant deficiencies in communication skills despite guidance

Patient advocacy - This student (please tick one option that applies):

¢ Consistently demonstrated caring, compassionate, respectful, advocatory patient centred care
e Initially failed to demonstrate patient centred care but improved with guidance

¢ Consistently failed to demonstrate patient centred care

1 Examples of unprofessional behaviour include: inappropriate dress, dishonesty, lack of respect, failure to demonstrate an ethical approach to practice, failure to understand legal principles in practice,
difficulties handling their emotions, lack of insight and reflection.
2 A serious lapse in professional behaviour should also prompt completion of a student concern form. With acknowledgments to Swansea University
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he complexity of defining the attributes, competencies and

behaviours that comprise ‘professionalism’ in practice means

that assessments need to consider: knowledge and under-
standing; practical skills and procedures; problem-solving abil-
ities; and behaviours that reflect attitudes and characteristics.
Behaviours must be assessed in context as learners may act unpro-
fessionally when they feel pressured to do so, for example exam-
ining a very unwell patient just because they have ‘good signs.
Alternatively, they may ‘fake’ professional behaviours when they
feel they are being observed and behave differently when working
independently.

Assessing professionalism is one of the most challenging areas
to assess and Goldie’s (2013) review summarises the approach to
assessing professionalism as an evolving field. Because it is a mul-
tidimensional construct, dependent on cultural contexts, indi-
viduals, teams and situations, then a longitudinal, multidimen-
sional approach needs to be taken. Assessments need to be both
for learning (developmental) and of learning (checking knowledge
or practical competence). Increasingly, professionalism assessment
is mapped into domains (e.g. working with other professionals
or punctuality), which are tested longitudinally and blueprinted
across a range of assessments (see Figure 42.1 for an example). This
approach can help highlight areas of particular strength or in need
of improvement.

Formal assessment might sometimes give rise to a professional
concerns or incident report for individual learners (e.g. being rude
to a ‘patient’ in an OSCE) and may highlight support needs or
fitness to practise issues. Care must be taken however to clearly
separate assessment of academic professional behaviours or under-
standing from fitness to practice processes, although similar issues
(e.g. persistent lateness or plagiarism) may arise and be considered
through both processes.

As with any assessment, the methods chosen need to be reliable,
valid, feasible and acceptable (see Chapter 38 for definitions).

Paper assessments or computer based tests can be useful when
assessing the knowledge or understanding which underpins pro-
fessional practice (see Chapter 39). Typical assessments include:

Case studies with patients/families: these can be designed to assess
understanding of professional issues (such as ethical issues) in
depth, including an empathic understanding of the patient’s
perspective and reflective narratives.

Service or quality improvement projects (including audits),
which assess understanding of health service changes, evidence
based practice and the role of the learner as a change champion.

Multiple choice questions (MCQs): these are useful for checking
knowledge of specific issues (e.g. the law, professional bodies’
requirements) as well as applying knowledge to practice, for
example through clinical vignettes.

Situational judgement tests (SJTs) are currently used more in
selection (see Chapter 9). Learners have to rank their responses
to professional dilemma-based scenarios. There is not usually
one clear answer, but some are better (or worse) than others.

Significant event or critical incident analyses can be used to
assess learner’s analysis (understanding) and reflections on and
for action regarding a positive or negative event of significance
to them.

Portfolios are useful for assessing reflection, insight and
understanding of the impact of actions on others (see
Chapter 43).

Practical assessments, whether of single competencies (e.g. insert-
ing a nasogastric tube, taking blood) or assessing multiple, complex
high-level competencies (e.g. managing emergency situations) can
be undertaken under test conditions or in the workplace. Whilst
assessment of professionalism does not specifically consider techni-
cal skills or procedures, it is difficult to disentangle these, particu-
larly in the workplace. The most common instrument used is the
OSCE (Objective Structured Clinical Examination) which includes
anumber of stations testing different competencies of varying levels
of complexity (see Chapter 40). The OSCE is designed to test a com-
bination of practical skills, written ability and verbal and non-verbal
behaviours. Stations that test professional behaviours and under-
standing may include video or computer-based ethical scenarios as
well as clinical and communication skills’ assessments (e.g. show-
ing respect or empathy or giving information appropriately) using
simulators, manikins, actors, simulated patients or real patients.

These are generally considered to be the most valid tests of profes-
sional practice when carried out on multiple occasions, by different
assessors, in different contexts (see Chapter 41). Most programmes
include an end of placement assessment of learners’ performance
completed by the supervising clinician and/or their team. This is
usually a checklist which asks various questions relating to clini-
cal abilities as well as how the learner worked with the team, with
patients and families, their timekeeping, etc. (see Figure 42.2).
One issue found in practice is that clinicians are often unwilling
to ‘fail’ learners and may not report ‘minor’ unprofessional behav-
iours as they may think this could lead to sanction (Ypres-Roi et al.,
2015). However, repeated occurrences of such low level behaviours
can indicate a need for remediation or a fitness to practise issue, so
encouraging open recording of these behaviours is important.
Some work-based assessments are more global, for example
the P-MEX (professional mini-evaluation exercise) considers four
sets of professional skills. Other instruments (e.g. the Mini-CEX)
focus on specific aspects of clinical performance or observed clini-
cal encounters and incorporate professional domains within them.

Ideally, all assessments of professionalism should aim to encourage
and facilitate learning and reflection. Feedback is an impor-
tant part of learning. Feedback needs to be timely, focussed
on improving performance or highlighting unhelpful behav-
iours, use specific examples and be constructive. Multisource
(or 360 degree) feedback (MSF) is a specific approach that aims to
gather and collate standardised feedback from a number of peers,
colleagues or patients in a systematic way. MSF is a powerful tool for
development if used well but feedback needs to be given carefully
and with support, especially if negative. Patient surveys are becom-
ing increasingly common for practising clinicians. Chapter 37 looks
more closely at the role of feedback in developing reflective practice.

Many examples of self-rating forms exist relating to professional-
ism; some are free online resources, others have to be adminis-
tered through an organisation. These include scales on empathy,
resilience, time management, reflection, cultural competency, team
working, leadership and personality preferences. If used with care,
they can help learners develop self-insight and understanding.



@ Portfolios

¢ Portfolios are collections of work and artefacts to demonstrate a Possible medical student contents
person’s ability or competence within a particular field

e They include learning plans with evidence of learning and
reflection on learning

e They can be very resource intensive if required for summative
assessment

Tutor reports

Evidence of communication skills

Skills log with evidence of attainment

Evidence of meeting professionalism outcomes
Certificates or awards

Assessment results

Reflective diary

Postyraduate/revalidation contents

Learning plans

Certificates of attendance at courses
Work-based assessment forms

Critical incident analysis/significant event audit
Clinical audit activity

Patient satisfaction forms

Peer review of teaching
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Figure 43.1 Assessing using portfolios
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ortfolios are purposeful collections of work to demonstrate a

person’s ability within a particular field. The word originally

referred to the object containing the work that allowed it to
be portable. The contents are evidence of something: for example
drawings and paintings are evidence of an artist’s ability. In medi-
cal education, portfolios are a collection of documents (or other
materials such as audiotapes, videos) that help provide evidence
that learning has taken place, as well as some form of reflection on
documented events (Snadden and Thomas, 1998).

Portfolios are frequently required to show that learners have
reached the required standard for their level of training. For
doctors this includes evidence of fitness to practise and appropriate
professional attributes. In the UK, the 5-yearly revalidation cycle
requires doctors to keep a portfolio that is discussed at their annual
appraisals. Professional medical educators also need to develop a
portfolio, which may include evidence of teaching and learning,
evaluations and qualifications in education.

The contents depend on the purpose of the portfolio and its role
in formative and summative assessment. They may be very strictly
defined and structured, or more flexible and learner centred.

In many countries, doctors need to provide evidence of continu-
ing professional development (CPD) in order to continue to be
licensed or registered to practise. Revalidation of doctors in the
UK is a formal example of this process. Medical schools, by ensur-
ing that students are familiar with maintaining a portfolio as a
record of their learning and competence, ease them into the habit
of collecting evidence from an early stage of their careers. In addi-
tion, portfolios are useful tools for demonstrating professional
development.

Personal and professional development (PPD) courses and pro-
fessionalism outcomes focus on communication and interpersonal
skills, ethics and values, self-care, critical analysis and working in
teams. Evidence of achieving outcomes or competencies in these
areas at the appropriate standard can be ideal material for inclu-
sion in portfolios.

At a basic level a portfolio is a learning plan with evidence.

Learning plan: A list of learning outcomes or competencies to be
achieved.

Personal development plan (PDP): Educational priorities for
a set period of time. Should include how the priorities are
identified, how learning is to be achieved and what evidence
will be collected to show achievement.

The crucial elements of a PDP include what needs to be learned,
how you know you need to learn it and (to close the loop) how you
know you have learned it. As the name implies, PDPs should be
personal and should therefore be unique to an individual. How-
ever, students need guidance, especially in their early years. Learn-
ing outcomes are defined in the formal curriculum but students
still need to be able to reflect on whether these have been met.

Trigger questions, including PUNs and DENs (patients unmet
needs, doctor’s educational needs) in clinical practice (Eve, 2003),
are helpful for setting personal outcomes across the continuum of
education.

An institution, profession or specialty may stipulate what a port-
folio should look like, particularly if it is to be used for summative
assessment; uniformity helps assessors find their way around the
contents. Paper-based portfolios can be difficult to carry around.
Care needs to be taken about confidentiality and anonymity of
contents — any data relating to patients should not be identifiable.

Evidence may be collected and stored electronically. E-portfolios
are portable and accessible at multiple locations if cloud based.
However there may also be issues of confidentiality and access
should be protected.

Given the large number of medical students at some schools, the
assessment of portfolios represents a tremendous undertaking in
terms of resources. For summative assessment there are issues
of reliability (how many assessors are required?). For formative
assessment, portfolios need to be reviewed to check progress and
responses to feedback. Ideally, some form of appraisal or interview
process should be undertaken with each learner so that feedback
becomes a dialogue and the process itself becomes part of the evi-
dence. Certainly students who produce below standard portfolios
should have a chance to discuss their work with a tutor/faculty
member. Of course this raises the question of how the standard is
set, and whether there is a pass mark or grading system.

Driessen et al. (2005) have advised that the interpretation of
portfolio contents for assessment should follow the principles of
best practice in qualitative research methodology. In particular
attention should be paid to the concept of trustworthiness.

There are two BEME (best evidence medical and health pro-
fessional education) reviews of the effectiveness of portfolios for
learning and assessment. At the undergraduate level there is still
limited evidence, but high-quality papers indicate that portfolios
enhance student knowledge, self-awareness and engagement with
reflection. However, portfolios are time intensive and students may
only be motivated to complete them if they are assessed, and the
quality of reflection is variable (Buckley et al., 2009). Postgraduate
portfolios appear to be practical and effective in enhancing per-
sonal responsibility for learning and for supporting professional
development. Mentor feedback on content improves the efficacy,
although many still remain sceptical particularly because of the
time commitment. e-portfolios are more user friendly but there
are concerns about the inter-rater reliability for summative assess-
ments and it is recommended that other sources of data should
also be used for summative judgments (Tochel et al., 2009).
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@ Setting pass marks

Figure 44.1 Distribution of test marks amongst 250 candidates
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e Standard setting uses a number of methods to set pass marks
for written and practical skills assessments

* Most tests are criterion referenced, the score needed to pass the
test is an absolute standard

e These are either test centred (focus is on judgement of the
test content) or candidate centred (focus on judgements about
individual learners)
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Figure 44.2 Using the borderline regression method for an OSCE
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henever medical students or doctors in training take tests,

some thought needs to be given to deciding what it takes to

be ‘good enough’ to pass. Typically, candidates will achieve
a range of scores, usually following a normal distribution, such as
in Figure 44.1, with some doing very well, some very badly, and
most in the middle. We need some idea of how to decide what
an acceptable standard is: passing those who achieve it and failing
those who do not.

In the ‘old days, medical schools used to simply pass the top,
for example, 90% of candidates in every test, or fail anyone more
than two standard deviations below the mean. The performance of
any one candidate was judged relative to the other candidates who
took the same test, no matter what the overall level of the cohort
was or the purpose of the test. This is called norm referencing and
sets a relative standard. Whilst this is necessary in some cases, for
example, for selection to limited places at medical school or into
specialty training, there are obvious problems with this method
when used to assess clinical competence. Capable candidates in a
strong cohort might fail, even if they are clinically competent, and
poor candidates might scrape through if the overall cohort is poor.

Clearly, patients and the public want to know that their doctor is
competent and safe, and institutions want to pass everyone who meets
this standard. In criterion-referenced assessment, the criteria for
passing the test are decided in advance and the score that is needed
to meet that standard is determined: an absolute standard. Everyone
above that standard will pass. Most high-stakes medical assessments
now use some form of criterion referencing, but there are a number
of methods in use. Some of these are test centred and use judgements
about the test content. Some are candidate centred and use judgements
about individual candidates. All require some form of judgement.

There are a number of ways to set the pass mark for written tests.
Two of the best known are the Angoff and Ebel methods, both of
which are test centred and rely on human judges.

The Angoff method draws on a group of judges, usually five to
ten, who work through all the items in the test and make a judge-
ment about how hard they are for a hypothetical ‘borderline’ candi-
date. This is the candidate who is not clearly bad enough to fail, but
also not clearly good enough to pass. They might be satisfactory
in some areas, but poor in others. They might know the essential
stuff fairly well, but not quite enough of other topics. Their knowl-
edge is a bit patchy and their skills a bit ‘hit and miss. Conceptu-
alising what this borderline candidate for this particular test looks
like is a vital part of any Angoft group. Once this has been agreed,
all judges look at all test items and estimate what proportion of a
group of borderline candidates would get the item right. All scores
are collected and the group discusses their judgements. Judges are

able to change their estimates following the discussion. The esti-
mates for each item are averaged to give the pass mark, as shown
in Table 44.1. Sometimes, if the test has already been administered,
judges can be shown the actual scores achieved for each question
as a sort of reality check. The Angoff method is widely used around
the world and there is good evidence for its reliability.

The Ebel method also begins with conceptualising the border-
line candidate. Judges then classify the items in the test. For
example, they might look at how easy or hard they are, or whether
they represent core knowledge or more esoteric conditions. Once
a classification table has been drawn up, all items are assigned a
place in it. The judges then estimate the proportion of items in each
group (e.g. core knowledge, medium difficulty) that the borderline
candidate will get right. The allocations are discussed and judges
can change their estimates. The pass mark is worked out from the
average proportions and the number of items in each group, as
shown in Table 44.2.

It is important that judges should be chosen who know the
whole curriculum and what is expected of candidates. Both meth-
ods can be time consuming and logistically difficult to organise. All
methods may be influenced by outliers: judges who hold extreme
views (‘hawks and doves’). Sometimes, decisions might have to
be made by institutions about this, for example removing outly-
ing judgements. Other statistical methods of quality assuring tests
can look at reliability after the event and decisions may need to be
taken about repeating, or adding to, standard setting judgements.

It is possible to use test-centred methods for OSCEs, but it is harder
to estimate scores on OSCE stations, especially if domain-based
marking is used (see Chapter 40). Candidate-centred methods
use global judgements of candidate performance, collected by the
examiners during the OSCE, to look at how the borderline group
of candidates did. In the borderline regression method, individual
station scores are plotted out and statistically regressed against the
global scores, using a computer programme, and the cut-off score
is read off to give the pass mark for the station (Figure 44.2).

The number of points on the global rating and what they mean
will be determined in advance when stations are written, along
with where to read off the cut score. Other measures may also
be used to determine whether candidates pass the overall OSCE,
such as passing a certain percentage of stations overall or passing a
number of ‘essential’ stations.

Every method of setting a pass mark is a judgement and no
method is perfect. However, they all aim to adequately give a boun-
dary between candidates who achieve the predetermined standard
and those who do not.



@ Developing yourself as a medical educator

Practice points

¢ Medical education is becoming increasingly professionalised with good opportunities for career development
* A wide variety of activities are available for medical educators to develop their careers and enhance skills
e Formal development activities include organisational or conference workshops through to full degree programmes

Figure 45.1 The teacher—researcher continuum

A number of writers have described the roles of the medical educator as lying on a continuum from teaching to research
(e.g. Fincher and Work, 2006); others include management and/or leadership (e.g. Bligh and Brice, 2009). The figure below
summarises the continuum.

Excellent I Scholarly Scholarly I I Research I
teaching | teaching teaching . Carriesout
Designs and Utilises Uses literature original
implements =~ knowledge and toolsto || research
activities to and theory evaluate that increases
improve to enhance teaching with or expands
learning practice peer-review knowledge

Figure 45.2 Developing your educator practice

In this figure, we have adapted the model in Figure 45.1 in terms of how educators might engage with different activities along the
continuum. It summarises some of the knowledge, skills and activities individuals might need to acquire and engage in as they
develop their educational practice.
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edical education is becoming increasingly professionalised

with education organisations being required to deliver,

the body of knowledge and the opportunities for engage-
ment, development and advancement. Medical education is, how-
ever, a very broad discipline and, given the wide range of people
involved, professional development opportunities and activities
are extensive and can be tailored to stage of learning or career.
When planning development activities, it is helpful to consider
where you (and your interests) lie on the teaching-research con-
tinuum (Fincher and Work, 2006) (Figure 45.1). Figure 45.2 illus-
trates some of the activities, skills and knowledge that might help
develop your educational practice. We expand these ideas in the
rest of the chapter.

Of course, all professionals need to keep up to date with and
extend their understanding of their subject through reading books
and journals, but the focus of this chapter is on other ways of devel-
oping as an educator. The main purpose of educational develop-
ment is to provide the best medical education we can, within the
context in which we work and so most people will dip in and out of
formal professional development activities throughout their lives,
depending on their needs.

An obvious starting point for developing your educator practice is to
attend workshops, take courses or undertake a degree programme
in general, medical or health professions’ education. These might be
offered by universities, postgraduate centres or organisations, pro-
fessional bodies (e.g. Medical Royal Colleges or Medical Councils),
health providers or private providers. Depending on your stage
of training or career or your educational role, some educational
courses may be mandatory. For example in the UK, if you are a
university lecturer or educational supervisor, you are required to
undertake certain approved courses, some of which are externally
accredited. These are primarily geared towards improving practical
teaching or assessment skills. However, for those more involved in
education, developing scholarly teaching (i.e. practice grounded in
theory (Bligh and Brice, 2009) might be required (Figure 45.1).

Depending on your role and interest, a wide range of other
courses (online as well as face to face) are available, which cover
many of the topics in this book. Having a knowledge base and
understanding of educational principles and terminology not only
gives you more confidence and credibility in educational settings
but also should equip you to deliver higher-quality education.

Many medical schools now include education as part of the core
curriculum and some provide opportunities for students to inter-
calate a medical education degree. Increasingly, doctors in train-
ing are able to apply for educational-oriented programmes, some
with time out for a specific role (e.g. teaching fellow) or to study
for a postgraduate award. A large number of masters’ programmes
are available around the world in both face-to-face or distance
learning modalities. Typical core content areas that masters’ and
other courses cover in the early stages include: curriculum design;
learning theories; teaching methods; assessment methods and
evaluation (or quality assurance). Some programmes also include
peer-observed and/or assessed teaching practice. For those pro-
gressing to masters’ dissertation, you will also learn about research
methods and design a research study. This starts to move you along
the teaching-research continuum, and you might go further by

undertaking a PhD or other doctoral programme which allows
you to research in depth about a topic.

Another way of developing your practice is to gain experience in
education through offering to work on projects or initiatives, these
might be internal or external to your organisation. Working with
experienced colleagues is an excellent way to learn about the realities
of medical education and apply some of the theory to actual prac-
tice. For those interested in educational management or leadership,
this is essential and this is where a mentor or coach might be helpful
(see Chapters 33 and 34). Engagement in professional activities such
as these, which may be at all levels (see Figure 45.2) may well require
further development in management, leadership or entrepreneur-
ship, which again can be done through a number of different ways.

A number of associations dedicated to medical or health profes-
sions’ education exist around the world which are an invaluable
resource for your development. Many provide opportunities for
participation in face-to-face or online activities (such as webinars)
and most welcome members from various countries, contexts
or professions. Local or national organisations may have regular
meetings or groups on specific topics (e.g. simulation, assessment,
selection) whereas larger regional organisations usually have an
annual conference or meeting. These are excellent venues for net-
working, meeting like-minded colleagues, hearing from experts
in their field and presenting your work. Conferences usually have
pre- and intraconference workshops on various topics, both on
general education and specific topics. Some associations also pro-
vide free or reduced rate access to educational resources, such as
journals, educational guides and online courses or webinars.

Whilst many educators will focus primarily on their teaching prac-
tice or educational management or leadership, others will be more
interested in actively engaging in research to improve educational
practice. Whether you are involved in evaluation-type activities or
a large research project, identifying how and where you might dis-
seminate your work is important. Most educators start off presenting
locally, then moving to larger national or regional conferences prior
to writing for publication, but this largely depends on your research
and who you are working with. Learning to write or present well is
often a process of trial and error, it takes practice and you need con-
structive feedback. Experienced colleagues and mentors can again
be invaluable in providing guidance, advice and support.

Whilst medical education associations have long welcomed
members on a subscription basis, a relatively recent development
in university and professional education is the establishment of
professional standards for both individual educators and for
programmes (for example Figure 45.3). This development provides
opportunities for educators to obtain formal professional recognition
of their achievements in education. Recognition typically involves
either successful completion of an accredited programme or an
individual application summarising achievements and impact in
various educational domains, reflection (demonstrating values), evi-
dence and referee support. Recognition is usually awarded at various
levels, reflecting the experience, activities and impact of the educator.
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World Health Organization
(WHO) 53
written assessments 82-83, 89
standards and pass marks 92,93

Zone of Proximal Development
(ZPD) 10
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