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SOLE FEEDBACK –Personal and Professional Development
About the PPD Course overall - Please use this page to comment about the PPD course overall. There will be an opportunity to comment on your PPD tutor/s on the following page
   Please answer all questions by selecting the response which best reflects your view.
	
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree

	The content of this course is useful.
	(
	(
	(
	(
	(

	The support materials available for this course (e.g. student guide) are helpful.
	(
	(
	(
	(
	(

	Overall, I am satisfied with this course.
	(
	(
	(
	(
	(


    Please use this box for constructive feedback and suggestions for improvement.

	


Tutor/s Evaluation
Please answer all questions by selecting the response which best reflects your view.
	
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree

	The Tutor encouraged participation

by all members.


	(
	(
	(
	(
	(

	The Tutor encouraged students to share prior knowledge.
	(
	(
	(
	(
	(

	The Tutor encouraged constructive conflict in group discussions.
	(
	(
	(
	(
	(

	The Tutor led constructive feedback on individual performance.
	(
	(
	(
	(
	(

	The Tutor guided the learning process well.
	(
	(
	(
	(
	(


Please give us your specific comments about your tutor’s skills.

	


Personal and Professional Development Course
The 21st Century Doctor
(see link on Intranet) 
Why PPD?

This course is designed to build on the work you have done in your first year of studies and your experiences beyond medical school to prepare you for your role as a doctor.

The content of the five sessions will promote your understanding of the key aspects of becoming a professional practitioner in medicine so that you qualify as a highly competent doctor aware of your own strengths and weaknesses in your approach to the work and self care.

How?
You will have a tutorial in the autumn term to get ready for your clinical attachment and a follow up one in the spring term to discuss your work on the attachment.
During the attachment you have four tasks to complete and submit.

You will also do questionnaires about your personal characteristics before each tutorial.

In between the tutorials you have three modules to study on the Intranet.

What?
 We shall discuss scenarios based on the difficult situations that you will encounter in the clinical setting and how to respond in a professional way.
 There is guidance from the GMC and the medical school to consider. 
In addition, you need to think about your own personality and how your strengths and weaknesses affect how you behave. There are many skills to develop over a lifetime of professional work and we shall consider some that may be particularly helpful. 

The self-study modules on the Intranet also provide information and resources about a number of key aspects of becoming a professional practitioner in medicine, highlighting topical issues that are currently challenging doctors. You are given learning objectives to cover and some reading matter with questions to assist your exploration of the issues. 

The materials on the Education Intranet are supported by activities which should be completed in the timetabled sessions and submitted by the dates given e.g. Belbin Personality questionnaire, resilience quotient and leadership questionnaires etc. 
For up to date information about Assessment of the Course please see the Intranet.
Academic Co-ordinator, Dr Elizabeth Muir 
E-portfolio : some of the questionnaires that need submitting and sections for recording your views on Course materials are hosted in the E-portfolio. You are also recommended to use the Professional Skills log. 
We advise that you also store these as Word documents because you will need to use them in future years.
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SESSION 1 The Professional Doctor: Duties of a Medical Student (taught session in Autumn term)
In preparation for your Year 2 Clinical attachment, this session takes as its starting point the GMC documents Duties of a Doctor and Medical students: professional behavior and fitness to practise. We shall consider the role of medical students, contrasting these with those of qualified doctors, in the light of these booklets of guidance. What are your rights and responsibilities? What are the boundaries? Where do you go for help and advice? What common problems and issues do medical students encounter and, more importantly, what strategies can you use to help you through your time as medical students?
Preparation: You will need to submit your Belbin scores by the 5th October and bring your top scores to the tutorial.
Learning Outcomes
By the end of this tutorial the student should be able to:

1. Understand the relevance of the Personal and Professional Development Course in the   overall curriculum
2. Define the characteristics of a professional 

3. Describe and discuss the concept of medical professionalism in terms of attributes identifiable as virtues 

4. Compare and contrast differences in the duties of a medical student and qualified doctor, based on guidance from the Faculty, the GMC’s professional behavior and fitness to practise document and the principles of patient-centred medicine
5. Judge how to behave appropriately as a medical student

6. Know what to do when medical professional values are put at risk
7. Know what to do to achieve the objectives of the clinical attachments, taking responsibility for own learning, using resources and showing respect for patients.

8. Apply Belbin descriptors to aspects of team/ group work e.g. in other tutorial groups such as PBL.
Tasks to be done during the clinical attachment, for submission via Turnitin.

1. identify how the needs of patients with disabilities are addressed

2. apply your understanding of teamworking principles to real meetings and have contact with the multiprofessional team, eg.dieticians, speech therapists
3. collect and critically analyse 3 discharge reports
4. describe one patient safety issue that you have observed

SESSION 2 The Globally-Aware Doctor: Think Global, Act Local (computer assisted learning session)
In this session, you will explore the impact of prejudice and discrimination on your medical practice. Age, class, ethnicity, gender and disability will be considered as well as the topical area of refugees and asylum seekers. Global influences on healthcare including poverty, human rights and the influence of the pharmaceutical industry will also be explored.
Having worked through this session’s content, you should be able to: 

1. Describe socio-economic, environmental and cultural factors which determine health and access to healthcare 

 2. Apply understanding of how patients’ experiences in other countries and cultures can affect their health and our capacity to provide healthcare in the UK 

3. Describe the roles of doctors and other healthcare professionals in influencing health and health services 

4. Evaluate the influence of the pharmaceutical industry in healthcare 

5. Apply an understanding of issues concerned with prejudice and discrimination

6. Describe the impact of factors contributing to discriminatory practice (including class, race, religion, culture, ethnicity, gender, age, sexuality, disability)

7. Identify aspects of your own background and behaviour and that of others which may affect relationships with patients and colleagues

8. Reflect on and develop strategies for recognising discrimination and implementing anti-discriminatory practice

SESSION 3  The Self-Aware Doctor: Teamwork and Professional Relationships (computer assisted learning session)
This session will provide an opportunity for you to identify and reflect upon difficult or demanding aspects of professional relationships; develop effective coping strategies to deal with difficult situations; consider emotional intelligence; investigate the professional view of team work and how this works in practice and recognise your own strengths as a team member

1. Identify and reflect upon difficult or demanding aspects of professional relationships 

2. Develop and be able to describe effective coping strategies to deal with difficult situations 

3. Define the professional view of team work and describe how this applies in practice

4. Develop an appreciation of your obligations as a team member to colleagues and to patients and be able to apply this understanding to your work-related experiences (academic and clinical)

5. Recognise your own strengths and areas for improvement as a team member

6. Reflect on how your own professional life is maturing and how you deepen your knowledge, challenge your attitudes and broaden your experience through the humanities. 
Please invest time in completing, saving and reflecting on the questionnaires in this Module. 

Reference about Using Social Media- it is safe to load.
http://www.bma.org.uk/images/socialmediaguidancemay2011_tcm41-206859.pdf
SESSION 4 The Health-Aware Doctor: Physician Heal Thyself (computer assisted learning session)
Doctors are often regarded as better at caring for others than themselves. This session aims to develop skills and understanding of self care and looks at some of the major issues for medical students and doctors. The issues of responsibility for other doctors and ‘whistle blowing’ will be explored and you will be encouraged to identify strategies and skills which you will be able to use throughout your career.
1. Describe how to identify stress in yourself and others 

2. Explore the boundaries of responsibility towards yourself and other colleagues and be able     to apply this knowledge to academic and clinical settings

3. Define ‘whistle blowing’ and analyse its consequences 

4. Develop awareness and begin to develop skills and strategies to manage stress and potential professional conflict.
SESSION 5 The Safe Doctor:  Coping with mistakes (taught session in Spring term) and Review of Intranet (CAL) sessions
We shall review your work on the clinical attachment and discuss your reports on the four tasks and the sessions that you have studied on the Intranet. 

We shall consider patient safety in more detail. Why do doctors make mistakes? What factors underlie an adverse event caused by human error? How can mistakes be analysed? Thinking about this topic will help you to explore how your knowledge, skills, attitudes and personalities interact in the professional setting with either beneficial or potentially disastrous effect. How do you cope if you make a mistake? How resilient a person are you and what are your leadership skills? This session aims to promote a culture that seeks for continuous improvement rather than blame.
Preparation. 4 tasks, submitted via Turnitin, and questionnaires: resilience quotient & leadership.

You should be able to:
1. Apply learning from the clinical attachment and sessions on the Intranet to case scenarios

2. Analyse mistakes using the 6 contributory factors of the London protocol to - including studies of the cases of Victoria Climbie and Baby Peter and other real life situations
3. Understand coping strategies including developing resilience

4. Improve patient safety –apply the concept of the ‘servant-leader’, with awareness of your own leadership skills, to the roles of the medical student and doctor
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  To upload any documents: see Guide and Help section on Pebblepad.
Please bring your summary of the questionnaires that you have done on the Intranet and E-portfolio to your session 5 of the PPD course.

Submit your findings from the Clinical Attachment (4 tasks); your resilience quotient and two examples of the leadership questionnaires to your tutor- you will be informed how to do this by e.mail.
References for Session 5:

Gawande, Anul   Complications : a surgeon’s notes on an imperfect science. London: Profile Books 2002 ISBN 1861974981 


   The Checklist manifesto. How to get things right. Profile Books 210 ISBN 978 1 84668 314 5
Vincent, Charles, Ed.  Clinical Risk management   2nd Edition 2001 BMJ publications. ISBN 07279 13921
Imperial resource Research Centre for NHS Patient Safety and Service Quality -one of two centres in the UK, funded by the National Institute for Health Research. Based in Imperial College's Biosurgery and Surgical Technology section, at St Mary's Hospital.
Assessment

The written examination for the PPD course content will be in the paper with Ethics and Law plus Clinical Communication (CC) in Year 3-date to be confirmed. 

A case story will be released in advance to enable you to prepare. The PPD assessment will be in the style of short answer questions. The content will be based around the stated aims and learning objectives of the PPD course, as described on Blackboard and the Intranet for the five sessions of your Year 2 Course.

The short answer questions will be distributed in percentage terms as 60: 20; 20% for Ethics, PPD and CC, respectively.
Please refer to The Medical Ethics and Law and Clinical communication course guides for further information.
Contact the FEO-Exams team if you have any questions.
Email: feo-exams@imperial.ac.uk
Session 1. The Professional Doctor: Duties of a Medical Student 
Aim
To prepare you for your Year 2 clinical attachment. 
Learning Outcomes
By the end of this tutorial the student should be able to:

1. Understand the relevance of the Personal and Professional Development Course in the   overall curriculum
2. Define the characteristics of a professional 

3. Describe and discuss the concept of medical professionalism in terms of attributes identifiable as virtues 
4. Compare and contrast differences in the duties of a medical student and qualified doctor, based on guidance from the Faculty, the GMC’s professional behavior and fitness to practise document and the principles of patient-centred medicine 

5. Judge how to behave appropriately as a medical student

6. Know what to do when medical professional values are put at risk
7. Know what to do to achieve the objectives of the clinical attachments, taking responsibility for own learning, using resources and showing respect for patients.
8. Apply Belbin descriptors to aspects of team/ group work e.g. in other tutorial groups such as PBL.
Our teaching is based on the GMC guidance: Medical students: professional behaviour and fitness to practise. You are expected to have read and considered this guidance.
Preparatory task. Belbin questionnaire on teamworking.

You will need to submit your Belbin scores by the 5th October and bring your top scores to the tutorial.
See below and Intranet.

Duties of a medical student; Teamwork and professional relationships

Outline of Tutorial
Introductions

What are you looking forward to and what are your concerns about the year 2 clinical attachment?
Part 1 The role of the medical student: duties and responsibilities
Definitions of medical professionalism 

Debate issues raised 
Part 2. The role of the medical student and the Multidisciplinary team

Review of your Belbin descriptor scores
Application to team working

Part 3. 

Discussion of Year 2 Clinical attachment 
Analysis of Scenarios about professional life and the duties of a medical student: roles and responsibilities - discuss and debate the issues
The patient’s perspective

Contacts during attachment
Part 1. Professionalism
In this session, we have included a brief discussion on the definitions of what it is to be a ‘professional’ but you are expected to be familiar with the current definition. Herewith a summary. 

The Royal College of Physicians Working Party (2005) defined medical professionalism as follows:

Medical professionalism signifies a set of values, behaviours, and relationships that underpins the trust the public has in doctors.

 In order to set out in more detail the meaning of these values, behaviours, and relationships, the Working Party described medical professionalism in the following way:

Medicine is a vocation in which a doctor’s knowledge, clinical skills, and judgement are put in the service of protecting and restoring human well-being. This purpose is realised through a partnership between patient and doctor, one based on mutual respect, individual responsibility, and appropriate accountability.

In their day-to-day practice, doctors are committed to:
• integrity

• compassion

• altruism

• continuous improvement

• excellence

• working in partnership with members of the wider healthcare team.

These values, which underpin the science and practice of medicine, form the basis for a moral contract between the medical profession and society.
Each party has a duty to work to strengthen the system of healthcare on which our collective human dignity depends.

Part 2. 
The role of the medical student and the Multidisciplinary team

Review of your Belbin descriptor scores
Applications to team working
Belbin Questionnaire
Points Table
Directions

A total of ten points should be distributed within each section among the sentences which most accurately describe your behaviour, or feelings.

You can use this grid to record your scores for each sentence. Online, there is a spreadsheet which will convert these scores into the various “roles”.

	Section 1
	Section 2
	Section 3
	Section 4
	Section 5
	Section 6
	Section 7

	Q. N°
	Score
	Q. N°
	Score
	Q. N°
	Score
	Q. N°
	Score
	Q. N°
	Score
	Q. N°
	Score
	Q. N°
	Score

	10
	
	20
	
	30
	
	40
	
	50
	
	60
	
	70
	

	11
	
	21
	
	31
	
	41
	
	51
	
	61
	
	71
	

	12
	
	22
	
	32
	
	42
	
	52
	
	62
	
	72
	

	13
	
	23
	
	33
	
	43
	
	53
	
	63
	
	73
	

	14
	
	24
	
	34
	
	44
	
	54
	
	64
	
	74
	

	15
	
	25
	
	35
	
	45
	
	55
	
	65
	
	75
	

	16
	
	26
	
	36
	
	46
	
	56
	
	66
	
	76
	

	17
	
	27
	
	37
	
	47
	
	57
	
	67
	
	77
	

	18
	
	28
	
	38
	
	48
	
	58
	
	68
	
	78
	

	19
	
	29
	
	39
	
	49
	
	59
	
	69
	
	79
	


If you wish to calculate your “role” scores on paper, transfer the scores against the question number in the next table and add up you scores in each column to give the score per role.
	
	Points awarded per question

	
	13

28

33

45

57

62

75


	
	10

23

36

47

54

69

73


	
	14

21

30

49

55

64

76


	
	17

26

32

42

53

68

70


	
	19

25

38

43

50

66

71


	
	12

27

34

40

52

63

79


	
	18

20

39

44

51

67

74


	
	15

29

31

46

56

65

72


	
	16

22

37

41

58

61

78


	
	11

24

35

48

59

60

77


	

	Total
	
	
	
	
	
	
	
	
	
	

	Role
	PL
	RI
	CO
	SH
	ME
	TW
	IM
	CF
	SP
	DR


Once you have completed your self-assessment, please submit your scores via a web-portal by the 5th October. A link to the portal may be found on the PPD intranet page for your year. The data for the year will then be collated and analysed for discussion. 
Please bring your overall scores to Session 1 of the PPD course.

Save your scores and thoughts about the results in the E –portfolio, see the Professional Skills Log. 

Self-Perception Inventory, based on Belbin’s work
Team roles
	
	Team role contribution
	Allowable weaknesses

	Plant (PL)
	Creative, imaginative, unorthodox. Solves difficult problems.


	Weak in communicating with and managing ordinary people.

	Resource Investigator (RI)
	Extrovert, enthusiastic, communicative. Explores opportunities. Develops contacts.
	Loses interest once initial enthusiasm has passed.

	Co-ordinator (CO)
	Mature, confident, and trusting. A good chairman. Clarifies goals, promotes decision-making
	Not necessarily the most clever or creative member of the group.

	Shaper (SH)
	Dynamic, outgoing, highly strung. Challenges, pressurises, finds ways round obstacles.
	Prone to provocation and short-lived bursts of temper.

	Monitor Evaluator (ME)
	Sober, strategic and discerning. Sees all options. Judges accurately.
	Lacks drive and ability to inspire others.

	Teamworker (TW)
	Social, mild, perceptive and accommodating. Listens, builds, averts friction.
	Indecisive in critical situations.

	Implementer (IM)
	Disciplined, reliable, conservative and efficient. Turns ideas into practical actions.
	Somewhat inflexible, slow to respond to new possibilities.

	Completer Finisher (CF)
	Painstaking, conscientious, anxious. Searches out errors and omissions. Delivers on time.


	Inclined to worry unduly. Reluctant to delegate.

	Specialist (SP)
	Single-minded, self-starting, dedicated. Provides knowledge or technical skills in rare supply.


	Contributes on only a narrow front.


Part 3. 

Discussion of Year 2 Clinical attachment

Analysis of Case: roles and responsibilities
The patient’s perspective

Contacts during attachment
Year 2 Clinical Attachment (3-weeks) (completed during the autumn term)
1. Overall aims
The main purpose of this attachment is to develop an understanding of the patient journey during a hospital admission, and to familiarise you with clinical working environments, and with hospital-based self-directed learning.  The attachment will also:
· Introduce you to many different medical specialities and potential careers in medicine, and the professional qualities required in doctors.

· Introduce you to the work of a wide range of healthcare professionals and enable you to participate in multi-professional learning.

· Familiarise you with delivery of care in a hospital environment, including basic clinical observations, use of clinical equipment and patient documentation. 
· reinforce the history taking skills you acquired during communication skills teaching in Years 1 and 2;

· introduce you to basic clinical skills, and important concepts of infection control learnt in clinical skills labs;
2. Learning Activities
You are attached to a lead Consultant and Firm for the duration of this attachment, but will also undertake activities throughout the hospital. The primary intention during this attachment is familiarisation with clinical working environments, rather than in depth learning about the particular firm’s specialty, though you should of course have taken advantage of the clinical experience available in that setting.
By the end of the attachment you should:-

· Have taken several patient histories and presented at least one;

· Become familiar with the hospital environment and 

· participated in three ward rounds;

· stayed out of hours on at least one occasion

· attended at least one take; 
· identified how the needs of patients with disabilities are addressed; *
· seen the care of infusions and IV drug administration;

· seen pressure area care;

· seen endoscopies;

· seen physiotherapy;

· followed patient samples – blood tests, biopsies etc;

· attended x-ray and understood radiation protection;

· followed one patient journey e.g.  x-ray, endoscopy, theatres;
· had contact with the multiprofessional team, eg.dieticians, speech therapists & applied your understanding of teamworking principles to real meetings; ** 
· visited the pharmacy and attended a drug round;
· collected and critically analysed 3 discharge reports; ***
· describe one patient safety issue that you have observed****
· Spent one session per week in the Clinical Skills Laboratory.
****Four tasks for the PPD course: these tasks could be done in the hospital or GP setting or both.
For all these tasks focus on the processes from the patient’s perspective.

1. identify how the needs of patients with disabilities are addressed: building on your work during the FCA course in Year 1, draw up a design or list of changes that could be made to improve one of the clinics, wards or reception areas e.g. for someone who has impaired sight, vision or mobility. 
2. application of understanding of teamworking principles to real meetings- examples of effective working/ not. (consider the Belbin descriptors during your observation of meetings) 

The patient or his/her representative may also be present- how does this affect the dynamics?
3. focus on discharge process: collect 3 discharge reports, anonymise them and critically analyse the information recorded + the TTAs – it may be easier to collect forms in the GP setting. Reports & letters are increasingly copied to the patient-are these accurate, comprehensive, understandable or full of abbreviations?
4. describe one patient safety issue that you have observed: record cases or situations that both ensure patient safety and those in which safety may be at risk or error witnessed. E.g. being asked to perform a task beyond competency as a student; how are sharps disposed of; use of cleaning liquid v soap; cot sides etc. 
What do your patients say about this issue?
You will need to submit your reports via Turnitin. See the Intranet for dates and process.

Also, be prepared to send to your PPD tutor. Instructions will be given prior to your tutorial.

Please bring your reports from tasks 1-4 to the PPD tutorial in the Spring term.

Clinical Attachment: we recommend that you record significant events & reflective notes in your E –Portfolio Notes 

The professional doctor/student

Role play simulations. 

Author Dr Anish Bhuva, graduate.
The aim of this session is to prepare you for clinical work by placing yourself in real life scenarios. All examples are real and have occurred on the wards. As a professional you will need to act as such in often testing circumstances and hopefully this will provide some preparation for what your obligations as a medical student are and how to phrase your responses carefully in difficult situations.
Background.

Colleagues and patients may assume that you have certain knowledge and skills as a medical student, and even on your first day as a junior doctor. The reality is that some knowledge and skills are often picked up on a steep learning curve as you start work- where to stand and not get in the way on a ward round; how to bring up difficult conversations with a patient; and even why we unfortunately make mistakes at work. This session aims to guide you to this information by accessing junior doctors and using your experience on the wards as students. 

By the time you qualify, you will find you are developing the qualities to work as a medical professional, and you will be under the strain of the human factors that every junior doctor faces when graduating into the working world. You will wish you knew things like how to change the inefficiencies on the ward; who exactly the other professionals are; and the myriad of career opportunities that you can explore as a doctor. 

On the surface PPD may appear as a ‘softer’ part of the whole curriculum, but understanding this course should ease the transition to work. To make the most of this, do ask the junior doctors about anything you have seen in the clinical setting, no matter how trivial, and treat the online modules as a chance to explore the wider milieu of being a doctor.

Dr. Anish Bhuva

Role play scenarios.

Case 1.
Patient, student, peer.

Student A. briefing 

You are a medical student but also a patient. Your operation to remove a worrying breast lump was yesterday. During the ward round you were in bed, exposed to the waist.

Student B. briefing 
As a student on a surgical firm you are assisting the consultant on his post-operative ward round. The patient has had a breast lump removed. She is also a medical student, in your year. The curtains are drawn around the bed and the consultant is checking the wound and realizes he has forgotten a new dressing. He asks you to get one.

As you return to the bay, you open the curtain. The ward sister- in- charge sees you opening the curtain and loudly reprimands you for exposing the patient. This occurs on the ward in front of your peers, doctors, and patients. She takes the dressing to the consultant.

Later that day, you approach the sister, who is sitting in her office, to discuss the incident and ask for an apology- you felt shouted at.
Role play the scene in the sister’s office.

For discussion.

Student A. What are you thinking? How do you feel? What are the issues here for you as a patient and fellow student?
Student B. What are the implications of this incident as a student working on the ward?
Case 2. Consent to perform a rectal examination in theatre

Student briefing
You are on a colorectal firm. Earlier today you gathered a history from Mrs. Brown- she is due to have a bowel operation.  You need to perform a rectal examination for the first time and the registrar has told you that you can do this during the operation. You must speak to Mrs. Brown about the examination and gain consent.

What do you need to explain in order to gain consent?

Does it need to be written?
Role play your conversation with Mrs. Brown
Case 3. Teaching & the Student role

Student briefing for 3 students
You and two colleagues are starting your first clinical attachment at a busy clinical teaching hospital only to find that the sole doctor around is an FY1. As you approach you overhear him saying to the nurse: ‘oh, here come some more medical students ...’ in a patronising tone. You approach him and introduce yourselves, and the FY1 doctor explains that he is currently too busy to teach students. 
Role play with the FY1
What do you do?
What do you say?

Case 4. The patient’s perspective
Student briefing

You are interviewing patients in a medical outpatient clinic. The consultant has asked you to talk to a 22 year old man who recovered from a severe injury on the building site where he worked but then developed a pulmonary embolus. He is on the anticoagulant warfarin but his clotting tests are repeatedly too low or too high. The consultant wants you to discover any reason for this. 
Group discussion 

What could be the reasons for this?

What questions would you ask?

Case 5. Confidentiality

Student briefing
Whilst gathering a history, your patient has just informed you that he is Hepatitis C positive but they have not told any other doctors. Moreover, they have requested that you do not discuss this with anyone else. 
What are the issues?
You return to the patient to address the necessary issues- Role play this conversation.

Case 6. Student- staff relationships

Student briefing

You have just started the Year 3 attachments. During your first tutorial with your consultant. you and he were alone as the other students were clerking patients. He obviously liked you and sat very near to you throughout the teaching. You felt embarrassed and this was made worse at the end of the tutorial when he put his arm around you and asked you to go for a drink with him that evening.

You are extremely worried about how this will affect your progress on the attachment.  
What should you do, if anything?

Group discussion

How do you feel? What do you do?

Role play scenarios
Case 1 Nursing sister
You saw the student open the curtain with the patient stripped to the waist. Whilst you did not realize the student was helping the consultant, they did expose the patient to the rest of the ward. You probably over reacted at the time.

As the student arrives you are doing paperwork in your office and are quite busy. You ignore the student as they sit down and speak to you, but you are not rude or embarrassed about what happened.

As the student tries to explain why it is inappropriate to shout on the ward, you push them on this. 

If s/he says it undermines their professional relationship with the patients, you continue to press him/her, s/he is ‘only a student’ and has no professional responsibility?

If the student explains themselves politely and clearly without argument, you end the scenario constructively.

Case 2 Patient instructions

Mrs. Brown. You are on the ward awaiting your bowel operation and feeling nervous. The student who had gathered your history earlier in the day & seen you with the consultant approaches you at your bedside about performing a rectal examination. This is entirely for their learning and you must ask them about this if they do not volunteer the information. 

· Have you done this examination before?

· How will you do it if you have not performed it before?

· What will I feel at the time?

· How does this relate to my operation?

Case 3 FY1 

You are really tired and have a lot to get done.

You cannot spare the time to teach.

If the students offer to help, tell them to go and remove Mr. Aqualiga’s catheter.

Respond to their answer by just saying:  if you want to help, get on with it. If not I’ll see you another day.

Case 5 Patient instructions

You did not tell anyone else about your diagnosis because you are worried what they may think, and it is none of their business that you used to inject drugs. 

You do not know why it is important to tell anyone about your infection (risk of transmission etc). 

The reason you told the student is because they spent a while talking to you and you trust them.

Contacts for advice-see the Intranet
If you have any experiences to report from your ‘firm’ please contact your PPD or Personal tutor and / or Dr. Muir at e.muir@imperial.ac.uk

For students: Contact sheet of the people to talk to about any matter of concern 

All discussions are confidential 

See Years 3 and subsequent Year Guides for names and contact details

Other members of your Hospital Firm e.g. the FY1/2, SpR ( Registrar), Consultant Firm Leader

The Director of Clinical Studies for your site, for example, Professor Edwina Brown at the Charing Cross campus, e.a.brown@imperial.ac.uk   

Or, the Teaching Co-ordinator at your site, names and details on the Intranet under Year 3

The Head of your Year, for example, Dr. Sarvesh Saini in Year 3

The Faculty Education Office (Medicine), South Kensington, Ms Janette Shiel, j.shiel@imperial.ac.uk
In General Practice (Year 3): your GP Teacher or the Practice Manager

the GP Facilitator for the practice concerned,  via the Department of Primary Care in the Reynolds Building 020 7594 3352, gpteaching@imperial.ac.uk 

Or the GP Academic Co-ordinator

Your Personal Tutor, name and contact details
....................................





                                                        

Dr.  Mike Schachter, Head of Pastoral Care 


Student Union President or Welfare representatives
It is strongly recommended that you let your tutor or Dr Schachter (he oversees the Personal Tutoring system as a whole), know about any issues that are affecting you or that you are worried about.

24 hours behind the confidentiality curtains. The patient’s perspective by an Imperial graduate
Little old me had the pleasure of residing at her majesty’s service for a day or so this week. Not at Wormwood Scrubs, although that may have been more pleasant, but in the hands of the other scrubs, the blue pyjama type of the NHS, in the Emergency Assessment Unit. I thought I would record a few observations from behind the confidentiality curtains.

For most of the time I lay behind the blue pleated curtains, low profile was the aim of the game, not for confidentiality, after all I have nothing to hide and there is no such thing as privacy in hospital, but mainly to prevent the “don’t I know you from somewhere look” and the weird Portuguese lady diagonally opposite from staring at me any longer. Apparent pyelonephritis, perhaps a neglect of a psychiatric diagnosis or two, but in went the intravenous antibiotics anyhow, on went the claims she was vomiting regularly and not eating. No one seemed to notice the stash of chocolate digestives in her drawer or the request for her third bowl of cornflakes of the day from the food lady, who also seemed to clean the toilets the moment before. I’m hoping a hand wash came in between those two roles, but wouldn’t put my money on it. 

So on went the day where the 86 year old lady opposite, deaf as a post in her left ear, slight recognition of noise on her right went on to tell our bay, the whole ward if they cared to listen about her children, grandchildren and great grandchildren, how she saved the world in the war but now actually just wanted to get home so the man who lived on the 7th floor could deliver her newspaper. Hospital was clearly a social event in the calendar. The Portuguese lady was supposed to be listening but her English wasn’t that great so the “I live in Acton” was “Oh you want action, what action you want lady?” “Acton, I live in Acton, opposite Morrisons.” “You live with Morris. Is he your son?” “No my son is in a wheelchair, he had a stroke” “Wheelchair? Nurse she wants her wheelchair”. I couldn’t help but giggle from my corner. This conversation continued for at least an hour, along the same lines, complete nonsense from beginning to end, but equally both enjoying each other’s company. 

She eventually went home and was replaced by a 92 year old lady who had had a nasty fall and looked in a bad way. The Portuguese lady now had a new victim to stare at. Result. 

About 11pm a new girl arrived on the block, she was young, younger than me, say 22. Also trying to play incognito but I sussed fairly quickly she was a medical student. I could recite her full history, from symptoms, to alcohol behaviour to sexual history but will refrain, after all she was behind the confidentiality curtains, and they were tightly drawn. I said to myself, pancreatitis. The wee doc, probably an F2 (2nd year doctor) I think, did the whole we’re doing some tests etc, reassured mummy and friend who went home happy. “It’s probably a UTI (urinary tract infection), here is some Cephalexin... I’ve never seen pancreatitis in someone so young, I’m 99% sure it won’t be, you have no risk factors, it’s unheard of.” I’m lying there thinking “Stop digging your grave boy, just shut up now. She had had a cholecystectomy, aged 20, now that is weird; clearly they left a gallstone behind in the duct of whatever.” “You’ve had a cholecystectomy, you couldn’t possibly have any gallstones.” I’m thinking “Dude, shut up!” (I had done similar to an 18 year old who then ended up on HDU with pancreatitis, I could feel the fall coming) 

We all went to sleep, well sort of, the sort of doze you do in hospital awaiting the next prod or poke to see if it hurts exactly where you say it does or perhaps an inch further to the right, cannula to block, blood pressure check when you just went to sleep, we need to take your temperature again because we didn’t write it down check.

Midnight… cannula blocked. Multiple attempts to convince me it wasn’t blocked failed. I may be tired but I’m not blind, the clue is in the name and the drip ain’t dripping. Not feeling the love from the nurse at this stage. Fair enough, it is midnight and my veins are worse than a premature neonate. 

2am…. Surgical doctor arrived in the bay. No regard that it is 2am, top voice, arrogant swagger, light on, woke the whole bay to tell little 22 year old medical student what we all knew anyway, “You’ve got pancreatitis” and repeat the medical history in case we hadn’t all heard the first time that she doesn’t drink alcohol, does have a boyfriend but mummy doesn’t know so don’t tell her please. A few tears ensued. Then a talk about MTAS application started. [Ridiculous form medical students have to fill out to get a job as a junior doctor] I nearly shouted out “Its 2 ‘o clock in the bloody morning, shut up about MTAS. It’s a crook system anyway, you’ll get the job your given. Now do the ABG (arterial blood gas) and f*** off.” I was a little tired and seriously grumpy at this point and still trying to keep a low profile. So just turned over, squashed my sore kidney, decided to turn back over to the good side and put a pillow over my head. 

Four were now down to three but the pancreatitis kid was soon replaced by a 91 year old lady who had had a fall. I was sensing a theme here. She was fully with it, kind of. She was offered rehab. At first turned it down and I heard her say to her daughter “Didn’t Susan Boyle go to rehab!?” At this point my low profile was to be taken down and I pulled back the curtain and said. “Hi, can I talk to you?” I explained what rehab was. “Oh ok, so for people like me, to help me walk again, not for crazy people? I’m not crazy you know?!” She was right; she was the least crazy person in the bay and was the ideal patient for rehab, so I felt a little doctoring from me was ok at this point. 

The confidentiality curtains came out again and no, no-o-o-o-o, with the commode. A few choice noises and smells ensued. Then a little time elapsed, silence. I’m thinking “has she died on the commode.” No just fallen asleep! 

Lunch arrived, chicken sandwich, very medium, the kitchen man thought, she’ll have dementia, its meat, it’s a sandwich, and she won’t notice the difference between chicken and ham. Mate, I noticed.

After a few false starts, pokes of my kidney, pricks with needles and bags of Gelofusin, I’m told finally I can go, but then “Oh no the F1 (first year doctor) hasn’t done your discharge summary and I want to do your blood pressure again.” “Why!?? Nurse, seriously I can go, even if you say my pulse is zero I’m leaving!” “No, no you can’t.” “Honestly I can I’ve just had two consultants say I can go!” “Please do not go.” Harsh scary agency nurse, 4’6” tall “You cannot go.” I left the building with a few more bruises than I entered, one named Eva, the other named Toby, the other named Bill (after the doctors who kindly thought they would hone their cannulation skills on me). Top cannulation prize to the nurse on admission – Sam, please all take lessons from him!

A few translations:

MTAS = medical training application service. Ridiculous form medical students have to fill out to get a job as a junior doctor

ABG = arterial blood gas. “Sharp scratch coming up.” More like a knife to the bone, painful needle into the relaxed artery of your arm or groin quite happily minding its own business until it goes into spasm as a result of the unexpected intruder into its circulation. 

F1 = Foundation Year 1 doctor. 1st year doctor, just out of medical school. Lives out of a book called the cheese and onion / oxford clinical handbook. 

Disclaimer: although based on real events, minor details and names have been changed to ensure confidentiality. 

Session 5. The Safe Doctor:  Coping with mistakes

Preparatory work
Four tasks to be submitted as reports via Turnitin and see Intranet 
Two sets of questionnaires to complete using the E-portfolio.

 Resilience quotient QUESTIONNAIRE


Resilience is about personal strength; it’s about how well we can absorb and ignore the knocks and experiences of everyday life at home and work and maintain the energy and determination to drive through ideas and actions in the face of challenges.

The Resilience Quotient questionnaire is a general gauge of how resilient you may be. The higher your score, the more resilient you are. Don't worry if your resilience ratings weren't as high as you'd hoped or expected. It's not too late to nurture resilience in yourself. 
Please submit your score to your PPD tutor and bring your overall score to your next PPD session for further discussion. 
Use the PPD Course Form to reflect on this activity. 

As this activity is on e-portfolio, you are welcome to test and store your Resilience Quotient throughout various points your medical school career, tracking and reflecting on any changes in your score.

Leadership and Professionalism QUESTIONNAIRE


When you graduate you will be expected to have some competence in medical leadership. To help develop the skills you need, consider your role now as a medical student in ensuring the safety of patients and in striving to improve the way care is delivered. On your clinical attachment you may have noticed situations when patients’ safety was put at risk or their care could have been improved. Having competence in leadership and other professional skills can help you manage such situations.

The Leadership questionnaire allows you to think about your leadership and other professional qualities. You can also use the PPD Course Form above to reflect on this activity. 

In addition, you’ll also need to send blank questionnaires (e.g. by email or in paper) to at least 5 people you know well in different aspects of your life (e.g. your society or sport's team, at home, voluntary work, etc.) Their feedback will give you an idea of what others believe your personal strengths are, and allow you to think how some areas may be improved to strengthen your role as a leader in your future career. This mode of feedback is used frequently in training. An understanding of the methods of multisource feedback and how one may build on positive and critical feedback is vital to self-development.

E-portfolio allows you to store your questionnaires for future reference. You can also repeat and store them in future years when you are working more closely with other health professionals, and thereby track your progress.
Please submit at least 2 questionnaires to your PPD tutor and bring your questionnaires to PPD session 5 for further discussion.
Outine of tutorial

Objectives- page 6
Part 1
Review of clinical attachment and four tasks

Part 2

Patient Safety- analysis of mistakes

Coping with workload and mistakes: resilience and ‘energy management’
Servant leadership- learning from the questionnaires and future role

Please bring your task reports, resilience quotient and leadership questionnaires to the tutorial. We will be able to consider some examples.
Part 1. Case scenarios
1. You are a final year medical student on your Senior medicine attachment. Patient Mr. A. needs to be catheterised and the FY1 is going to supervise you passing the catheter. The patient urges you to get on with the task as he is in great discomfort. You are poised to insert the catheter and the FY1's bleep goes off, as she leaves she shouts 'carry on, I want to see that catheter inserted when I come back'. This sort of thing keeps happening, and you have tried talking to her but the FY1 just laughs it off. What are the issues? Where should you go for help?
2. You are the FY1 on call. The nurses have bleeped you from the ward to see Mr. A, a 50 yr old patient on ITU whose blood pressure has dropped. At the same time you are bleeped by another ward to see Mrs. B, a 85 yr old lady with a chest infection who is now having central chest pain and you are told has a ‘funny looking ECG’ by the nurses. Her son is a consultant in the hospital. You feel very stressed but your nursing and medical colleagues are not sympathetic.
Whom else can support and advise you? How would you recognize the signs of stress?

BMJ Career Focus  2004;329:199 (13 November) How to be a good relative 
3.You are a student in the Renal department: you see a 70 year old lady who has decided to come off dialysis. Knowing that she doesn’t have long she has asked to see a priest for the last rites and absolution. The consultant asks the sisters on the ward to organise this as soon as possible. On the morning ward round the patient is very drowsy and no longer communicating. You find out that a priest was never was called, despite the nurse specifically saying she had, your consultant is distraught. 

What are the issues? What are your views on the above situation? How do you respond?  
4. You are now a Registrar in General Practice. You are going on holiday to Cornwall tomorrow with your flat- mate who has developed a severe sore throat with fever. He thinks that he has tonsillitis and asks you what you recommend? You carry spare prescriptions and drug samples in your on-call bag.

 What would you say to him?

Three days later you develop similar symptoms. What would you do? What if this was a family member?
5.A colleague had had a cough productive of sputum associated with fevers for the last six weeks. He sent a sputum sample to the hospital pathology lab. It came back as negative except for MRSA. Infection control found him as they are informed about all MRSA samples, and swabbed his mucous membranes. He was confirmed to have MRSA carriage but not infection as by now his symptoms had disappeared. They told him he could not work as he was a surgical houseman and could infect patients. His consultant insisted he work although he excused him from theatre.  What are the issues?
6. Back in the 2nd Year - you have been told that Miss Y will be in your firm again next year. In the autumn term she kept turning up on the wards looking ‘stoned’ or ‘hungover’. She never says a word in teaching sessions & misses quite a few. You’ve tried to be friendly and she did come out for a drink with you. After four vodkas she got really chatty and loud. Where does she fit in the Johari window ? 
What would you say to her? 
What would you do?
7. Consider the following yourself and talk to those who know you……..
How would you describe your personality? How will your personality type affect your communication with patients?
See  Houghton A. BMJ Careers  Series on Personality. Oct. 2003– Feb. 2004  

Paice E. Bullying of trainee doctors is a patient safety issue The Clinical teacher. 2009; 6: 13–17
Part 2.
Patient Safety 
Framework for analysis, the London Protocol
Contributory Factors underlying an Adverse Event caused by Human Error

Derived from work by James Reason, Professor of Psychology at Manchester who published analyses of how error occurs based on work for the Aviation & Nuclear Medicine industries. 

Also see http://www.npsa.nhs.uk/

1. Third party characteristics –the patient
· communication problems: language, aphasia, edentulous, different expectations

· illness: confusion, pain, depression

· disability (e.g. deaf)

· inadequate self-care

· personality

· angry, sad, distrusting, obsessional

· unknown feature (e.g. thin skull)
2. Task -related
· New, untested or difficult task

· Inadequate instructions

· Poor design
3. Individual factors (self)
· Stretching beyond expertise

· Lack of knowledge or skill e.g. poor interviewer

· Attitude/ motivation

· Tired/ under pressure

· Problem with attitude/ motivation

4. Team factors

· Poor teamwork

· Inadequate supervision

· Poor communication

· Poor team morale

5. Environmental factors
· Defective equipment

· Inadequate support services

· Inadequate staffing

· Out of usual environment

· Distraction e.g. noise, relatives

6. Organisation/management

· Inadequate leadership

· Poor co-ordination of services

· Poor management

Case Studies to illustrate teamwork & error.   

Apply the framework.  

1. 10 year old Maria Thermopolos, from the island of Ithaca, is visiting family but has been admitted by the FY2 to the Paediatric ward to have a blood transfusion for thalassaemia. She has a bad reaction (fever, low blood pressure) but no-one notices for an hour. 
How could this happen?

2. Mr. Rodilla has woken up in the post-operative ward to discover that the wrong knee has been operated on. He had been admitted as an elective patient for a revision of right total knee replacement- the bandages are on the left side and he is still wearing the compression stocking on his right leg under which the surgeon had put the arrow to mark the operation site. 
What could have gone wrong?

3. Mrs. Pulmonaria’s chest radiograph report suggesting a possible lung cancer was received by a fax at the Newport Pagnell Surgery. The Duty doctor was given the fax & asked the secretary to ring the patient to arrange an appointment with her usual GP. She did not attend the appointment. The next time she presented with chest discomfort was two months later-her GP then arranged for an urgent Chest clinic appointment. 
How could this loss of information been avoided?
4. Harry felt his fingers close on the cold Snitch but was now only gripping the broom with his legs… he headed straight for the ground. With a splattering thud he hit the mud. His arm was hanging at a very strange angle. He fainted. .He came round …with someone leaning over him. He saw a glitter of teeth. ‘Oh no, not you,’ he moaned. ‘Doesn’t know what he’s saying.’ Said Lockhart loudly, to the anxious crowd of Gryffindors pressing around them. ‘Not to worry, Harry. I’m about to fix your arm.’

‘No!’ said Harry. ‘I’ll keep it like this, thanks….’ ‘Lie back, Harry,’ said Lockhart soothingly. ‘It’s a simple charm that I’ve used countless times.’

‘Why can’t I just go to the hospital wing?’

…….. ‘Stand back,’ said Lockhart, who was rolling up his jade-green sleeves.

‘No- don’t-‘said Harry weakly. A strange and unpleasant sensation spread down to his fingertips. He didn’t dare look at what was happening. He had shut his eyes, his face turned away from his arm, but his worst fears were realized as the people about him gasped. His arm didn’t hurt anymore- but it didn’t feel remotely like an arm………‘Ah, said Lockhart. ‘Yes. Well, that can sometimes happen. But the point is the bones are no longer broken. That’s the thing to bear in mind.’

Harry looked down at his right side….. Poking out of his robes was what looked like a thick flesh-coloured rubber glove. He tried to move his fingers. Nothing happened.

Lockhart hadn’t mended Harry’s bones. He had removed them.

Harry Potter and the Chamber of Secrets 


 Bloomsbury 1998

FY1 Diary





‘Nights’  Dr. Tamara Keith

 

My third week as a house officer.... night one.....
 

Arrive at the hosp 8.30pm in time for hand over and to discover if my on call room exists... my magic badge thingy worked! 
Day team arrive in the mess 8.50 ish to give a summary of each patient admitted through A&E today 

Day house officer hands over patients I need to review over night, 3 ABGs (arterial blood gases)that had to be done at various points during the night, guy with Hb (haemoglobin)of 5 who needs transfusion and platelets, various patients they hadn’t got round too and endless cannulas 

9.15 - 9.30 pm bleep started going mad with jobs for me to do. 
Ealing hospital consists of many wards medical wards that I was looking after - 8S, 6S, 6N, 5S, 5N, 4S, 1S, all by myself! Im only a baby doctor I think to myself. 
Called at 11pm to CCU- Coronary Care Unit (that’s the bad end of the cardiac ward, generally when they bleep you, they mean business) soon realise the nurses up there no FAR more than me 

Man v breathless, looks ill, looks frightened, nurse suggests frusemide, I oblige, do ABG, get CXR (chest radiograph), after realising radiographers generally arn’t the most friendly people at 1130pm when they are 7 months pregnant. 
Man’s CXR looks worse than the one in the xray book I used for finals, I go and ask the nurse if more frusemide is a good idea, she's nice and really wants to help, gives me the low down on what they normally do, then the whole acute pulmonary oedema I learnt for finals comes into action 

Bleeped to one south (like MAU- Medical Assessment Unit) the ward pts go to straight from A&E when they are admitted. Young patient 24 year old very breathless, I arrive, having never seen an asthma attack before, is this moderate, severe, very severe or life-threatening I think to myself going through the criteria Prof Partridge tried to drum into me for finals... I’m starting to worry its very severe, she's not looking great and then I think mmm actually I think life threatening, remembering I am only in week three of house officership I fast bleep the medical registrar (procedure generally reserved when you think life in danger) he came quickly, I was impressed and reassured and then he said "is this a house officer emergency or a real one!" He then saw the patient and agreed with me she needed ITU. 
Went to take Gentamicin level from very old person on 5N, the oldies ward, got a needlestick, panic set in, wanted to cry, nurse got cross, got more upset, went to find SHO, who didn’t really care, went to A&E who equally couldn’t give a damn, sorted it out myself, oldie thankfully didn’t have HIV, Hep B or C. 
With one of the patients I knew from the day, having an MI, she was alright did all the ECG, and general stuff then got bleeped to neighbouring ward saying relatives demanding doctor see there daughter. Dilemma who do I treat MI lady, or other lady. All other docs with a multiple stabbing in A&E. Its me or no-one I decide better to stabilise one and then move on. By the time I get to the other one she had died. Felt dreadful and worse was to come - 23 year old had died with lung cancer, 7 relatives watched me certify her death as asked to be present. I thought who was I to stop them seeing the last ever thing done on their daughter. Very sad night. 
Sun started to come up, realised I still hadn’t sat down, had a drink or eaten anything - what had happened to the on call room! I went to sit on the bed to read through the list of jobs I had to get through and then the bleep went off again that was the last I saw of that bed. 
On to evaluate someone for blood transfusion, blood transfusion lady very grumpy on phone, clearly woke her up, I was following Haem Reg instructions in notes on what to do for various scenarios but she wasn’t having any of it! 

Called to another asthma pt, felt like a bit of a pro on that front now and a couple more pulmonary oedema. 
Called to write up a sliding scale - a whatty I thought, my genius little how to be an F1 book came out in the lift on the way up, wrote up what I thought, checked with friendly nurse, he said all looked good and smiled. 
8am now only an hour until hand over. 

Had to write list of patients that needed reviewing during the day - as now it was Saturday morning so day on calls take over. 
9am hand over meeting, dragged on, all I could think of was bed. Left hosp 9.45am 

Went home couldn’t sleep as it was day time, couldn’t eat was too tired. 
This continued for 7 nights in a row, 7 x 13 hours in a row, slavery as far as I was concerned and then two days off (as in the weekend) to recover to start again on Monday. 
· The first three nights were pure hell, couldn’t sleep couldn’t eat could barely think 

· by night 4 fairly in the swing of it, almost enjoying it, for the first time I actually felt like a doctor. 
· by night 7, could barely walk straight. Lovely nurse I had made friends with on one of the wards made me lie down on the sofa and tucked me up took my bleep and when it went off said I was dealing with an emergency on her ward and would be half an hour! 

· I soon learnt that nurses were my best friend generally, make friends with them and your life is 200% easier, make them your enemy and everything is a 100 times harder. 
 

See more diaries by FY1s about their ‘on call’ work and further ‘musings’ from Year 3 students- on the Intranet in the PPD course Year 2 module 4, Stress section.
Musings from students at the end of Year 3 
We were surprised at the lack of structure, but with hindsight it allowed us to learn practical clinical skills and examinations in our own way. It felt like there was a lot of repetition in the teaching but again it provided the practice which is necessary for the skills we needed to learn. 

One thing I found really useful was finding a peer and working together giving feedback and watching each other examine and take histories – this provided a good time filler and substitute when consultant/reg teaching was delayed/cancelled/moved etc. I learned that everything is self motivated – most of the time you are able to pick and choose what you do – don’t follow the crowd. Do what you find useful. If you’re sitting in clinic never getting spoken to, only go when it’s absolutely necessary, likewise with theatre, but when you find a Dr, be it junior or consultant, stick to them like glue – show interest and read up – it pays dividends for the learning you will achieve during the firm. 

Learn all the practical skills as early as possible; you can then be useful on the wards, practice your skills throughout the year and get really good at the them, and furthermore OSCEs CANNOT be crammed for – despite practicing beforehand I heavily relied upon skills I had learnt throughout the year.

Try to familiarise yourself with talking to patients (as you did in FCA) in your limited encounters. It is a skill that can only be mastered with experience. If there is a particular specialty that you are interested in, talk to the lecturer afterwards and ask to sit in their clinics, which may help you add-in or cross-off your specialties wish list.

Above all your OSCE stuff, clinical experience is the most valuable in this year. I came across 3 cardiac arrests, all of which happened during non-scheduled ward visits. I froze during the first 2 because I was overwhelmed with the whole situation but I managed to assist with the third one since I learnt how to react in emergencies. (no ALS training could match this!) However, do not be ashamed to express that 'you don't know' at times because the patient's health trumps over your education. Most junior doctors, if given the time, will be happy to guide you through a procedure or examination. Remember, it’s their job to teach you, too.

Overall I enjoyed my 3rd year – it was a rollercoaster of the mundane and the exotic and I saw a great deal of things that made me think. I saw three completely different styles of leadership in my three main consultants and a vast range of behaviours in the staff. I guess it was all about getting involved and trying to see things from as many different perspectives as possible – and then trying to cobble together a perspective of your own.
Problem Based Learning Course
SOLE FEEDBACK
About the PBL Course overall - Please use this page to comment about the PBL course overall. There will be an opportunity to comment on your PBL tutor on the following page
Please answer all questions by selecting the response which best reflects your view.
	
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree

	The content of this course is useful.
	(
	(
	(
	(
	(

	The support materials available for this course (e.g. student guide) are helpful.
	(
	(
	(
	(
	(

	Overall, I am satisfied with this course.
	(
	(
	(
	(
	(


Please use this box for constructive feedback and suggestions for improvement.

	


Tutor Evaluation
Please answer all questions by selecting the response which best reflects your view.
	
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree

	The Tutor encouraged participation

by all members.


	(
	(
	(
	(
	(

	The Tutor encouraged students to share prior knowledge.
	(
	(
	(
	(
	(

	The Tutor encouraged constructive conflict in group discussions.
	(
	(
	(
	(
	(

	The Tutor led constructive feedback on individual performance.
	(
	(
	(
	(
	(

	The Tutor guided the learning process well.
	(
	(
	(
	(
	(


Please give us your specific comments about your tutor’s skills.

	


Introduction to the Year 2 Problem based learning Course (PBL)
This year: you will continue to work in small groups with a tutor and cover a number of complex cases about patients. Your work will develop skills that can be directly transferred to understanding and managing real patients and clinical situations.
Skills to develop in year 2

Aim- the effective rather than the ‘dysfunctional’ group. 








You should use the Vancouver system of referencing (see your library training or the library

website for full details):
http://www3.imperial.ac.uk/library/subjectsandsupport/referencemanagement/harvard
1. Using PBL for effective learning
· use your previous knowledge and expertise to inform the discussions in your group

· agree clear learning objectives so that you can gather accurate information to share

· apply learning to understanding the underlying principles (scientific, ethical, clinical) involved in the case
Year 3 onwards: 

· there are many further cases for you to study in the later years whilst you are working on your clinical attachments (see the virtual hospital). 
· the PBL ‘tool’ will be very useful to you as an individual when you qualify as a doctor. 
· the ‘tool’ also continues to be of use in the professional teams that care for patients
2. Aims of the course- for details see the Intranet






Objectives 

The objectives outlined below are those which students will build on in Year 2: general plus case-specific objectives.
a. Case Analysis 
Students will:
· use prior knowledge 
· organise the group to become effective at analysing cases 
· develop skills in asking questions, evaluating and challenging colleagues
b. Accessing information
Students will use:

· varied sources (e.g. books, journals, people, on-line databases). 
· Sources that are reliable and applicable to the case
Referencing: tutors will encourage you to state the sources of their information so that others will be able to retrieve it – in a positive way to discourage plagiarism
c.
Critical appraisal skills and application of evidence based medicine
Students will be:
· skilled at searching for varied sources of information

· confident at appraising information, whether from learned journals, the media or other sources
· able to describe and understand the basis of Evidence Based Medicine (EBM) and know its benefits for clinical practice
· able to describe the impact of EBM on clinical practice, including treatment
· aware of the limitations of EBM (Clinical trials, ethical issues)

 d.
Teamworking and Teaching skills

Each student will be 
· able to work effectively within a small group to process the PBL cases; to perform as a leader and scribe

· confident at presenting his/her self-directed work to colleagues 

· skilled at questioning, evaluation, feedback, peer and self-assessment- verbally and in written formats

(see Appendices A-E)
The PBL process – you are familiar with this but the detail can be reviewed on the Intranet version of this Guide.
The tutor as Facilitator. 

Discuss in your new group

Re-sit Students

Some groups have members who are retaking the year. 

As a Re-sit student you may be familiar with some of the cases and struggle to find an appropriate level of participation in the Group. You may be looked upon as ‘the expert’ and risk becoming too dominant in the Group or feel that you have to withdraw and not join in the discussions. You are encouraged to discuss these matters with your tutor and colleagues.

It is expected that you will attend all the sessions.
Tutor absence
Should your tutor be delayed or unable to attend your tutorial at short notice, please continue with the session. We have agreed that it may be possible for you to video-record the session so that your tutor can review it.

Please contact the following person.

	Campus
	Contact
	Phone
	Email

	South Kensington
	Mr Matt Barrett
	020 7594 3227
	ml.barrett@imperial.ac.uk

	
	Mr Andrew Horn
	020 7594 3115
	a.horn@imperial.ac.uk

	
	
	
	

	Charing Cross
	Mr Mark Orphan
	020 7594 0763
	m.orphan@imperial.ac.uk



The tutorial process and see Process Map











*Learning goals

In detail- see your Year 1 Guide and the Intranet
Tasks/Roles

see Process map and the Year 1 Guide.



[image: image1]


Roles in the second session

The group needs to agree who does which tasks: Chairman, Scribe and feedback lead/s
Critical appraisal of sources of information.

You are encouraged to refer to the Year 1 Epidemiology in Practice Course- details on the Intranet - autumn term of Year 1. This aspect of PBL is emphasized in the Year 2 cases.
You are expected to be skilled at this task by the time you start your Science and the Patient Course in the summer term.

Experienced tutors report that students struggle to be critical of their own sources let alone question others about theirs! You can motivate each other to do so by asking questions of one another about the content of work presented + the source – you need the accurate details in order to find it for yourself!
Presentations
· Try different techniques this year to develop your teaching skills.
It is helpful to develop the skill of summarising information – you will need to do so in the years ahead, for example, when sharing details about your patients with other medical professionals, on the 4th year course and when presenting at meetings or conferences. 

You had a session on the Communication Programme about Presentations in Year 1. 

See Appendix E.
Expected behaviour
Whilst on PBL courses students are expected to behave in ways that are consistent with future membership of the medical profession.

For example, you are expected to attend all scheduled sessions, punctually and to complete any tasks agreed by the group and the tutor.

Therefore, any lateness or absence should be explained as soon as possible, in writing, to the tutor. Tutors will be monitoring attendance and punctuality closely and liaising with FEO. If the student is absent and has not submitted a reason in advance for absence or lateness, the tutor will email the student and copy to the FEO for further action.
Only students registered for the Course should attend-no siblings or friends!
Tutor absence

Should the tutor be delayed or unable to attend their tutorial at short notice, please inform the Administrator and can continue with the session. 
We have agreed that it may be possible for them to video-record the session so that the tutor can review it.
Contact your local IT support

	Campus
	Contact
	Phone
	Email

	South Kensington
	Mr Matt Barrett
	020 7594 3227
	ml.barrett@imperial.ac.uk

	
	Mr Andrew Horn
	020 7594 3115
	a.horn@imperial.ac.uk

	
	
	
	

	Charing Cross
	Mr Mark Orphan
	020 7594 0763
	m.orphan@imperial.ac.uk




Team behaviour
This year- try something new.

Not everyone is confident in all the roles in a team. Here are suggestions about how you can increase your confidence: 

· Be honest. Know what you're good at and what you still need to learn. With an accurate assessment of your abilities you can tell the difference between self-doubt and lack of skill.

· Practice. If there's a job or task that you're worried about, practice doing it. Preparation builds both skill and confidence.

· Embrace new opportunities. Playing to your strengths is smart, but not if it means you don't try new things. Conquer fresh challenges to remind yourself what you are capable of.

Adapted from "How to Build Confidence" by Amy Gallo, article in the Harvard Business Review, 27/7/11.
The Peer feedback and professional assessment process should be completed by all students during Case 2. 
The feedback will be summarized and given to each of you anonymously. However, tutors will know who has submitted. 

Please note. Failure to submit, without sufficient reason (for example, long term, not short term illness) will be considered inappropriate professional behaviour and the Course Leader will be informed. This failure will be noted in your file.
In particular, during PBL sessions we expect students to demonstrate

· a willingness to participate in group discussions.

· a willingness to take increasing responsibility for your own learning.

· a commitment to the attainment of Group goals as well as a realisation of your own personal learning objectives. Students should state their sources of information and take care to critically appraise the information.

· respect for other members of the group, by responding positively to their contributions, even when questioning their ideas.

· concern for the efficiency of the learning process by expressing any reservations they  might have about the level and direction of the group effort.
Assessment, based on Professional Behaviour

Part 1
Attendance and participation. 
Students will be assessed on: 

attendance- students are expected to attend all sessions
punctuality 
general contribution to the sessions and performance in various roles such as group leader, scribe or leader of feedback 
the development of professional skills over the Course. Examples include questioning, resource-finding and referencing, feedback, evaluation and presentation skills-see the learning objectives.
During each term you should complete the Student’s self-assessment notes, session by session – see Appendix B1. This can be done using the form on the Intranet. 

Part 2

Peer feedback and professional assessment: In your career you will need to be skilled at this process, also called ‘multi-source feedback’. All doctors have an annual appraisal and a significant part of it rests on the information gathered from those who observe you at work, namely, colleagues and patients. See Case 2. Lack of full participation (assessing self and peers with grades and specific comments) will be noted in your file. Please discuss your reports at the 1-1 meeting with your tutor.

Part 3
Bring a copy of your self-assessment form and Peer feedback summary to the one-to-one meeting with your tutor - the tutor will decide whether this is at the end of each term or only at the end of the spring term. 
You will agree a formative assessment form with your tutor, a copy of which will be kept in your personal file in the Faculty Education Office. (Appendix B2). 

As you will be assessing yourself as well as being assessed by the tutor it is recommended that any discrepancies are discussed at the one-to-one meeting and a note added to explain the differences.
Students must be graded as satisfactory in all elements of the assessment to pass the course. Students with unsatisfactory performance in any element will be referred to an Assessment Panel and will be required to undertake remedial work to a satisfactory standard in order to progress
Tutor and Course evaluation

Tutor’s facilitating skills will also be evaluated by each student confidentially (SOLE forms). Please submit your views-these are very important to us as they are submitted for the official annual appraisal of each tutor. 
The cases will be evaluated by each group of students with their tutor through completion of evaluation forms (Appendix D). 
Please add, in full sentences,  the extra learning objectives chosen by the Group.
Library resources
You should be familiar with finding reliable information (you had two sessions on the Blackboard (previously known as WebCT) course OLIVIA (OnLIne Virtual Information Assistant in Year 1). These sessions developed your skills in planning a search, finding different kinds of information, using the internet, etc. You are recommended to practice these skills because they will be of use to you not just for the PBLs but throughout your course and into the years of your professional work. You need to become skilled and fast at this task.
Campus libraries provide a wide range of resources such as textbooks, journals, videos, and  CD-ROMs. Imperial College staff and students have access to a wide range of networked electronic resources: the library catalogue which gives details of the holdings of all Imperial libraries; databases such as MEDLINE, Cochrane, EMBASE and Psycinfo; electronic journals which allow searching and downloading of full text articles; reference material such as the Medical Directory and the Encyclopedia of Life Sciences; electronic books such as the Oxford Textbook of Medicine; and internet tutorials and guides such as Internet Medic. Further details and access from the Library website http://www.imperial.ac.uk/library or via the education intranet.
Library contacts
For general information or help, email medlib@imperial.ac.uk. For questions to do with each campus:

	Charing Cross

	librarycx@imperial.ac.uk
	Tel: 020 7594 0755

	Chelsea and Westminster
	librarycw@imperial.ac.uk
	Tel: 020 8746 8107

	Hammersmith
	lib.hamm@imperial.ac.uk
	Tel: 020 8383 3246

	St Mary's
	sm-lib@imperial.ac.uk
	Tel: 020 7594 3692

	South Kensington
	medlib@imperial.ac.uk
	Tel: 020 7594 8840

	Royal Brompton
	br.library@imperial.ac.uk
	Tel: 020 7351 8150




Case 1: A textbook patient
Authors: Aliya Bryce (aliya.bryce10@imperial.ac.uk), Alex Presland (alex.presland10@imperial.ac.uk), Graduate Entry medical students 2010

Previous case authors: Dr Jane Currie (j.currie@imperial.ac.uk), Dr Cristina Koppel, 

Queries to j.currie@imperial.ac.uk
Foundations of Clinical Practice theme

Part 1.

Reform your Group
Share past experiences of PBL: what worked well and what you want to do differently
Revise Ground rules and PBL process

Discuss expectations of the Tutor’s role

Part 2.
Abstract

‘This case is in the form of a video, designed to stimulate thought and discussion about some of the issues which may be encountered by medical students on a clinical attachment. The film follows the experiences of Ron, a second-year medical student, and some of his friends, on one of their first days on a medical ward placement. It is suggested that the video is played once, followed by a break for discussion of the general issues raised, in line with the PBL process. The video may then be played a second time, to allow all students a chance to appreciate and develop their learning objectives. The video is available for further viewing on the intranet, and the script provided below.’
Should there be problems with the video, that the IT team cannot resolve, please allocate roles and read the script.

Script – copy 
Scene 1
Ron – Morning Dad.

Dad – What you up to today?

Ron – Ahh I don’t know. There’s lots of stuff going on, it’s hard to keep track. Year 2’s very different to Year one.

Dad – yeah?

Ron – think I need to follow some more ‘patient journeys’.

Dad – what’s that?

Ron – I’m not sure, need to write some stuff online I think. Or present some patients to the rest of the team. Hopefully our consultant will be in today to tell us what to do.

Dad - That the slacker Dr Lanka?

Ron – Yeah that’s him. But I’m sure he’s just very busy! Well, I’m off. Remember you’ve got physio at 3. Seeya.

Scene 2
Ron arrives at hospital, and meets Jim in ward. 

Jim – Hey mate.

Ron – Hi, y’alright? Dr Lanka about?

Jim – Oh he’s never in. We had might as well not be here. Honestly, I don’t feel that I’m being taught anything.

Ron – But hey, you still get a chance to talk to patients, and to see what the doctors are doing?

Jim – Yeah yeah, I know, but I’m paying a heck or a lot for this, y’know? We haven’t had any proper teaching or supervision in weeks, because that consultant hasn’t turned up. I think it’s well unfair. I mean, what are we meant to actually do here?

Ron – Yeah, point taken. But it’s all experience, right? And what about that nice registrar, Dr Bemba? He’s quite good at getting us doing stuff. Here he is!

*Dr Bemba arrives*

Dr B – Hey, hey, come see these notes. *Walks* It’s about a 50 year old male stroke patient, came in after a 999 call early this morning. I tell you, a textbook case. I think he’s having some scans at the minute, but maybe talk to his wife.

Jim – I’ve got to read up on a case from the other day, will you be ok doing this? I’ll catch you later...

Scene 3
With Mrs TB.

Ron – Hi, Mrs Trancher-Bower. My name is Ron Larsson. I’m a second year medical student at Imperial College. Do you mind if I talk with you for a few minutes?

Mrs – Umm, yeah ok, that’s fine.

Ron – Can you tell us why you’re in here today? I understand that your husband was admitted this morning.

Mrs – Yes, that’s right. It must have been about 8. Well, I mean, I thought he seemed fine when we went to bed – a little tired maybe, but we’ve been working hard the last few weeks.

Ron – What does he do?

Mrs – He’s a taxi driver. Or was, I don’t know what’s going to happen now...

Ron – Can you tell me a little about what happened last night?

Mrs – Yes, well, we went to bed about 10pm, as normal. When we woke up, I don’t know – he had difficulty getting up. He couldn’t really move his right arm or leg, and his face seemed a little droopy on this side. And I asked how he was, and he didn’t seem to make a lot of sense, and his speech was all slurred. And you know those FAST rules? I thought of them and dialled 999.

Ron – and where is he now?

Mrs – (getting increasingly distressed)– Well I think they’ve taken him off for some scans. I’m so worried though, we really need the money, I don’t know what will happen if he can’t get back to work soon. They’re talking about rehab, saying that this place is a HASU? Whatever that is. I don’t know, what normally happens after a stroke case? Will our life ever be the same again? Can you help?

Scene 4
Lunchtime. Un-named doctor runs in with a CT scan.

Doc - Guys, look at this! So remember his symptoms – the drooping face, the right hemi-paralysis, the slurred speech, and remember how we predicted exactly where the neurological event would have taken place? Well we got it right! See here on the scan.

*General excitement and chatter; other doctors and members of the public getting involved.*

Jim – so that would be in the, err.

Doc – yeah that’s right. Go and speak with him when you have a chance! Check out his Babinski – classic. Seriously, fantastic case.

Both students leave.

Scene 5
A short while later, Ron is on the phone to his father.

Hey Dad…it’s me

Um yeah its been a tough day today, I’m just back from seeing a patient.

Well it started out alright, so we just got this patient in, his name was…Mr Tra… umm Mr TB 

So, yeah, he came in this morning, and he was like really interesting, the doctors kept calling him a “textbook case”. And I suppose he was, so he’d had this stroke... yeah, like you, but otherwise he was really healthy, never had a day’s illness in his life.

Anyway, Dr Bemba, …no the slacker’s Dr Lanka….Dr Bemba’s the nice one, yeah he was really excited about him, and started showing me all this stuff that we’ve learnt about in lectures... yeah... like his scans, and a Babinski sign, which I still don’t think I entirely understand... and some other doctors showed me the neurological exam, which I hadn’t seen before.

Yeah..., no, you’re right, I guess it was really interesting, but it kinda felt like the patient didn’t really know what we were doing, and I just felt quite uncomfortable, like we were in some kind of, I dunno, medical zoo or something.

So yeah, that was all a bit tough. But the hardest part was talking to his wife. I was told to talk with her whilst her husband was off having his scans, it was just the two of us, and we went through all the usual stuff... uhuh, that kinda thing..., but she started getting really upset when I got to asking her about her home situation. And I couldn’t stop thinking about when you had your stroke, and how everything changed for us in an instant... anyway, it was really bad, I felt tears welling up, I just couldn’t control myself. I felt awful, I’m supposed to be a professional now, and didn’t know what to do, or if I should mention my experiences to her...

Yeah…Yeah…

Well Dr Bemba must have noticed I was upset, because took me aside afterwards, he was really good about it. I told him about you and he made some really helpful suggestions…

Yeah, thanks dad. Oh I’ve just noticed the time, I need to get back, yeah love you too. Bye!

Scene 6
A little later that afternoon, at the nurses’ station.

Nurse - would one of you mind taking Mrs Reeves’ blood for me?

Ron – umm yeah that would be good, we haven’t actually done it on a patient before. Oh Dr Bemba!

Dr B – hullo?

Ron – is it alright for me or Jim to have a go taking blood? 

Dr B – Have a go?

Ron – yeah I mean we’ve practiced on each other, but if you’re too busy…

Dr B – Errrr… i don’t know we’ve had a few “incidents” in the past, lot of paperwork, it’s all a bit risky.

Nurse – Oh I’m sure the patient will be more than happy to let them practise!

Dr B – It’s not the patient I’m worried about. Look, guys, think of the risks? I think best not, not today.

Jim – this is absolutely rubbish, what a dull day. We’re not getting taught anything here. 

Ron – I sure something will come up. There’s always Pebblepad to fill in...

Jim – Why would I want to do that? Nah mate I’m off, got a pub crawl to get ready for and they’re hardly going to notice. 

Both students leave.

Aims
In preparation for your clinical attachment to:explore the roles and responsibilities of students and doctors towards patients and the topics of stroke and safety for patients and ‘self’. 

Year 2 Case 2:  Of mind and body 
Miss Zainab Oseni, Final Year Medical Student 
Advisor  Dr. Elizabeth Muir e.muir@imperial.ac.uk
Life Cycle and Regulatory Systems and Dr and Patient theme

Peer feedback and professional assessment

In addition to the study of this case we should like to introduce the concept of peer assessment to you. You will use your E-portfolios for this task.
1st session of Case 2

1. Read the sheet on the context of Peer Assessment –see below.

2. Check your understanding of the descriptors and task. 
3. Jot down specific comments about ‘effort’ during or at the end of the session- for your colleagues and yourself.

4. After the session: complete the sheets in your E-portfolio and save within 48 hours*-see instructions below.
2nd session of Case 2

1. Jot down specific comments to assess the presentations during the session

2. Assess each presentation on its own merits-do not compare with the others
3. After the session: complete the sheets in their E-portfolio, save and submit within 48 hours
To fill in and edit your profiler:

1. On your e-portfolio home screen, click on the create new sub menu and select more...
[image: image2.emf]
2. Choose profile to show a list of profilers available to you.

3. Click on the Y2-Group #-PBL Peer Feedback profiler (# represents your individual group number) and then the tick icon [image: image3.emf].

4. The profiler will open up in a new window. Click on click here to begin filling it in.

5. Fill in Your details and click Next.

6. Complete the Peer Feedback and Professional Assessment and click Finish & View Results. 

7. To edit your information, click the Edit button in the top left corner of the page and repeat as above.

8. To review what you typed in, click Next.

9. Once you’re finished, click Save & Close.

10. To edit your profiler, click view on the e-portfolio home screen, select my assets > Y2-Group #-PBL Peer Feedback > edit this asset and repeat steps 4 - 9 from above.

To send your profiler to your tutor’s gateway:

1. On your e-portfolio home screen, go to view > my assets > Y2-Group #-PBL Peer Feedback > send to... > gateway
[image: image4.emf]
2. Ensure you select I belong to in order to see your gateway. Select the relevant ‘PBL tutor group’ gateway (PBL ‐ Group 1 in this example) and click [image: image5.emf].

[image: image6.emf]
3. A window will appear confirming your profiler has been published to the gateway.

4. To see if your profiler has been successfully published to the gateway: from your home screen, go to view > gateways and click on the gateway (for example PBL – Group 1). If your Y2-Group #-PBL Peer Feedback profiler is listed within your ‘PBL tutor group’ gateway, it means it has been published correctly.

Doctor and Patient course  Year 2 

PBL peer feedback and professional assessment form    
Please fill out the following table for each member of your PBL group, including yourself, for this term. Transfer your assessments to the E-portfolio and submit, after the session. 

Please * the colleague you worked with, if appropriate. 

First session: mark your colleagues on a scale of 1-5 (1 = minimal effort, 5 = excellent effort) for their effort.

Second session: mark your colleague on the quality of the latest presentation (1 = poor in terms of style and content, 5 = excellent style and content. Date……………………

	Self, then Names of peers 
	Effort
1-5
	Presentation
1-5
	Comments

	1. Self

	
	
	

	2.


	
	
	

	3.


	
	
	

	4.


	
	
	

	5.


	
	
	

	Names of peers
	Effort
1-5
	Presentation
1-5
	Comments

	6.


	
	
	

	7.


	
	
	

	8.


	
	
	

	9.


	
	
	

	10.


	
	
	

	11.


	
	
	

	12.


	
	
	


 Context.  About peer assessment: throughout your professional career there is a duty to give constructive feedback (honest, specific and detailed) to colleagues and to reflect on the feedback that others give you. This is for the appraisal and revalidation process and it is often called ‘multi-source feedback’.
The grades are awarded for the contribution to group work, that is, the effort your team members think you have put in and the quality of your presentation. You should assess yourself too. See the PBL process map in your Guide for a reminder about the expectations you should have of performance in the various roles. Refer to the Clinical Communication course and appendix E in your PBL guide to refresh your memory about presentations.
Please write notes during the sessions and access your E-portfolio as soon as possible after the session to upload your assessments.

Complete the section on the page provided for each of the members in your group. Use the full range of marks, 1-5 and write specific constructive comments and explanations of your marks.
A summary of your marks and the comments will then be reviewed by your tutor prior to release to you. Some students will be invited to a 1-1 meeting with your tutor. All assessments will remain confidential. It is recommended that you reflect on this formative assessment process in your E-portfolio.                                                                        Descriptors
	Effort

	1 Minimal
	2 Poor
	3 Satisfactory
	4 Good
	5 Excellent

	No contribution to discussion of the case either through sharing prior knowledge or asking questions of peers; lack of enthusiasm to develop learning objectives or give feedback. Or, dominating the process to the severe detriment of others.
	Little contribution to discussion of the case either through sharing prior knowledge or asking questions of peers; little enthusiasm to develop learning objectives or give feedback. Or, over-dominant, not allowing others to contribute.
	Contributes to discussion of the case either through sharing prior knowledge or asking questions of peers; shows enthusiasm to develop learning objectives and give feedback.
	Active contribution to discussion of the case either through sharing prior knowledge or asking questions of peers; enthusiasm to develop learning objectives and give feedback.


	Participates actively in case discussion, questioning & drawing in quieter peers, challenging and giving feedback but not dominating in group. Works enthusiastically with partner and peers to prepare for the presenting/reporting session.

	Presentation

	1 Inadequate
	2 Poor
	3 Satisfactory
	4 Good
	5 Excellent

	If paired- no contribution to preparation for presentation Objectives unclear; no beginning, middle and end; timing – too long or short; lack of interaction with audience; voice projection inadequate
	If paired- minimal contribution to preparation for presentation. Objectives stated but not achieved. Style of presentation lacking in several components.
	Shared preparation with peer. Objectives achieved and style of presentation satisfactory.
	Shared preparation with peer. Objectives achieved and style of presentation good but not memorable.
	Shared preparation with peer. Clear objectives and content delivered in an engaging way with good voice projection and appropriate interaction and to time and memorable.


Year 2: Case 2 Of mind and body 

Miss Zainab Oseni, Final Year Medical Student and Dr. Elizabeth Muir e.muir@imperial.ac.uk
Life Cycle and Regulatory Systems and Dr and Patient theme

Setting You are on call during your Clinical attachment at Northwick Park hospital.

Abstract

Mr. Giles Fletcher, a 23 year old man, has just been brought into A&E because his family thinks he has been acting rather strangely of late and he seems very breathless today. The F1 doctor gives Mr. Fletcher a quick smile and takes a history from his mother who reveals that Mr. Fletcher has been increasingly preoccupied with his work. He works as a junior researcher for the BBC but has been staying up all night searching the internet. His mother has tried to find out what is going on but hasn’t really been able to make sense of it. Her son mentioned that he believes he has a special role to play in world events but that there are people who are trying to stop him. When she queried this he mentioned a story in the newspaper about the increasing use of CCTV in London but she couldn’t understand how this related to him. On further questioning, she tells the doctor that her son has a history of severe poorly controlled asthma and that on a recent visit to the GP, the dose of one of his tablets was increased to 40 mgs- the one he has to take after breakfast. 

You notice that Mr. Fletcher seems very distracted and appears to be having a conversation although you cannot see with whom. The doctor does not speak to Mr Fletcher at all during the consultation. You also observe that Mr Fletcher has a round face, centripetal obesity and bruises on his skin. The observations by the nurse show an aural temperature of 38.5 Celsius, BP 145/90, RR 26/minute, oxygen saturation 94% , measured peripherally and radial pulse of 115/minute.

Mr. Fletcher then becomes very agitated and begins to rush around the department, pulling back curtains. He becomes very wheezy and seems to be unable to speak.

Aims

To consider the process of differential diagnosis & the interactions between complex medical conditions. 
To explore communication methods and the influences of personal experiences and views, including prejudices, on the doctor-patient interaction.

To explore approaches to patients whose behaviour is challenging.
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Case 3: The no-blame game..... it is wrong to blame immigrants for the capital's public health crisis, says Evelyn Harvey  http://www.guardian.co.uk/society/2008/jan/28/tb.london
Molecules, Cells and Disease Theme 

Original author of ‘A fading rose’ Dr. Ivor Brown
Revised by Dr. E. David McIntosh e.mcintosh@imperial.ac.uk and Dr. Saranya Sridhar 
Setting General Practice and Medical Outpatients

Abstract

You are observing in the medical outpatients of St. Mary’s hospital. A 22-year-old female asylum seeker, Gail Mutola, has been referred by the GP asylum doctor. Miss Mutola presented to the GP with a persistent cough, fever and a 7kg weight loss over the past two months. She had previously been in good health but had spent some time in crowded conditions in refugee camps where there was often not enough food. She is meant to use a lot of creams for her eczema, but these are expensive. She does not smoke and denied haemoptysis or chest pain. Recently she had been waking up at 2 or 3 am drenched with sweat. Physical examination was unrevealing, but a chest radiograph showed a shadow in the upper lobe of the left lung. The consultant comments that during her working life in the UK this sort of presentation was rare in comparison with world-wide, until recently.

Apply the PBL process to the case up to this point.

Supplementary information to be provided by tutor

Discuss
Then continue.

Miss Mutola speaks little English. Her interpreter reports that Miss Mutola is frightened of the coloured medicines that her uncle was made to take when he was ill in the same way. She is also very worried about how much the medicines would cost her and about the implications for her asylum status.

Instructions for students
Once you have agreed your learning objectives for the whole case, allocate the following sources and tasks amongst your peers. You should appraise these sources in a critical way. 

Critical appraisal 1:

Clark RC, Mytton J. Estimating infectious disease in UK asylum seekers and refugees: a systematic review of prevalence studies. J Public Health 2007; 29: 420-428. Pubmed: http://www.ncbi.nlm.nih.gov/pubmed/17923473 

Discuss the pros and cons of improving ascertainment, diagnosis, surveillance and treatment for infectious diseases in UK asylum seekers and refugees.

You should also make reference to Pareek et al. The Lancet Infectious Diseases 2011; 11: 435-444. This is an article about screening of immigrants in the UK; it is a multicentre cohort study and cost-effectiveness analysis. http://www.thelancet.com/journals/laninf/article/PIIS1473-3099(11)70069-X/abstract 

Discuss the sensitivity/specificity of the interferon-γ release-assay (IGRA).

Critically evaluate the conclusion of the Pareek et al. study: “Screening for latent infection can be implemented cost-effectively at a level of incidence that identifies most immigrants with X thereby preventing substantial numbers of future cases of X”. See also:

http://www3.imperial.ac.uk/newsandeventspggrp/imperialcollege/newssummary/news_27-4-2011-10-47-14 

Optional critical appraisal 1:

Patradoon-Ho PS, Ambler RW. Universal post-arrival screening for child refugees in Australia: Isn’t it time? Journal of Paediatrics and Child Health 2012; 48: 99-102.

If time allows, perform a critical appraisal of this case: a child refugee with a serious, life-threatening infection, or another selected case of your choice. The child in the J Paed and Child Health article presented with a suspicious cough, but did not receive adequate treatment until 16 days after presentation; on Day 19 the child experienced severe neurological deterioration with poor outcome. The case (or the selected case of your choice) should draw attention to how single case reports can be used (and are used) to drive changes in policy.

Critical appraisal 2:
Pitman A. Medicolegal reports in asylum applications: a framework for addressing the practical and ethical challenges. Journal of the Royal Society of Medicine 2010; 103: 93-97. http://jrsm.rsmjournals.com/cgi/content/full/103/3/93 
You are asked to draft a medicolegal report, in support of her asylum application, on behalf of your consultant about Gail Mutola, a 22-year-old female asylum seeker. How would you frame that report? 

Critical appraisal 3:
Winje BA, Oftung F, Korsvold GE, Mannsåker, Ly IN, Harstad I, Dyrhol-Riise AM, Heldal E. School based screening. BMC Infectious Diseases 2008; 8: 140. http://www.biomedcentral.com/1471-2334/8/140 
Miss Mutola’s two younger sisters (who are 14 and 15 years old) have been attending a local school. A decision has been made to screen all children and staff at the school for infection. Assess the pros and cons of the tests.

Critical appraisal 4:
Gleadow Ware SH. Treating failed asylum seekers. Stick to our ethical principles. BMJ 2009 (letter published 1st June); 338: b2192. http://www.bmj.com/cgi/content/full/338/jun01_1/b2192?maxtoshow=&hits=10&RESULTFORMAT=1&author1=Gleadow+Ware%2C+SH&andorexacttitle=and&andorexacttitleabs=and&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=date&fdate=1/1/1981&resourcetype=HWCIT 

You are Miss Mutola’s GP and you have received a letter from the medical outpatients of the teaching hospital. It states that Miss Mutola has been diagnosed and started on therapy. It also states that children and staff at the school which her younger sisters attend are going to be screened. But the letter is somewhat ambiguous regarding Miss Mutola’s eligibility for free therapy and nutritional support. So you decide to write a letter to the British Medical Journal somewhat similar to the Gleadow Ware letter (above). What are some of the ethical principles involved here and should you take it upon yourself to provide her with free therapy and medical support?

Critical appraisal 5

What are your opinions and critique of the headline article in The Guardian?
Aims
The aim of this problem is for students to learn about a global health problem and the implications for the health services of countries which are the destination of those with infection, based on the critical appraisal of given sources of information.

We want to encourage you to apply the tools you have learnt in Yr1 (Evidence in Practice and PBL courses) to do rapid but accurate appraisals of any source. In the summer term of Yr 2 (Science and the Patient course) you will practice this skill in more depth.

Guidance:

This case offers you another opportunity to ‘sharpen up’ your search skills. 

Please contact the Library staff if you are not confident at using OLIVIA- it is expected that you will be skilled at searching for, and appraisal of, information by this stage in your studies.

Presenting critical appraisal findings to tutors and peers- refer to your Evidence in Practice Course Guide and lectures in Year 1. 

Over the years students have said that they struggle to apply this skill that they learnt about in the Year 1 Evidence in Practice Course. However, since we introduced the application of this skill to PBL cases students have become more confident. We hope that the papers and media articles that you find for this case will enable you to practice this skill again. You can refer to the many sources of information about Critical appraisal in the Yr 1 Case 3 PBL 

Presenting critical appraisal findings to tutors and peers
You will need to adapt the following if your source is from the media and not a research paper.

Summarise paper first: with a sentence for each of the following:
· Who did the study?

· Why did they do it?

· What did they do?

· What did they find?

· What did they conclude?

· Where was the study reported/ published?

· Was it peer reviewed?

· Then consider the following:
· 1.
Question

· 2.
Design

· 3.
Population

· 4.
Methods

· 5.
Analysis

· 6.
Confounding

· 7.
Bias

· 8.
Ethics

· 9.
Interpretation

+ for the purposes of PBL
· 10.
Your overall judgment about the paper or source
Links with other parts of the course
· Microbiology, immunology and pathology sessions in Molecules, Cells and Disease Course, Years 1 and 2
· Evidence in Practice Year 1 

· Medical Ethics Year 2 and 3
Case 4:  Potting the skunk
Author: Dr Chris John (c.john@imperial.ac.uk)

Clinical advisor: Dr Elizabeth Muir 

Life Cycle & Regulatory System Theme

Aim

To revise a number of topics covered within the year 2 curriculum through studying the case of a patient presenting in the emergency department using the method of PBL in the clinical setting.

Read and refer to:  Appendix E, A model of clinical PBL for clinical attachments in medicine.
Setting 
Accident and Emergency Department, Northwick Park hospital

Abstract

Report of a Year 3 medical student’s clinical PBL case in Emergency medicine
Roles

One person to be the student and others the students on the clinical attachment
. 

Yesterday was the first day in emergency medicine during my attachment at Northwick Park. Since I had been designated as lead student for our first clinical PBL session, it was my job to clerk the patient. These were my notes that were relayed to my group to consider in the first part of the PBL case discussion.
The patient was undoubtedly the most challenging person that I was involved with in A and E.

Discuss your initial thoughts regarding the presentation.

Then consider:

What drugs do the presentation suggest this patient has taken?

Is the patient intoxicated and if so, what is the level of his intoxication?

Will the blood test help to judge the level of intoxication?

Explain the patient’s request to drink water before his tests?
What is known about behavioural disorders?

What is known about conduct disorder?

How is it managed?

What associations are there between drug abuse and memory problems?

Describe mechanisms that may induce memory deficit?

What do the terms used by the registrar mean?

What other issues does this case raise?

Question one another, discuss and debate.

Then agree your learning objectives.
Discuss how you make your presentations.

Session 2
Presentations

Feedback on presentations

Case evaluations with judgement about confidence in using PBL in future years of study.

Review PBL course in Year 2
One to one assessment with Tutor

Tutor evaluation on SOLE – please do complete this. Your judgments and constructive feedback are very useful to help a tutor develop his/her skills. 

Appendix A

Feedback skills

Aim: 
Students should be aware of these guidelines for giving and receiving feedback

Giving and receiving feedback are equally important skills and have relevance to the development of effective professional practice. As a professional you will give and receive feedback in different forms. For students and junior doctors, feedback is essential for the development of skills, knowledge and attitudes in clinical medicine. Increasingly, you will be involved in giving feedback so this activity provides some guidelines to get you thinking about helpful approaches. 

Feedback is important for learning because it:

· Provides acknowledgement of trainees’ acquisition of correct knowledge, appropriate attitudes and mastery of skills

· Provides guidelines for areas that need to be developed

· Provides motivation

· Provides insight into personal style

· Can lead to improved clinical practice 

Preparation for giving feedback

· What is the purpose of feedback in this situation?

· Is your colleague ready for feedback?

· Does your colleague want feedback?

· What does your colleague want feedback on?

· What does your colleague think s/he has done well?

· What does your colleague think s/he needs to improve?

· What do you want to say?
· How do you want to say it?
Giving feedback

· Consider giving feedback on what has been done well and areas that need developing

· Give feedback immediately 

· Consider what has been done well first but be flexible too – respond to your colleague’s needs

· Describe specific knowledge, attitudes and skills and give examples

· Describe your experience of the behaviour

· When identifying weaknesses or deficits, work with your colleague to develop alternatives (e.g. “Can you think of different ways of…?” “Sometimes I find it helpful…” “When you did… I was wondering what would have happened if you’d done…”)

· Confine feedback on areas that need developing to things that can be changed

· Be honest

· Be accurate

· Show empathy

· Use silence effectively

· Respond to your colleague’s verbal and non-verbal cues

· Do not overload with too much information
· Limit the use of generalisations
Preparation for receiving feedback

· Do you want feedback? If not, why?

· What is the purpose of feedback in this situation?

· Are you ready to receive feedback?

· What do you want feedback on?

· What do you think you have done well?

· What do you think you need to improve?

Receiving feedback

· Listen carefully

· Ask for feedback to be repeated if you did not hear it clearly

· Clarify feedback that is unclear or unsupported

· Assume the feedback is constructive until proven otherwise

· Use the elements of feedback that are helpful

· Pause and think before responding

· Consider the value of defending/arguing (return to the purpose)

· Ask for ways you might improve

· Separate your feelings from the content of feedback
Guidelines for giving feedback: extract from the Clinical Communication Student guide
These are the guidelines we use in our tutor training. We thought it would be helpful for you to read about this approach to feedback. Please also revisit the introduction in this guide for an explanation to why feedback is so important to your professional development.

1. Remind yourself of the purpose of feedback in this situation – to support student learning in patient-centred communication

2. Think about what you want to say and how you want to say it

3. Try to address the learning needs/goals the student identifies - Time will preclude much further discussion

4. You might like to use a structural approach to interviewing – that is, the interview has a beginning, middle and end. Then think about something from each phase that you observed as working well or something to do differently

5. It is important to stick with the following sequence for giving feedback


Student interviewer, Patient, Tutor

6. Focus FIRST on what the student interviewer did well and then proceed to things that can be done differently

7. Always identify strengths that the student has demonstrated

8. Give your own experience of the communication For example: 


“It was very helpful when you entered the room to make eye contact and introduce yourself with your name, role and a clear statement of the purpose of the interview. I think you said that you would like to spend about 5 minutes talking with the patient about why they had come to hospital. This was clear, honest and focused. Well done.”


“When you said that you wanted to have a little chat, I thought you were trivialising your task. In some ways you were also being dishonest. What you are doing is asking several questions about why the patient has come into hospital. That is quite different to a little chat.”


“When you smiled at the patient right at the beginning of the interview, I thought you conveyed a sincere interest in the patient.”


“When you asked the patient about her smoking, alcohol and other drug use, I thought that your tone seemed judgmental. You also used multiple questions which are not very helpful for getting specific information.”


“I could not easily hear your name at the beginning of the interview. Even though you have a long name, it is important that you use your whole name right at the beginning. It is also important that you say this when the patient can hear you – not when you are in the process of sitting down and closing the door.”

9. You might consider that when identifying weaknesses or areas for development, you can ask questions to help the student develop alternatives


“Can you think of different ways of…?” 


“Sometimes I find it helpful…What do you think about that?”
“When you did… I was wondering what would have happened if you’d done…Do you have any thoughts on this”


“I was interested in your questions about the impact of the symptoms on the patient’s work. It seemed to me that you really wanted to know about this but your patient was reluctant to share anything further. How else might you have managed this?”

“Do you know why the patient was so anxious? … How might you have explored the reasons for his anxiety? It seemed to me that you assumed why he was anxious.”

10. Always confine “negative” feedback to things that can be changed.

11. Be honest – If you did not think that the student was patient-centred, try to specify what it was they did that led you to think this way.


“I didn’t think it was helpful when you spoke over the patient. Were you aware of doing this?”


“I thought you distanced yourself from the patient when you used terms that the patient did not understand, your tone of voice was quite pompous and you did not make much eye contact.”


“I think you need to think about the way you present yourself – even in this simulated environment. The body position you adopted suggested you had little respect for the patient. Let’s have a look at the videotape and let me know what you think.”

12. Be accurate

13. Limit the use of generalisations


“That was good.” (State why it was “good” – You looked at the patient, you sat up, your tone of voice and the pace of your speech was friendly and engaging. You didn’t fidget and it seemed to me like you really listened…” 

Support Challenge Model

This model can help you think about the way you give feedback. Statements given as feedback can be graded in terms of support and challenge. The most effective feedback falls in the high support/high challenge quadrant.

	

	

	“That was obviously great – you  are trying  very hard”
	“A good effort. I could see how you were drawing the feelings out. I wonder if you got to the crux of the matter?”



	
	“Good, carry on, seems to be working”
	“Well that could have been done better. Why didn’t you focus more earlier on?”



	


Process of reflection and feedback after an Interview: to be applied in the PBL setting, e.g. after role play
Each of you will be the observer once. Your role is to guide the interviewer through reflection and to give them some feedback on their performance.

· Use the checklist to identify which skills the interviewer used

· For providing feedback remember the guidelines from last year (see below)  

· The following questions may be helpful in staying focused on your task and ensuring a balance

· “What emotions were you feeling during the interview?” [The purpose of this question is to raise your awareness of the link between feelings and behaviour]
· “And now describe two aspects of the interview that worked well?”

· Observer asks the role-play patient:

· “Can you please identify two communication skills that the interviewer used that were effective?”

· Observer provides specific feedback on two skills that s/he observed worked well

· Observer asks the interviewer:

· “Now outline two aspects of the interview that you would do differently if you could repeat the interview?”

· Observer asks the role-play patient: 

· “Can you identify two communication skills that the student could have used to improve the interview?”
· Observer provides feedback on two skills that could have improved the interview

· Observer summarises the feedback on things that worked well and things to improve
Interviewer receives written feedback from observer and role-play patient.

	Appendix B1 PBL  student’s self-assessment notes…… Year..........Group.........Student name................................................................

	Case
	Attendance and punctuality
	CA: utilises prior knowledge
	Asks questions
	 Evaluates & challenges arguments
	Takes responsibility for tasks e.g. GL or scribe **


	AI: Accesses material 

from reliable, varied 

& original sources 
	Shares correctly referenced material
	CrA: Challenges the

quality & pertinence of material
	EBM: Yr.2-grasps impact and limitations
	Offers constructive feedback to colleagues 
	TW: Participates actively in discussions
	Respects others in Group
	Takes responsibility

for own learning
	Actively contributes to setting learning objectives
	Makes effective presentations
	CA:case analysis

AI:accessing information

Cr.A:critical appraisal

TW:teamworking

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Key to performance: 

M-merit;

S- satisfactory;

US- unsatisfactory

Comments, including about roles**
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	Appendix B2        PBL Student Assessment         Year………  Term: Autumn/Spring        Group:…………   Student Name:…………………..

Key to Performance:  *M – merit;        S – satisfactory;          US – unsatisfactory

	Part 1:

Professional Behaviour

Tutor please indicate:

Attendance:

(      )  out of  (      )

Punctuality (please circle):

Satisfactory/Unsatisfactory
	Part 2:  One-to-one assessment of key skills developed in PBL

	
	Case analysis:

a. Utilises prior knowledge.

b. Asks questions of peers.

c. Evaluates & challenges arguments.

d. Takes responsibilities for roles e.g. group lead or scribe.


	Accessing information:

a. Access information from reliable, varied and original resources.

b. Shares correctly referenced material.
	Critical appraising and evidence-based medicine:

a. Challenges the quality and pertinence of material.

b. Offers constructive feedback to peers and tutor.

c. Demonstrates an understanding of  the principles and  limitations of evidence-based medicine (EBM)
	Team working and teaching:

a. Participates actively in discussions.

b. Respects others in group .

c. Takes responsibility for own learning.

d. Actively contributes to setting learning objectives.

e. Makes effective presentations that aid learning.

	Year 2 – Peer Assessment 

Submitted :  Y or N
	Student

*M/S/US
	Tutor

*M/S/US
	Student

*M/S/US
	Tutor

*M/S/US
	Student

*M/S/US
	Tutor

*M/S/US
	Student

*M/S/US
	Tutor

*M/S/US

	Student opinions:  Specific areas to improve, including roles (Group Leader and Scribe)



	Tutor comments: General and about roles (Group Leader and Scribe)

Please complete in last session and give top copy to student and return the carbon copy to Weng Teh, FEO (Medicine) SAFB, Imperial College, London


	                                                            SCHOOL OF MEDICINE                                     Appendix C


	IMPERIAL COLLEGE LONDON

	Doctor and Patient:  Problem Based Learning - Year 2

	CASE  [         ]



	CASE   EVALUATION

	(To be completed by students and tutor together at the end of each case.)



	Group................................................ Tutor’s Name ....................……………….........................

	Overall Evaluation of Case and Suitability for PBL


	4
	3
	2
	1

	Excellent
	Good
	Satisfactory
	Unsatisfactory

	Compare this list of objectives and mark degree of student achievement by ticking appropriate box.



	
	Case Objectives
	Identified  by group
	Not identified
	Partially achieved

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6
	
	
	
	

	7
	
	
	
	

	8
	
	
	
	

	9
	
	
	
	

	10
	
	
	
	

	Please list the additional objectives identified by your group and not the author. Please write out in full.


	a
	

	b
	

	c
	

	d
	

	e
	

	f
	

	g
	

	h
	

	i
	

	Tutor: At the final session- please invite the students to give their opinion about applying the PBL process in future years of study, as below.

Student:  Having finished the PBL course, I feel confident about identifying learning objectives, using relevant resources and presenting my findings effectively to colleagues.

Please score independently and then tot up as follows:
Number of students

Strongly agree

Agree

Neither agree or disagree

Disagree

Strongly disagree

Additional comments.



Appendix D
Making presentations
Summary sheet from the Communication Programme session in Yr 1
The features of effective presentations.

Students should be aware that in most presentations they should state who they are, what they are going to do, how they are going to do it, do it and then review what they did.

That is, there is a beginning, middle and an end.

Beginning

· Introduce self

· Introduce topic

· State aims/goals

· Outline structure

· Outline time

· Invite questions/interruptions (throughout? At end?)

Middle

· Interesting

· Stay with theme

· Avoid jargon or explain it

· Talk to basic level of group

· Aids – e.g. overheads/power point – 

· clear; not too much information (5-6 lines) i.e. main points; highlight. 

· Don’t read from slides

· Don’t make them distracting 

Closure

· Summarise

· Return to aims – have you met them?

· Questions

Personal characteristics

· Lively, enthusiastic

· Interested

· Audible

· Pace and tone of voice

· Confident

· Knowledgeable

· Appearance

· Environment and Environment

· Appropriate setting

· Arrangement of seating

· Equipment works

· Lighting
· Background noise
Appendix E – From; Macallan et al., (2009). A model of clinical problem-based learning for clinical attachments in medicine. Medical Education, 43(8), pp799-807
Table 1 Outline of clinical problem-based learning structure for medical and surgical attachments 

	


	Sesssion

Tutor

Student/group

Key questions/issues



Beforehand

Allocate case and designate lead student

Lead student clerks patient 

Allocate scribe to annotate discussion (whiteboard/flip-chart)

Lead student brings appropriate investigations (bloods, X-rays, electrocardiogram, etc.) to session

Tutorial 1

Tutor acts primarily as facilitator 

Presentation

Lead student: one-line summary of presentation, then stops

Hypothesis generation

Group brainstorm to develop hypotheses to explain presentation

What might be going on here?

Develop the focus of history acquisition

Group discussion to relate hypotheses to history

How do these different conditions present? What are the important things we need to know about the patient?

Detailed history

Either, lead student plays the role of the patient, other students take history from him or her, or lead student presents history in the third person

Identify learning issues

Students collectively agree on what they need to research before the next tutorial

What do we need to understand to approach this case effectively?

Focus on clinical signs

Relate examination to hypotheses and history
Lead student presents examination findings by answering questions raised by the other students

What should we look for on examination?

Review hypotheses

Group discussion

What do examination findings tell us?

Focus on mechanisms

Group discusses likely pathology and underlying aetiology

What disease states or processes are involved?

Finalise learning objectives

Group agreement

All objectives are for all students

Review at bedside

The whole group visits the patient on the ward
Review history
Demonstrate clinical signs

Learning interval

Students use textbook, online and staff resources to answer learning objectives

Lead student follows case daily, referring to notes and further investigations

Tutorial 2

Tutor switches from facilitator to expert role 

Summarise case; set agenda

Group members review what they have found out about their learning objectives

Patient-focused: what have you learned that specifically applies to this case?

Case progress; explain decision making

Review investigations, management, progress

What management decisions were made and why?

Revisit patient at bedside

Demonstrate key issues discussed

Expert discussion of clinical management and reasoning

Summarise learning
Identify outstanding issues and any further learning objectives

Tutor leads discussion and ensures students have covered all appropriate aspects

Write-up

Case report

Lead student produces case report
Report is distributed to whole group

Part of summative assessment
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You are also expected to have read and considered the Guidance from the GMC and Medical Schools Council in the booklet: 





Medical students: professional behavior and fitness to practice.








creativity





Teaching





Asking questions of others





Explaining your understanding





Presenting in an imaginative way





Requesting feedback





Leading feedback for others





Team working





Aiming for a ‘winning team’- we not I





Negotiating rules and roles





Agreeing goals





Building on strengths & improving areas of weakness





Work effectively with your tutor





Case analysis & Critical Thinking





Debating


Applying a structured approach


Weighing evidence





Analyzing


Synthesing








collaboration





Accessing Information





Not just Google 





Evaluate the relevance of sources to the case





Link to the scientific basis





Reference accurately











Coping with uncertainty





integrate your learning across the themes








develop your professional skills





Summary of the Imperial-style 10 steps





10. Evaluate








9 .Give feedback to the leader, and scribe & tutor








8. Identify new learning goals. Scribe to write





7. Discuss/present findings








6. Investigate to resolve these areas of uncertainty and ignorance








5. List areas of uncertainty/ignorance as specific questions* *the learning goals











4. Attempt to explain these events or issues, hypothesise








3. List the events and issues











2. Read case - clarify any unknown words or phrases








1. Identify leader (chairman) and scribe














All Participants have a role to play in**





PBL Process Map





Case Analysis





Tutor





Chairman





Follow the steps of the process in sequence





Participate in discussion





Listen to and respect contributions


      of others





Ask open questions





Research all the learning objectives





Share information with others





Give feedback to peers 





Assess self





Evaluate case and tutor





Lead the group through the process





Encourage all members to participate





Maintain group dynamics





Keep to time





Ensure group keeps to task in hand





Ensure scribe can keep up and is making an accurate record





Lead feedback and case and tutor evaluations





Encourage all group members to participate





Assist chair with group dynamics and keeping to time





Check scribe keeps an accurate record





Prevent sidetracking





Ensure group achieves appropriate learning objectives





Check understanding





Prompt feedback and evaluation





Assess performance





See Tutor Evaluation


Appendix C





Record points


by group





Help group order their thoughts





Participate in discussion





Record  resources used by group





Summarise outstanding learning objectives at end of 2nd tutorial





Record all learning objectives on Case Evaluation Sheet














Teamwork


              





Accessing Information








Critical Appraisal





Group member





Scribe





**See Student Assessment
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(BMJ Vol 236 Feb.03 Diana F. Wood)


Amended version








   PBL 





   ICA  


                    








Presentation


 A and E, young male brought to the emergency ward by the police. He had been picked up for playing truant from school. 


The police told us that they were concerned that this individual was in a stupor and was not particularly responsive to questioning. 





History


I did not gather much information whilst trying to take a history, but did ascertain that his name was Sin and that he was 17 years old.


He said that he hadn’t done anything wrong and, in his words, he simply had some ‘behavioural issues’.


He refused to give his full name.





Observations: 


Sleepy but easily roused


Teeth discoloured


Reddening of conjunctivae


Pulse 100/minute


BP 142/90


Aural temperature 36.8 C





Management


The nurse placed Sin in a quiet room with half hourly obs.


The registrar came to assess him. On examination a bus pass dropped out of a pocket. This had his name, Sin Simella.





I was tasked with checking his details on the database. The Registrar then rang his GP.


The GP said that Sin had been in and out of care for most of his life. He had suffered with conduct disorder for the last 7 years and that the GP was pretty sure that he had started abusing some sort of drugs at least 3 years ago. The last time she had seen him there were definite signs of a short term memory deficit.





The registrar instructed me to take urine and blood samples for drug levels. Sin agreed but said I had to wait until he had several glasses of water.











Later, the registrar started to quiz me about the hippocampus. When I could not recall anything he suggested I might get the help of my PBL group and ask you if you remember anything about ‘encoding’ and registration’.





Support





Challenge
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