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Welcome

Thank you for your involvement with the Clinical Methods Teaching (CMT) component of the Year 3 course.

CMT provides students with a great opportunity to consolidate skills learned in the clinical skills lab or on the wards. The course is designed in a semi-structured way and is changing continually in response to your needs and those of the students. The course curriculum is outlined in the next few pages. Please use the links and web pages provided to gain more detail on the individual lectures and teachings that are run in parallel with CMT. 

CMT is popular with both students and teachers. We rely on your constructive feedback to help us to develop and improve the course.

I hope you enjoy your year of teaching.

Best wishes,
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Introduction

The students on this course are from Year 3. They have completed two largely theoretical years; this is their first full year of clinical medicine. They are placed in groups of 3–5 and occasionally in six. The course runs from October to May.

We do encourage all our teachers to look at the student log books and plan sessions around these with the students. A student log book can be viewed at: https://education.med.imperial.ac.uk/Years/3-0910/logbook.docx .  Your teaching should also reflect the students’ growing experience during the year.
Aims

To develop students’ clinical skills and knowledge through history taking, physical examination and communication.

Learning outcomes

By the end of the course students should be able to:

· Take a relevant history from a patient with symptoms relating to cardiovascular, respiratory, gastrointestinal, renal and neurological systems, using a range of communication skills. 

· Examine a patient and demonstrate and interpret common physical signs in these systems.

· Understand the causation and effects of diseases through practising and reflecting on the integration of physical, social and psychological factors.
Particular benefits of this GP attachment

There are particular benefits for students having sessions in general practice as opposed to the local hospitals where they are most of the week. 

GPs have ready access to many patients whom they know well, with good histories and physical signs for all the body systems. In addition, they are particularly skilled at looking at the integration of physical, social and psychological factors, both in the causation and effects of disease. 

Students consistently rate this course highly and value GP teaching. 

Contacts

If you have any concerns about your students please email our administrator Steve Platt, s.platt@imperial.ac.uk or speak to the Director of Clinical Studies at the hospital where the students are based, so that any problem can be rectified quickly.

Intranet 

This guide is also available on the intranet. The intranet also has information on standards for systems examinations, Imperial College videos of clinical examinations, the Student Year 3 course guide and Student Log Book. Students will also be using Blackboard, the College’s Virtual Learning Environment. The Year 3 course content in Blackboard will contain interactive quizzes, etc. Didactic content for year 3 will also appear on the Intranet. 

To access the intranet:

1.
Email Kate Woodhouse k.woodhouse@imperial.ac.uk for a login and password. 

2.
In your browser, bookmark the URL https://education.med.imperial.ac.uk, which will take you to the Medical School intranet pages.

3. 
Click on Year 3
4. 
Click on Clinical Methods Teachers’ Page

Teaching tips 

Preparation

Practice considerations

Please make sure that your practice staff know that you are expecting students who will be in the practice for at least two hours. The students should not feel that they are in the way. You will need a room with sufficient space for the group. You should not be disturbed with routine surgery work or queries while you are teaching. 

Students are expected to be punctual and neatly dressed. Attendance at GP sessions is compulsory, students who are ill must contact the GP or surgery before the session. As the sessions are quite long, the students will probably welcome some refreshments!
Recommended equipment 

It is recommended that you have the following equipment available in the surgery for use by students: 

· Aneroid sphygmomanometer

· Stethoscope

· Opthalmoscope

· Otoscope

· Penlight

· Tendon hammer

· Tuning forks, both 128Hz and 512 Hz

· Cotton wool

· Orange sticks

· Wooden tongue depressors.

It is also useful to have at least one clinical examination text book for reference. We would currently recommend:

1. Clinical Examination. Epstein, Perkin, de Bono DP, Cookson J., Gower Medical Publishing, 3rd Edition, 2003. 

2. 
Macleod's Clinical Examination: Pocket Guide to Clinical Examination.  Ed: Munro and Edwards, .Churchill-Livingstone. 10th Edition. 2001.

3. Handbook of Clinical Skills.  J Dacre and P Kopelman.  Manson Publishing, 2002. 

4. Clinical Skills for Medical Students: a hands-on guide.  Ed: Ian Bickle, Paul Hamilton, David McClusky, Barry Kelly.  Describes the procedure for examining each of the five major systems: cardiovascular, respiratory, alimentary, musculoskeletal, and nervous.
5. A flip chart can be useful.

Basic teaching skills

Setting the scene

The importance of starting off on the right foot cannot be overestimated. The students are most likely to learn in a relaxed and friendly environment. GPs have a reputation for being friendly and approachable teachers. While part of this is no doubt related to the way in which we approach our clinical work, some of it is consciously developed to put students at their ease. In the same way that we arrange the seating for patients to help communication, we can help teaching by arranging the students’ chairs in a circle and putting any visual aids (flip charts etc) so that they can be easily seen. A friendly greeting and the offer of a cup of tea relaxes students, and if asked they will wash their mugs up afterwards! 

Students tell us that their GP is often the only person who enquires what they have seen that week. They find this valuable, and feel they can discuss things openly with us as we are out of the hospital setting. 

Once the group is together it is worth informally discussing some ground rules. These are the rules by which the group will function over the next few weeks, covering things like attendance and confidentiality. We will deal with setting ground rules more fully in the section on managing groups.

Being student centred

The phrase student centred has a similar meaning to being patient centred. Essentially it is about moving away from an authoritarian form of teaching where you, as the teacher, knows exactly what the students need to know and are going to teach it whether they like it or not. Within CMT an authoritarian approach is not sensible, never mind the philosophical objections, because the students are the ones who know what they have done already, what they are doing in the hospital over the next few weeks and thus what the gaps in their knowledge are. Being student centred means focusing on what the students want to know and involving them in the learning as much as possible.


You will automatically start being student-centred on the first session when you and the students sit down together and look at the aims for the next sessions. Keep checking with the students that you are covering what they want to know. That way you will avoid a lot of duplication and waste of time.

Assessing prior knowledge

Finding out what students know already is very important. Remember that even if they know it already, time spent rehearsing the information is not wasted – by calling it up, they will be preparing themselves for learning. Try to think creatively – they may not have already seen someone with fibrosing alveolitis, but they are likely to have seen other causes of shortness of breath – can they describe one of these cases? How was the patient affected? What was the underlying problem?

You will find that students often have relevant knowledge in another field entirely which is nonetheless useful. For example when talking about anxiety ask the students about their exams. How did they feel? How does this relate to the feelings that people experience in anxiety? Once the students prior knowledge has been explored you can then start to build new knowledge on to it, with no risk of teaching students something they already know.

A couple of problems often arise. Students may say they know nothing about a subject when in fact they do. There are several reasons for this: they don’t see how experience A could be related to experience B; they fear that their knowledge is too superficial and they will be made to feel stupid; or they fancy a non-challenging session. Creative exploration of prior knowledge should get round this. Another common situation is that one member of the group is either very knowledgeable or rather behind their peers. 


We will deal with mixed ability teaching in the section on teaching groups, but as a quick guide, use the knowledge of the able students to fill in the gaps of their peers rather than didactically going over it all.

Getting students to participate

Students are most likely to learn when they are actively involved with the learning. This seems particularly obvious when you are learning a skill – watching me perform a cardiovascular system examination a thousand times is not going to teach a student how to hear heart sounds unless they have a go. It is equally important for students to use new bits of knowledge they have learned. This will help them ‘fit them in’ to their memories and use them when needed. You will have to devise situations in which students can actively discuss what they have learned and test that they understand new concepts. Students are likely to learn when you use a variety of teaching methods in the session. This keeps students interested. Thus you could have a discussion, some practical work, get the students to think through a case and look at a model all in one session. Useful techniques include questioning, brainstorming, interaction with patients and role-play. We will deal with the art of asking questions below, and some of the techniques to use with a group in the section on teaching groups

Asking questions and dealing with answers

Questions are the simplest way of getting students to interact with a teacher. However, asking questions is not as simple as it appears. Firstly you need to consider why you are asking the question. Ideally you want to get the students involved in a discussion that will keep them involved with the teaching and helps them learn. With this in mind you need to consider the type of question you ask. A closed question – e.g. “what is the main cause of heart failure” invites a short factual answer. Either the student knows the answer or they don’t. If they do they will get a brief glow of success, and if they don’t they are likely to fell rather stupid. Open questions permit a more discursive response and invite the student to think their way through a problem. Questions can also probe at different levels of knowledge. The most common questions asked by teachers look at recall of facts. However, it may be more useful to see whether the student can use those facts, and whether they can solve new problems with those facts. Thus you could ask “using what you know about the way the heart works, how do you think a heart attack would affect function? Can you think what symptoms a patient might have?”

The most common problem we see with asking questions is that teachers don’t allow students long enough to think of an answer. Remember that complex questions need more thinking time. Rather than answering the question yourself when the student can’t, ask yourself why. There are several possibilities:

​
· the student doesn’t understand - try putting the question another way

· the question had more than one part and the student cannot remember the first point – try to keep it simple

​
· the question was too difficult – reframe the question at an easier level (this may make several smaller questions) as working through the answer to the question with you in small stages will help students understand the  underlying concept

We all ask poor questions from time to time. Don’t feel that you have to pursue a poor question. It is often easier to say ‘lets look at that a different way’ and move on.

Asking questions to a group of students raises several issues. We will look at asking questions in groups later on. You will have to decide whether to ask questions to students directly, in turn, or to the group as a whole. Students may feel that asking lots of questions is very challenging. Part of this relates to the way in which you ask the questions, but as a general rule, keeping up the level of challenge in a teaching session is not a bad thing. However if you are dealing with a difficult subject, students may feel less exposed if they discuss their responses to a question in pairs and then forward a collective response to the whole group. Sometimes you may find that a group ‘normalises’ its responses. You may ask “what do you think the diagnosis is?”, the most able member of the group will answer and then all the others will hastily agree. This takes away a valuable learning experience for the less able members of the group. They may not understand why their initial answer was not the right one, and would have benefited from time spent on this. One way round this is to get everyone to write or draw their answers on a piece of paper. This means they have to commit themselves, and gives you the potential to look at the reasoning behind different answers.

Checking understanding

During a session it is worth monitoring the progress of the students. Check that they understand the points you have just covered and make sure they have no questions before you move onto the next topic. By checking you will be able to manage the pace of the session (this means the speed at which information is delivered) and make sure that the information is delivered at the right level or pitch. Problems with pitch and pace form the vast majority of student complaints about CMT teaching.

Using visual aids

This is another way of keeping students interested. The aphorism “a picture tells a thousand words” is true. Students can interact with diagrammatic information easily. Common tools are diagrams (from books, CD ROMs etc), flip charts and overhead projectors. It is important to think about why you are using a visual aid and take some time over selecting the correct one. If you are using an overhead projector keep the writing large and legible and only summarise the key points in the discussion. Flip charts are useful to note down key points in the discussion, organise disconnected bit of information, and provide an aide memoire for students (for example key questions to ask in the history, with the flip chart visible over the patient’s shoulder). Students find handouts at the end of a session very useful as it allows them to participate fully in the discussion without taking notes.

Setting homework

Because medical knowledge is constantly changing, one of the essential things all medical students must have when they graduate is the ability to continue learning. This is often referred to as lifelong learning. We do this all the time when we see patients, realise that there is something we don’t understand and then discuss it with our partners, look it up in textbooks or read a relevant article. What we have learned to do over the years is identify our own learning objectives. This means that we decide what we need to know. We then devise a learning strategy to meet the objectives we have set. For the vast majority of us these skills were not taught explicitly at medical school. You can prompt students to develop these skills by getting them to identify things the group didn’t know about in the sessions and instead of telling them the answers, get them to research them after the session. Students often refer to this as ‘setting homework’, and are familiar with the process as they have been exposed to problem-based-learning in Phase 1 and 2. It is important to make sure that the objectives the students have set are realistic, and if you suspect they will be difficult, to check on the student’s proposed learning strategy. It is a good idea to note down who was responsible for what and ask them to present it at the start of the next session.

Summarising and closing a session

Summarising at the end of a session is important. We could reduce a lot of teaching theory to the statement “tell them what you going to do, do it, tell them what you just did”. This perfectly demonstrates the three part nature of a well planned lesson, and also reveals a critical fact about the summary – no new facts. The summary is just that – a summary of the content of the lesson at the end of the lesson. Its aim is to reinforce the most important points of the lesson. It can be done in several ways. The most common are teacher led; where the teacher summarises the most important points for the students, or student led; where the students are invited to summarise for the group. 

The last part of a session involves preparing students for what is to come next week – this enables them to read up, activate the knowledge they already have and make the most of the lesson.

Conclusion

In this section we have looked at the organisation and basic teaching skills you will need to start teaching. You will now be able to plan a simple lesson, and use your time with the students effectively. The key points to remember are:

	Organising yourself
	When am I teaching? Make sure you are prepared

	
	What am I teaching? Make sure you understand the aims and objectives of the session

	
	How shall I structure the lesson? Make a lesson plan 

	Basic teaching skills
	Setting the scene  Make sure that your students are comfortable and ready to start learning

	
	Being student centred  Do you know what the students want to learn in each session? 

	
	Assessing prior knowledge  Check what the students know already

	
	Asking questions  Keep your questions straightforward, but try and probe deeper levels of knowledge. Give the students enough time to answer

	
	Checking understanding  Make sure that the pitch and pace of the session is right

	
	Using visual aids  It is worth taking time to find these, and using flip charts and OHPs wherever possible

	
	Setting homework  Vital to promote life-long learning, but check learning objectives and learning strategy are reasonable and ask students to present their work

	
	Summarising and closing a session  Don’t give new information, and remind students about next week’s topic


History taking and teaching without a patient

Further ideas for teaching sessions 

One of the problems you will be faced with at sometime over the next few months is when a patient does not turn up for a teaching session. Many tutors have found that the risk of this is reduced by calling the patient up the day before as a reminder.  

If you find yourself without a patient on whom to teach the students there are still many exercises which students find very useful.

EXERCISES TO DO WITH The STUDENTS

History-taking exercises

· Role-play a patient with a specific complaint. It is easier to do this if you act the part of one of your patients that you know well. Select a scenario that will raise some points of discussion relevant to the curriculum i.e. chest pain. Remember that you do not have to be totally faithful to your patient’s story – embroidering the cardiac risk factors is quite acceptable!

· While the student is taking your history, step ‘out of role’ to feedback on the progress of the history.

· Encourage good communication skills – how do you feel as the patient?  Is the student using listening and questioning skills?

· Encourage intelligent history taking. Ask the student why they are asking specific questions, and what information they hope to gain from the response. What questions must they ask?  What information would support or refute their putative diagnosis?

· It may help to get the students to generate a written list of causes of the main symptom (i.e. chest pain) before the history taking starts, and then get them to narrow the list down as the exercise proceeds.

· This exercise can be repeated with you playing the role of different patients with different pathological causes of the same symptom (i.e. if the symptom is chest pain you could role play a patient with angina, one with pneumothorax and one with a PE).

· Consider topics which may include more than one system – such as diabetes – symptoms, risk factors, complications, examination findings, investigations and management

Consultation skills exercises 

· Explaining procedures to a patient can be practised in CMT sessions eg explaining an endoscopy to a patient

· Exploring the concerns of an anxious patient is another useful exercise

· Dealing with an over-talkative or reticent patient.

· Skills in psychological medicine – such as assessing taking an alcohol history, depression and suicide risk, cognitive assessments.

Examination exercises

· Practise cranial nerve examination on each other.  The aim of this is to improve techniques.

· Certain cranial nerve abnormalities (such as visual field defects or areas of sensory loss) can be simulated by you to make the exercise more challenging.

· Discuss what abnormalities might be found in each cranial nerve, and what underlying pathology may be responsible.

· Practise examination of the eye (including use of Snellen charts, near vision charts, pinholes and ophthalmoscopy on each other) using material provided in the ‘Guide to Examination of the Eye’.

· Look at plates of abnormal fundi and identify the abnormalities. These can be found in many textbooks of medicine or in Macleod’s Clinical Examination.

Use of equipment

· Ask the students to take your BP and write it down. Compare the different results. If they are different why could this be?  Discuss positioning of the arm, cuff size etc.

· Ask students to demonstrate their use of a peak flow meter. Discuss how peak flow is related to sex and height. Ask the students to explain to you (in the role of the patient) how to use the peak flow meter

· Ask students to demonstrate their use of a metered dose inhaler (+/- volumatic) and dry powder device. Discuss the difficulties of use for different patients.  Ask the students to explain to you (in the role of patient) how to use an MDI and other devices.

· Discuss the use of a nebuliser. If the practice has one, get the students to practise setting it up. Discuss the emergency treatment of asthma in the community. Ask the students to explain to you (in the role of patient) how to set up and use the nebuliser.

· Many students value being given the chance to learn with an experienced clinician certain skills we take for granted eg eliciting reflexes using a tendon hammer, using an otoscope. 

USEFUL TEACHING AIDS

· Pictures of fundi – have a textbook to hand with illustration of papilloedema, diabetic and hypertensive retinopathies.

· Pictures of (common) physical signs – these are usually found in Pulse/GP/ and related GP magazines.  They can be cut out, mounted on a piece of card and saved in envelopes marked with the relevant system. GP magazines are a useful source, as the students are very unlikely to recognise the photos (as they may if you use a textbook).

· Short scenarios of relevant patients with symptoms to jog your memory, i.e. Mrs Smith aged 75 has a 5 year history of central chest pain which comes on in winter when she is walking her poodle on the way to the shops etc.

· Copies of investigations – these could be photocopies of common results such as an MSU showing a UTI, A FBC showing anaemia, U+E’s showing chronic renal failure, and ECG showing an old MI or a chest X-ray result etc. Ask them what the result show, what further investigations may be needed, and what treatment would be appropriate.  You will find that students have difficulty interpreting the simplest of results!

· Urine testing strips, BM stix and lancets.  It may be useful to ensure that students can actually do a BM stix/dip urine sample properly before discussing how to interpret results.

· Printouts from the computer disease register showing the number of patients in the practice with asthma, heart disease etc. – to give students an idea of how common diseases are in practice (i.e. of a list size of 6,000 patients we have x with y)
Assessment forms

You might like to use these forms to help the students assess their history taking, explanation and communication skills. 
History taking and communication skills

Student’s Name:
_________________________________________________

Assessor’s Name:
_________________________________________________

Case:


__________________________________________________




(e.g., explaining catheterisation to a 50 year old female).

Please grade the following areas using the scale of 1–6.   Please rate the student  at the level of competence expected by a Year 3 student at this time on the course.

History Taking

1.
Student introduces him/herself

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

2.
Student states purpose of the interview
Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

3.
Listens to the patient describing their problems in their own words

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

4.
Asks questions appropriate to presenting problem

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

5.
Explores patient’s beliefs (ideas, concerns and expectations)

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

6.
Elicits past medical history including specific questions about common conditions and details of any operations or hospitalisations

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

7.
Elicits drug history including over the counter drugs

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

8.
Asks about drug allergies including what type of reaction

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

9.
Asks about family history

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

10. Asks an appropriate social history

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

11. Asks specifically about smoking

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

12.
Asks specifically about alcohol

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]     

 13. 
Asks specifically about occupation

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

14. Does a thorough systems review

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

15.
Student is polite and courteous throughout 

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

16.
Student demonstrates active listening

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

17.
Student allows patient time to talk

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

18.
Student allows patient time to express concerns

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

19.
Summarises history and presents findings succinctly

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

What were the student’s particular strengths?

What development needs were identified?

ACTION PLAN What action is needed to address the development needs?

Explanation and Communication Skills

Student’s Name:
_________________________________________________

Assessor’s Name:
_________________________________________________

Case:


__________________________________________________




(e.g., explaining catheterisation to a 50 year old female).

1.
Student introduces him/herself

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

2.
Explains the purpose of the interview
Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

3.
Empowers patient to ask questions

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

4.
Assesses the patient’s prior knowledge

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

5.
Identifies the patient’s concerns

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

6.
Demonstrates active listening

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

7.
Explains the procedure accurately

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

8.
Checks the patient has understood

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

9. Encourages the patient to ask further questions

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

10. Answers questions accurately, admits if s/he does not know the answer and suggests who might know

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

11.
Is polite and courteous throughout

Further development required    
Satisfactory  
   Good or excellent 
        Score

                [1]  –  [2]                         [3]  –  [4]                [5]  –  [6]                        [       ]      

What were the student’s particular strengths?

What development needs were identified?

ACTION PLAN 

What action is needed to address the development needs?
Student On-Line Evaluation (SOLE) 
All written feedback has to be via the electronic feedback system SOLE (Student On-Line Evaluation). We would like you to encourage and remind students to fill in their evaluations at the end of their rotations. The feedback will be sent to you after the end of each term.

Results 
The majority of students enjoyed and valued their GP CMT placements. A large number of very positive comments were received last year. Many students valued their sessions as the highlight of the year!

Students liked:

· Variety of patients to be present for teaching and practicing

· High standard of teaching

· Small groups

· Well organised sessions

· Being able to ask questions

· Comfortable setting

· Individualised feedback

· Clinical quizzes

· Reviewing learning from previous sessions

· Awareness of the curriculum

Students disliked:

· Lack of patients

· Lack of patients – put in twice as this was by far the biggest student gripe

· “Slow-paced” sessions

· Unstructured or disorganised sessions

· Unprepared GPs

· Digression from teaching aims

· Lack of knowledge about OSCEs

· Not enough feedback 

· Traveling long distances to practices

· Timetable clashes

· Large groups

What if your feedback does not look good?

Points to consider:

· One set of bad feedback does not mean a bad teacher

· Some students are not good at giving feedback

· Others have not adjusted to being ‘adult learners’ or lack motivation.

· If you feel the students have been unfair please let your academic facilitators know.

· The main purpose of feedback is to inform future sessions for you individually.

· Use the teaching reflection forms after your next sessions and see if you can identify ways of improving your sessions.

· Discuss ideas with your Academic Facilitator or other teachers, perhaps sit in for a session or two

· Updates and refresher courses are organised regularly at Imperial. 

Teaching self assessment

Self assessment and reflection on teaching is an important way to improve teaching especially when starting out. You may find the teaching reflection forms useful or may prefer to design your own. Teaching can also be discussed with your Academic Facilitator.

Teaching and annual appraisals

· Teaching feedback is good to include in your annual appraisal. 

· Teaching reflection can also be included. See below.

Teaching reflection
Date…………………………. Number of students taught…………………………

Brief description of session…………………………………………………………………

………………………………………………………………………………………………

What went well?

What went badly? 

Changes for future session.

 

Teaching programme

Term 1

(October – December)
There are six sessions in this term. The following session plans are for guidance and may be adapted according learners’ needs.

Session 1

History taking and/or General Examination

Either ask the students to observe you taking a history or ask a student to take a history and outline the points on general examination.

History-taking skills

To understand the importance of combining the patient’s agenda: ideas, concerns and expectations with the doctor’s agenda: symptoms, signs and investigations.

General examination 

1.
Assessment of the radial pulse, include rate, rhythm and character.

2.
Assessment of blood pressure, knowledge of normal ranges. How to check for postural hypotension

3.
Measurement of respiratory rate (RR)

4.
Measurement of BMI

5.
How to use a thermometer. Normal ranges.

Session 2

Cardiovascular system

Show and allow all students to do a cardiovascular examination. Please ensure all students can use a stethoscope properly. You can use ECGs as a teaching tool.

Exploring outcomes

Learning outcomes are statements of skills and knowledge that the student should possess and be able to demonstrate at the end of the learning experience. 

The following is an example of how you could construct a set of outcomes for a patient who presents with chest pain.

THE PATIENT WITH A HISTORY OF CHEST PAIN

Learning outcomes

Clinical Skills

By the end of the session, you should have:

· Taken a history from a patient with a history of chest pain

· Understood the importance of asking questions related to the pain, other symptoms, smoking, family history and the patient’s perceptions of the pain

· Taken the blood pressure using both a mercury sphygmomanometer and an aneroid 

· Understood the importance of selecting the correct cuff

· Performed a simple and appropriate examination of the cardiovascular and respiratory systems (see appendix)

· Summarised the finding of the history and examination

Knowledge

By the end of the session you should have discussed

· The relevant questions to ask in a history of the patient with chest pain

· Possible causes of chest pain in the patient (depending on age and associated symptoms)

· Features to look for in the examination of a patient with chest pain to help in differential diagnosis

Examining the cardiovascular system

The student first introduces themselves to the patient and requests permission to examine their chest.

General inspection

· Inspection of the hands and face for cyanosis (peripheral and central), clubbing, pallor, xanthomas, corneal arcus, mitral facies and dysmorphic features associated with Marfan’s syndrome 

· Presence of pitting oedema in lower limbs and sacral areas
The pulse

· Palpation of the radial and carotid artery with assessment of pulse rate and rhythm and pulse volume and character (e.g. collapsing and slow-rising pulse)

· Auscultation of carotids for bruits
· Assessment of peripheral pulses, i.e. brachial, femoral, popliteal, dorsalis pedis and posterior tibial.
· Radio-femoral delay

· Renal bruits

Blood pressure

· Correct positioning of the arm and use of correct cuff size

· Cuff correctly positioned with centre of bladder over the artery

· Palpation of the brachial artery while the cuff is inflated until pulse disappears

· Cuff pressure allowed to fall slowly

· BP measured between  Korotkov phase 1 and phase V (disappearance of sounds)

Measurement of BP in peripheral arteries to assess co-arctation of the aorta and peripheral vascular disease, using a Doppler probe where appropriate

The JVP

· Positioning the patient at 45 degrees

· Measurement of the height of the JVP

· Performing the hepatojugular reflex (compressing the right hypochondrium with the hand causes a transient rise in the JVP)

· Commenting on the waveform of the JVP

Examination of the heart

· Inspection of the chest

· Palpation of the apex beat and description of the position on the chest wall

· Assessment of the quality of the apex beat and detection of thrills
· Percussion of the heart – abolition of cardiac dullness in emphysema

· Auscultation of the heart commencing at the apex with the bell followed by the diaphragm of the stethoscope, at the left sternal edge, and in the aortic and pulmonary areas using the diaphragm of the stethoscope

· Recognition of the first and second heart sounds (with simultaneous palpation of the carotid pulse)

· Assessment of cardiac rate and rhythm

· Rolling the patient onto the left side (to accentuate the murmurs of mitral stenosis) and sitting the patient up, leaning them forward (to accentuate the second heart sound and early diastolic murmurs)

· Assessment of added sounds such as the third and fourth sounds and murmurs

Examination of the chest and abdomen

No examination of the cardiovascular system is complete without an examination of the respiratory system and abdomen (looking for an enlarged liver). These examinations, i.e. examining the lung bases, may be performed when the patient is sitting forward. It may also be appropriate to assess the optic fund (hypertension) and to test the urine for protein (oedema, hypertension).

Session 3

Respiratory system

Show and allow all students to do the basics of the respiratory examination. 

Please ensure all students are taught how to percuss as it is a problem for many of them. They should also be taught to use a peak flow meter and interpretation of values.

The following is an example of how you could construct a set of outcomes for a patient who presents with breathlessness:

The BREATHLESS PATIENT

Learning outcomes

Clinical Skills

By the end of the session, you should have:

· Taken a history from a patient with breathlessness

· Understood the importance of asking questions related to the shortness of breath (duration, precipitants, relation to exercise), smoking, other symptoms and family/social history

· Used a mini Peak Flow Meter, and instructed a patient in technique

· Performed a simple examination of the respiratory system

· Summarised the findings of the history and examination

Knowledge

By the end of the session you should have discussed:

· The relevant questions to ask in a history of a patient with shortness of breath.

· Possible causes of breathlessness in the patient (depending on age and associated symptoms)

· Features to look for in the examination of a patient with breathlessness to help in differential diagnosis

· Interpretation of peak flow reading and variation due to age and sex (using peak flow chart)

Examining the respiratory system

The student first introduces themselves to the patient and requests permission to examine their chest.

General inspection

· Inspection of the hands and face for cyanosis (central or peripheral), clubbing, pallor 

· Comment on the quality of the cough (if present)

· Presence of pitting oedema in lower limbs and sacral areas

· Cachexia

· Presence of Horner’s syndrome

Examination of the neck

· Position of the trachea by placing the index finger in the suprasternal notch in the midline, looking for deviation or tracheal tug

· Lympadenopathy:  the student should stand behind the sitting patient and examine the pre and post auricular areas, followed by the upper mid and lower cervical chain, the suprclavicular area, posterior triangle of the neck and the occipital area.

· Signs of SVC obstruction (dilation of jugular veins and of superficial venules on the chest wall with a swollen and puffy face)

Examination of the chest

· Inspection of the chest

· Comment on deformities of the chest wall e.g. pectus carinatum, Harrison’s sulci

· Observation of respiratory movements and mode of breathing
· Comment on abnormal breathing movements seen on inspiration in severe asthma and in expiration (e.g. pursed lips in emphysema)

· Measurement of peak flow using mini peak flow meter, and relation of this to norms using peak flow chart

· Measurement of inspiratory and expiratory chest circumference using tape measure (optional)

· Assessment of respiratory movements both by inspection with the patient lying supine and posteriorly with patient sitting using both hands

· Percussion is done with the middle finger of the right hand tapping firmly on the second phalanx of the middle finger of the left hand which is pressed firmly over the area to be percussed

· Percussion of anterior chest wall:  directly over both clavicles and in infraclavicular area, and second to sixth intercostal spaces

· Percussion of lateral chest wall: forth to seventh intercostal spaces

· Percussion of posterior chest wall: Over trapezius, percussing downwards on lung apexes, above the spine of the scapula, and at intervals of 4-5 cm from the spine of the scapula to the 11th rib

· Tactile vocal fremitus (optional) assessed by placing the hand on the chest wall and asking the patient to say “ninety nine”, or “one,one, one”

· Auscultation of the chest sing the bell or the diaphragm of the stethoscope over both sides of the chest, and comparing one side to the other

· Identifying the nature of breath sounds (bronchial and vesicular) and added sounds (rhonchi, creps and pleural rubs)

· Assessing vocal resonance by placing the stethoscope on the chest and asking the patient to say “ninety nine” or “one, one, one”
Examination of the cardiovascular system and abdomen

No examination of the respiratory system is complete without an examination of the cardiovascular system and abdomen (looking for an enlarged liver).  These examinations should be integrated with the rest of the respiratory examination at appropriate times.

Sessions 4 and 5
Neurological system 
This should include CNS and PNS examinations. 

All students should be able to use a tendon hammer and elicit reflexes.

The following is an example of how you could construct a set of outcomes for a patient who presents with facial weakness:

The PATIENT WITH A DROOPING FACE

Learning outcomes

Clinical skills

At the end of the session, you should have:

· Taken a history from a patient with a facial weakness

· Understood the importance of asking questions related to the onset, other symptoms, effects on social functioning and past history

· Performed a simple examination of the cranial nerves

· Visualised the fundi using an ophthalmoscope without dilating the pupils, and identified the optic disc

· Summarised the findings of the history and examination

Knowledge

By the end of the session you should have discussed:

· The relevant questions to ask in a history of a patient with a facial weakness

· The differential diagnosis of a facial weakness depending on pattern of weakness (upper or lower motor neurone)

· Possible causes of a facial weakness

· Effects on the patient of a facial weakness and associated symptoms

Examining the Central Nervous System

The student first introduces themselves to the patient and requests permission to examine their face and head.

General inspection

· Inspection of the face for obvious signs of facial weakness (flattening of nasolabial folds etc.), diplopia, tremor etc
Olofactory (I) cranial nerve

· Test separately in each nostril using easily recognised substances such as coffee

Optic(II) cranial nerve

· Visual acuity for near and far vision (using Snellen chart).  Use of pinhole as appropriate 

· Examination of visual fields using technique of confrontation and finger or large headed pin.  
Testing for inattention hemianopia and scotoma by confrontation

Osculomotor, trochlear and abducent (III,IV,VI) cranial nerves

· Inspection of the eyes for ptosis, pupilliary constriction/dilatation

· Testing of pupilliary refleed to light and accommodation (using a penight or ophthalmoscope)

· Testing of ocular movements following an object (or the examiners finger) held 60cm from the eyes, and asking the patient whether they  experience diplopia

· Appreciation of the patterns of paresis caused by lesions of III, IV and VI, changes seen in intranuclear and supranuclear disturbances.

· Assessment of nystagmus, presence and direction of the fast phase
Trigeminal (V) cranial nerve

· Testing of light touch and pain in the 3 sensory divisions of the trigeminal nerve
· Testing of the corneal reflex using a wisp of cotton wool on the cornea
· Assessment of the strength of the masseter muscle and absence of jaw deviation (pterygoid weakness)
· Presence of jaw jerk, elicited by tapping the examiners thumb, which is placed on the patient’s chin
Facial (VII) cranial nerve

Testing of motor function by asking patient to frown, raise the eyebrows, wrinkle the forehead, close the eyes tightly, show their teeth and blow out their cheeks

Taste on the anterior portion of the tongue is not usually assessed

The glabellar tap may be elicited by tapping over the root of the nose

Vestibulocochlear (V111) cranial nerve

· Testing of auditory acuity in both ears

· Tuning fork tests (Rinne and Weber) to determine whether a hearing loss is conductive or sensorineural

· Testing for vestibular function at the bedside can be done by testing for positional nystagmus, by extending and turning the patients head laterally over the end of the couch

Glossopharyngeal (IX) cranial nerve

· Tested by eliciting the gag reflex

Vagus (X) cranial nerve

· Assessment of speech – nasal quality may indicate palatal paralysis

· Assessment of the palate both at rest and when the patient says “Ah”

Spinal Accessory (XI) cranial nerve

Test by examining the bulk and power of the sternomastoid and trapezius muscles

Hypoglossal (XII) cranial nerve

· Inspection of the tongue at rest and on protrusion (deviates to the paralysed side)

It may also be appropriate to examine the cardiovascular system, auscultate for bruits in the neck, test for meningeal irritation and examine the peripheral nervous system.

Examining the Peripheral Nervous System

The student first introduces themselves to the patient and requests permission to examine their arms and legs.

General inspection

· Inspection of posture (e.g. obvious hemiplegia) and gait while patient walks to couch and lies down

· Inspection of limbs for muscle wasting, fasciculation, voluntary and involuntary movements (tremor, chorea, dystonic movements)

Examination of tone

· In arms by passive movement at elbow and wrist

· In the legs by rocking the limb to and fro by rapid flexion of the knee (looking for hypertonia; spastic, rigid or cogwheel in nature or hypotonia)

· Examination for ankle clonus by rapid and sustained flexion of the ankle and for patellar clonus by sharply pushing the patella distally while the patient lies supine with the leg extended

Palpation of the muscles

May reveal tenderness in inflammatory conditions, e.g. myositis, polymyalgia

Testing power

This should be done systematically in all the major muscle groups of the upper and lower limbs, using either the isometric or isotonic methods (note that the latter is more sensitive at testing minor degrees of reduced power).

We suggest testing at the following sites, and noting the muscle strength using the grading recommended by the MRC, where


0
=
no active contraction


1 
= 
visible contraction without active movement


2
=
movement if gravity is eliminated


3
=
movement against gravity


4
=
movement weaker than normal (often divided into 4- and 4+)


5
=
normal

Muscle groups to be tested include:

· Shoulder abduction and extension

· Elbow flexion and extension

· Wrist flexion and extension

· Abduction and adduction of the fingers (using paper placed between the digits for the latter), opposition of little finger and thumb and power of thumb abduction.

· Hip flexion and extension

· Knee flexion and extension

· Ankle dorsiflexion and extension

Testing reflexes

· In the arms; biceps, triceps and supinator

· In the legs; knee, ankle and Babinski (the later should be noted as extensor or flexor, not as positive or negative) Reinforcement techniques should be taught as appropriate

· Abdominal reflexes

· The cremasteric reflex should not be performed unless the patient has given specific permission for it to be demonstrated.  Students should be advised to omit this.

Testing co-ordination

· In the arms, perform the finger – nose test with the patient’s eyes closed followed by asking the patient to open his eyes and touch the examiner’s finger and then touch his own nose rapidly. 

Dysdiadochokinesis may be sought for by asking the patient to rapidly pronate and spinate his forearm, touching first the palm and then the back of one hand to the back of the other. An 

assessment of fine finger movements may be made by asking the patient to pretend to play the piano

· In the legs, perform the heel shin test

Testing for sensation

· This should cover light touch (cotton wool), pinprick (using sterile pin, orange stick of diagonally broken tongue depressor), vibration sense (using 128Hz tuning fork), and joint position sense.  If the latter is diminished in the lower limbs it is likely to be accompanied by a positive Romberg’s sign.  To elicit this, ask the patient to stand with the feet slightly apart and eyes closed (but be aware that they will become very unsteady)

· Testing of sensation should follow dermatomes 

Further tests

It may be appropriate for students to learn to demonstrate the following 

· Neck stiffness and Kernig’s sign

· Signs of nerve root irritation (Lasegue’s sign and the femoral stretch test)
Session 6  

Locomotor system

The following is an example of how you could construct a set of outcomes for a patient who presents with joint problems:

The PATIENT WITH JOINT PAIN AND SWELLING

Learning outcomes

Clinical skills

At the end of the session, the student should have:

· Taken a history from a patient with painful joints

· Understood the importance of asking questions related to the onset, other symptoms,  effects on social functioning and past history

· Performed an examination of the major joints, and the joints of the hand

· Summarised the findings of the history and examination

Knowledge

By the end of the session you should have discussed

· The relevant questions to ask in a history of a patient with joint pain

· The different patterns of joint deformity seen in the hands in a patient with RA, OA and psoriatic arthropathy

· Possible causes of joint pain in the patient

· Effects on the patient of joint pain

· Use of aids to improve quality of life

The PATIENT WITH DIFFICULTY WALKING/BACK PAIN

Learning outcomes

Clinical skills

At the end of the session, you should have:

· Taken a history from a patient with difficulty walking/back pain

· Understood the importance of asking questions related to the onset, other symptoms, effects on social functioning and past history

· Performed an examination of the back, including hip and sacroiliac joints, Lasegue and Schrobers test

· Performed a simple examination of the peripheral nervous system (lower limbs only if appropriate)

· Elicited reflexes in upper and lower limbs

· Summarised the findings of the history and examination

Knowledge

By the end of the session you should have discussed:

· The relevant questions to ask in a history of a patient with difficulty walking and/or back pain 

· The causes of difficulty walking, and relevance of signs in the examination

· Effects on the patient of reduced mobility or back pain

GALS Screen (Gait, Arms, Legs and Spine) 

This short screening examination of the locomotor system is outlined below.

General

The patient should be undressed to their underwear and observed from the front, back and sides, looking for any symmetry or deformity (e.g. unequal leg length, kyphosis, scoliosis, loss of lumbar lordosis).

· Ask the patient about any pains.

Gait

· Ask the patient to walk, observe posture, symmetry, legs and arm swinging.

· (Possible abnormal gaits to consider, painful hip, Parkinson’s gait, wide based gate, Trendelenburg gait, Antalgic gait)

Arms

· Ask the patient to hold out their hands, palm down. Inspect the arms for obvious abnormalities (e.g swelling, deformity,)

· Inspect the skin or nail changes that may be associated with arthritis. (e.g. psoriasis rash, nail pitting, skin changes of Raynaurd’s disease)

· Ask the patient to turn their hands over, with arms flexed at the elbow. This assesses the radioulnar joint which is commonly affected in RA

· Inspect the palms. Look for Dupuytren’s contracture and thenar waisting

· Ask the patient to make a tight fist. Check that the fingers can fully flex into the palms

· Ask the patient to grip two of your fingers. Check power

· Ask the patient to tip each finger in turn onto the tip of the thumb. This  assesses opposition of the thumb and fine movements which are often limited in RA

· Squeeze across the hand from the 2nd to 5th MCP joints. Assess for tenderness

· Ask patients to put their hands behind their head, pressing the elbows back. This movement assesses abduction and external rotation at the shoulder and flexion at the elbows and is of functional importance in combing hair.

Legs

· With the patient lying supine on the couch, inspect for flexion deformity at the hip or knee.

· Passively flex the hip and knee with a hand placed over the knee.

· Assess knee flexion whilst feeling for crepitus and assessing hip flexion.

· Passively internally rotate the hip with hip and knee still flexed (both at 90º). Internal rotation is the first movement to become restricted in hip disease.

· Ask the patient to flex, extend, invert and evert the ankle. Assesses the tibiotalar movements (affected by OA) and subtalar movements affected by RA.

· Squeeze across the foot at the level of the MTP joints. Assess for tenderness.

Spine

Inspect the spine

· Ask the patient to put their ear on the same side keeping the shoulder still. This assesses lateral flexion of the cervical spine, which is the first movement to become restricted in degenerative or inflammatory disease.

· Place two of your fingers over adjacent spinous processes in the lumbar region and ask the patient to bend over and touch their toes. Your fingers should move apart. This is important as patients with a rigid spine caused by ankylosing spondylitis may be able to touch their toes, if they have supple hips.

Suggestion for recording the GALS screen in a normal patient.


Appearance
Movement

G-gait
√
√

A-arms
√
√

L-legs
√
√

S-spine
√
√

If abnormalities are found the further more detailed examination of the affected area is indicated.

A very useful website: www.arc.org.uk
Term 2 

(October – December)
There are seven sessions in this term

Sessions 1, 2 and 3
Surgery in General Practice

Each student should take a surgical history and perform an abdominal examination.

Other teaching topics should include: 

· lumps and bumps

· taking a history from a patient who has peripheral vascular disease 

· examining lower limb ulcers

· learning about the post-operative care of a patient discharged to the community

· urine testing/urinalysis 

· suturing/tying a knot

Surgery is more than a technical procedure – the real skills lie in an early diagnosis. Complete care demands cooperation between Surgeon and General Practitioner.

The role of the GP

1. Making the clinical diagnosis:


Time and expense are spared if appropriate history, examination and investigations are carried out before referral to the surgeon.

2. Gatekeeper


Should the patient be referred or managed conservatively at home

3. Managing the condition the patient and the family


The GP must know the basic steps involved in surgical treatment so that the patient and family can be informed and reassured. 

4. In post-operative care


To advise on post-operative recovery and convalesce and as to whether a patient is fit to work. The ability to recognise postoperative complications such as wound infections and abscesses as a result of early discharge care.

5. Medium-term comp Long-term follow up


Regular reviews of patients in between their hospital appointments. 

6. To liaise and collaborate


Good care depends on good liaison, understanding and collaboration between GPs and Surgeons. Each must respect and be familiar with each other’s problems and difficulties.

Aims of this mini module

· To teach students relevant surgical practice from the community

· To give students appropriate feedback relevant to these modules at the end of the three teaching sessions. 

Learning outcomes

By the end of these three sessions the student should be able to:

· Take a concise history from a post surgical patient and carry out an abdominal examination. This includes all hernial orifices. (Femoral and Inguinal).

· List the differential diagnosis of acute and chronic abdominal pain and appreciate causes for relevant age groups. 

· Take a history from a patient with Peripheral Vascular Disease

· Examine the pulses of the lower limb.

· List the differences between arterial and venous insufficiency.

· Describe an ulcerative lesion on the leg. Briefly talk about the management of ulcers.

· How to examine and describe a lump e.g. goitre, hernia, lymph gland, sebaceous cyst etc. Offer a differential diagnosis.

The following is an example of how you could construct a set of outcomes for a patient who presents with abdominal pain:

THE PATIENT WITH ABDOMINAL PAIN

Learning outcomes

Clinical skills

At the end of the session, you should have:

· Taken a history from a patient with a history of abdominal pain

· Understood the importance of asking questions related to the pain (site, precipitants, relation to food), other symptoms and past history

· Performed a simple examination of the abdomen (excluding PR and proctoscopy)

· Summarised the findings of the history +/- examination

Knowledge

By the end of the session you should have discussed

· The relevant questions to ask in a history of a patient with abdominal pain

· Possible causes of abdominal pain in the patient depending on associated symptoms (change in bowel habit, haematemesis, blood pressure, etc.)

· Features to look for in the examination of a patient with abdominal pain to help in differential diagnosis (jaundice, hepatomegaly, cachexia, etc.)

Examination:
The student first introduces themselves to the patient and requests permission to examine their abdomen.

General inspection

· Inspection of the hands and face for signs of chronic liver disease, jaundice, clubbing, pallor and nail changes

· Examination of the mouth for mouth ulcers and abnormal pigmentation
Examination of the abdomen

· Inspection of the abdomen with the patient lying comfortably spine looking for abnormal swellings or movements

· Comment on abnormal features such as distribution of body hair, caput medusae

· Palpation of the abdomen, moving from light to deep palpation
· Palpation for the liver edge should start in the right hypochondrium and the hand should be placed flat with the fingers pointing upwards.  A bimanual technique can be used
· Palpation for the spleen should start in the right hypochondrium and use a bimanual technique, with the left hand placed firmly in the left renal angle
· Palpation for the kidneys should use a bimanual technique, placing the left hand in the appropriate renal angle
· Percussion of the abdomen.  In addition to the guidelines laid out for percussion of the chest, the student should also percuss from resonant to dull; place the finger on the abdomen parallel to the direction of the anticipated note change; percuss softly for superficial structures and more firmly for deeper ones
· Shifting dullness (for ascites)
· Auscultation of the abdomen for bowel sounds and arterial bruits
· Examination of the groins for femoral and inguinal herniae

· Differentiation of direct and indirect herniae

· Rectal examination this should be performed if appropriate, assessing anal tone, presence of haemorrhoids or anal fissures, size and consistency of the prostate, presence of rectal masses and tenderness
The Acute Abdomen

The GP’s role is to decide on the basis of the history and physical signs alone, whether the patient’s condition demands urgent referral.

What could be the cause?

1.
Colics 

· Bilary; must be distinguished from Cholecystitis, or symptoms of spreading infection, jaundice

· Renal; (Indications for referral Pain ++ and fever++)

2. 
Urinary infections

3. 
Diverticulitis


(Indications for referral: mass spreading peritoneal signs, signs of pelvic peritonitis, obstructive features.)

Conditions which demand urgent referral:

1.
Obstructions N.B signs of strangulation in volvulus and adhesion obstruction 

2.
Ischaemia  Embolism, Thrombosis, Colonic ishaemia in the elderly
3.
Ruptured aneurysm

4.
Trauma  Very difficult. GP must be aware of possibilities of delayed rupture of spleen, kidney, liver.
5.
Perforations  Peptic ulcers; Diverticular disease
6.
Appendicitis

7.
Acute cholecystitis; Spreading abdominal signs, Pyrexia, Jaundice
8. 
Pancreatitis

In all women with abdominal symptoms a gynaecological history and a pelvic examination are important.

· Ectopic pregnancy

· Torsion cyst

· Fibroid

· Pelvic inflammatory disease

Those due to pathology outside the abdomen

These may mimic an acute abdomen so should be recognised

1.  Herpes Zoster
2.  Diabetic Ketoacidosis 
3.  Myocardial Infarction

4.  Pulmonary infections
5.  Torsion of testes

Who, what, when?

The student should appreciate the conditions that occur predominately at different times of life

Prevalent in young

· Congenital disorders

· Appendicitis

· Intussusception

· Torsion of testes

· HSP

· Acute gastroenteritis

Prevalent in adult to middle age

· Appendicitis

· Pyelonephritis

· Gynae conditions

· Crohn’s disease

· Colics

· Pancreatitis

· Peptic ulcer

Prevalent in the elderly

· Cancers

· Ischaemic gut: intestinal ischaemia

· Herniae

· Diverticultuis

· Obstructions

The following is an example of how you could construct a set of outcomes for a patient who presents with vascular disease:

THE PATIENT WITH VASCULAR DISEASE

Aim: To obtain exposure to common vascular problems.

General Outcomes: To provide an understanding of the clinical presentation of common vascular problems in general practice including arterial, venous and lymphatic disorders. The student should revise the following common conditions:

	Risk factor reduction
	Abdominal aortic aneurysms

	Carotid artery disease
	Claudication

	Chronic critical limb ischaemia 
	Varicose veins

	Chronic venous disease
	Lymphedema


A. Knowledge skills: The student should be able to:
· Demonstrate basic knowledge and understanding of the common vascular problems including recognising vascular ulcers.
· Develop skills in assessing patients with peripheral vascular disease.(History taking and examination)
· Be able to recognise any further underlying medical problems in vascular patients.
· Understand how to identify early and late post operative complications of vascular surgery particularly the complications that may occur after discharge.
B: Motor Skills: The student should be able to:
· Perform a specific vascular physical exam with emphasis on carotid bruits, palpation and assessment of peripheral pulses (radial, brachial, femoral, popliteal, dorsalis pedis, posterior tibial). (simulated patient)
· Have an appreciation of would closure and demonstrate knot tying if appropriate. (may be done in clinical skills lab)
· Examine actual patients with peripheral arterial occlusive disease and document signs of the disease, especially the presence, reduction or absence of pulses. 
Arterial disease in the leg

The effect of atherosclerosis in the leg leads to ishaemia. The primary occlusion site is the lower superficial femoral artery (60%) cases. The aorto-illiac segment is effected in about 30%. The pattern of arterial involvement tends to be symmetrical although one leg is usually effected more so than the other.

Other causes of ischaemia:

· Diabetes (usually more distal arteries)

· Beurger’s disease (thromboangiitis obliterans) smaller arteries.

· Acute Arterial embolism

· Trauma

· Vasospastic disease e.g Raynaud’s, scleroderma

· Frostbite, trench foot-cold and immersion injury.

History must include questions relating to:

1. 
Claudication distance: enquire about speed they are walking, gradient and recovery time. (This describes the efficiency of the collateral circulation.) Calf claudication indicates superficial femoral, gluteal claudication is caused by aorto-illiac disease. It is rare in the foot and suggests small artery disease (Buerger’s)

2.
Numbness: Diversion of blood to active muscle ‘muscle steal’

3.
Rest pain: 10% of patients. Typically at night and the leg is hung out of bed or exposed. Gravity improves circulation but causes odeama.

4.
Night Cramps: foot or calf

5.
Presence of Ulcers: They are painful (unless coexisting diabetes) and form on pressure points. 

6.
Cardiovascular risk factors.

Acute ischaemia 

May occur spontaneously or following trauma and usually the history is dramatic with sudden onset of pain, coldness and numbness in one or both legs

Examination features

Inspection: 

May reveal little abnormality

Odema

Muscle wasting

Loss of hair

Shinny skin

Trophic changes in the skin or nails

Palpation

Temperature change (cold)

Poor perfusion (slow return of colour after blanching the skin)

Postural colour changes- Elevation pallor and dependant rubor. (i.e.‘sunset foot’)

Venous guttering on elevation

Tender fissure ulcers, or interdigital or on the heel,

Ulcers on toes or pressure points

Septic lesions – paronychia pulp sepsis, bunion

Gangrene of one or more toes

Loss of pulses

Auscultation

Aorta, femoral, popliteal arteries.

In Acute ischaemia the clinical features are represented by

Pain, Pallor, Paraesthesia, Paresis (weakness), Pulse less

Indications for referral

Severe or progressive claudication

Rest pain , necrosis or gangrene,

Young patients to rule out alternative cause.

Patients with diabetic sepsis

Acutely ischemic legs

THE PATIENT WITH VARICOSE VEINS

A. Knowledge skills: The student should be able to:
· Demonstrate basic knowledge and understanding of the common venous problems including venous ulcers. (Differentiate between venous and arterial ulcers.)
· Develop skills in assessing patients with venous disease. (History and examination)
· Be able to recognise any further underlying medical problems in patients with venous problems.

· Understand how to identify early and late post operative complications of varicose vein surgery particularly the complications that may occur after discharge.
B: Motor Skills: The student should be able to:
· Perform a specific physical exam with emphasis on anatomical distribution of veins including the long saphenous and short saphenous.
· Have an understanding of how to safely remove sutures postoperatively.
· Examine patient with venous incompetence and document signs of the disease. 
Primary varicose veins
Unknown aetiology 

Secondary varicose veins

Known aetiology

Obstructed venous return

Pregnancy

Pelvic tumors

Ascites

Thrombosis

Retroperitoneal fibrosis

Deep vein thrombosis

Illio-femoral and calf veins

Rare congenital anomalies & AV fistulae

Factors predisposing to varicose veins
Family history  In 70% of cases there is a family history

Occupation: commoner in jobs which involve prolonged standing, especially in warm surroundings.

Age  Increasing with age

Sex  Commoner in women

Diet Typical low fibre western diet, leads to constipation and straining. (Rare in third world)

Obesity

Classification

Anatomical

Incompetence from:

1. Long saphenous (commonest)

2. Short saphenous

3. Ankle perforators (very uncommon)

4. Combination

Depth:

Intradermal-web veins, spider or naevoid form

Subdermal – reticular veins; fine venules

Subcutanous – stem veins; along saphenous distribution.

Complications

Superficial thrombophlebitis

Skin changes:resulting from prolongues venous hypertension such as eczema,   trophic changes, ulcers, fat necrosis and induration.

Bleeding

Calcification (rare)

Periostitis of the tibia (results from chronic venous ulceration)

Marjolins ulcer (squamous carcinoma of chronic ulcers)

Important points in the history:

· Aching or heaviness of legs

· Aggravation factors: prolonged sitting and standing and high temps. Inquiring about premenstrual ache if appropriate.

· Duration and progression of symptoms

· Ankle swelling

· Itching over varices

· Restlessness at night

· Cramps in legs

· Concern about cosmetic appearance

· Bleeding, skin changes

· Previous surgical treatment/injection therapy

· Family history 

· Occupational history

· Obstetric history

· Relevant past medical history: Trauma deep venous thrombosis or diabetes

Vascular Diseases

Abdominal aortic aneurysms 

Indications

Size

· >5 cm (good risk patient)

Symptoms

· Recent pain (symptomatic)

· Rupture

· Thrombosis

· Embolism

· Aortocaval Fistula

· Aortoenteric Fistula

Natural history 

Numbers vary, generally risk or rupture increase exponentially above 5-6 cm.

· < 5 cm 4% /yr

· 5.7 cm 6.6%/yr

· 7 cm 19%/yr
Elective operative mortality:
· 3 - 5 %
Carotid disease
Indications for carotid endarterectomy
Symptomatic disease
· With appropriate side stenosis > 70%
Asymptomatic disease 
· Still controversial > 60% stenosis (ACAS) Trial; > 80-99% stenosis, contralateral disease
Natural history
Symptomatic
· TIAs 10 - 30 % first year, 6% /yr after
CVA 10%/yr
Asymptomatic 
· 2 - 4%/yr
Operative risk (stroke and death): 
AHA Stroke Council recommendations 
· Asymptomatic < 3%
· TIAs < 5%
· CVA < 7%
Lower extremity arterial occlusive disease

Indications
· Severe disabling claudication
· Rest pain
· Tissue Necrosis
Natural history

· Claudication most (~75%) stable
· Risk of amputation 5 - 10 %/5yrs
· Rest pain and tissue necrosis
· Majority will progress
· No long-term studies
· Generally considered indications for intervention
Operative risk
Depends on indication and underlying anatomy, comorbid conditions

· ~5-10% risk of amputation

· <2-3 % risk of death (MI)
Session 4

Ophthalmology and ENT

Basic ENT history and examination. 

Eyes examination and use of ophthalmoscope

Learning outcomes

By the end of this session the student should be able to:

· Take a relevant ENT and Eyes history.

· Comfortably use an ophthalmoscope and otoscope
· Understand common presentations of eye and ear problems in general practice.


(cataract, glaucoma, diabetes and hypertensive eye disease.)



Tonsils/oral cavity lesions/rhinitis/rhino sinusitis/ glue ear/ Otitis media/ Otitis externa).

· Recognise common problems involving the eye and ear.

These web stream lectures allow you to focus on the student’s current knowledge of ENT and eyes. It would be useful now for them to discuss current presentations in general practice and for the student to be comfortable using an otoscope and ophthalmoscope and confident in carrying out an ENT and eye exam.

https://education.med.imperial.ac.uk/Years/3-0809/ent-oph.htm#oph
Session 5
Dermatology
Examination of skin. 

Description of skin rash / lesion. 

Common skin conditions in General Practice

Learning outcomes

By the end of this session students should be able to:

· Describe a simple skin rash

· Discuss the impact of a chronic skin condition on a person. (psoriasis/eczema)

· Describe some clinical presentations of psoriasis and eczema. 

· Discuss some approaches to managing chronic skin problems in general practice. 

The following two lesson plans could guide this session:

1. Skin Disease in the Community (60 minutes)

Introduction
2 minutes

Introductions, agree the learning outcomes with the students

By the end of this session, students should be able to

· discuss the impact of skin problems on the individual

· list the common skin complaints seen in the community 

· adopt a logical approach to describing the signs of a skin condition

· relate signs to the underlying pathology

Brainstorm
15 minutes
Why might a patient present with a skin problem?

What anxieties might the doctor need to address?

Patient interview and discussion:
15 minutes

Determine common dermatology problems by discussing the patient seen with the GP
age, sex, problem and generate a simple categorisation:

e.g. tumours, infections, inflammatory, wounds.

Examination:
15 minutes

· Agree a logical approach to examining the patient, describing and understanding the signs:distribution, morphology-scale, lichenification, erythema, oedema, vesicles, purpura

· Agree how to approach description and classification of signs:
symmetrical /asymmetrical; scale / no scale/erythema / purpura; flat / palpable
· Discuss how signs might link to pathology.

ATLAS/PHOTOS/Patients
10minutes

Review signs using slides-describe signs-formative assessment.

Reflection
3minutes

Review learning outcomes; summary of what has been discussed

Name two things that you have learned.

2. Psoriasis (60 minutes)

· The teaching is provided by an Expert Patient and facilitated by a GP.

2.30 Introductions
5 minutes
Agree the learning outcomes. Amend if necessary

Learning outcomes

By the end of this workshop students should be able to:

· Discuss the impact of psoriasis.

· Explore patients’ concerns.

· Describe some clinical presentations of psoriasis. 

· Discuss some approaches to managing psoriasis. 

2.35 Meet the patient
15 minutes

Listen to their “psoriasis story” include:

· How it started, the impact (social, psychological, work)- at the onset and now

· Other people’s reactions to their psoriasis – family, friends, workplace, healthcare profession, general public.

· What has been helpful – where do they go for support?

· What could be done better to provide support?

2.50 Report history back to tutor
15 minutes

3.05 Clinical Slides/photo’s/atlas
10 minutes 

· Common presentations of psoriasis

3.20 The “Right” Management
10 minutes

· What would you recommend?

· Why have you selected this option?

· What does the patient need to know about the treatment?

3.30 Discussion, Summary and Evaluation
5 minutes

· “Tell me one thing each of you have learnt”

· Review learning outcomes for the day.

Alternatively a patient with eczema or dermatitis could be used.
Session 6

Psychological medicine

Mental State examination 

Mini Mental State examination – MMSE 

Please also use this week to revise anything from previous weeks.

Introduction

Teaching psychological medicine is an area of expertise for GP Teachers. Understanding the basics of taking a psychological history, and the common psychological problems that co-exist with physical illnesses are important for third year students. Having the appropriate skills and knowledge encourages students to have a more holistic view of patients. 

The curriculum

The overall curriculum for psychological medicine covers the basics of psychological medicine, including knowledge and skills which begin in Year 3 through the lecture programme and through CMT. In addition, students undertake a psychiatry attachment in their Year 5 when the knowledge and skills required to deal with more serious psychiatric conditions are learnt. 

The GP teacher’s role will be to offer students the chance to practice relevant skills in the community, preferably using patients with co-existing physical and psychological problems, to illustrate the link between physical and psychological health.

Outcomes:
Knowledge:
Understanding that illness may co-exist with or cause psychological problems (adjustment reactions)



Anxiety



Depression



Alcohol use



Chronic cognitive impairment

Skills:

communication skills facilitating the psychiatric interview



History taking in depression ,anxiety, alcohol abuse



The Mental State examination (without disorders of perception)



Assessing cognition

The following information has been prepared by Dr James Warner and is drawn from his Imperial College Handbook of Psychiatric Examination. It offers a uniform approach to the skills and knowledge required to assess patient with psychiatric problems.

The aims of an interview

An interview is not just an exercise in information gathering, but may have several other aims. You need to be clear in your mind what you want to achieve from each interview. This may include any or all of the following:

​
1. to obtain information about the patient’s symptoms and/or problems
​
2. to elicit relevant details of  past and present circumstances;

​
3. to examine the patient’s present mental state;

​
4. to arrive at a diagnostic formulation about the patient’s illness in order to plan or revise management;

​
5. to establish a rapport with the patient allowing you to work together to solve the patient’s problems and alleviate his distress.

​
6. to be therapeutic. Many patients find the simple act of talking through their problems with a sympathetic listener helpful.

You should be flexible; if for example asking about past circumstances is distressing your patient then it may not be appropriate to persist. If on the other hand new information comes to light an interview which was intended to be therapeutic only may need to shift its emphasis.

Skills needed

Many of the skills needed will be familiar to students from their communication skills sessions. The students need to focus the interview while being sensitive to the patient’s feelings  You may wish to remind students about their choice of questions (open questions being usually better than closed or leading questions), facilitating techniques, both verbal and non-verbal (silences, echoing, use of body language), and the use of statements. These can be used as follows:

· informative: a bland statement of facts, e.g. how long the interview will last or what the interview is about

​
· empathic: this lets the patient know that you acknowledge how they are feeling, e.g. “I know this is difficult for you to remember”. 

​
· summarising: a recapitulation  of what has been said, e.g. “So you started to feel depressed after you were made redundant”

​
· clarifying:  this is an admission that you have not understood something and want to know more, e.g. “ What do you mean by depressed ?”. Remind students not to take words (e.g. depression) at face value

​
· commenting: about non-verbal aspects of the interview, e.g. “You seemed very upset when you told me about your neighbour”. 

​
· self relevant: This encourages the patient to reveal aspects about themselves by careful statements from the interviewer about similar feelings, situations, or opinions that they share e.g. “I’ve been upset myself when I fail at things”

Control techniques for the rate, flow and direction of the interview should be familiar to students from communication skills sessions. Students should inform the patient how long the interview will take, and be encouraged to weave the psychological interview into the medical one. Encouraging techniques may help patients to talk: e.g. giving examples” I once met a man who had panic attacks in crowded places, does this happen to you ?” ; guesses “It almost seems like as if you hate your father” or clarifying motives: “Are you embarrassed to talk about this”. Discouraging techniques (to help when time is short) may include tactful interruptions e.g. “I’m sorry to stop you but I need to move you on to other things”, or the ‘not now’ technique "We don't have time to go into all the details now, but we can discuss this point later if there is time".

Students often have difficulties asking sensitive questions. Remind them that once the patient comes to trust you and the subject is introduced tactfully there should be no problem in asking. Asking about suicide will not increase the risk of it happening. If the patient is suicidal he will often welcome the chance to ventilate his feelings. A good way of starting to ask is “Have there been times when you thought you’d rather not carry on”. If this elicits a response you can continue with “have you ever made any plans to harm yourself?” then ask “What would you do?”

The psychological interview

It may be helpful to remind students that the skills required for this are a mix of the skills used in the medical interview and communication skills. The student is looking to get a description of the problem affecting the patient, and using the information obtained arrive at a diagnosis. The following areas should be covered. Some of them will have been covered by the students in the medical interview, but may need further exploration. 

Presenting complaints
Start with open-ended general question (e.g. 'Why did you go to the doctor? What problems brought you here?') unless the interview is about a specific topic or subject. Record each presenting complaint briefly in the patient’s own words. e.g. "feeling low for the last two months".

History of presenting complaints
1. Clarify each complaint in turn:

a) When did the problem start

b) 
Did any event precede the problem (e.g. bereavement, starting a difficult job or course, break up of a relationship, etc )

c) 
How did it develop (time-span, symptoms)?

d) 
Any associated symptoms? For example if a patient reports feeling depressed, elicit other psychic symptoms (feelings of guilt, hopelessness, suicidal ideation) and physical symptoms (disturbed sleep, loss of appetite, diurnal mood variation etc).

e) 
What effect does the problem have on day-to-day life and compare this to previous functioning? If a patient is not sure what you mean ask them to describe a typical day and whether this is different from before.

f) 
Has the patient sought any help and have any of these measures proved effective? (include details of any recent or current drug or psychological treatments for the problem). Screen for any other problems by asking brief questions, this is especially true when no clear idea of the problem is obtained from the presenting complaint. 
All patients should have a brief screen for symptoms of depression, suicidal ideation and anxiety using the checklist (obsessional behaviour and psychosis will be dealt with in the psychiatry course in Year 4).

Checklist for depression and anxiety 

	Depression
	Anxiety

	Sustained low mood or tearfulness 
	Fear (out of proportion to any perceived danger, cannot be reasoned away, beyond voluntary control, may lead to avoidance)

	Diurnal variation, usually feeling worse in the morning
	irritability

	lethargy
	restlessness

	loss of interest in hobbies etc
	depersonalization

	poor sleep, especially waking up early
	autonomic over-activity (dry mouth, tremor, sweating, palpitations, over-breathing, muscle tensions, headache)

	loss of appetite and weight
	insomnia

	feelings of guilt or hopelessness
	psychogenic pain

	feeling suicidal
	

	agitation or motor poverty
	

	Anhedonia (lack of capacity for enjoyment)
	


Past psychiatric history

This should be a record of similar or any other psychiatric symptoms in the past, including self-treated episodes, past diagnoses and treatments (this includes psychological treatments and counselling as well as drugs, depot medication and courses of ECT), and state of health and level of functioning between episodes. 

Personal background

Tell the patient that you would like to know more about him in order to understand his problems and to be able to help him better (this is only important in first contacts although later there may be aspects which you would like to clarify). The following headings must be covered:

a) family history – check age, physical and mental health of parents and siblings

b) personal history – check for significant events in childhood and schooling, employment, sexual and marital history, including drug and alcohol use (using CAGE questionnaire – see below)

c) past medical history

d) forensic history

e) present social situation – housing, income and social support networks

Personality

Assessing this will be covered in detail in the Year 5 psychiatry course. Students should be aware that it is an important part of a full psychiatric interview, but may be hard to do in a short interview, and can never be completely comprehensive. The emphasis should be on consistent patterns of behaviour throughout life. A useful starting question in this case is “How would your friends describe you?”

The Mental State Examination (MSE)

The assessment of mental state (MSE) is difficult for students although they are observant as they are not familiar with the headings or the vocabulary to describe their observations. 

The MSE should be restricted to observations of the patient during the interview as it is a ‘here and now’ photograph (cross-sectional view) of the patient. Remind students that this could come up in the OSCE. Another clinician should be able to identify the patient they present purely on the basis of the description of the mental state. Most of the MSE can be done in parallel with history, and the following headings should be used to record and present a case.
Appearance and behaviour

Aim to paint a “pen-picture” of the patient

· general appearance: dress, self care, cleanliness, 

· behaviour during interview: irritability, apathy, distractibility, eye contact 

· overall demeanour: does the patient appear anxious, depressed, bewildered, perplexed, suspicious, cheerful?

· psychomotor: poverty, stereotypes, rituals, other abnormal movements 

· attitude to interview and to yourself (this is described as rapport)
Speech
Record verbatim examples whenever possible. Properties of speech to note are  spontaneity, speed (pressured or retarded), direction (whether sticks to theme or not), volume, fluency,  excessive punning (found in mania)  and predominant theme/s of speech content.

Note any neologisms (new words invented by patient), verbal stereotypies (existing words used inappropriately), perserveration, punning, clang associations (links between sentences resulting from similar sounding words), perseveration (inability to shift topic in response to a change in questions), dysphasia or dysarthria.
Mood and affect

Observe the patient’s mood during the interview and contrast this to how the patient says he is feeling. Describe the patient’s (subjective) assessment of their own mood and your (objective) view. Use the term euthymic if mood seems to be normal.

· note any inappropriateness of affect or abnormal stability (i.e. labile or blunted range of affect). The difference between affect and mood is that mood is subjective and objective and is relatively stable over time. A person who is depressed today is likely to appear depressed tomorrow. Affect is usually more changeable. A good analogy is to liken mood to the climate and affect to the weather.  
Common disorders of mood include:

· Depression. May be associated with psyochomotor retardation (being slowed up) or agitation. The patient will usually complain of feeling low (depressed) or lacking in enjoyment (anhedonia).

· Anxiety. Findings in the mental state may include looking fearful or scared and signs and symptoms of sympathetic over-activity such as sweating, tremor and palpitations.

Thought

Thought disorders will be dealt with more fully in the Year 5 psychiatry course. Students should be aware that thought disorders exist. They should understand that thought is inferred through speech. If speech is difficult to understand and this is not due to poor articulation then they should consider a disorder of thought form. A useful screening question is “have you found thinking very difficult or muddled in any way?” There are various categories of disorders of thought disorder, including abnormal thought form, abnormal thought tempo, abnormal thought possession, and abnormal thought content (delusions).

Perceptions

Perceptual disorders will be dealt with more fully in the Year 5 psychiatry course. Students should be aware that hallucinations exist, and may need to be elicited by question like “Do you ever hear voices talking when you are on your own?”

They should be able to distinguish hallucinations from illusions. Hallucinations are a perception arising within the mind without any external stimulus. Illusions are misperceptions of actual stimuli and these occur as a result of exhaustion, anxiety, altered states of consciousness or conditions of poor lighting). 

Cognitive state

There are many tests designed to examine cognitive abilities. All patients must have a minimum cognitive assessment of:

· Orientation in time and place

· Attention and concentration

· Memory

Mini Mental State Examination (MMSE)

There are several methods of assessing cognition. The 30-point Mini Mental State Examination (MMSE) test devised by Folstein and his colleagues and the Abbreviated (10-point) Mini Mental State Examination (MMSE) are widely used for screening. They are not essential for younger people where cognitive problems are not suspected. The 30-point MMSE is not useful for detecting focal cognitive lesions and is insensitive to frontal lobe pathology.

Insight

Insight is not an all or none phenomenon and there are degrees of insight. Insight is subjective and the reason for assessing this is to see whether the patient and doctor share the same ideas about what is wrong and what to do about it. If they largely agree then co-operation is more likely. Insight should be recorded in the form of the patient’s answers to the following questions:

· Is the patient aware that there is anything wrong?

· Is there problem within the patient or external?

· If there is anything wrong, does the patient think it is due to an illness?

· if an illness it is physical or psychological?

· If psychological, can it be helped?

· Is the patient willing to accept help?
Reaction to the patient

How did the patient made you feel? This question is important because your feelings towards a patient influences your diagnosis and management.

Closing the psychological medicine interview

Once all the history is completed the student should review the interview with the patient

1. Summarise the patient's account of his problems briefly and ask the patient to confirm, clarify or refute. This will also make the history clear in your mind.

2. Ask a final question: "Is there anything else you wish to tell me?" and explore any relevant symptom or problem the patient might mention

Other actions

The student should consider whether the patient needs physical examination (this is likely if there are concomitant medical problems).

A clinician would then make a concluding statement sharing information about the diagnosis, treatment or progress with the patient. 

Students would be expected to thank the patient for their time and go on to present their findings and discuss the differential diagnosis and management of the patient.

Students will get the opportunity to build on their knowledge and skills again in their psychiatry rotations.
Session 7

Observed history taking and formative assessment
Observed history taking with feedback. All students in the group should get an opportunity to take a history with feedback from peers and GP tutor.

All students in the group should get an opportunity to take a history with feedback from peers and GP tutor. 

Assessment forms

You might like to use the forms on pages 10 and 14 to help the students assess their history taking, explanation and communication skills. 
Term 3

(March – May)

There are five sessions this term

This term is about consolidating the group’s clinical skills. At the beginning of the attachment please plan together what you will cover in the four following sessions.

Please provide a short OSCE-type assessment at the end of this rotation. 
Consider a session making a 20-point OSCE marking scheme with students for common clinical scenarios eg a patient with chest pain or abdominal pain. Consider history taking and examination stations.

Extra topics for consideration during this term:

· Suturing

· Acutely ill patient with fever

· Take an endocrine history

· Examine a patient with endocrine disease

· Neck examination

· Back examination

· Understanding and explaining a procedure to a patient such as bronchoscopy or endoscopy.

· Understanding and explaining tests and test results to patients.

“We were always asked what we felt that we didn’t know enough about so we weren’t going over the things we already knew well – so we managed to fit in most of the things in the log book that we hadn’t done before” (Year 3 student)








A teacher started to discuss nutrition in patients with inflammatory bowel disease when she noticed the group looking uneasily at one of the students.  It turned out that he had a BSc in nutrition. He was delighted to go over the subject with the group, at the end of which both the group and the GP teacher felt they had learned a lot.
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