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%278 : Basic concepts of clinical teaching

Concepts of
Clinical Teaching

Rungnirand Praditsuwan, MD

Questions

What is Clinical Teaching for you ?

What are the differences between
Clinical Teaching and other
teachings ?

Clinical teaching is the teacher and
learner interaction that focuses on a patient or

Pa tien t pr Obl em. Douglas KC, Hosokawa MC and Lawler FH

Clinical teaching is to transform novice
medical students into practicing

physicians.

David M Irby, Ph.D
3

avadsznaunidn dau/Boudarls

Tun1sdan1sdnis .
bysglive
dau/1aau
N1

sau/ Learning winld

Zor0, X valuation
LIEIUT xperience
atinv'ls

Objectives of Clinical Teaching

Coghnitive domain
Factual knowledge

Clinical problem solving

Psychomotor domain
Clinical skills / Communication skills

Technical skills / Procedural skills

Affective domain
Professional habits

Professional attitude

Levels of Cognitive Domain

Bloom’s Taxonomy

eEvaluation
Synthesis Higher order of thinking

e Analysis

eApplication
sComprehension Lower order of thinking

eMemory

Bloom 1956
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Teaching Methods
Bedside teaching Refl eCtI o n
Small group discussion
sl @ ¢ a &
Clinical ward rounds : Service / Teaching 2D Y18 LAN Lﬂa H%ﬂ‘izﬂ‘u n1wA c]
Active participation as a member of the patient care team lﬁi eJ1 ﬁ"]J C"nical teaching
Independent patient contact with outpatients and inpatients
Utilization of simulation, model, and role playing
10 #N

Video tapes, audiotapes, CAIl, etc.

7 8

Teaching Strategies
The Great Teachers...

Talk to them ... Lecture
Talk with them ... Interactive lecture
n
Have them talk ... Group discussion I n S p I re th e m !
Show them how ... Demonstration
Watch them do it ... Practice under  supervision
Have them practice ... Practice by themselves

All of the teaching methods that exist come under one or combination of these

six strategies
9 10

21st Century Learners 21st Century Learners

* Information, media
and technology
- savvy
« Computer Jusdunilszas
#3m
* 14 internet Wluinsasiianan
Tunsudrdiedagasine g 0
ABINS

* fAuanIsalun1suswis
Innsdaya
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21st Century Learners

* Information,
media and

technology
savvy

* Insist that they
are real multi-
tasker

21st Century Learners

L . * j§ishort attention span
earning... o 4 4 4 ..
g * Seudiudeimdoulnl Judas
B % o =1 o o o ar o s -
1a wIaHUfanWusSAUELSaY
¢ Seuslnenisaacdjin
daufigadaayfgiuasny
g ,
a va da o s
. uamwugﬂwuﬂiz‘[ﬂfuunumu
a  wd e
* FaumsiseugNANuUANEYN
o [ o
o Faun1snienulluna

. pduansaan agnliAuduTs
14

Maslow's Hierarchy of Needs:
Application for Learning

Self- Self-fulfillment
eed

Belo and love needs:
o kel

need:
m. suld; ’ Basic

Maslow's Hierarchy of Needs:
Application for Learning

Self- Self-fulfillment
actualization: , needs

tsychological
5

Respect

Principles of Adult Learning
Adults learn best when...

* Learning is active

Principles of Adult Learning
Adults learn best when...

* Learning is active
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The Cone Of Learn‘ing sparkinsight co The COHE Of Learning sparkinsight.co
Affter 2 weeks, Affter 2 weeks,

Isee and [ forget, A we t@w@ﬂ o) F@m@m[@@f 000

Ihear and | remember.
Ido and I understand.
— Confucius

Isee and [ forget. A we ﬁ@m@ﬂ o F@m@mb@ﬁ' 000

I hear and I remember. Y
I'do and | understand. b Nt 10% of what we READ

— Confucius

N\
N+ 10% of what we READ

'/ Hean

+ 20% of what we HEAR Words

» 20% of what we HEAR

Thinking, Writing,
Speaking, Listening,

N\ * 30%of what we SEE

+ 50% of what
we SEE & HEAR

Reflecting
* T0% of what
we SAY

\ » 90% of what
\ we SAY & DO«

e [T GEa
Etdgar Dale (1969)

21 22

TEACHING “reacH less;, LEARN more”
is not equal to

LEARNING 3,. L s
: Vaxa¥e

L et
5
'g( ——— —

T

23 24
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Principles of Adult Learning
Adults learn best when...

* Learning is active
 Instruction is relevant

* Instruction is problem-centered
(patient-centered)

* Instruction is experience oriented

25

Principles of Adult Learning
Adults learn best when...

* Learning is active

26

Principles of Adult Learning
Adults learn best when...

* Learning is active

* Instruction is relevant

* Instruction is problem-centered
(patient-centered)

* Instruction is experience oriented

* Feedback is provided

* Instruction is conducted in a safe
learning environment

27

Principles of Adult Learning
Adults learn best when...

* Learning is active
« Instruction is relevant

* Instruction is problem-centered
(patient-centered)

« Instruction is experience oriented

* Feedback is provided

* Instruction is conducted in a safe
learning environment

28

Experiential Learning Cycle

- S
Experience Reflection
4 \

] 1
II I\

14
Planning Theory

29

Principles of Adult Learning
Adults learn best when...

* Learning is active
* Instruction is relevant

« Instruction is problem-centered
(patient-centered)

« Instruction is experience oriented

* Feedback is provided

* Instruction is conducted in a safe
learning environment %
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Principles of Adult Learning
Adults learn best when...

- Learning is active
« Instruction is relevant

* Instruction is problem-centered
(patient-centered)

- Instruction is experience oriented
» Feedback is provided

« Instruction is conducted in a safe
learning environment a

You can teach children but
you can only help adults learn.

32

Question

1 =) 1 = > v dl o v
. mMuwaaRiTavsazlstnenyia i
NSHAWNIIAIBNNUIEEANSNIN 2

Course/curriculum Individual teachers,

« Curriculum style supervisors, facilitators

= Teaching quality = Teaching style/techniques
« Signposting and clarity of = Enthusiasm

process, outcomes, = Maximising physical
assessment environment
= Support mechanisms = Role modelling

1 envi

!

Slm‘le?ll ) = Motivation
2 fraviovs experionce [ - Perceived retsvance
GROUP DISCUSSION 10 unii
* BMJ 2003; 326: ZTO-Z
nansIslwnssan
Roles of “Clinical Teacher” 3

* Physician: The expert
* Information provider
« Facilitator

» Supervisor

» Assessor

* Role model

35

@ A ¥
- Tgg Jwssadsasiaan
= Y a
mﬂ‘lumgnﬂmaa
o ° v a4 & o a
- gaEawmuwInLle Naeman s
ke
BAUBRININITLS 8%
aqa ad
- 25daw U1 UATNAIHANN 9
@ § o & - '
in FavsardniaasHanuys

MSL3aRNITEON

a a @
. aasmw‘l%mam'mﬂﬂ vilw

6 o o
aunsatdraglwnsadsedaan

36
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Concepts of Clinical Teaching

399A18M919158 WBuNNgFTTuns Usshugassu

AMAIYIDIYIAEAT AMTUNNEANENSASIITNEIUTE

Definition of Clinical Teaching

Clinical teaching femsiseunisasuiinduly clinical setting InenisaeuendedUlsuasUaymves
DX <, ' a Y o ¢ va o 19 1) L. . o & . = 1% o o
dhduguuiimsieuivesindny dneatesiu clinical teaching Jadu triad Faseneusig Ay UhANy)

uazge

Objectives of Clinical Teaching

o

Tunsaewin@nwinnass (suuvisnisaeun1endin) AgAITINLKL/ARSBufInewdeu Tnemidmdand ity

@

o oo V& w1 &
NNUNNEAERIANYINLTENINTURNIEDIN O-L-E nall

O vunei Objectives fio NMsningUsrasrvaINIsaeu vise “Ajasaeussly/indnwansouiosls”
« L vunefia Leaming experience fia 38n1saeu vise “Ajavasusgaly/dnfnuiseuiedils”
+  Eweile Evaluation fie nsusiiiuna vise “agslasgndlsiiagasulanavseli/dnnwiseulsna

y30ly”

Tumsaeuneeddn agaisimuninguszadd (objectives) Miarmihneuasuitfeinisiinfnwiusias
Auseuiesls  RntusimvuaisnsasuuasnisUssliunaiineiuingUssasdtu  Inensivuninguseasd

mmimhLLunLﬂui’mqﬂﬁzmﬁéaa Toun ANU3 cognitive (C), Yinwe psychomotor (P), \anAR attitude (A)

v
= 1

domain v3os3galvalTandneduIn C-A-P

° [

dwsuinguszasdduauivise cognitive (C) domain ﬂgmiaauiﬁﬁnﬁﬂmﬁm’mﬁﬁﬁf]%q a@ansaanle
Tuszduas (higher order of thinking) M1y Bloom’s Taxonomy fasediuussenalduitamnvesiie (application)
AT (@nalysis) A9 (synthesis) wagdnduliingnyseiin (evaluation) 6‘5&miﬁﬁlzaaﬂﬁﬁﬂﬁﬂmﬁmmfﬁ
Andauarandlduy Fnmsaouvesagasluuuy active leaming 1w msveuvsnelinAnyiiauerauYie
aouidu  nsliinAnwilnufiRnuiaeeiyvminluanunsaidiaosiienues nisdadana/iRansslif
thinwdn-eiusie-uansnwdniulungudes nislilematindnwassiouszaunisaiiléiSous (reflection of
knowledge) “184

TagUszasdnuiinueyise psychomotor (P) domain e nMsdnusedd msrasenie MsAuufiaia
msndule msnswunsinwgtie msdeans clinical reasoning finwzmsvisimants was agaslilonia
Unfnwidnsunielinisguasedlnddn (close supervision) waglviteyaleundu (feedback) Pduusglemisons

WAILIAULBIVDIUNANEN

auda NI Ul AFIUMIANEN NI EATIVNIN(ARD) ATTUNNIAFATATIITNEILIA Tel. 02-4199978



Essential Skills for Clinical Teachers (j;u‘?] 1 - 2562)

o

moUszasAdny attitude (A) domain ldwA 1wnAR AsTIN 38553 warAuUuIvIAnummE AgAs
v ¢ aa & o & <, T = <,
donunsningusrasrillilunsaeunendtinynassniilona sauvianaduluued1eiid (role model) Faziduns

asaussdumala (inspiration) Tin@nwiaenvineny @eRna “Effective teachers inspire rather than

23 - 24 May 2019

inform”

21" Century Learners

uanalulagiudeyauazdnans dnAnwinguilaziidnuaugddguisdsenislunsBeuinagasidila dell
1.

2
3
4.
5
6

t yvaly v & A aa o o 1 a
21" century leamers Wugiilssunmsidesguazidined vinunansnsiamnegssamsvewnaluladnngeg

o

annsavidewsedneg Wnnnd 1 3ewde 1 ddunanfiensu (multi-tasker)
frinwrluseanaluladdeyauaznsieansinn Ghannniagsedaew) - lifdnlandilifineufiomes

14 internet 18w universal source of information

youmsiFeusfiaynauu fnsedeulw fmslédney

YOULANIAUARLTY UaziFnfvndauila

gouanuiidasylunisuantoandannudnlng wieanuAnas9assd (socal media wanuateUssnnImss
ffuasn)

¥oUMIABIAN aBsgn “trial and error” YeuRuasfigaiaumigruviodeasuvony

atlanazveunsvauduiiy

Principles of Adult Learning

Alvejaziseuslanfaniinsiseunisasuiidnumy Al

1.

M3Beusifuuuy active leamning Inetindnwmsmuinguszasduaziinvane (objectives and goals) 7l
Forauvasnisaeu Undnwiidnsulunisdews wazaiiunumiu facilitator
NsisEusLUIAALaEaNNTS (concepts and principles) WienlUuszyndld snnniniFouneasidenues
Seatfug

ﬂﬁlﬁﬁluﬂﬂﬂi‘i’fﬂmm‘uaﬂQﬂamﬁugm (problem-centered or patient-centered instruction) e
uAtgyn dliFeunuuviosdnniisuums factual knowledge

NsSEuIMENSUSUR Seuslnenisasiiei (learning by doing)

MsBeuiaifanuddy fanaumne awnsaihlldusslondu@iawmdlusmanlsads (relevance)
3Seuifinesenainaud/Ussaunisaiifinvetindnu (experiential learing) nanglilentatindnwn
AnifleazvioulszaunisainisiFous (reflection) thluguuafin/anag (theory/abstract
conceptualization) ¥09tiNANY WALN1I9UAU (planning) Lﬁaﬁﬂmmi/ﬂizaummjﬁLﬁm%uhﬂ%
widgvesthesese TU

fimsdunn (observation) N3auaagslnadn (supervision) uazajiideyateaundu (feedback) un

TNANWINDNITHAUINULD
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Roles of Clinical Teacher

A da= o a

AzumMENeAatnAadunumuazyadndnuMy Aail

&

1. unumvesunnd (physician) agdugfinanuiainuanansa (clinical competence) asluananifue ag

Juideag (expert) ufihvesiiunissnw guasnwiithedernuldla wiueniiuladiae (Jui

a

wnsnasnswewftheuara1d Wuuuuetns (role model) WiilnAnwieeniadeysesm

2. unumvesny (teacher) aduiiiddacenenanusliunaug Nunuisdeusaeg1ailunisaou 3
Whvanglunsaeuiidaa (clear goals) finnunsziiededu (enthusiasm) sennaeu fnadalunisaeu
msaewdusyuuseileu (organized) wnziusyaureaindne iWilathdnew meuduasulvidndnwiin
nsi3eu3 (facilitation) eSunewdnuds liian neumnudeasdusineg

3. unuImYedaua (supervisor) Agdurduusive weumnenthilliindnyiludunimesiy Miugqua
TlsnUfURvinwe/Aiwinans assdananiexlsidesyatioundy (feedback) LtelinAnunsinmnaues

4. unumvesiieuuywe (person) agluffilianuaula/resdiomdedud lina Suile/Idesiindn

anansaidfisliig afeussemanitunisissunsasy viuliindnwiinanuesniseus

unasy

(%

Aidgwveasineunauilsieteninuanuidide “wysdslunisaen” lnenssnsvanansal (U.o.Ugnln)

'
= a

Feiuldasundnnisdrfe 4 Ussmsitaumanszdundunmsidmsdddlunisaeuannvemszess waziludefaia

[

dmsuunuImvesAgngneean fail

1. Jygniudgeasnassatunieludigiseus
2. daouhmhiduiagiades viedimianinieu
3. T5aeu gure uaznasn g iudenieunsowiouusinisiseunisaen

4. dasamlunmserudaiuetnsaiaipglunsasielye
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mM3lgaranlunisaon

' 6 ¥
qgnan noAUIzaUTY

To question well is to teach well
In the skillful use of questions, more than anything else,

lines the fine art of teaching

Earnst Sachs

YN

MIONY (questioning) Lﬂum%aaﬁaslumsaauﬁﬁwé'aLﬂuaﬂwaﬁoﬁﬂgmiﬁﬁﬂmﬂuamaﬁ Wfasann
mﬂ%ﬁm’msl,ummauﬁaazﬁaiﬁLﬁ@ﬂizIﬂ“ﬁﬁﬁa@iaﬂﬁaamaaLLazrgﬁuu Twnadniwiesninsrsuma
28403 (UNNE) daulnafanunialumamdasusnnimissinu Ssdszaudymlvmslddmaulums
souldton wmennedywmanmslddmuresandoiasii lumﬁv@%sza:ndwaﬁaﬂs:‘[wﬁmaamﬂ%
fmulunssen shavasdniy moaunulnasin wazthivfzildmsldsnuilsiniam

iszlamiaasnislzarna
Uszlazinons

1. ldnummitoriezaon Namladuunn (core) Fsasaoutinlasianzansismslddnu uaz
o lailuseaziBoa (detail) F9laid1Tud0s19in arasaudromsvenliiay wiolisouasfls

2. 1Fusfiug Sou

3. I%ni:éjuﬁl,%ﬂu IWauds fa 03129 391500 8398330 uazaAlMeododuRngn NTIa% Ay
mMaGeuuuug lng

4. MnszdunnilduiuvesdiSounnas

5. Ifaisurssmeamiseul wiiFdu aun uazavadnludrnanugy

6. lTmaunnuensunilywl (problem solving) LLazmﬂ*’quwa (clinical reasoning) MIROWINEET

1aadl

sasitliTaslaalunimslddana

e 1
UszlazdaadiSon

v oa 2 a

v . ° v oa ¥ A ' a NI '
1. ﬂiz@l%l‘ﬁwlﬁﬂuﬂﬂx‘iﬂ (thinking) L‘Wi']::ﬂ']it;}ﬂﬂ’]&m’]l%Edlﬁil%@]adﬂﬂﬁ]iﬂ\‘ilﬂEIGVLSJVLG] PIHANATNIIN

U

d v 1 ' va =3 U
NIV TSI T uUNINILe L laaan L

U
2. MlidFouldhanuiiuguduandszand (application) aaaufniw lasawnzdiagidenld
douugeniilsonuudainud
o v o @ 6 . 1 [ v a Aa, . kg
3. iliisouladaamzd (synthesis) anwlmai anasdanujidunfismnumsbuuclosa;
4. ildEeulasunsudluanuianudilaifia (correction) iwTzdaeufidiTouaausanaiiu

madawsaiau anuianudhlaesdSounenzgnuiefeunlasasee (ldesfigiTounazundiaaufia)

v v o

5. ﬁﬁ’lﬁ;jl,’%ymﬁ@LLsagolaﬂumsSﬂu (motivation) WTevh IAHToUNTILANUAAYVDITDIRULES

U

Lﬁ@]ﬂ’l’]&lﬂﬂ"lﬂﬁﬂ%i
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v oa

6. ¥ IHiTous lduw (retention)

U

7. dnlASounafa NENWA NAUFAIAAN (expression)

2

= vy a va o = o . \ %Y @ a o a
8. Nﬂl‘ﬂﬁdLiU%L‘JﬂuE'ﬂfﬂziﬂﬁdﬂ’n&lL%u“IJE’J\‘IE\JIEJ% (listening) E?Dﬂﬂ’]{l.‘ﬂL%QNQLWQ&%U&%%LL%’J@]QTE’N

AuLaY (defending) LLazfﬁ'ﬂmiaﬁﬂﬂﬂIﬁLLﬁdmwL'ﬁummgﬁuamaqmwuamﬁmﬁﬁ (discussion)
) o
PHAVIAION

1. Cognitive memory question Hudauiiuay laundranlwaeuls-lails vente venaunae
vandrdnaana tuen @'1’1mmﬁ@ﬁ;j@auvlajﬁaﬂ‘ﬁmnuﬁ@ﬁfﬂuaﬂmﬂmmfﬁw ﬁu"l&iaﬁfum&ulﬁl,ﬁ@miﬁ@
warmIEauINNun  ualdunsSsuluuwILiIuNYWNed (rote learning) uadvszloadlunidrdasmsszan

a & ' o v a AV A o A A A ' v
anudaiuanngy lidsanusulaasinFoun iiswlaviainisoundenlilauildie

2. Convergent question fauiinienin leud dauliauisanununy UanaNNFNNUS Uan

1 | v o ~ ‘Dy v v Q/ A a 1 v 1 1
anundauniannuuaneds udu dowrieddiioudeddinnuiszauniiazmininfadald udadnils
= e A & o P P o A o P P a o a
Aauigineindudnunuauiiiasanndniidsaaungnigaissdiiaeuias

3. Divergent question Lﬂuﬁﬂmuﬁﬂ‘fnLﬁaamﬂmmmﬁﬁmauﬁgné’f@ﬂﬁ%a’mvsmﬂﬁﬁ@mu laun
donaliamanisal assuydgu sfeanudenialedslni g divergent question iludnun@lunanszduld
Aaanudaludizou

4. Evaluative question Ldudmufiniundadldanufatuginga laun donulidsuiin dasu

~ P ' & Aad & v o P A oa @ @ a P
Winnifisugme Rannendnga Wudu snwibidudmundiioudasldanudaniniae
Wiafiasanana Bloom's Taxonomy dzwuidnuiuauaznazdulwrizouldanufaiiodlusdy
. . A o A o o X [ v . . A & a 4
lower order of thinking luamendrmuniniaznszguliiiSuudasld higher order of thinking Tailudafiin

dasma i Sowle
mssanlagnisauuvulaiasin (Socratic questioning)

mynusuulaasén Aa nsmuiesen wnunazldnisuenlumy nsonuNagauiTadnitnisuan
wanodsenIaafilananldufidredn  msauuuuloas@niainls divergent 38 evaluative question 1w
wan Nldvasg 8 6 uuuldun
1. a101al#nszane (clarification %32 “tell me more”)
‘auinadaBunuiudndnniaslany?”
oA d o« A e e, X .,
Lsamqmw@uummﬂu;dﬂmimuamavls?
“ﬁqm‘qwmsm’nu’j'lasmvb?"
Danvanmarsnusnniesla lnu?”
2. ﬁmwﬁaﬁaa‘gﬂ (probe assumption) laun
“‘anasguaiilinle?”
“‘quiAndnutasyUiinialal innzazls?
“a%mﬂ%iwﬁﬂum"?ﬁmEﬂLﬁuﬁ?”
[ = = 04 . v '
3. ANDNNDILKRGNA (reason) ®IBWRANZ 1N (evidence) ldun
“Qmﬁm@;maa:vliﬁm%'uﬁmauﬁ?”

“QuAa azl5vin 1o \iamah?”
=

“wmqwaa:vl‘sﬁlei /14U m&u‘[‘mﬁ?”
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4. ﬁ'm'm!,?;mﬁ'uguum (viewpoint) WLAZLWIANNAR (perspective) laln
“Imadanazlsanlnu?”

“Fmanaatfymituwadulna?
«a:lsAadad Toidy voaiTH?”
SRhAsunATawnagngls?

5. arananiiganumsin U1 (implication) uazmaiozaaan (consequence) laun
RN EuN NI EiApes 12"
“mﬁ)zﬁmé’ﬂmiﬁqﬁ'l,ﬂsl,%ﬁ'u;jﬂ'smmf:azmvls?”

6. aranafinganuaana laud
“drmuilirdadils?”

“SuprumMunuiaurinly?’
L o % o (-3
ﬂ']{lﬁﬂ"l (1M &li%ﬂ'\ 3@9%1“1]53 dUAIMNALID

msldsaulunmsseuniazdseauanudisadsznaumsasfay eud MIasuIsenmand (good

atmosphere) MILdanlF@aIAINAG (good question) LazMILTinAAA& (good technique)
[ aa
ASAVUITIIMANA

Lﬂuﬂﬁuﬂy’mmnq@ﬁa:ﬁﬂﬂg’(mﬂ%ﬁﬁmuﬁﬂimummé’]L%ﬁ] ﬂgmi%l,m (orientate) 1ﬁ;§L’%ﬂumm
éizdl,wiﬁauﬁuaammga:aaﬂ@Ul"ﬁﬁ'lmw wngiidafannnimivenidasateannang gEsuazldlianla
NINATU ﬁam’%ﬂmﬁagnmu ‘I,umimwmﬂﬁﬁmmﬂm’%mﬂgﬁﬂuﬁaU%aﬁl’%\f linasundaodoiu lal
MIend ey “gn’ wiadug dudunslwifesiiesniimasondinieds (aguaauiEnimIEengison
11 o399 inldainaun Solaiduauads ;EL’%'ﬂuﬁ'ﬂvlsjj?awhﬁ'ugﬂL%mﬁuﬂ%a) msmusrenmeaduias

Usaann wazvinlddisonamnasvrildlasldnan SARA (@13197 1)

A135191 1 N3FIUTIEIMAlumMIltdanunalasltnan SARA

S  Smile fuudy lumihraunane

A Attentive gua aolawsinaay ludadomas laiwaunsn

R  Respect IWiRpsadeu WiiAssaludaauvesgSou linzde lddoed

A Acknowledge liiag "L&iﬁuﬂmﬁaﬁﬁﬂumuﬁmm ahaasaIngnwi wanfswe nazgulAdSoun

U U

da suTuteaulad LLfﬂmﬁmau‘l&ignﬁaa

A o A a
nstaanlgaInINnG

[

fwanmseasielusl

1. msmuﬁmmaﬂwaﬁgﬂﬂimaﬁlﬁa‘l,ﬁ’l,ﬁﬂLmeaﬁaﬁum&uum’%mﬂwﬁzﬂmﬁa6] flrmalySes
o

2. awlidatan lifny muesses 1 s Wanwasafemaediany 1w “Qﬂammfﬁﬁ%ﬁm
Huazls azfuduezls uazazsnwadels?

3. wonewlsdauuwuuloesin  donudanadae ﬁnizﬁumzmumiﬁmﬁuga (higher order of
thinking) Sntdudrainin “lu?” uaz “aengls?

4. Smafiermaniass laud
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o dnuls-lals tRume-liviudie esnndudranuiuay inadszlomitas
o douimu (vague) u “ui8dlada?” “Laatiianda @
o  fonwTnazisa (tugging) iw “Nanae e ..1e1Bnliadiag ..
o v . ) v v [ “ 3 J U U Qs v U L= =
o dmuliian (guessing) laslildanag 1iu Tsnazlsidn? Aududiod D asiesdne E § 2

€” “ al I~ = ”
W9 aaummmgﬂﬂmkﬂaﬂs?

e dmuTin (leading) L% “WrazdniguaTiainIziagnviasdasd w1y Hasaass caecum
falsnaz1y?” “aevhadie _itis utlainaniay a9ty salpingitis wlainasls?”
[ A _ dal3
mMslgimanana

1. N1998 (Wait Time ED) Thinking Time)

WM AzAITIAat e 5-10 Fwnfidmiudaeuiana (riavumimolazesan 3 a%1) Wz
;jﬁyuﬁaal‘*ﬁnmﬁwmwL*‘ﬂ’ﬂﬁ]ﬁ'uﬁm’m ﬂmLmﬂmumwﬁh"uaaﬂg ARIANN DL Lﬁaﬂﬁmauﬁﬁﬂ'jwﬁﬁq@
i eIuTNmaTyaeuseni Sinszniumsidesldiimatnaien 5-10 Swifl wiewwniddeaen
Wn Fwdseiinuidimasefivunamanzainan mmawaugﬁsmnﬁlmﬁu AauETn uazaauinl
nutesas udtaglise ﬁmauﬁ"lﬁmﬂ@ﬁﬂm:ﬁaﬂ Lﬁaamnlummzﬁgﬁmuﬁﬂﬁaﬁ@agﬁiﬂuﬁ@w HEY
wiowasudoaluiFeran IWIZAZLINNNITL BRdR Juifiad fowldudrSo (NNUWIBWUIIAZEI
IngAndtasseiis 10 wdiud uitse saifios 2.5 Jwifiinsin’) luﬁq@@%wﬁL'%'ﬂuj?l,mxl,ﬁ@wqaniiuﬁ
aaU Ny wiaksy Lw*m:j?dﬂﬂga:ﬂuv[&ivlmLLazuamaﬂuﬁq@

lunsasaiude agildaisseswinly 1w sewmndt 30 Awfl innzazfausisimamInay

o A v A 3 ek a A A & v
EL?U%I“LQSH@ Eﬁﬂ')’]ﬂgﬁ;f[ﬂiﬁ ﬂiaﬁ&lﬂdiﬂl‘l’ L1614

a 1
2. nanA Pose-Pause-Pounce-Bounce

Aa va '

g a t!l ‘S‘!‘ &) A
LﬂuLﬂﬂuﬂﬂlﬂ%ﬂSMﬂﬁa%Lﬂu’N‘ﬂNELiﬂu%a’]ﬂ e NANIAD

Pose #1809 mw“foﬁmwﬂﬁl,l,ﬁmjuﬁqmju
° A = Aa
Pause w819 Mq@iaﬁaﬂwmau F9naa 5-10 I
=2 AA] A v o o A
Pounce wanufis nydif lidgaay Twonwszylddsaulanunds
=2 o o ol A oo = @A A = & a
Bounce #uN8DY m‘samauvlﬁm;dau WariTouaunitinay a'mmwdLmuﬂuaumaluﬂs:muu en)

TRugaIANURUGaF AU LHudn
3. marh ldnnandidinsa

a v 1
wmadia laun
1. wengunsznsdnallgnng aulunguuoudy liarsnuuouszylaEoiauds awenls wia
aug nzaziliifiennunedu dezonasuunszyau avsnaldnanguden tieldynauldde noufie:
Qs lé ] 1 v { a a 1 v
sy ludiaulaauniis linrnSenzyaunauudinin innzenduarhiidamwnzfaiausaauds
v A =) IB] R il A v =1 =3 v W, >~ I ] A
2. {isvundouniog lidonauls azanaidndwdaslaieg agiendinlih 4isouig lWdasisen Ao

[

= o a0 A a A ' v o P A &
gluizlm’madmmgmﬂﬂqﬂ ELSU%V]QQ% Vﬁag}vla&lﬂﬂﬂﬁul‘ﬂ ﬂgmimmmﬂmmummu dangde WnUn

= _ o o

WWntay Lwaiﬁgﬁﬁulﬁ@ﬁwé’ﬂa
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3. QL’%suﬁLm laaidu $9mey azorawduaynldie ud “5,31’5'5/%7?7'@#7578% ﬁagﬁ?muﬁa%s) Tai
@”aommgmﬁ’l@u"n” msmui@mzqﬁﬂﬂEl'apgl,’%uuﬂu'é"w]riau LLE:T’Jﬂ'aﬂﬂguuﬂiﬁQL%Uuﬂ%f:ﬁ§ﬂ wiaaLd
dau‘?iLﬁauﬁavlaivlﬁmaw%avlajawyirﬁa:?mi'l

4. lunitﬁﬁﬁgﬁﬂwmmzﬁu ﬁ'mmﬁijuﬁmau‘hivlﬁ liaavlumujutesdn iwnziliiiaanuay
ane liifadselomila g

5. am%mﬂaﬁaﬁ@u"n;jﬁﬂuﬁﬁﬂéﬁwmmm:mu

6. nazguliiFouaaudnineig 901898 Belwanpnauied ﬁoﬁmsnmﬁmﬁ'usluﬂéjuﬁ'oﬁ

7. ﬂizvjulﬁ;jl,‘%ﬂul,l,amﬂ’amLﬁuﬁuﬁ’mawauﬁauluﬂéju

8. ﬁﬂ@ﬁﬂumwﬁwmuﬂg wengnuasnaaus oy lunui Lwiaﬂﬂuﬁwmwﬁl"lﬂlﬁmjmau ﬁauﬁﬂgaz

fay
3 4'
4. MIMALUUADLWDY

{ o ° v o & . ' £ )
Lﬁaalﬁﬂu@]aﬂﬂ’]ﬂ’]uuiﬂi@ ﬂflﬂgrﬁu')fn%u’]:a“ ﬂ’JSﬂ’IﬁJ(ﬂaa\‘lgﬂw’mﬂlu (deep eXpIorlng) %‘%aaaﬂ
Y & ) A a oA v o af £ A o £ A
NININNVYB (expandlng) LNBU EI’]Uﬂiallﬂ’a’]&lﬂﬂ’lladﬁdLitlulm‘ll’ﬂilﬂ’llu LONATNU %56ﬂ’3’1&‘11’3’]0’1|%1%ﬁ@0

& o P @ v % A & A | & 9 Y aa
Wik ¢ EdLiﬂ%ﬁ]zgﬁﬂﬁ‘%ﬂﬂun’lﬂﬂLiﬂuga:vli‘ﬂu’mﬂlmiaﬂG] LLGlﬂﬂ’Jﬂ%L%&l’lzauﬂUL’aa’lﬂﬁJ

5. NIADUABAINDE LY

u

1. iiuaaugneas aeulad ﬂgﬂﬁ%u"ﬁuarjwa’%ﬂa

2. tFpuaaufia ldadsuneniifia mmm;EL%ﬂu@iadﬁﬁwvlwﬁaﬁmﬁuﬁ?u (tell me more) (ol
nmusimguasanudlifiauszuilaldnsge  onamuenuinlunguliuaasanuiiuatayunialdudan
ov M%aﬂgawmu%ﬂﬂUamzﬁuﬁwmulﬁﬁugmmﬂﬁu vﬁa%l,m:mdaﬂwaﬁﬁ]zﬁﬂﬁgﬁuul,l,ﬁ”lmﬁw@aﬂmﬂﬁ
189 %’%aﬁmﬁqmgmauqmﬁﬁwﬁmu@]auamoﬁ]‘%ﬂa} LLﬁaLLﬁ"l‘*uﬂ'mJLﬁﬁiﬂﬁleigﬂﬁadﬁ?ﬂﬁ

3. ﬁ’]QEL%EJ%D’]&Iﬁﬁﬂﬁuﬂgﬂ§uﬁﬂ3mdﬁ@lauvl,livl,ﬁ atndan uazaanTlaludadiSou ﬂgmﬂﬂuﬁ'mmfnﬁ
ﬂq’;m'auf‘ﬁaﬂgmfﬂﬂs:%m@lﬁlﬁwu'jwﬁﬂu@afu"I,@T AzleInInaUiTeunaITTlath “ﬂgﬁ"l,&ijf”f' fnaauitlavinley
mmmL%aﬁamaaﬂgama ﬁLL@m’ilﬁmmmLﬂ'ﬁwmaaﬂgmﬂﬁ'a%u(éﬂ%ﬂ Tiarswennusnewin thedss

wladoutas wisldmahudGoundewdunasnegisouliidesn
6. snanarisanlanay

fmquasninefinaudigGoulioey lidteandu Lidhladonw fMasdeey Mammnaszuis ndn
lindaey  (wnziasaauudiivihanudl) wisthasialaudsivazidhelasznuldunnit dmudeniag
A237Ae

1. arsmadi “dhladinuvesagiy” ussdiudawlndidGauladnla

2. safnaaulduune (5-10 )

a 1 &) 1 =3 a A 1

3. Usziliuiussenmeduadnels aaasoandalyl

4. nazdu wadyliaauinies diwanaith lufgaelidiSouaauiaue @niludFounins viad
dalad ldasnlwazBadadiunnla)

5. tlifiauaaudn Twanuszyau (pounce)

I A oA Ny g o ' ' %o o A o
Tywunaddnifieiunudnaning wialaaidldtuasdisoutauiazldiony udndanniigaoy

o v ' a 1 = t:v
ATRNLLINLRINLINAIUNTIINDURUIDEIA ﬂiy%'l%ﬁ]:%&lﬂvlﬂ

7. lalasawanniiwnaa
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miﬁm’]mu@gmzmwm‘imuﬁwmwﬂuga nudavdaetenanay mimuﬁ’]muﬁugaaﬂ'n

1 ﬁl a o v oA v v a dl v A = v L Q- o
@amaamumu"lﬂ Vl’]lﬂNL‘iEl%@]E]OI‘Hﬂ’J’]Nﬂ@M’mS] E]']‘ﬂL‘H%E]EIa']%‘JE]Lﬂ‘EEJ@VL@] sl,ummammm‘imummu

U
a LR '

UneTauau g Gadanu fiisuaziiniiaganauisuiu Jassauansmednmiuduszes g ilaninuae

= ' X A @ o A P & o & A
ﬁumadﬂﬁguvl’m’]\‘] ﬂ'JiLﬂaﬂl"ﬁﬂﬁliﬂqwﬂuLia\jﬂLﬂuﬂizL@uﬁ’]ﬂfyG] NIWHIND

Gl

9

mynnaduwitreunidssloviuazdssfnsnmiduasneis m3lgdanliyszauanudisa
Usznaume MIRTNLIIENN@ (SARA) mstdandanuig (Eanuloasin lidnig fse 1 donw) was

inAfiaNid (N1378, Pose-Pause-Pounce-Bounce Wazminauauaddadaauvasiunainsliiiesd)
v a
LlaNd1ID NI

1. Lake FR, Vickery AW, Ryan G. Teaching on the run tips 7: Effective use of questions. Med J Aust
2005;182:126-7.

2. Al-Umran K. Teaching tips - questioning. J Family Community Med 2004;11:73.

3. Nicholl HM, Tracey CA. Questioning: a tool in the nurse educator's kit. Nurse Educ Pract
2007;7:285-92.

4. Cho YH, Lee SY, Jeong DW, Im SJ, Choi EJ, Lee SH, et al. Analysis of questioning technique
during classes in medical education. BMC Med Educ 2012;12:39.
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Clinical supervision

A nice way for patient safety and professional development

Objective

= 9 & .
aﬁmwannwswug'luwmmsaau’lugmwu supervision

= a va e
WAUAUANTTADULUU supervision

N1SNINUALE

Na8UANS

= =

ANd9nNIANUUaBRANY
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4Facts

Medical Education 2000;34: 827-40
AMEE guide No.27

01 Gain skills more rapidly
Step by step coaching

02 Positive effect on patient outcome
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03 Attitude & Behavioral Changes

Mentoring skills

04 Self supervision is not effective!

Level of supervision
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4 Debriefing (reflection & feedback)

Interactive Debriefing
Close the GAP(Q) /\
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Perception Action @l
Safe environment \/
Non-judgement No debriefing

v’ Clinically competent and knowledgeable

v Interpersonal/communication skills

v Teaching skills (coaching & mentoring)

You must have respect, which is a part of LOVE,

for those under your supervision.

Then they will do what you ask and more.

John Wooden
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AMEE Guide No. 27: Effective educational
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"University of Leeds, UK, 2Open University Centre for Education in Medicine, UK, SUniversity of Monash, Australia

Abstract

Background: This guide reviews what is known about educational and clinical supervision practice through a literature review
and a questionnaire survey. It identifies the need for a definition and for explicit guidelines on supervision. There is strong
evidence that, whilst supervision is considered to be both important and effective, practice is highly variable. In some cases, there
is inadequate coverage and frequency of supervision activities. There is particular concern about lack of supervision for
emergency and ‘out of hours work’, failure to formally address under-performance, lack of commitment to supervision and finding
sufficient time for supervision. There is a need for an effective system to address both poor performance and inadequate
supervision.

Supervision is defined, in this guide as: ‘The provision of guidance and feedback on matters of personal, professional and
educational development in the context of a trainee’s experience of providing safe and appropriate patient care.” A framework for
effective supervision is provided:

(1) Effective supervision should be offered in context; supervisors must be aware of local postgraduate training bodies’ and
institutions’ requirements; (2) Direct supervision with trainee and supervisor working together and observing each other positively
affects patient outcome and trainee development; (3) Constructive feedback is essential and should be frequent; (4) Supervision
should be structured and there should be regular timetabled meetings. The content of supervision meetings should be agreed
and learning objectives determined at the beginning of the supervisory relationship. Supervision contracts can be useful tools and
should include detail regarding frequency, duration and content of supervision; appraisal and assessment; learning objectives
and any specific requirements; (5) Supervision should include clinical management; teaching and research; management and
administration; pastoral care; interpersonal skills; personal development; reflection; (6) The quality of the supervisory relationship
strongly affects the effectiveness of supervision. Specific aspects include continuity over time in the supervisory relationship, that
the supervisees control the product of supervision (there is some suggestion that supervision is only effective when this is the case)
and that there is some reflection by both participants. The relationship is partly influenced by the supervisor’s commitment to
teaching as well as both the attitudes and commitment of supervisor and trainee; (7) Training for supervisors needs to include
some of the following: understanding teaching; assessment; counselling skills; appraisal; feedback; careers advice; interpersonal
skills. Supervisors (and trainees) need to understand that: (1) belpful supervisory behaviours include giving direct guidance on
clinical work, linking theory and practice, engaging in joint problem-solving and offering feedback, reassurance and providing role
models; (2) ineffective supervisory bebaviours include rigidity; low empathys; failure to offer support; failure to follow supervisees’
concerns; not teaching; being indirect and intolerant and emphasizing evaluation and negative aspects; (3) in addition to
supervisory skills, effective supervisors need to have good interpersonal skills, good teaching skills and be clinically competent
and knowledgeable.
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Introduction and moreover, what its benefits to patients and the service in
general are. It is clear that some doctors receive excellent
Why the Guide? supervision. It is also clear that others receive inadequate
supervision (Grant et al. 2003).

Effective supervision of trainees involves skills that are
different from other more general competences expected of a

teacher or trainer (Harden & Crosby 2000; Hesketh et al. 2001).

What is good educational supervision and who are the good
supervisors? Documentation from the UK Department of
Health (DoH 1996) and General Medical Council (GMC 2005

(New Doctor), 2006 (Good Medical Practice), 1999) has
highlighted the need for good educational supervision,
appraisal and assessment in postgraduate education.
However, it is not always clear what supervision entails, who

should or could supervise, what the effects of supervision are

Supervision includes ensuring the safety of the trainee and
patient in the course of clinical care; giving feedback on
performance, both informally and through appraisal; initial
training and continuing education planning; monitoring
progress; ensuring provision of careers advice; ensuring an
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Practice points

e Although supervision is recognized as important and
effective, actual practice is very variable and there is a
need for a definition and explicit guidelines.

e This guide provides a framework for effective super-
vision—direct supervision, constructive feedback, struc-
ture and the quality of the supervisory relationship are
particularly important.

e Helpful supervisory behaviours include giving direct
guidance on clinical work, linking theory and practice,
engaging in joint problem-solving, offering feedback
and reassurance and providing role models.

e There is a need for an effective system to address both
poor performance and inadequate supervision.

appropriate level and amount of clinical duties. Supervision
features more observation, continual feedback and sharing of
clinical judgement. Supervision has been the least researched
and supported aspect of medical education and yet is central
to the effective training of physicians. This guide is the
culmination of a research project designed to investigate the
role of educational and clinical supervision and the skills
required. It draws on relevant empirical and theoretical work
to offer a practical, informative guide to good supervision.

Who is it for?

The Guide is for anyone who supervises others in medical
clinical practice settings. It is based on work conducted in
the UK but can be applied elsewhere. Although it has been
targeted at education in the postgraduate setting it may also
have some relevance in undergraduate medical education.
It will also be useful for trainees. We have attempted to
describe the roles and terms of reference of all the key players,
with descriptions of the supervisory tasks necessary at each
level of training from newly qualified doctor to Consultant and
including the roles of the regulatory and statutory bodies.
The Guide should also be of help to those managing,
monitoring or delivering training.

What is supervision?

There are various understandings and definitions of super-
vision; based on the findings of our research project Good
supervision: Guiding the clinical educator of the 21st century
(Kilminster et al. 2000) we define supervision as:

The provision of guidance and feedback on matters
of personal, professional and educational develop-
ment in the context of a trainee’s experience of
providing safe and appropriate patient care.

We would hope that the trainee’s care would be safe and
appropriate at all times. However, the definition recognizes
that some benefit can be derived from analysis of errors, their
management and resultant lessons. The anticipatory element
of supervision is necessary to isolate and deal with threats to
patients’ safety. The ‘personal’ issue in the definition is an

attempt to acknowledge that many problems with competence
can arise from personality-related variables and that these are
often the most difficult aspect to deal with for the supervisor
and trainee.

Educational and clinical supervision
in context

Ensuring patient and trainee safety

Postgraduate medical training is the process whereby newly
qualified doctors—in the UK these are pre-registration House
Officers (PRHOs)—progress through a series of training stages
until they become trained and certified specialists or general
practitioners. From an educational point of view, different
processes are involved in this progression. Some of the body
of knowledge and many of the skills and attitudes that the
trainee doctor acquires whilst progressing along this road will
come from his/her own self-directed private study; some will
also come from the formal educational activities of the training
programme on which he/she is enrolled. However the most
important element of training for nearly all doctors is the
opportunity to undertake medical practice in their chosen
speciality under appropriate supervision.

Clinical supervision must have patient safety and the
quality of patient care as its primary purposes but must also fit
in with the trainee’s educational objectives. Clinical responsi-
bility for patient well-being lies with the supervising consultant
who is in turn responsible to the chief executive of the clinical
service, hospital or Trust.

The nature of clinical supervision will vary from speciality
to speciality and from unit to unit. The nature of the speciality
(surgical or non-surgical for example), location (primary care
or hospital) and the structure of the clinical team providing
the service will be the primary determinants of the sort of
supervision required, but in all cases the object of supervision
will be the same: to provide the patient with the best possible
quality service under the prevailing circumstances and to
provide the community from which that patient comes with
the quality of service which meets its needs. The processes
that ensure patient safety are essentially educational and form
the backbone of the trainee’s clinical learning.

Patient safety.
competent practitioner to see and examine a patient in the

It may be perfectly safe for a highly

home, where conditions are often less than ideal. Put an
inexperienced trainee in that same position and it becomes
less safe. The role of the supervisor may also be considered at
different levels. A senior manager or consultant supervisor
may well have responsibility for the working environment,
whereas a Specialist Registrar (SpR or senior resident) super-
vising a Senior House Officer (SHO or junior resident) carrying
out an emergency appendectomy will have limited responsi-
bility for the work environment, but does have a great
responsibility for ensuring that the procedure itself is carried
out safely. It is important therefore that supervisors understand
their responsibilities with regard to patient safety.

The practice of medicine has evolved in a way that has left
many trainees working with minimal supervision. Whilst this
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may be perfectly reasonable, it does place great responsibility
on the supervisor to ensure that the trainee is competent and
performing only at an appropriate level. Accomplishing this
without compromising patient safety may be very difficult.
In the absence of a clear, explicit indication of the level of
competence of a trainee it will be necessary for the supervisor
to ascertain this either by direct observation or enquiry from
other staff. Only then can the correct levels for practice and
supervision be determined and applied without compromising
patient safety. It is important to ensure that appropriately
qualified supervisors are available, for example, when trainees
are providing out-of-hours care.

Trainee safety. Ensuring the safety of trainees in the course
of their clinical duties is an essential element of supervision.
Trainees are less likely to acquire new competences in
environments where they are in fear of being exposed to
risk—the major factor in determining levels of psychological
distress in trainees is their confidence in carrying out the
clinical tasks expected of them (Williams et al. 1997).

Supervisors should ensure that trainees work within their
competences and that they are adequately supervised when
acquiring new skills. In addition:

e Trainees should receive adequate induction to training
placements.

e Opportunities must be made available to reduce stress by
ensuring availability of stress counselling and training in
communication skills. Trainees must be made aware of
these resources.

e Trainees who are required to undertake procedures that
may expose them to risk (e.g. handling of surgical
equipment or making up toxic drugs) should receive
adequate instruction and protection.

e Trainee safety should not be compromised by onerous duty
rotas or excessive service commitments.

e Adequate procedures must be in place for prevention and
control of transmissible infectious diseases.

e Personal safety from attack must be ensured.

e Procedures in the event of fire and other emergencies must
be in place and trainees must be made aware of them.

Overseas trainees have special needs; it cannot be assumed
they have the same level of understanding of local healthcare
systems as doctors who have trained in the country concerned
and therefore they may need more carefully planned
induction.

Supervisors themselves need to be competent in the skills
to be acquired and in dealing with the complications that may
arise from using these skills. Trainees need to have confidence
in their supervisors: this is particularly important when
responsibility for teaching has been delegated to staff other
than the supervisor. Supervisors need to monitor the quality
and effectiveness of education and supervision carried out
in their name.

4

Ensuring trainee competence and
level of supervision

The content of what needs to be supervised at different levels
will change but the level of supervision will vary according to
the grade and relevant experience of the trainee. Supervisors
need to make judgements as to whether they should be:

e present in the same room as the person being supervised,
providing direct supervision (direct supervision);

e nearby and immediately available to come to the aid of
the person being supervised (immediately available
supervision);

e in the hospital or primary care premises and available at
short notice, able to offer immediate help by telephone and
able to come to the aid of the person within a short time
(local supervision);

e on call and available for advice, able to come to the

assistance time (distant

trainee’s in an appropriate

supervision).

Training log books can be useful tools in helping to determine
the level of supervision required.

Supervision in clinical teams

Clinical teams are hierarchically structured and the responsi-
bility for clinical supervision does not lie solely with the
consultant or general practitioner principal who is at the head
of the team. For example the main responsibility for the clinical
supervision of a medical team on emergency take usually lies
with a specialist registrar or senior resident who will directly
supervise the activities of the more junior staff who are
delivering the care. This produces a system of great complexity
for all the team members. Responsibility is distributed in an
uneven fashion throughout the team. The consultant has
responsibility for the overall functioning of the medical team
and for the individual clinical performance of all the team
members. The consultant has clinical responsibility for the
decisions that lead to individual team members working
without direct supervision. It is clearly not possible, nor would
it be appropriate, for the consultant to allocate work on a case-
by-case basis. However, it is essential for the consultant to
understand and orchestrate the process by which individual
team members are working with more or less direct super-
vision in different clinical areas. The processes whereby this
may happen and how they need to be negotiated also needs
to be understood within the team. It is important for the
development of even the most junior team member that he/
she has areas of clinical activity for which he/she takes direct
responsibility and only reports back to a more senior member
when he/she judges the need to do so. It is self-evident that
the extent of the less directly supervised domain will be large
for experienced senior trainees and much smaller for junior
trainees. Senior trainees require instruction in, and experience
of, supervising more junior staff. Although a junior trainee may
refer to them as their first line of advice and assistance, both
the junior and senior trainee will be subject to supervision
from a designated consultant. There will be some occasions
during highly specialized training when it will be inappropriate
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for senior trainees to act as supervisors—they may themselves
require direct supervision.

The situation becomes further complicated in teams with
more than one consultant supervisor, now the norm rather
than the exception. A single named consultant may take on the
role of ‘educational supervisor’ for the team. This role concerns
arranging appropriate educational support for trainees and
ensuring that they are exposed to appropriate clinical
experience and responsibility. The task of clinical supervision
and the process of taking vicarious responsibility for patient
care delivered by trainees will fall to each of the consultants
whose patients are looked after by the clinical team in
question.

Employers’ responsibility for
supervision

Employers need to ensure that the arrangements for the
delivery and monitoring of supervision are practical, robust
and transparent although, ultimately, designated supervisors
are responsible for ensuring that clinical supervision takes
place in accordance with local clinical guidelines and external
advice (in the UK from regional training committees, Royal
Colleges and the General Medical Council).

Individual trainers have to manage the conflict between the
need to provide a clinical service and the need to provide
adequate supervision for the trainees for whom they are
responsible. Within healthcare organizations, the lines of
responsibility are through clinical directors and medical
directors to the chief executive. In all cases, the trainee—trainer
interface is the local level of accountability. Trainer and
trainee have at their disposal advice and support from the local
course organizers, speciality training bodies and external
regulatory bodies. (In the UK this includes, Directors of
Postgraduate Medical Education, College tutors and pro-
gramme directors, Royal Colleges and the Specialist
Training Agency.)

In addition to ensuring that all doctors in training receive
adequate supervision in an appropriate environment, employ-
ers (Trusts in the UK) will need to ensure that they have in
place systems that can deal with:

New doctors who have not worked in the hospital or practice
before:

e How is an assessment of competence made?

e How much direct supervision is needed before allowing
the person ‘clinical freedom’?

e How much trust can be placed on the appointment process
to select doctors who can be relied upon to perform at an
appropriate level of competence?

Locum doctors:

e Who has responsibility for the clinical performance of
locums?

e How much direct supervision should occur before allowing
the locum ‘clinical freedom’?

e How much reliance can be placed upon the agencies that
provide the locums?

Non-consultant career-grade doctors:

e Who is responsible for supervising the clinical performance
of staff-grade doctors?

e Who is responsible for ensuring that staff-grade doctors
avail themselves of educational opportunities and keep up
to date with developments and current practice in their
speciality?

Some lines of accountability within individual organizations
are relatively straightforward as clinical activity is delivered
either by clinical teams or by individual departments or
practices. The main line of accountability will involve doctors
within the same speciality or practice, some of whom will have
a designated supervisory role. However, there will also be
circumstances in which accountability involves doctors from
another speciality. An example would be a consultant
anaesthetist supervising aspects of a trainee surgeon’s work.
The consultant anaesthetist might be expected to carry some
responsibility for ensuring that the trainee surgeon performs
at an appropriate level. There are also inter-professional lines
of accountability involving other healthcare personnel, for
example, nurses, technicians, operating department assistants.

The quality of clinical supervision of trainees is therefore a
central problem for clinical governance organizations within
the medical management structure, and these organizations
need to assure themselves that appropriate supervision is
being undertaken. The complexity of lines of responsibility
for trusts and individual consultants is shown by the example
in Box 1.

Box 1: The outpatient treatment of varicose veins
by injection

What if the patient has a cardiac arrest during the injection
of varicose veins? Resuscitation equipment must be readily
to hand, in good working order and the staff trained to use
it. There is a management role here in ‘supervising’ facilities
and in ensuring the training of nursing staff. The consultant
or competent specialist registrar supervising a junior doctor
in training has a duty to ensure that the training of the
junior doctor encompasses the possibility of a cardiac
arrest. Does the junior doctor know where the equipment
is kept? Is she/he competent in resuscitation techniques?
If the answer is ‘no’ to either of these questions, it is surely
the duty of the trainer as a supervisor to see that these
deficits are rectified. It should be appreciated that the
supervisor does not necessarily need to train the junior
doctor in resuscitation, but does need to ensure that proper
induction has been organized and that the necessary
training takes place.

Within the UK, the responsibility for good clinical governance
in Trusts lies with chief executives and through them medical
directors, clinical directors and individual consultants. The
General Medical Council has emphasized that Trusts must
ensure that the time and resources necessary for encouraging
and sustaining a culture of education are available, and that
the environment is adequate.
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Poor performance

Every employer will have to create a system for identifying and
dealing with doctors who exhibit a persistent pattern of
poor performance. The concept of Clinical Governance has
encouraged the creation of clinical standards committees
and/or clinical governance committees, which carry out their
functions with clearly defined lines of accountability to the
Trust Board and Chief Executive. The educational system has a
role when poor performance relates to educational issues and
a failure to progress, with increasing competence, in a
placement. The Education Supervisor would then discuss this
with either the Clinical Tutor or College Tutor, and might then
refer on to the Deanery, particularly if the trainee is in a
managed scheme. The Trust would be involved when issues of
personal conduct such as lateness, rudeness or neglect of
clinical responsibilities were the reason for poor performance.

What is known about current
supervisory practice?

The literature

This section summarizes the literature on supervision in
practice settings in order to identify what is known about
effective supervision. Relatively, there is a limited amount of
published medical literature addressing supervision; particu-
larly, there are few empirical studies (Kilminster & Jolly 2000).
Supervision is a complex activity, occurring in a variety of
settings, and has various definitions, functions and modes of
delivery. It usually includes an interpersonal exchange. This
complexity means that research into supervisory practice
presents methodological problems and adequate research
methodologies have yet to be established.

What are the understandings and definitions of
supervision and its purposes?

There appears to be general agreement that the essential
aspects of supervision are that it should ensure patient/client
safety and promote professional development. Clearly, there
may be some occasions when these two aspects are in
opposition.

There is also agreement in the general literature that
supervision has three functions—educative, supportive and
managerial or administrative. In medicine, this would include
guiding patient management.

What are the theoretical models of supervision?

Various models are presented in the psychotherapy, social
work and nursing literature. Common features of these models
include the idea that supervisory behaviours can be categor-
ized and that supervision needs vary according to the
recipient’s level of experience. Most models stress the need
to use supervision approaches that are appropriate to the
trainee’s level of experience and training.

6

There is some limited empirical support for the proposition
that supervision needs vary according to the trainee’s
experience and level of training.

There are no adequate theoretical accounts of supervision
in medicine; such an account of supervision in medicine might
draw on ideas developed in adult learning theories, experi-
ential and work-based learning as well as understandings
about apprenticeship and development of expertise (for
example, Kolb 1984; Patel & Groen 1990; Lave & Wenger
1991; Boud et al. 1993; Eraut 1994; Tenant 1999) but would
also need to connect with educational strategies used
throughout medical education, including the problem-based
learning approach, skill development and apprenticeship.

How is supervision delivered—what is its
structure and content?

The evidence indicates that there are wide variations in the
frequency and amount of supervision that trainees in the UK
receive (Kilminster et al. 2000). In particular, there are marked
variations across and between specialities. Where guidelines
exist they are not always met. The variation is so great that
it cannot simply be explained by variations in individual
learning. Problems with the extent and availability of super-
vision have been identified across the professions. The quality
of supervisory interactions remains to be investigated in depth.
Supervision can occur ‘on the job’, usually whilst a practical
task is being carried out; informally; in a one-to-one meeting;
in peer supervision; in group supervision; and in networking.
There is empirical evidence (including some of our own work)
indicating that finding sufficient time for supervision can be a
problem; some strategies have been suggested to address this
but more are needed.

Is supervision effective and how can this
be determined?

There is some convincing quantitative evidence, across health
and social care professions, that supervision has a positive
effect on patient outcome and that lack of supervision is
harmful to patients. In particular, empirical evidence shows
that direct supervision is very important and can positively
affect patient outcome and trainee development, especially
when combined with focused feedback.

Review evidence suggests that increased deaths are
associated with less supervision of junior doctors in surgery,
anaesthesia, trauma and emergencies, obstetrics and paedia-
trics (McKee & Black 1992). These authors argue that the
balance of evidence shows that patient care suffers when
trainees are unsupervised even though some trainees claim to
benefit from the experience that lack of supervision gives
them. However, they also argue that unsupervised experience
can lead to the acceptance of lower standards of care because
the trainee may not learn correct practice without appropriate
supervision.

In the USA, strong evidence for the importance of direct
supervision was obtained by comparing attendings’ (senior
doctors equivalent to UK consultants) own findings regarding
patients with their ratings of residents’ (equivalent to specialist
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registrars) reports and history taking, assessment of severity of
the patients’ illness, diagnoses, treatment and follow-up plan
(Genniss & Genniss 1993). The researchers found that the
attendings’ assessments of the residents were more critical
after seeing the patients and that they considered seeing the
patients themselves to be important for both teaching and
management. The patients were seen as more seriously ill, and
there were frequent changes in diagnosis and management.
The authors indicate that there were some weaknesses in the
study design (it was not a randomized trial so the results could
be due to the order of evaluation and changes in treatment
were often minor and therefore could be due to differences in
opinion). They do conclude, however, that, when supervisors
see the patient themselves rather than relying on trainees’
reports there is a significant difference in their assessments of
residents’ skills and patient management.

The effects of supervision on quality of care were examined
in five Harvard teaching hospitals (Sox et al. 1998). A range of
measures was used—residents’ compliance with process-
of-care guidelines (assessed by record review), patients’
satisfaction and patients’ reported problems with care. Over
a seven-month period all 3067 patients presenting with
abdominal pain, asthma/COPD, chest pain, hand laceration,
head trauma and vaginal bleeding were included; residents
were unaware of the purpose of the study. All patients were
given a questionnaire to complete on site and some were
randomly selected for a 10-day follow up interview. Analyses
were adjusted for case mix, degree of urgency and chief
complaints. Using these measures the researchers found that
the quality of care was higher when the resident was directly
supervised, i.e. when the attending also saw the patient. The
benefits of direct supervision of residents applied regardless of
the level of training and urgency of the cases. The authors
point out that there are limits to the generalizability of the
study because the five hospitals did not have emergency
medicine training programmes, there may be between-hospital
variations in quality and frequency of supervision, patients
were not randomized to different groups and there was no
control for the speciality of the attending physician.

Faculty involvement was investigated, over a 12-month
period, for each surgical procedure and all resuscitation and
operations in the trauma service in one hospital (Fallon et al.
1993). Faculty involvement was ranked on a five-point scale
and these data were matched to outcomes of death or
complications that were reported in the weekly departmental
complications conference. The results suggested that super-
vision had a greater impact where the trainee was less
experienced. The authors acknowledge a number of limita-
tions to their study but conclude that close supervision of
general surgical residents during their rotations to subspecial-
ties is important and that the effect of supervision can be
evaluated by using probability of survival data in trauma. They
also argue that there is a need to establish measurable
standards of supervision.

Griffiths et al. (1996) compared tests (X-rays, arterial blood
gases (ABG) and electrolytes) ordered in the neonatal
intensive care unit by staff with different levels of experience.
They found that as workload increases newly qualified doctors
order more ABG, especially when they are less supervised.

To summarize, empirical evidence from the literature
review shows that:

e Direct supervision seems to help trainees gain skills more
rapidly.

e The quality of the supervisory relationship strongly affects
the effectiveness of supervision. Particularly important
aspects are continuity over time in the supervisory relation-
ship, the trainees having some control over the supervision
(there is some suggestion that supervision is only effective
when this is the case) and that there is some reflection by
both participants.

e Behavioural changes can occur relatively quickly as a result
of supervision whilst changes in thinking and attitude take
longer. This is particularly important because there may be
relatively frequent changes of supervisor due to rotations.

e Self-supervision is not effective; input from a supervisor is
required.

The supervision environment is extremely important because
medical students have strategies to appear as competent as
possible, which can conflict with opportunities to learn (Jolly
& MacDonald 1986). In addition, trainees can perceive ‘one to
one consultations as problematic and risky situations in which
they struggleld] for a balance between the opportunity to learn
and the need to perform in and manage the consultation
process’ (Somers et al. 1994, p. 587). There is compelling
evidence that postgraduate trainees engage in similar beha-
viours (Arluke 1980). Clearly, such defensive behaviours are
likely to have an effect on the supervision process and,
ultimately, that may not be beneficial to patients.

What skills and qualities do effective
supervisors need?

Empirical and review evidence indicates that, to be effective,
in addition to supervisory skills supervisors need to have
good interpersonal skills, good teaching skills and be clinically
competent and knowledgeable. The distinction between
supervision and teaching is not easily made. However,
empirical and review evidence indicates that:

(1) Helpful supervisory bebaviours include giving direct
guidance on clinical work; linking theory and practice;
engaging in joint problem-solving and offering feed-
back, reassurance and providing role models.

(2)  Ineffective supervisory bebaviours include rigidity;
low empathy; failure to offer support; failure to follow
supervisees’ concerns; not teaching; being indirect and
intolerant and emphasizing evaluation and negative
aspects.

(3)  Good interpersonal skills include involving trainees
in patient care; negotiation and assertiveness skills;

appraisal  skills;

warmth; empathy; respect for others; listening skills;

counselling  skills; self-awareness;
expressing one’s own emotions appropriately; offering
support; being positive; having enthusiasm.

(4)  Clinical competence includes being seen as a good
clinician and having up-to-date theoretical and clinical
knowledge.
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(5)  Teaching skills include offering opportunities to carry
out procedures; giving direction; giving feedback;
having knowledge of teaching resources; knowledge
of certification requirements; individualizing the teach-
ing approach; being available and having evaluation
skills.

Studies reporting on characteristics of effective clinical
teachers have some relevance for supervisors. The character-
istics include having clinical credibility; having knowledge of
context, learners and general principles of teaching including
the importance of feedback and evaluation; being a positive
role model and appearing to enjoy teaching.

In addition trainees need clear feedback on their errors;
corrections must be conveyed unambiguously so that trainees
are aware of mistakes and any weaknesses they may have.

How these skills should be assessed and how supervisors
should be selected is not discussed in the literature. Some
empirical and review evidence suggests that race and gender
dynamics are areas of potential difficulty in supervisory
relationships.

What training do supervisors need and how can
its effectiveness be determined?

The need for training is widely accepted and there is some
evidence that it can be effective. There is agreement that
training probably needs to include at least some of the
following: understanding teaching; assessment; counselling
skills; appraisal; feedback; careers advice; interpersonal skills.
Course content should emphasize the importance of under-
standing the concept and purposes of supervision; under-
standing the content and type of training undertaken by the
supervisee; understanding the structure and types of super-
vision including the importance of a supervision contract,
giving and receiving criticism, counselling skills and inter-
personal dynamics.

Some commentators consider there should be some criteria
regulating entry into supervisor training courses or for
acceptance as a supervisor.

Supervision research project:
empirical findings

Supervision, both educational and clinical, is an essential part
of Specialist Registrar (SpR) training (DoH 1996) although
there is relatively little guidance as to how and where this
should take place. There are no large-scale studies describing
supervision practices in medical education (Kilminster & Jolly
2000) and so relatively little is known about how supervision
takes place in different specialities. Therefore, as part of a
Department of Health funded project investigating supervision
(Kilminster et al. 2000), we undertook a national questionnaire
survey to identify the range and effectiveness of supervisory
methods for SpRs in current usage. The purpose of the survey
was to establish what supervisory methods were being used
and to determine how effective, particularly in relation to
effects on patient care, education supervisors (ESs), specialist
registrars (SpRs) and medical directors (MDs) perceived these

8

methods to be. We were interested in the general situation
rather than a detailed examination of one particular area
(geographic and/or speciality) and intended to evaluate the
findings in the context of clinical governance. We also
undertook an exploratory critical incident study to identify
key features of effective supervision from the perspectives of
SpRs and ESs (Cottrell et al. 2002).

Our findings suggest that whilst supervision is considered
to be both important and effective, practice is highly variable
(Grant et al. 2003). This would not necessarily give cause for
concern except that there are clear indications that there is
inadequate coverage and frequency of supervision activities
(although supervision is considered to be effective), together
with significant differences in the perceptions of SpRs and ESs
particularly in relation to monitoring performance, feedback,
planning learning and support of the trainee. At the least
this indicates there is a need for more explicit guidance for ESs
and SpRs.

Purposes of supervision

Respondents were asked about educative, managerial and
supportive functions of supervision because these three
functions are frequently identified as the purpose of super-
vision in much health, social care and education literature.
Activities reflecting each of these functions were considered to
be of significant importance to the purpose of supervision in
medical education (see Box 2).

Box 2: Supervision activities rated as of
significant importance

(1) Ensuring patient safety/care.
(2) Educating the trainee.

(3) Promoting high standards.
(4 Identifying trainee problems.
(5) Supporting the trainee.

(6) Monitoring trainee progress.

Respondents were asked to rate each suggested purpose on a
five-point scale (where 1 was not important); each purpose
was rated as at least important (3 or more on the scale) by all
respondents but where there were significant differences in
the ratings SpRs placed more emphasis on educative functions
of supervision whilst the educational supervisors prioritized
managerial and supportive functions. This difference probably
reflects different priorities and concerns of trainers and trainees
in an environment where there can be a tension between
service and education.

Organization of supervision

In the UK, approximately 90% of SpRs reported having a
named supervisor, a similar number to those reported in
other studies (for example, Bools and Cottrell 1994; Davies
et al. 2000).

Traditionally, there has been an expectation that all
consultants should be supervisors. However, in our study,
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the majority of ESs and MDs considered that there was a
difference between an educational supervisor and a consultant
to whom the trainee is answerable although only slightly less
than half (47%) of SpRs recognized this difference. However,
apart from general practice and psychiatry, it is clear that this
practice is not systematic. It varies between departments,
hospitals and specialities. Furthermore, almost all the respon-
dents indicated that only those consultants with an interest and
commitment to supervision should be supervisors, rather than
all consultants. Most SpRs would like to be able to choose
supervisors, although they only rated this issue as of ‘some
importance’ in factors that support good supervision. These
views probably reflect a change in perceptions regarding roles
of supervising consultants, which may be a result of the
relatively recent changes in UK specialist training.

Although four out of five SpRs report that they have
regular supervision meetings there is a wide range in the
length (10-240 minutes) and the frequency (daily—six
monthly) of these meetings. GP trainees and psychiatry SpRs
have a mandatory requirement for weekly meetings/
supervision meetings. In those specialities (anaesthesia,
laboratory science, medicine, paediatrics and surgery) where
there is no such requirement meetings are shorter and less
frequent. Again, practice is highly variable, as has been
reported elsewhere (Davies & Campbell 1995; Panayiatou &
Fotherby 1996).

There were also consistent differences between ESs and
SpRs in ratings in relation to the frequency of supervision,
those activities that are supervised and the effectiveness of
this supervision. SpRs reported
effectiveness of supervision. It is not simply that SpRs
consistently under-report all meetings—they reported receiv-
ing more frequent tutorials than the ESs reported giving.

lower frequency and

Also both groups rated supervisor and trainee availability as
good (although there was a significant difference on ES and
SpR ratings of ES availability). Both considered ESs to have
good approachability. Therefore, the difference in SpR and
ES perceptions are probably not due to availability or
approachability of supervisors although availability was
reported as a problem in the critical incident study. The
reasons for this disparity are not clear; it may be that
activities ESs recognize as supervision are not recognized
as such by SpRs. Other studies have reported trainee
dissatisfaction with supervision but most concentrate on
trainee perceptions and/or experiences rather than compar-
ing trainee and supervisor perceptions.

Supervision practices

The questionnaire data relating to supervision activities (see
Box 3) give some cause for concern. None of the activities,
including ensuring patient safety, was rated as receiving
significant or full coverage either by SpRs or ESs. In other
words, none of the activities was rated as occurring to a
sufficient extent or with sufficient frequency. Almost all the
activities showed a significant difference between SpRs’ and
ESs’ ratings. ESs thought there was more coverage than did
SpRs. Some of the largest differences occurred on items
dealing with monitoring performance, feedback, planning

learning and support of the trainee. These activities might be
seen as particularly important with regard to trainee develop-
ment. Although this difference between ES and SpR percep-
tions is not explained in our findings, the most important
aspect is that neither group rated any supervision activity as
receiving significant or full coverage.

Box 3: Supervision activities (shown in decreas-
ing order of extent and frequency of occurrence)

(1) Discuss individual patients.
(2) Ensure patient safety.
(3) Provide informal feedback.
(4)  Monitor the trainee’s performance.
(5) Discuss (away from the bedside) the management
of specific disorders.
(6) Ensure that the trainee has an appropriate level and
amount of clinical duties.
(7)  Provide feedback through appraisal.
(8) Give advice relevant to personal and professional
development.
(9) Give support relevant to personal and professional
development.
(10)  Address successes/problems in trainee performance.
(11  Give career development advice.
(12) Develop teamwork skills.
(13)  Ensure the safety of the trainee.
(14)  Discuss/review the process of supervision.
(15)  Teach specific techniques and procedures.
(16)  Plan the trainee’s learning.
(17)  Develop interpersonal skills.
(18) Develop communication skills.
(19) Develop presentation skills.
(20) Bedside teaching.
(21)  Use videotaped consultations.

SpRs, ESs and MDs all considered that supervision activities
were at least moderately effective. Again, where there was
a significant difference in perceptions of effectiveness, then
SpRs rated the activity as less effective. ES reported giving
significantly more feedback than SpRs reported receiving.
ESs also considered this feedback to be more effective than
did SpRs. There is considerable scope here for training
courses aimed at creating more congruence concerning
feedback.

Although both SpRs and ESs considered supervision during
specific procedures/tasks (for example, outpatient clinics,
ward rounds, tutorials and informal supervision) to be
important, it occurred infrequently. Evidence from our
literature review demonstrated the importance of supervision
in relation to patient care and that direct supervision is
effective but is often insufficient. The critical incident study had
similar findings. Whilst quantity does not necessarily equate
directly with quality, these data do suggest that existing
supervision is insufficient. It is clear that SpRs think they need
more feedback and direct supervision than they report
receiving.
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Good supervision

Generally, we found consensus regarding good supervision
between SpRs, ESs and MDs. The attitudes and commitment of
supervisor and trainee, the relationship between them,
protected time, importance of positive feedback and regular
meetings were rated as of significant importance in supporting
good supervision and this is supported by the literature.
Although there appears to be general agreement on what good
supervision is, other findings indicate that it is not always
practised. Finding time for supervision is clearly important but
there would appear to be other factors involved.

SpRs rated the relationship between supervisor and trainee
as of significant importance. SpRs also rated the need for
guidelines, a definition of supervision and choice of supervisor
higher than did ESs. These items all relate to control of the
supervisory process and relationship and suggest that SpRs
want more control over this. In the remainder of the survey
SpRs consistently made lower ratings than ESs. There were
only three speciality-specific significant differences in views
concerning factors supporting good supervision. General
practice gave highest ratings to the importance of the
supervisor’s teaching skills and the need for training, assess-
ment and monitoring whilst psychiatry gave highest rating to
‘trainee having regular meetings with the supervisor’. These
ratings are noteworthy because training is mandatory for GP
supervisors and supervision meetings for psychiatry trainees.
The lowest rankings for all aspects of supervision were in
medicine, where there was also least supervision.

Difficulties in supervision

Respondents were concerned about lack of supervision for
emergency and ‘out of hours work’, failure to formally address
underperformance, lack of commitment to supervision and
finding sufficient time for supervision. These problems have
serious implications in the context of clinical governance and
audit. There is a need for an effective system to address both
poor performance and inadequate supervision. Where there
were significant differences, across specialities, in ratings of
difficulties it is interesting to note that time, supervisor
availability and lack of training of the supervisor caused the
greatest difficulty in anaesthesia and medicine, and least
difficulty in general practice where supervisors have to be
trained and weekly meetings are mandatory. The large
numbers of trainees in anaesthesia are perceived to be causing
problems although it is not clear why this should be so. Where
respondents gave figures there did not appear to be a severe
imbalance between numbers of trainees and numbers of
consultants. It might be expected there would be a similar
problem in surgery but this was not apparent.

A framework for effective
supervision
In this section we suggest a framework for effective super-

vision, which is based on our research findings and the
literature. This framework must be understood as located in
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the external framework for training and the guidance provided
on necessary training experiences by bodies responsible for
postgraduate training. Training is a partnership between
supervisor and supervisee and requires the active involvement
of both—it is not something that trainers ‘do’ to trainees.
Within this partnership trainers and trainees both have
obligations and responsibilities.

Early planning meetings, agreement about learning objec-
tives, written contracts and review of trainee placements and
progress by the programme director are an essential compo-
nent of well-run training programmes and will prevent many
problems arising. The differences between specialities in their
ratings regarding difficulties in supervision and factors
supporting good supervision suggest that having minimum
requirements for supervision and training of supervisors
reduces problems and promotes good supervision.

Our work has demonstrated that there is a need for a
clear definition of supervision (which we have provided)
and guidelines concerning supervision. In the following
paragraphs we identify the features and mechanics of effective
supervision.

Features of effective supervision

(1) Direct supervision—trainee and supervisor working

together and observing each other—positively affects
patient outcome and trainee development.
(2) Constructive feedback is essential and should be
frequent.
(3)  Supervision should be structured and there should be
regular timetabled meetings. The content of supervision
meetings should be agreed and learning objectives
determined at the beginning of the supervisory relation-
ship. Supervision contracts can be useful tools and
should include details of frequency, duration and
content of supervision; appraisal and assessment;
learning objectives; and any specific requirements.

(4) Supervision should include clinical management;
teaching and research; management and administra-
tion; pastoral care; interpersonal skills; personal devel-
opment; reflection.

(5) The supervision process should be informed by a 360

degree perspective’. This includes patient feedback,

inter-professional supervision and training as well as
reviewing written work and records. This will be
supplemented by formal processes such as appraisal
meetings and the results of examinations and formal

assessments.

The quality of the supervisory relationship strongly affects the
effectiveness of supervision. Specific aspects include continu-
ity over time in the supervisory relationship, that the trainees
control the content of supervision (there is some suggestion
that supervision is only effective when this is the case) and that
there is some reflection by both participants. The relationship
is partly influenced by the supervisor's commitment to
teaching as well as both the attitudes and the commitment of

HIEHT!LINP{'I}

audanuduliad unI@nmINgImanTFUNIN(AAT) ATTUNNDAIRATATIITWEILIN Tel. 02-4199978

23 - 24 May 2019



Essential Skills for Clinical Teachers (juﬁ 1 - 2562)

Med Teach Downloaded from informahealthcare.com by Mahidol University on 08/02/15
For personal use only

AMEE Guide No. 27: Effective educational and clinical supervision

supervisor and trainee. Supervisors (and trainees) need to
understand that:

(1) Helpful supervisory bebaviours include giving direct
guidance on clinical work, linking theory and practice,
engaging in joint problem-solving and offering feed-
back, reassurance and providing role models.

(2)  Ineffective supervisory behaviours include rigidity; low
empathy; failure to offer support; failure to follow
supervisees’ concerns; not teaching; being indirect and
intolerant and emphasizing evaluation and negative
aspects.

(3) In addition to supervisory skills, effective supervisors
need to have good interpersonal skills, good teaching
skills and be clinically competent and knowledgeable.

(4 Training: There is agreement that training for super-
visors probably needs to include at least some of the
following: understanding teaching; assessment; coun-
selling skills; appraisal; feedback; careers advice;
interpersonal skills.

In addition, our research evidence indicates that there are two
areas of particular concern:

e [t might be expected that there would be particular
difficulties in supervision with regard to time, availability
and approachability of supervisors. However, these issues
appear to present fewer problems in specialities where
there is a formal requirement for weekly supervision
meetings than those where there is no such requirement.
There is therefore a strong argument that all specialities
should have a formal requirement specifying the frequency
of supervision meetings.

e There are problems with ‘out of hours’ supervision and
formally addressing underperformance and inadequate
supervision. There is an urgent need for effective systems
to resolve these issues.

Continuity of supervision

Continuity is a vital element in effective supervision of training
and the delivery of a safe and effective service. It is essential
for trainees who rotate through different placements.
Establishing the level of competence of the trainee (for
example, by direct observation or enquiry of others) is an
essential first step in supervision otherwise training cannot
commence and judgements cannot be made concerning the
closeness of supervision needed to ensure patient safety.
Continuity of supervision needs to start early. Ideally,
foundation trainees should have a portfolio documenting
their strengths, weaknesses and achievements as an under-
graduate. Training schemes need to organize themselves in
such a way as to ensure accurate information about trainees is
communicated effectively to supervisors as trainees rotate
from post to post. Regardless of whether undergraduate or
previous training information is available or not, an early
meeting with the trainee (within the first two weeks of starting
the post) needs to take place. At this meeting the structure and
ground rules need to be agreed. These should indicate
agreement on time and place of future meetings, issues of

confidentiality and accessibility of supervisor outside normal
meetings.
A suggested format for this early meeting is shown below:

e Review progress to date (and any hand-over information).

e Review together speciality training guidelines.

e Formulate/review  educational/training  contract ~ with
timescales.

o Identify methods of achieving objectives or goals (the
subsequent meeting should be used to review progress).

At the final meeting at the end of any training placement, an
overall review should be undertaken to ensure that the trainee
is able to progress to the next level and to identify in which
area training should now take place. This information needs
to be communicated to trainers in the next placement.

The issue of who should provide continuity of super-
vision is difficult and different specialities may adopt
different solutions. For training to occur in a planned and
coherent way, supervision of a trainee is best overseen by a
single individual who will be involved with the trainee for
a significant amount of time. Additionally, if problems are
identified, they are more likely to be addressed by a
supervisor who has responsibility for the trainee over, say,
two years, than by someone who only sees the trainee for
six months.

In some disciplines a programme director or the post-
graduate tutor may be best placed to provide this overseeing
role. In others where there are large numbers of trainees,
this may be logistically impossible and here an individual
consultant may take responsibility for a trainee throughout
his/her time in the training programme. Irrespective of who
takes on this role, it is essential that trainees and trainers are
aware of the roles and responsibilities of the various
people involved in providing training and who has ultimate
responsibility for the trainee’s progress.

Trainees

Trainees should be familiar with the overall training objectives
for their chosen speciality and the agreed objectives for any
particular placement. They should keep a record of their
training experiences and achievements in relation to agreed
objectives that can be used to inform discussions on future
training. Different specialties require different recording
procedures but, increasingly, trainees are being encouraged
to keep detailed learning portfolios.

Trainees should attend supervision meetings punctually
and should have prepared for any agreed tasks.

Supervision sessions should be trainee led, with trainees
taking responsibility for their learning by suggesting topics for
discussion. This does not preclude consultant supervisors from
also suggesting topics.

Trainees must be prepared to develop a capacity for self-
awareness and reflection on their practice that will enable
them to identify, and bring forward for discussion in super-
vision, any areas where they feel their performance needs
improving. They also need to be able to constructively criticize
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local services where service organization issues interfere with
delivery of training.

Trainee needs

Trainees also have certain specific needs in relation to
supervision:

e graduated responsibility over time with direct supervision of
assessment and management of patients, prescribing,
practical procedures, administrative duties etc. shifting to
less direct supervision over time;

e regular constructive feedback;

e cstablishment of learning objectives at the outset of
each placement and identification of strategies for
achieving them;

e periodic assessment and appraisal;

e time to attend specialist courses and specific instruction for
examinations;

e supervision of their teaching/supervision of others;

e development of management, audit skills and involvement
in the processes required by clinical governance;

e pastoral care and the provision of appropriate role models;

e provision of a safe environment for training and clinical
work;

e career planning and advice based on the best workforce
data available.

Supervisors

Supervisors must contribute to the provision of a well-
organized and comprehensive training programme and
ensure that trainees placed with them have the necessary
opportunities to achieve agreed objectives.

Supervisors must be accessible and should arrange regular
uninterrupted meetings with trainees for supervision as well as
being clear about how and under what circumstances they
can be contacted between meetings.

Supervisors must observe their trainees in practice and
make arrangements to gather information from others who
have observed the trainee.

Supervisors must provide a safe environment in which
trainees feel able to discuss their own perceived deficiencies
and empowered to make any relevant constructive criticism of
their training, including the supervision process. Trainees
should see that action has been taken on problems they have
identified. Supervisors need to cultivate an atmosphere of
openness throughout the departments for which they are
responsible.

Supervisors must be able to provide honest, fair and
constructive feedback on trainee performance at regular
intervals (see Box 4).
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Box 4: How to give constructive feedback

Constructive feedback aims to improve performance.
It should identify and reinforce the strengths of a person’s
performance and identify the weaknesses whilst suggesting
ways to improve them. Feedback is most effective when it is
timely—close to the event.

Giving feedback:

Ask the trainee to comment first and to identify which
aspects of his/her performance went well. Then let him/her
identify areas of difficulty and possibilities for change or
development.

Respond to his/her comments before offering your own
comments.

Again, begin with the positive. Be specific and descriptive,
for example, ‘The way you analysed the patient’s problems
and arranged appropriate investigations was excellent’
rather than simply saying ‘Very good’.

Prioritize and do not give a lot of negative feedback in one
big bundle. Refer to behaviour that can be changed; for
example, ‘T know you are nervous but you will make the
patient more comfortable if you make eye contact while
you are talking to him’. Offer alternatives—try not simply to
criticize but offer an alternative way of doing it. ‘I think the
patient was uncooperative partly because you did not
explain what you were going to do. Try explaining the
procedure now and then go back and tell her in simpler
terms.’

Agree the next steps.

Feedback should be regular but can be brief and still very
effective.

Feedback should be given as close to the event as possible.

Skills required of a good supervisor

Supervision for junior staff must be offered in a supportive
environment whilst ensuring patient safety. The skills required
to deliver this supervision are many and varied (Box 5).

All training placements should start with a detailed
‘educational needs assessment’ and identification of clear
learning objectives for the placement. This requires appraisal
skills and the ability to establish the level of competence of
trainees through observation of performance. Of particular
importance is the ability to recognize unsatisfactory perfor-
mance and progress and the willingness to act appropriately
in the interests of the trainee and the patient. Supervisors need
the ability to observe and reflect on practice and to provide
trainees with clear and constructive feedback on their
performance (see Box 4).

Effective supervisors need formal skills in teaching and
facilitating learning. They need to be able to plan and organize
teaching sessions, formulate relevant and achievable learning
objectives, and facilitate trainee involvement in the learning
process. In supervision sessions, helping the trainee to develop
his/her own solutions requires the supervisor to have skills in
identifying alternatives and problem-solving. Supervisors will
also, at times, need the ability to motivate trainees.
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Managing the tension between facilitating self-directed
learning and directing the learning of the trainee is not easy.
It may feel safest to monitor the trainee closely and this may be
very appropriate in the early stages of training but supervisors
need to be able to progressively advance the ability of the
trainee to work independently without compromising patient
safety and thus need skills in fostering autonomy.

The supervisor must be a skilled information provider able
to understand and transmit the training and legal requirements
of relevant statutory bodies (for example, medical Royal
Colleges and the General Medical Council). The supervisor
must also communicate the policy and procedures of the local
department/unit and Trust and in turn ensure that other team
members are aware of the training requirements and
responsibilities of the trainee.

Supervision takes place in a context and the supervisor
usually has a key part to play in creating the best possible
environment for training. This requires good service manage-
ment skills to ensure that department/unit affairs are well
organized and run smoothly and that all staff are clear about
their roles and responsibilities. Role modelling good clinical
practice, leadership, teamwork and open communication, and
critical self-evaluation of performance within the clinical
service are essential components of good supervision.

Creating a context for delivering effective clinical services
includes ensuring an appropriate balance between service and
educational activities, constructing timetables and rotas that
are coherent with training requirements, and seeking funds to
provide the necessary physical facilities and materials for
training. It also requires the ability to foster a supportive
culture that promotes the personal and professional develop-
ment of staff.

The supervisor may have to be an advocate for the trainee,
to ensure he/she has adequate resources for training and that
his/her training needs are being met. This will on occasion
require negotiation skills. Ensuring that there is time for
supervision whilst meeting clinical service needs requires time
management and organizational skills.

Finally, the supervisor needs self-appraisal skills and the
willingness to reflect on his or her own personal supervisory
style and initiate change if it is not shown to be supportive and
enabling.

Box 5: Effective supervisors are able to

Observe and reflect on practice
Give constructive feedback (see Box 4)
Teach

Identify alternatives
Problem-solve

Motivate

Foster autonomy

Provide information

Appraise self and others
Manage a service

Create a supportive climate
Advocate

Negotiate

Manage time

Organize

Dealing with problems in
supervision

There are many reasons why supervision may not be effective;
these include:

e poorly organized training programmes;

e trainers who have poor supervisory skills;

e tension between service delivery and supervision/training
needs;

e whether the trainee is able to learn from experience and
to manage errors;

e whether trainees feel confident enough to acknowledge/
address difficulties.

Many problems can be resolved through effective organization
of training and appropriate mechanisms for appraisal and
feedback. However, at the heart of supervision is the
relationship between trainer and trainee and considerable
difficulties can ensue if there are problems in this relationship.

Hierarchy and power

The innate hierarchy and power in a supervisor trainee
relationship may be used as a positive or destructive force on
either side, although the potential for abuse is probably greater
on the supervisor’s side.

Working closely together over a period of time can produce
a feeling of mutual trust between the supervisor and trainee
and a much greater understanding of the problems encoun-
tered by both parties. Obstacles to training that are identified
can form the basis of supervisory sessions where the super-
visor can help the trainee to arrive at his/her own solutions.
However, if it is not possible the supervisor can step in when
required. This might happen if problems of service work
override educational needs—a trainee may be able to address
this by making minor adjustments in timetabling but, for
example, a consultant intervention may be required to prevent
trainees being asked to do extra clinics for other consultants.
The trainee’s difficulties with other health professionals can be
highlighted and might be dealt with by consultant intervention.

13
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However, the relationship is open to abuse, particularly as
the trainee may feel in a subservient position, often dependent
on the supervisor to progress to the next level of training and
for job references. In primary care, the trainee is an employee
of the practice and of the trainer. The supervisor also has
the power to manipulate the trainee’s timetable to ensure
that service—not training—needs are met. Consequently the
trainee may not feel able to reveal clinical weakness or
emotional/psychological problems. If these problems are
revealed, the supervisor may constantly focus on these
problems and not the solutions, gradually undermining the
trainee’s confidence.

Dealing with personality issues in supervision

Personality issues may arise in supervision in a number of
ways. A ‘personality clash’ between trainer and trainee may
impede effective supervision; some personality issues are
almost inevitable within supervision at some stage, even in the
best run training schemes. More seriously, supervisors may
become concerned about trainee attitudes to patients and to
the other staff in the healthcare team. In such cases there may
not necessarily be any particular problems in the trainer/
trainee relationship, highlighting the importance of canvassing
the opinions of other members of the team.

Possible solutions

The process of supervision is a finely balanced one and
abuse of the system on either side may well tip the
relationship into a potentially destructive one. All training
programmes should have clear guidance regarding the
conduct of supervision and well-publicized systems in
place to address difficulties. Guidance on appropriate
conduct should exclude teaching by ‘humiliation’, bullying,
sexual harassment, and relationships between trainers and
trainees. Trainees should know whom to contact if
problems arise that cannot be resolved within the place-
ment. Trainees should be discouraged from receiving
medical treatment from trainers, for example GP trainees
registering with their training practice.

Ideally problems should be discussed with the supervisor,
as part of the regular process of reflecting on supervision
within supervision sessions. Trainees need clear feedback and
constructive suggestions on action. These can be related to
the speciality learning objectives and also to other relevant
publications such as the GMC's Good medical practice
(1998). If problems cannot be resolved within supervision,
there should be clear mechanisms for trainer and trainee to
involve a third party as a mediator to help resolve issues.
Programme Directors, Postgraduate Tutors or Postgraduate
Deans and their nominees are most likely to be involved in
this in the UK. A well-defined process of appeal should be
identified if all else fails.

When there is concern about ‘personality issues’ it is
important to ensure that trainers and/or trainees are not
suffering from treatable physical or psychiatric disorders,

or experiencing adverse life events. Careful assessment of
14

the situation and information regarding past progress and
problems will be helpful here.

Many trainers are reluctant to raise concerns about
attitudinal problems with trainees, as they can be difficult to
resolve. However, the advent of clinical governance and
recent advice from the GMC place an obligation on trainers to
report such issues if they cannot resolve them. If problems
cannot be reconciled, then clearly defined sanctions need to
be in place to either prevent the progress of the trainee to
the next level or allow for the removal of the trainee from a
particular supervisor or trainer. As a last resort, local ‘three
wise people’ procedures can be involved or the national
professional regulatory body may need to be contacted if there
are serious, unresolved concerns about a trainee’s attitude to
patients.

Supervision at different levels and
in different specialities

Supervision at different levels

It is clear from our definition that all clinical staff should
receive supervision, irrespective of grade. This should apply to
consultants, principals in general practice and non-training
grade doctors as much as to doctors in training. It is illogical
that the process of reflection on and coordination of learning,
which now takes place for all junior staff, should cease on
leaving the training grades. All staff should participate in a
programme of continuing professional development and
ensure that they are up to date with new procedures, practices
and knowledge.

Staff at all levels are likely to be receiving supervision
and at the same time supervising others. Even foundation
trainees will be ‘supervising” medical students.

Trainees need to acquire responsibility in a graded fashion
as they achieve competences, with the aim of becoming
independent practitioners. The amount of direct clinical
supervision required will be maximal at the foundation
trainee level and at the beginning of each grade as new and
unfamiliar problems are encountered and will decrease with
time and experience. Paradoxically, much of the ‘supervised’
work of more senior trainees such as SpRs will take place
without direct supervision. The process of development into
an independent specialist requires that as experience is gained
so the trainees are able to take more and more responsibility
themselves. Clinical decisions are therefore reported to super-
visors after the event or may not be reported at all if they form
part of the daily currency of the work of a senior trainee.
Middle- and senior-grade trainees will also be supervising
others as well as receiving supervision themselves although,
ultimately, responsibility will lie with consultant supervisors.
Thus the capacity to supervise is also an essential part of the
training process.

The content of what needs to be supervised at different
levels will change but the ‘closeness’ of supervision will
vary according to the grade and amount of progress
within the grade. Trainers need to make judgements regarding
levels of supervision (See section on ‘Ensuring trainee

RIGHTE LI N K}

audanuduliad unI@nmINgImanTFUNIN(AAT) ATTUNNDAIRATATIITWEILIN Tel. 02-4199978

23 - 24 May 2019



Essential Skills for Clinical Teachers (juﬁ 1 - 2562)

Med Teach Downloaded from informahealthcare.com by Mahidol University on 08/02/15

For personal use only.

AMEE Guide No. 27: Effective educational and clinical supervision

competence and levels of supervision) as to whether
they should:

e be present in same room as the person being supervised;

e be nearby and immediately available to come to the aid of
the person being supervised;

e be in the hospital or primary care premises and available at
short notice, able to offer immediate help by telephone and
able to come to the aid of the person within a short time;

e on call and available for advice, able to come to the
trainee’s assistance in an appropriate length of time.

Setting out the supervision needs of trainees at each of the
different training grades is counterproductive as so much
varies according to speciality. Although the content of
supervision will vary according to grade, the basic structure
of supervision needs is broadly similar at each level.
Similarly, the generic skills required of the supervisor
remain the same at each level (see section on ‘Skills
required of a good supervisor). The personal contribution
of the consultant will vary with the amount of supervision
also available from intermediate grades; for example, the
consultant will be the only person supervising an SpR,
whereas a foundation trainee will receive supervision from
SHOs and SpRs and other members of the healthcare team
as well as the consultant. Where supervision is less direct,
as in the situation where a SpR may be providing direct
supervision of a SHO or foundation trainee, consultants
must set up systems requiring the SpR to report to the
consultant on trainee progress of an SHO, staff grade or
foundation trainee. This in turn provides valuable super-
vision opportunities for discussion of and reflection on the
SpR’s role as a trainer and supervisor.

The supervision of trainees in general practice needs to
acknowledge the change from hospital to primary care. The
transfer from the confines of hospital work to the open-
ended environment of primary care is a culture shock not
to be underestimated. The new trainee will need time and
space to adjust to the new environment. The registrar must
be able to work within his/her competence. After the initial
orientation, she/he will be learning new skills, not least in
the realm of clinical assessment, consultation skills and
living with uncertainty. It is the trainer’s job to monitor
closely and teach the new skills and attitudes required
slowly over the first weeks and months as there will be a
gradual increase in responsibility and clinical load. The ‘sink
or swim' approach is to be strongly deprecated. The
paramount aim of supervision is patient safety, now and
in the future. Formative assessment, regular tutorials and an
educational culture that allows sharing of both knowledge
and ignorance is essential.

‘Supervision’ for consultants, principals and
staff grades

The principle of ‘partnership’ is of paramount importance
for consultants and principals in general practice where

individuals may enter into arrangements for peer consulta-
tion/supervision of work with colleagues as part of a
programme of continuing professional development.

It is important that staff grades should not be exploited in
the name of supporting the training grades. The needs of these
staff with regard to supervision are similar if not identical to the
needs of those in the training grades, albeit that consultants
and principals are likely to be receiving ‘supervision’ from
peers. However, the lack of a formal structure to monitor
training and supervision has led to many difficulties in
ensuring that consultants, principals and staff grades continue
to benefit from education and supervision. In the future, the
advent of appraisal, revalidation, personal learning portfolios
and clinical governance should ensure that this state of affairs
does not continue.

Supervision across the specialities

Although the mechanics of supervision vary across the
specialities there is a generic structure and skills in all
supervision. Here we give examples of supervisory practice
from disparate specialities and it will be evident that
they have general applicability to supervision issues in
other specialities. The examples are taken from case
studies, written by experienced supervisors, regarding their
personal experiences of supervision. The speciality from
which  the vignette s
each box (Boxes 6-13).

taken is indicated in
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Box 6: Assessing trainee competence

Although surgical experience is carefully documented in
log books, trainers are not at present required to sign off
the competence of individuals in particular procedures.
This gives rise to several problems:

e There is a delay when changing training paths while
competence and training requirements are assessed by
the new trainer.

o It makes it difficult for the new trainer to formulate and
agree a training plan with the trainee.

e It makes it difficult for other supervisors such as the
programme director at appraisal (RITA) to monitor
progress of the trainee through the training scheme
and remedy any deficits.

difficult  to  defend

decisions, particularly if the trainee is deemed to be

e It makes it assessment

not competent.

Consequently the Vascular Surgical Society of Great Britain
and Ireland instituted a simple chart that itemizes the key or
index vascular procedures essential for subspecialty train-
ing. Included in this chart is open space to record the
training received in these specialist procedures and the
level of competence acquired. This latter is ‘signed off
by the
progressive record of achievement. We adapted this form

trainers and so creates a permanent
for the year 1-3 trainees on a local higher surgical
training scheme. It now forms part of the RITA for these
trainees and is used as part of the training agreement
between SpRs and their individual trainers. The information
is also gathered and analysed at regional level, forming a
valuable source of data on the efficiency of operative
training.

Surgery

Box 8: Continuity of supervision
There is a five-year training programme for the sub-
speciality of geriatric medicine involving a series of clinical
placements and experience. In one local area supervisors
decided that trainees should spend at least two years in one
hospital site. We think that the advantage is that trainees
have increased experience in one unit and a greater chance
of longitudinal follow up of patients thereby enhancing
their experience of disease progression. In addition, the
trainees are more secure in their geographical placement
with less disruption to their personal life. The advantage to
the hospital is fewer changes of personnel. The trainee is
associated with one supervisor for a longer period of time
and thereby they get to know each other better and
develop a deeper professional association.

Geriatric Medicine

Box 7: Supervision practices

I have managed to divide my outpatient work into new and
review clinics. This means those review clinics can be run
in a more meaningful way. As far as possible, doctors
follow up their own patients. This gives continuity for
patient and doctor.

In the afternoon after the morning clinic, all the doctors
meet and each presents (consultant included) the patients
they have seen and discusses the difficulties and their
management plan. This is the time for any doctor to ask for
advice about a particular patient. It works extremely well,
junior doctors feel supported, patients can be confident that
the consultant is still overseeing their case and patients are
not subjected to endless, non-productive follow up. Areas
of lack of knowledge can be highlighted and addressed.
At the end of the post, both SpRs and SHOs have
spontaneously expressed enthusiasm for this—regardless
of their seniority.

Medicine

Box 9: Useful supervision techniques

Although various relatively objective and recordable
systems of supervision for procedures (e.g. observe, assist
at etc.) have been developed, it is more difficult to make
an objective assessment of the development of trainee
doctors’ diagnostic, consulting and medical management
skills. A number of techniques are used in general practice
to identify whether the trainee’s work is developing
satisfactorily and that the trainee’s management of patients
is of an appropriately high standard:

e random case note analysis;

e analysis of consultation on video;

e critical event analysis (events such as deaths or
perceived clinical errors are analysed to see if anything
might have been done better);

e analysis of prescription rates;

e analysis of investigation rates;

e analysis of hospital referral patterns, referral letters and
replies;

e analysis of complaints.

General practice

16
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Box 10: Levels of supervision

The consequences of poor supervision in anaesthesia can
be very serious indeed and there is a stringent requirement
for all trainees to receive appropriate clinical supervision at
all stages in their training in anaesthesia. It is recommended
that full-time, direct supervision should be provided at all
times during the first 12 weeks of training. If the trainee
does take part in the on-call rota then the supervision will
probably be provided by other trainees who are further
advanced in their training.

The level of clinical supervision is determined by the
previous experience/training of the anaesthetist being
supervised and the specific clinical situation.

Anaesthetists also have major involvement in intensive
care units and pain management clinics. Clinical supervision
for anaesthetists in intensive care should follow a similar
pattern to that described for anaesthesia. There is normally
much less urgency about clinical situations in a chronic pain
clinic but high levels of supervision are usually warranted
during both consultations and treatment sessions.

At varying times during their training anaesthetists require
enhanced supervision. This may be whilst a single
procedure is being performed or during introduction to a
new sub-speciality.

Anaesthetics

Box 13: Problems in supervision

A trainee was enthusiastic about a career in front-line acute
paediatrics. Early reports from both nurses and junior
members of the department caused concern about the
trainee’s competence because of panic decision-making,
indecisive leadership, failure in delegation of tasks and
signs of stress. This led the educational supervisor to sit
down with the trainee to list the skills necessary for acute
intensive clinical work. But there was no evidence that
these skills were improving at repeated reviews. The
supervisor helped identify the trainee’s areas of strength
and identified a career pathway in which the trainee was
more likely to succeed. This approach, emphasizing
strengths not weaknesses, was successful. The trainee
took the career advice enthusiastically, and with relief as
she/he did have insight into his/her problems.

A second trainee lacked insight into his/her own
difficulties with interpersonal relationships. She/he was
brilliant in some areas of basic science and clinical
medicine but was not a ‘team player. The educational
supervisor arranged regular meetings and offered oppor-
tunities for skills development. However, these opportu-
nities were poorly attended and relevant questioning at the
trainee’s appraisal meeting indicated that she/he had a lack
of awareness and understanding of the difficulties. Progress

to the next part of the training programme was deferred
and the trainee protested. This situation was very difficult to

Box 11: Continuity in supervision
Although each trainee had a supervisor there were some
problems with continuity as well as personality clashes
between trainee and supervisor so a mentor system was
instituted in one region. The mentor is a consultant in A&E
in another department in the region. She/he meets
regularly with the trainee and reviews their progress in
the light of their own assessment and feedback from
the operational level. Any problems identified are then
addressed appropriately. Participants have found that the
process enables the strategic education plan to develop
appropriately over time, even when the trainee moves
hospital. In addition a more balanced assessment can be
made during the bi-annual strategic meeting with the
trainee.

Accident and Emergency

manage and was referred to the Postgraduate Dean who
supported the decision of the appraisal panel—that it was
very unlikely the trainee would achieve a successful
appraisal in the future. The trainee left the training
programme to work in research.

Paediatrics

These examples have been chosen to reflect some of issues
that cause difficulties in supervision and to show how they
have been addressed in different specialities. They illustrate
the importance of structure, continuity, supervision techni-
ques, direct supervision, complexities of supervision in
practice and dealing with problems in supervision.

Conclusion

Box 12: Complexities of supervision in practice
The operating theatre can be a hostile environment for
trainees. The trainee has to contend not only with the
supervisor/teacher and the process of learning but also
with the stresses of administering anaesthesia, the demands
of the surgeon, time pressures, cost pressures, the presence
of other staff such as nurses and, last but not least, patient
expectations. Supervision of a trainee during an operating
list may be subject to many interruptions and frequent
inability to complete episodes of teaching.

Anaesthetics

The content of this guide is informed by both empirical work
and practitioners’ experiences. We have identified the need for
a definition of and for explicit guidelines on supervision. There
is strong evidence that, whilst supervision is considered to be
both important and effective, practice is highly variable.
In some cases, there is inadequate coverage and frequency
of supervision activities. There is particular concern about lack
of supervision for emergency and ‘out of hours work’, failure
to formally address under-performance, lack of commitment to
supervision and finding sufficient time for supervision. There is
a need for an effective system to address both poor
performance and inadequate supervision. We have offered

both a definition and a framework for effective supervision

that is intended to be of practical use to practitioners.
17
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Appendix: the UK regulatory
framework

Supervision and clinical governance

Clinical governance is defined in the 1998 White Paper, A First
Class Service, as:

...a framework through which NHS organisations
are accountable for continuously improving the
quality of their services and safe guarding high
standards of care by creating an environment in

which excellence in clinical care will flourish.

The object of training is to provide the patients of the
future with high-quality specialists who have had a wide
range of useful and informative experience during their
training years. Both the interests of the patients of today

and the quality of the training experience depend on good
clinical and educational supervision of trainees during their
training years.

The quality of clinical supervision of trainees is therefore a
central problem for the clinical governance organizations
within Trusts, and these organizations will need to assure
themselves that appropriate supervision is being undertaken.
Although the arrangements for the management of educational
supervision have improved out of recognition throughout the
UK over the last decade, it is still relatively unusual for Trusts to
have identifiable management systems which are capable of
assuring the clinical governance organization within the Trust
that the level of clinical supervision of trainees is adequate
to ensure the delivery of services of appropriate quality.
However, appropriate supervision is central to the process of
clinical governance and such management systems will need
to be developed.
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Abstract

Teaching in the clinical environment is a demanding, complex and often frustrating task, a task many clinicians assume without
adequate preparation or orientation. Twelve roles have previously been described for medical teachers, grouped into six major
tasks: (1) the information provider; (2) the role model; (3) the facilitator; (4) the assessor; (5) the curriculum and course planner;
and (6) the resource material creator (Harden & Crosby 2000).

It is clear that many of these roles require a teacher to be more than a medical expert. In a pure educational setting, teachers
may have limited roles, but the clinical teacher often plays many roles simultaneously, switching from one role to another during
the same encounter. The large majority of clinical teachers around the world have received rigorous training in medical knowledge
and skills but little to none in teaching. As physicians become ever busier in their own clinical practice, being effective
teachers becomes more challenging in the context of expanding clinical responsibilities and shrinking time for teaching (Prideaux

©

g et al. 2000). Clinicians on the frontline are often unaware of educational mandates from licensing and accreditation bodies as well
3 as medical schools and postgraduate training programmes and this has major implications for staff training. Institutions need to
3 provide necessary orientation and training for their clinical teachers. This Guide looks at the many challenges for teachers in the
o

~ clinical environment, application of relevant educational theories to the clinical context and practical teaching tips for clinical
S eachers. This guide will concentrate on the hospital setting as teaching within the community is the subject of another

S teachers. This guide will the hospital setting as teaching within th ity is the subj f her AMEE
S guide.

-
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a Introduction highly structured with particular patients brought up espe-
4 o o i ) ; ) cially for the session.

: Teaching in the clinical environment is defined as teaching The word ‘doctor’ is derived from the Latin docere, which
o 7 > : —_— . 117 5 ~ : H

= ‘mq learning foc_uwd on, and usually directly mvol.V1‘r1g, means ‘to teach’ (Shapiro 2001). Clinical teachers have a dual
& patients and their problems (Spencer 2003). The clinical role in medicine, to provide patient care and to teach
3 environment consists of inpatient, hospital outpatient and (Prideaux et al. 2000; Itby & Bowen 2004). Though all
3 community settings, each with their own distinct challenges. doctors are usually well prepared for their clinical roles, few
8 It is in this environment that students learn what it means ©© e trained for their teaching roles (Steinert 2005). Clinical

be a real doctor. Skills such as history taking, physical  (eachers take their role as teachers of future generations of

examination, patient communication and professionalism are
best learned in the clinical setting, medical knowledge is
directly applied to patient care, trainees begin to be
motivated by relevance and self-directed learning takes on
a new meaning (Spencer 2003). Teaching in the clinical
setting often takes place in the course of routine clinical care
where discussion and decision-making take place in real
time. Often the teaching will centre on an analysis of actual
patient care that the student has undertaken. This is the most
common pattern for postgraduate trainees. Undergraduate
students benefit from additional sessions specifically planned
for teaching. These sessions may take place in the ordinary
clinical environment and make use of the patients who are
opportunistically available. They may on the other hand be

doctors seriously and with enthusiasm. Yet, most lack
knowledge of educational principles and teaching strategies
thus may be inadequately prepared for this additional
professional role (Wilkerson & Irby 1998). It has simply
been assumed that professionals who have graduated
from medical schools/colleges and undergone
postgraduate training can automatically start teaching the
day after they graduate. Due to advances in education
such as new methods of teaching and learning, a
more student-centred teaching, competency based assess-
ment and emphasis on professionalism; educators today
are required to have an expanded toolkit of teaching skills
and clinical expertise (Harden & Crosby 2000; Searle et al.
20006).
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Practice points

e Clinicians do not become teachers by virtue of their
medical expertise, but a reflective approach to teaching
and professional development can foster excellence in
clinical teaching.

e By using an outcome based approach to teaching and
learning, clinical faculty can progress along the spectrum
of clinical teaching and if they choose to, they can
become truly professional teachers.

e Soliciting feedback on teaching and reflective practice
are key to advancing to the highest level of teaching and
moving from being a technically sound teacher to a
professional and scholarly teacher.

e Staff development can provide clinicians with new
knowledge and skills about teaching and learning. It
can also reinforce or alter attitudes or beliefs about
education.

e Staff development can provide a conceptual framework
for teaching and help clinical teachers adopt and adapt
specific teaching behaviours to real clinical settings and

® introduce clinicians to a community of medical educa-
=

° tors interested in furthering clinical teaching and
4 learning.

5 e Several models of teaching have been described in this
= guide, they are behaviour based and can be easily
~

& adapted to a 5-minute teaching encounter or a one-hour
° encounter. These models could also help teachers set
" defined objectives for each clinical teaching encounter
2 and also tailor objectives to individual learners.

& e Clinical teachers should attempt to draw a road map of
=l their career as educators, what their ultimate goals are
©

5 (become technically proficient as teachers or researchers
N and scholars or develop into educational leaders) and
> . . .

o how they intend to progress and accomplish their goals.
Z

©

9

g

2

o

[s)

Clinical teaching overview

What makes a clinical teacher excellent?

Many investigators have examined the qualities that learners
value in their clinical teachers. Irby & Papadakis (2001)
summarized these and list the skills that make a clinical teacher
stand out (see Box 1).

Problems with clinical teaching

John Spencer has listed common problems with clinical
teaching in his article on learning and teaching in the clinical
environment published in the British Medical Journal’'s ABC
of learning and teaching in medicine series (Spencer 2003).
The following are examples of such challenges, though by
no means a complete list:

e lack of clear objectives and expectations;

e teaching pitched at the wrong level,

e focus on recall of facts rather than problem solving;
e lack of active participation by learners;

348

Box 1. Skills that make a clinical teacher excellent
Excellent clinical teachers:

e share a passion for teaching;

e are clear, organized, accessible, supportive and compassionate;

e are able to establish rapport; provide direction and feedback; exhibit
integrity and respect for others;

e demonstrate clinical competence;

e utilise planning and orienting strategies;

e possess a broad repertoire of teaching methods and scripts;
e engage in self-evaluation and reflection;

e draw upon multiple forms of knowledge, they target their teaching to
the learners’ level of knowledge.

Box 2. Challenges of clinical teaching
e Time constraints

e Work demands - teachers maintain other clinical, research or
administrative responsibilities while being called upon to teach

e Often unpredictable and difficult to prepare for
e Engaging multiple levels of learners (students, house officers etc)

e Patient related challenges: short hospital stays; patients too sick or
unwilling to participate in a teaching encounter

e Lack of incentives and rewards for teaching
e Physical clinical environment not comfortable for teaching

From Focus group discussions of clinical faculty in the Department of
Medicine at Boston University School of Medicine

e inadequate direct observation of learners and feedback;
e insufficient time for reflection and discussion;
e lack of congruence with the rest of the curriculum.

Challenges for teachers in the clinical environment

Teaching in the clinical environment comes with its own set
of unique challenges (Spencer 2003); some key ones are listed
in Box 2.

Despite the numerous challenges noted, many clinicians
find practical solutions to overcome them and excel in their
dual role as clinician and teacher. The remainder of this guide
focuses on practical educational strategies that clinicians can
use while teaching in the clinical environment from technical
skills to a scientific and professional approach to their
teaching.

General teaching models for teaching in any
clinical setting

Two models of clinical teaching have been successfully used
in faculty development of clinical teachers. Both models are
behaviour based and can be adapted by clinical teachers to all
clinical settings. The first is the Stanford Faculty Development
model for clinical teaching and the second is the Microskills
of teaching model, also known as the one-minute preceptor.
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Stanford faculty development model for
clinical teaching

A popular model for teaching improvement has been the
seven-category framework of analysis developed by the
Stanford Faculty Development Centre. This comprehensive
framework is outlined in the article by Skeff (1988). In
addition, this seven-category framework has been validated
by work at the University of Indiana which resulted in a 26
item questionnaire that can be used to evaluate teaching
(Litzelman et al. 1998). Although it provides a categorical
framework for evaluation and analysis of teaching, the power
of the model is most effectively demonstrated in hands-on
seminars in which faculty are enabled to both understand
and apply this method of analysis to their teaching. This
model described all clinical teaching as fitting into seven key
categories, lists key components under each category and
further describes specific teaching behaviours under each key
component.
The categories are as follows.

(1) Promoting a positive learning climate: The learning
climate is defined as the tone or atmosphere of the
teaching setting including whether it is stimulating, and
whether learners can comfortably identify and address
their limitations. It sets the stage for effective teaching
and learning.

(2) Control of session: This refers to the manner in which
the teaching interaction is focused and paced, as
influenced by the teacher’s leadership style. It reflects
the group dynamics, which affect the efficiency and
focus of each teaching interaction.

(3) Communication of goals: This includes establishment as
well as explicit expression of teachers’ and learners’
expectations for the learners. Setting goals provides a
structure for the teaching process, guides teachers in
planning the teaching and provide a basis for
assessment.

(4) Promoting understanding and retention: Understanding
is the ability to correctly analyse, synthesize and apply
whereas retention is the process of remembering facts
or concepts. This category deals with approaches
teachers can use to explain content being taught and
have learner meaningfully interact with the content,
enabling them to understand and retain it.

(5) Evaluation: It is the process by which the teacher
assesses the learner’s knowledge, skills and attitudes,
based on educational goals previously established. It
allows the teacher to know where the learner is and
helps them plan future teaching as well as assess
effectiveness of teaching. Evaluation can be formative
to assess ongoing learner’s progress towards educa-
tional goals or summative for final assessment to judge
learner’s achievement of goals.

(6) Feedback: Feedback is the process by which the
teacher provides learners with information about their
performance for potential improvement. It provides an
educational loop through which the teacher can guide
learners to use the evaluation of their performance to
reassess attainment of goals.

(7)  Promoting self-directed learning: Teachers achieve this
by facilitating learning initiated by learner’s needs,
goals and interests. It stresses the importance of
acquiring skills to equip the learner to continue
learning beyond the time of formal education.

The one-minute preceptor

The ‘Microskills’ of teaching, also called the one minute
preceptor because of the short time available for teaching in
the clinical environment, provides a simple framework for
daily teaching during patient care (Neher et al. 1992). It is most
relevant to teaching postgraduate trainees but the steps also
apply to the longer encounters that are specifically focused on
teaching for undergraduates. These steps can be used to
structure effective short clinical teaching encounters that last
five minutes or less as well as to address problems that arise.
The original microskills model uses a five-step approach.

Step 1. Getting a commitment: The teacher encourages
learners to articulate their opinions on the differential
diagnosis and management rather than giving their own
conclusions and plans. The teacher must create a safe learning
environment so that learners feel safe enough to risk
a commitment — even if it is wrong.

Step 2. Probing for supporting evidence: The teacher
should encourage learners to ‘think out loud’” and give their
rationale for the commitment they have just made to diagnosis,
treatment, or other aspects of the patient’s problem. Teachers
should either validate learners’ commitments or reject them
gently if flawed.

Step 3. Teaching general rules: Teachers can guide learners
to understand how the learning from one patient can be
applied to other situations. The learner is primed for new
information they can apply to a given patient as well as future
patients. If the learner has performed well and the teacher has
nothing to add, this microskill can be skipped.

Step 4. Reinforcing what was done well: It is appropriate to
use this microskill every time the trainee has handled a patient
care situation well. Effective reinforcement should be specific
and behaviour based and not vague. Positive feedback also
builds the trainee’s self-esteem.

Step 5. Correcting mistakes: Negative or constructive
feedback is often avoided by clinical teachers, but this is
vital to ensure good patient care. Encouraging self-assessment
is a good way to have the learners realise their mistakes
themselves and if they have identified their errors, they can be
given positive feedback on their self-reflective capabilities.
If the teacher has to point out mistakes, this must be specific,
timely and based entirely behaviour based.

Applying the Dundee outcomes
model in clinical teaching

It has been stated that the medical profession needs to think
more seriously about training their teachers and a framework
for developing excellence as a clinical educator is needed
(Hesketh et al. 2001). Harden et al. (1999) had previously
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proposed a 3-circle learning outcomes model to classify skills
and abilities that doctors must possess. The Dundee outcomes
model offers a user-friendly approach to communicate
learning outcomes and was adapted to describe outcomes

In applying the three-circle outcomes model for teachers in
the clinical environment we have attempted to keep these
outcomes clear and unambiguous, specific, manageable
and defined at an appropriate level of generality (Harden

for medical teachers (Hesketh et al. 2001). We use this model et al. 1999) (see Box 3).
in describing outcomes expected of a clinical teacher, moving

from technical competencies to meta-competencies within

Circle one: what the clinical
teacher should be able to do
(doing the right thing)

each circle (Figure 1).

(1) The inner circle refers to the fundamental tasks that

clinical teachers should be able to perform compe-

tently; doing the right thing. We list the following tasks as essential for teachers in

(2) The middle circle represents the teacher’s approach to the clinical environment: time efficient teaching, inpatient

clinical teaching with understanding and application of teaching, outpatient teaching, bedside teaching, assessment

relevant learning theories; doing the thing right. of learners in the work setting and giving feedback.
(3) The outer circle represents the development of the
individual through a professional approach to teaching Time efficient teaching

in the clinical envi t; the right person doing it.
e CHRical ERVITONIMERT; The Mght peon Coms 1 Irby & Bowen (2004) described a 3-step approach for time

efficient teaching in the clinical environment. All three steps
described can be adapted equally well to a one-hour session

® The basic as a 10-minute teaching session.

S tasks a

« clinical i . . .

b teachermust  Planning. Advanced planning can achieve the following:

9 perform

= .

8 The clinical ° sharpen expectations;

©~ teacher's . ailiet e

- approachto  ® clarify roles and responsibilities;

o teaching e allocate time for instruction and feedback;

° ;22"“”'”3“ e focus learners on important priorities and tasks.

& professional . . o .

7 teacher The planning stage includes communicating expectations to
e}

3 learners, soliciting learners’ goals, creating a safe and
0

= respectful learning environment, selecting appropriate patients
=] . ..

g for the teaching and priming learners about the goals of the
©

& session.

i

° Teaching. Distinguished clinical teachers draw upon a
i repertoire of teaching strategies to meet the needs of their
3

g learners and selectively use any or all of the following five
o)

A

common teaching methods.

e Teaching from clinical cases; combining simple discussions

Adapted from Harden et al. 1999 for novice learners with higher level discussions for more

Figure 1. The Dundee 3-circle outcomes model. senior learners

Box 3. Applying the three-circle outcomes model for teachers in the clinical environment
Tasks of a clinical teacher (Doing the right thing) Approach to teaching (Doing the thing right) Teacher as a professional (The right person
doing it)

e Time efficient teaching e Showing enthusiasm for teaching and e Soliciting feedback on teaching
towards learners

e Inpatient teaching e Understanding learning principles relevant to e Self-reflection on teaching strengths and
clinical teaching weaknesses

e Outpatient teaching e Using appropriate teaching strategies for e Seeking professional development in
different levels of learners teaching

e Teaching at the bedside e Knowing and applying principles of effective e Mentoring and seeking mentoring
feedback

e Work based assessment of learners in e Modelling good, professional behaviour e Engaging in educational scholarship

clinical settings including evidence based patient care
e Providing feedback e Grasping the unexpected teaching moment
350
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e Using questions to diagnose not only learners’ capacity for
recall but also their analysis, synthesis and application
capabilities

e Using advanced learners to participate in the teaching

e Using illness and teaching scripts. Examples of illness scripts
include knowledge of typical symptoms and physical
findings, predisposing factors that place the patient at
risk and underlying pathophysiology. Teaching scripts
commonly include: key points with illustrations, apprecia-
tion of common errors of learners and effective ways of
creating frameworks for beginners to build their own ‘illness
scripts’.

e Acting as role-models at the bedside or in examination
rooms

Evaluating and reflecting. Observing learners directly is an
important prerequisite for effective feedback. Feedback
should be based on observed behaviours, include positive
and negative feedback and teachers need to promote self-
assessment by learners. These techniques are discussed
in greater depth later.

Inpatient teaching

Ende (1997) wrote that the role of the inpatient teacher is one
of the most challenging in medical education, that of a master,
mentor, supervisor, facilitator, or all of the above. Inpatient
teaching can be chaotic and frustrating, as students of varying
levels of sophistication and interest fight off (or surrender to)
interruptions and urges to sleep, while the attending physician
holds forth on unanticipated topics, and about patients
who may not be available. Despite the various challenges
(see Box 4), he states that inpatient teaching can be riveting
if the teachers follow some basic principles. Teachers should
try to facilitate knowledge acquisition by asking questions that
make learners think and reason rather than recall facts. More
importantly, knowledge should be applied to specific patients
for clinical problem solving. Teachers should have some
knowledge of different learning styles and adapt their teaching

Box 4. Challenges of inpatient teaching

1. Difficult to set teaching goals, unanticipated events occur frequently
2. Ward team usually composed of varying levels of learners

Patients too sick or unwilling to participate in the teaching encounter

Patient stays are too short to follow natural history of disease

o >~

Teachers could compromise trainee-patient relationship if they
dominate the encounter

6. Trainees and teachers feel insecure about admitting errors in front of
the patient and the rest of the medical team

7. Tendency by many clinical teachers to lecture rather than practise
interactive teaching

8. Engaging all learners simultaneously can be difficult

9. Teachers need to pay close attention to learner fatigue, boredom
and workload

style to different learners. Teachers can set a comfortable and
safe learning environment in which they and the learners
freely ask questions and are prepared to admit their limitations.
Inpatient teams also need to behave as a teaching community
where each member respects the other in order to maximize
their learning. Teachers should learn to challenge their
learners without humiliating them and provide support so
that learning can be furthered. Ende suggests that in
preparation for effective ward teaching, the teachers should
ask themselves a set of questions before each teaching
encounter.

(1)  What do you hope to accomplish?

(2)  What is your point of view?

(3) How will your learners be engaged?

(49 How will you meet the needs of each learner?
(5) How will rounds be organized?

(6) Are your rounds successful?

(7)  How will you make the time?

Although these questions can be applied to any clinical
environment, they are particularly apt for the inpatient
setting where a little mental preparation goes a long way.
Time constraints, varying learner levels, unexpected teaching
moments, presence or absence of the patient can all be
factored in while the teacher attempts to answer these
questions.

Outpatient teaching

Clinical teaching has recently been moving from the wards to
clinics. In recent years, the outpatient clinics have become an
integral venue to teach clinical medicine. With shorter hospital
stays, it has become impossible for trainees to follow and learn
the natural history of a disease from the inpatient environment.
Outpatient settings provide one area where trainees can learn
this, follow the patient over time and become involved in the
psychosocial aspects of patient care (McGee & Irby 1997,
Prideaux et al. 2000). Outpatient clinics are exceedingly busy
and chaotic settings with very short teacher-trainee interactions
(see Box 5). Often, clinical teachers are providing direct

Box 5. Challenges of outpatient teaching

e Busy clinical setting

e Teaching time often short, no time for elaborate teaching

e No control over distribution and organization of time

e Attending to several patients at the same time with multiple learners
e Brief teacher-trainee interactions

e Patient care demands usually take priority and must be addressed

e Multiple patient problems must be addressed simultaneously, so
teachers cannot focus on one problem to teach

e Learning and service take place concurrently
e Organic and psychosocial problems are intertwined
e Diagnostic questions often settled by follow up of empiric treatment

e Teacher should be a guide and facilitator than information provider
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patient care while supervising and trying to teach students and
residents (Neher et al. 1992; McGee & Irby 1997). In a busy
clinic, patients too may not be interested in being participants
of a trainee-teaching encounter. Overall, service requirements
outweigh teaching requirements thus making this an uncon-
trolled teaching setting. Techniques originally described for
effective inpatient teaching do not apply well to outpatient
teaching. The outpatient clinic promises many unique educa-
tional opportunities including more complete observation
of chronic diseases, closer relationships between teachers
and learners, and a more appropriate forum for teaching
preventive medicine, medical interviewing, and psychosocial
aspects of disease (McGee & Irby 1997).

McGee and Irby describe practical tips for efficient teaching
in the outpatient settings and they categorize these steps
as follows.

(1) Prepare for the visit: Orientate learners of the
number of patients to be seen, time to be spent with
each patient and how to present patients succinctly.

(2) Teach during the visit: Ask questions to diagnose the
learner’s knowledge and clinical reasoning, select
a specific teaching point in each case, model good
physician-patient interactions, observe at least in part
learner-patient interactions and provide timely and
specific feedback.

(3) Teach after the visit: Answer questions that arise from
specific patient problems, clarify what learners did not
understand, refer to literature and create reading
assignments.

Wolpaw et al. (2003) describe a model for learner-centred
outpatient precepting where learners are equal if not
the leaders of the teaching interaction. They applied the
mnemonic SNAPPS to this model. The six steps of the SNAPPS
model are described below.

(1) Summarize briefly history and exam findings:
The learner obtains a history, performs an appropriate
examination of a patient, and presents a concise
summary to the supervisor. The summary should
be condensed to relevant information because the
preceptor can readily elicit further details if needed.

(2) Narrow the differential diagnosis: For a new patient
encounter, the learner may present two or three
reasonable diagnostic possibilities. For follow-up or
sick visits, the differential may focus on why
the patient’s disease is active, what therapeutic inter-
ventions might be considered, or relevant preventive
health strategies.

(3) Analyse the differential diagnosis: In this step, the
learner should compare and contrast diagnostic possi-
bilities  with  evidence of clinical reasoning.
This discussion allows the learner to verbalize his or
her thinking process and can stimulate an interactive
discussion with the preceptor. This discussion also
helps clinical teachers to diagnose the level of their
learners and thus plan further teaching accordingly.

(4) Probe the preceptor by asking questions about
uncertainties, difficulties, or alternative approaches.
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This step is the most unique aspect of the learner-
driven model because the learner initiates an educa-
tional discussion by probing the preceptor with
questions rather than waiting for the preceptor to
initiate the probing of the learner. The learner is taught
to utilize the preceptor as a knowledge resource that
can readily be accessed.

(5) Plan management for the patient’s medical issues.
The learner initiates a discussion of patient manage-
ment with the preceptor and must attempt either a brief
management plan or suggest specific interventions.
This step asks for a commitment from the learner,
but encourages him or her to access the preceptor
readily as a rich resource of knowledge and
experience.

(6) Select a case-related issue for self-directed learning.
The learner may identify a learning issue at the end of
the patient presentation or after seeing the patient with
the preceptor. The learner should check with the
preceptor to focus the reading and frame relevant
questions.

Teaching at the bedside

It has been stated that since clinical practice involves the
diagnosis and management of problems in patients, teaching
of clinical medicine should be carried out on real patients with
real problems (Nair et al. 1997). There are many skills that
cannot be taught in a classroom, particularly the humanistic
aspects of medicine (Nair et al. 1997; Ramani 2003)
and require the presence of a patient, real or simulated. The
patient’s bedside, however, appears to be one of the most
challenging settings for clinical teachers. Although many
clinical teachers find this an intimidating mode of teaching
that bares their own deficiencies, they need to realize that all of
them possess a wide range of clinical skills that they can teach
their junior and far less experienced trainees (Ramani et al.
2003). Some common sense strategies combined with faculty
development programmes at individual institutions can over-
come some of this insecurity and promote bedside rounds,
which can be educational and fun for teachers and learners
alike. Teachers’ insecurities can be classified into 2 major
domains (Kroenke 2001):

e Clinical domain: Teachers may feel insecure about their
knowledge being up to date.

e Teaching domain: Teachers often feel intimidated by having
to teach a heterogeneous group of learners who are busy
and frequently sleep deprived.

Twelve practical tips have been described to help ease teacher
discomfort at the bedside and promote effective bedside
teaching (Ramani 2003).

(1) Preparation: Teachers need to familiarise themselves
with the clinical curriculum, attempt to diagnose
different learner levels and improve their own clinical
skills.
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Planning: Ende (1997) suggests that all clinical
teachers should ask themselves the following questions
prior to a teaching encounter and try to answer them:

What do you hope to accomplish?

What is your point of view?

How will your learners be engaged?

How will you meet the needs of each learner?
How will rounds be organized?

Are your rounds successful?

How will you make the time?

o

Orientation: Teachers should obtain objectives of
learners, assign roles to each of the team members, try
to engage everyone and establish team ground rules.
Introduction: The team of doctors need to be intro-
duced to patients and patients should be oriented about
the nature of the bedside encounter; e.g. Patients need
to be told that the encounter is primarily intended for
teaching and that certain theoretical discussions may
not be applicable to their illness.

Interaction: The clinical teachers should serve as role-
models during their physician-patient interactions and
teach professionalism and a humanistic bedside
manner. In addition, teachers should model team
work and promote positive team interactions including
professional interactions with nursing and other ancil-
lary staff.

Observation: Teachers need not put on a show at the
bedside and dominate the bedside encounter (Kroenke
2001). Observing the trainees’ interaction with the
patient at the bedside can be very illuminating and
these observations can be used to plan future teaching
rounds.

Instruction: Clinical teachers should avoid asking the
trainees impossible questions and ‘read my mind’ types
of questions (LaCombe 1997; Kroenke 2001) and

actively discourage one-upmanship among learners.
Admitting one’s own lack of knowledge might allow
trainees to admit their limitations and ask questions.
Teachers can role model their willingness to learn by
being prepared to learn from trainees.

(8) Summarise: Learners would find it beneficial if teachers
summarize what was taught during that encounter.
Patients also need a summary of the discussion, what
applies and what does not apply to their illness and
management.

(9) Debriefing: Time is needed for learners to ask questions
and teachers to make clarifications and assign further
readings.

(10) Feedback: Teachers can find out from learners what
went well and what did not and give positive and
constructive feedback to learners.

(11) Reflection: Reflections about the bedside encounter
coupled with learner feedback can help teachers plan
the next encounter.

(12)  Preparation for the next encounter should begin with

insights from the reflection phase.

Work based assessment of learners in the
clinical cenvironment

Assessment plays a major role in the process of medical
education, in the lives of medical students, and in society by
certifying competent physicians who can take care of the
public. Society has the right to know that physicians who
graduate from medical school and subsequent residency-
training programmes are competent and can practise their
profession in a compassionate and skilful manner (Shumway
& Harden 2003). Miller (1990) proposed his now famous
pyramid for assessment of learners’ clinical competence
(Figure 2). At the lowest level of the pyramid is knowledge

Daily patient care:
assessed by direct
observation in clinical
settings (Performance)

Does
Demonstration of clinical
skills: tested by OSCE, clinical
Shows how exams etc (competency)
Application of knowledge:
Knows how tested by clinical problem
solving etc
Knows Knowledge: tested

by written exams

Adapted from Miller (1990)

Figure 2.

Miller's pyramid of assessment.
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(knows), followed by competence (knows how), performance
(shows how), and action (does) The clinical environment is
the only venue where the highest level of the pyramid can be
regularly assessed.

Studies have indicated that performance in high stakes
examinations do not accurately reflect what doctors do in
actual patient care (Ram et al. 1999; Rethans et al. 2002).
Patient outcomes are the best measures of quality to assess
learners in the clinical settings (Norcini 2003), but these are
often difficult to ascertain due to factors such as case mix, case
complexity, nature of the clinical team and other intangible
factors. Assessment in the workplace is quite challenging as
patient care takes top priority and teachers have to observe
firsthand what the learners do in their interaction with patients
and yet be vigilant that patient care is of the highest quality.

Performance outcomes. Norcini (2003) states that the princi-
pal measures of performance in the clinical environment
include patient outcomes, process of care and volume of
services doctors provide.

e Patient care outcomes include morbidity and mortality,
physiological outcomes such as blood pressure or diabetes
control, clinical events such as stroke or heart attack and last
but not least patient satisfaction and experience with care.

e Process of care includes such factors as patient screening,
preventive services provided, disease specific measures
such as HbAIC for diabetes, aspirin prescription after a
heart attack etc.

e Patient volume refers to features such as number of hip
replacements performed by orthopaedic surgeons or
cardiac  catheterizations performed by cardiologists.
Volume, in general, correlates with skill and patient
morbidity and mortality, but does not always equal high
quality patient care.

Clinical teachers should gain familiarity with an outcomes
based assessment method appropriate to their own environ-
ment (CANMEDS, ACGME, LCME etc.).

Rethans et al. (2002) emphasize that the distinction
between competency-based and performance-based methods
is important and propose a new model, designated the
Cambridge Model, which extends and refines Miller’s pyramid.
It inverts his pyramid, focuses exclusively on the top two tiers,
and identifies performance as a product of competence, the
influences of the individual (e.g. health, relationships), and
the influences of the system (e.g. facilities, practice time). The
model provides a basis for understanding and designing
assessments of practice performance.

Assessment methods. In the clinical environment, faculty can
readily assess any of the performance measures described
above that relate directly to patient care. In these settings,
trainees’ clinical skills can be assessed outside a simulated or
test environment; skills such as patient communication,
physical examination, clinical reasoning, case presentation
and notes, team work, communication with clinical and non-
clinical staff and professionalism. Methods of assessment
include examining case records and notes for evidence of
diagnostic thinking, listening to case presentations, but the
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most important method of assessment for clinical teachers
would be direct observation. Without observing trainees at
work and at the bedside, teachers cannot gather accurate data
to provide appropriate feedback.

Giving feedback

In the clinical environment it is vital to provide feedback to
trainees as without feedback their strengths cannot be
reinforced nor can their errors be corrected (Ende 1983). It is
a crucial step in the acquisition of clinical skills, but clinical
teachers either omit to give feedback altogether or the quality
of their feedback does not enlighten the trainees of their
strengths and weaknesses. Omission of feedback can result in
adverse consequences, some of which can be long term
especially relating to patient care. For effective feedback,
teachers need to observe their trainees during their patient
interactions and not base their words on hearsay. Feedback
can be formal or informal, brief and immediate or long and
scheduled, formative during the course of the rotation or
summative at the end of a rotation (Branch & Paranjape 2002).

Why is feedback needed? Feedback is essential for a student
or intern to gain an insight into what they did well or poorly
and the consequences of those actions. If educational goals
had been established ahead of the teaching encounter or
period, feedback is essential to examine accomplishment or
lack thereof of stated goals, re-establish new goals and make
action plans to address them (Ende 1983). It tells the learners
where they are in comparison to where they ought to be and
where they should go. Feedback, when well done, also
promotes self-reflection and self-assessment, which are valu-
able traits for lifelong learning.

Barriers to feedback. One of the biggest hurdles to giving
feedback is lack of direct observation of trainees by teachers
(Ende 1983). Clinical competence cannot be assessed by
written exams, self-report or third party observation, rather this
needs to be observed directly by clinical teachers. Teachers are
also very hesitant to provide negative feedback and frequently
avoid it altogether although this can have adverse conse-
quences on patient care. Trainees, on the other hand, may
view negative feedback as a personal attack. Teachers need to
establish a positive learning environment in which errors are
acknowledged and feedback is expected and accepted.
Frequently, feedback is non-specific and unhelpful to learners,
e.g. ‘good job’, ‘bad patient communication’, etc.

Circle 2: how the clinical teacher
approaches their teaching
(doing the thing right)

Showing enthusiasm for teaching and
towards learners

The starting point for any good teacher must be enthusiasm for
the subject being taught. This has to be complemented by
an eagerness to transmit this enthusiasm to others, which
will necessarily result in a positive attitude to learners.
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Enthusiasm for the subject is usually accompanied by a sound
knowledge of the subject and a desire to learn more about it,
both of which are pre-requisite for successful teaching in
higher education. However, while enthusiasm, knowledge and
a desire to learn more are necessary for successful teaching
they are not sufficient. Teaching is a professional discipline
with its own theoretical background and its own recognised
techniques. A good teacher must have and apply a working
knowledge of both techniques.

Understanding learning principles relevant
to clinical teaching

Pedagogy versus androgogy. Much of our approach to
teaching and learning is based on studies in children at
school and is therefore termed pedagogy. The content of
learning is defined by a syllabus and the method of learning is
laid down by a curriculum. Both of these may be developed
by the individual teacher but are likely to have been laid
down by a central authority. The pace of learning is dictated
by the teacher. Knowles (1990) studied adults enrolled
at evening classes in New York and realised that their
approach to learning was different. He coined the term
androgogy to cover this approach. The content of the
student’s studies is dictated by perceived need; the method
of learning is selected by the learner and the pace of learning is
dictated by the learner. From his observations Knowles
derived a set of Principles of Adult Learning which are now
widely regarded as crucial to the design of any course for
adults (Box 6).

Learning theories. Theories of learning may be neurobiolo-
gical or behavioural. From a pragmatic educational viewpoint
the most useful at present are the behavioural theories. These
can be broadly classified as individualistic (based on
psychological approaches) and social constructivist (based
on sociological approaches). While some of the proponents of
each theory will claim that their insights are the only valid
approach, the practical educator can draw lessons from all of
them. It is important to recognise that the theories are
attempting to describe what actually occurs in learning rather
than what ought to occur.

Box 6. Principles of adult learning
Adults:

e have a specific purpose in mind;

e are voluntary participants in learning;

e require meaning and relevance;

e require active involvement in learning;

e need clear goals and objectives;

e need feedback;

e need to be reflective.

Knowles (1990)

Psychological theories. Learning and memory. There is an
extensive literature on learning and memory. There appears to
be a consensus that different models apply for the learning of
knowledge and the acquisition of skills. Clinical teaching must
deliver both modalities.

The first stage of acquiring knowledge is the activation of
prior knowledge. This is followed by the acquisition of new
knowledge. The new knowledge is incorporated into the
memory through rehearsal which is more effective if it is done
to a third party. The final stage of the learning process is
elaboration. This may take the form of transforming the
information into a different format e.g. summarizing words as a
chart or diagram; comparing and contrasting new information
with old; or drawing inferences and conclusions from the total
information (Bransford et al. 1999). A slightly different
articulation of this process is Schmidt's Information
Processing Theory which emphasises the link between the
remembering of the new material and the prior knowledge
that has been activated which he describes as encoding
specificity (Schmidt 1983).

The commonest model used to describe the acquisition of
skills is the conscious-competence model. This model is
widely used in management training but no-one is entirely
clear where it originated. Four stages of ability are described,
as described in Box 7.

A fifth stage has been suggested which can be thought of as
reflective competence. It is often the case that the person who
is operating at the level of unconscious competence is unable
to teach others the skill. The person who has reflective
competence is able to perform the task without conscious
thought but can if necessary analyse what they are doing in
order to teach the skill to someone else (Chapman 2007).

Self-determination theory. Tt is self-evident that students’
learning is affected by their motivation. Williams et al. (1999)
suggest that the nature of the motivation is important.
According to self-determination theory there are two primary
kinds of motivation — controlled and autonomous. Controlled
motivation is brought about by external pressures (other
people’s expectations; rewards and punishments) or by
internalized beliefs about what is expected. In contrast,
autonomous motivation occurs when individuals see the
material to be learnt as intrinsically interesting or important.
Controlled motivation leads to rote-learning with little

Box 7. The conscious-competence model

Unconscious incompetence The subject is not aware of the skill in

question

Conscious incompetence The subject is aware of the skill and

recognizes the need to acquire it

Conscious competence The subject has acquired the skill but
needs to focus their attention on its

performance

Unconscious competence The subject has achieved mastery of the
skill and can perform it without
conscious thought; other tasks can

be performed at the same time.
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integration of the material into the student’s long term values.
Autonomous motivation, among other benefits, leads to
greater understanding, better performance, and greater feel-
ings of competence. In addition, students who are encouraged
to develop an autonomous approach to learning are more
likely to act in ways that promote the autonomy of their
patients.

Experiential learning. Most informal learning is based on
experience. Kolb (1984) described the process by which this
occurs in his learning cycle. Learning occurs when an
individual reflects on an experience. On the basis of this
reflection, the individual will develop a working theory
(although they may not fully articulate it), which will lead
them to take a certain course of action. That action will result
in a further experience and so the cycle continues with a
steady accumulation of useful knowledge. The cycle can be
entered at any point. For example, an individual may be told
about a theory and take action without having had previous
experience of the particular situation. Different individuals will
have different preferences for the starting point depending on
their learning style (see below).

Sociological  theories. Situated learning. Vygotsky, the
Russian educational psychologist, postulated on the basis of
his study of school children that learning was socially
determined and resulted from the interaction of the child
with those around her. He observed that if a child has adult or
peer support she can solve problems that she is incapable of
solving unaided. This difference between aided and unaided
performance he called the zone of proximal development and
suggested that it is here that learning takes place. In other
words, interaction with others is essential to learning
(Vygotsky 1978).

Communities of Practice. Clinical activity usually takes place
in teams. Such teams are important not only for the delivery of
care but for the continuing professional development of the
team members. Functional teams form communities of practice
in which the individual members support one another. It is a
feature of such groups that knowledge and skills are rapidly
disseminated throughout the group. This may be through
formal structures such as seminars but is more likely to be
through the informal day-to-day contact between members.
Lave & Wegner (1991) suggest that learners or apprentices are
legitimate peripheral participants in such groups. Although
they have yet to achieve full membership of the group they are
allowed to take part in the activities of the group and in that
way they also acquire the knowledge that is inherent in the
group. Eventually, they will be absorbed into the group and
accepted as a full member of the group. This transition is often
marked by ceremony such as passing the final examination.

Reflective practice. At first sight, reflective practice might
seem to be an individualistic learning method rather than a
social one. However, Schon (1995) identified that reflection is
much more effective when conducted with a mentor making it
a social activity. He describes two forms of reflection:
reflection in action which takes place during an activity,
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and reflection on action which takes place once that action has
been completed. Both are important adjuncts to learning.

Learning styles. It is apparent that different individuals have
different approaches to learning. There have been a variety of
attempts to describe these different approaches or learning
style. Some classifications focus on the cognitive aspects of
learning; some focus on the modalities of learning preferred by
the learners; a third group focus on the outcomes of the
learning.

Cognitive approach — Honey and Mumford Learning Style
Inventory. The Honey and Mumford Learning Style
Inventory is widely used in management training. It is based
on Kolb’s learning cycle and identifies four main learning
styles (Honey & Mumford 1992).

e Pragmatists prefer to learn directly from experience

e Reflectors prefer to learn by reflecting on their experiences

e Theorists prefer to learn by developing explanations and
working theories

e Activists prefer to learn by involvement in activity.

No individual has a single preferred style of learning but each
individual will display the learning styles to differing degrees.

Modalities of learning — visual-auditory-kinaesthetic learning
style. A potentially more useful learning style questionnaire is
the visual-auditory—kinaesthetic (VAK) questionnaire which is
widely used in schools. The emphasis is on the subject’s
preferred modality for acquiring material to be learnt.

e Visual learners prefer material that is delivered through
visual media. This includes written and graphic material but
also electronic visual media.

e Auditory learners prefer the spoken word to visual material.

e Kinaesthetic learners learn best when the learning involves
them in physical activity.

Learners will usually display a mixture of the three learning
styles although one may predominate.

Outcomes of learning — deep/superficial learning. The
desired goal for learning is that the learners should achieve
understanding of the subject. This is called deep learning.
When the amount of material to be learnt is too great, or where
the assessment of the learning is based purely on recall,
learners will display superficial learning. Experienced students
will identify those aspects of the material presented which
need to be understood for future use and those which will
merely need to be recalled for the purposes of assessment.
They will adopt a deep learning approach for the former and a
superficial learning approach for the latter. This combined
approach is described as strategic learning (Newble &
Entwhistle 1986).

The teacher’s goal must be to develop deep learning.
Because students have differing patterns of learning styles,
the material to be learnt must be presented in a variety of
ways. Patient-centred teaching involves all modalities of the
VAK approach as the student will observe the patient, hold
conversations with the patient and the instructor and will
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carry out physical activity in examining the patient and
carrying out clinical procedures. It is also evident that
patient-centred teaching will give the student experiences
as a result of activities that they undertake. The teacher
needs to encourage reflection on what has taken place
linked to a discussion of the theoretical background to the
case.

Using appropriate learning strategies for different
levels of learner

Approaches to teaching in the clinical setting will differ
according to the level of the students being taught.
Undergraduates are likely to be taught in sessions specifically
dedicated to this end. Postgraduate trainees may well be
taught in the course of routine service delivery. In any clinical
teaching session it is important that the teacher has clear goals
and objectives for the session. If the teacher is unsure what
they are trying to achieve, the students will not be able to
identify the purpose of the session. This will conflict with the
principles of adult learning.

Motivation is rarely a problem with students in the clinical
setting. Failure to engage with the student is more likely to be a
result of poorly constructed teaching sessions rather than
student motivation. This is often due to the selection of
inappropriate goals for the session.

The purpose of the session will differ depending on the
level of the student. The underlying teaching methods can be
the same. The new undergraduate who is developing the art of
history taking will require different goals from the senior
postgraduate student who is learning the nuances of managing
variants of the same disease. Both can be taught on the same
patient by focusing on different learning tasks. It is not a good
idea to try to teach both at the same time as they have different
goals and objectives.

The session should start with establishing what the student
already knows relevant to the patient’s presentation and this
should include their understanding of the scientific back-
ground as well as the clinical aspects. Failure to establish the
students starting point is another common reason for the
failure of the student to engage in a teaching session. The topic
chosen by the teacher may be too advanced or too elementary
for the group of students being taught. In either case the
student will have difficulties.

The students should be active participants in the session.
Merely telling the students the teacher’s view of the situation
or having them observe the expert in action does not lead
to deep learning. The students should be permitted to carry
out relevant components of the clinical task and then be
engaged in active discussion. In this way the full range of
different learning styles can be accommodated. Dialogue
with the student is an important part of clinical teaching.
Attention should be paid to probing the students’ under-
standing rather than their simple ability to carry out a
mechanical task or recall isolated facts. The questions ‘Why’
and ‘So what’ are an essential part of the clinical teachers
armamentarium. This will encourage the elaboration stage of
learning.

Knowing and applying principles of giving feedback

Feedback should provide the student with the opportunity to
reflect on their performance and its possible consequences. It
can guide the student’s future learning by identifying their
strengths and weaknesses (Sender Liberman et al. 2005). The
principles of giving feedback have been well-rehearsed by a
number of authors. These principles include the use of
mutually agreed upon goals as a guide to the feedback;
addressing specific behaviours not general performance;
reporting on decisions and actions not on one’s interpretation
of the student’s motives; and using language that is non-
evaluative and non-judgemental (Ende 1983). These attri-
butes have been found empirically to be valued by trainees
(Hewson & Little 1998). Feedback may be corrective (when
the student’s performance has been inadequate) or reinfor-
cing (well the student has done well) (Branch & Paranjape
2002). Feedback may be formal or informal. In the clinical
teaching setting timely, informal feedback is highly valued by
the students.

The first requirement of feedback is that the student has a
clear concept of the objective they are trying to attain.
Feedback can then inform how close they have come to
achieving that target and ideally what they need to do
differently in order to achieve the target. Direct observation
of the performance is necessary if feedback is to be effective.
The objective may be a behaviour such as a clinical skill or a
cognitive process such as interpreting a history.

At the simplest level feedback informs the student that
they have either succeeded or failed at the task. This is
common in licensing examinations where the candidate
knows either that they have passed or failed but is not told
why. In the clinical setting it would be more usual for the
student to be told that their performance was inadequate and
then a demonstration given of how it should have been
done. Once again the student is not offered an analysis of
what they did wrong. This approach does not provide the
best opportunity for the student to learn and is more akin to
evaluation than feedback.

Learning is assisted when both the strengths and the
weaknesses of the student’s performance are identified and
discussed. Feedback is not evaluation and therefore should not
use judgemental language or make personal remarks. The
emphasis should be on reporting the observed behaviours and
thinking and should be detailed and specific rather than
general. Tt is a good technique to start with self-assessment as
many astute learners usually identify their errors and the
teacher can help make plans to correct those errors and
reinforce their strengths. It is often the case that the student’s
judgement of their performance is harsher than the teacher’s
and it is important to reassure the student that they have done
well.

Clinical learning often takes place in a group environment.
In this setting it is helpful to involve the other members of the
group in the informal feedback process. They often have
valuable insights into why their colleague behaved as she did
and, in addition, they will learn the process of constructive
feedback. More formal summative feedback should be given
in private at a mutually agreed time.
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Above all feedback should be constructive. This does not
mean that the student’s performance cannot be criticized but
when there are deficiencies the feedback should include
suggestions for making improvements.

Role modelling

An important part of clinical reaching is the development of
the professional role in the students. Both trainees (Brownell &
Cote 2001) and faculty (Wright & Carrese 2002) agree that the
observation of role models is the most important component in
this process. This fits well with the theories of situated learning
and communities of practise discussed previously. If positive
messages are to be transmitted consistently it is essential that
teachers reflect on their own attitudes and behaviours (Kenny
& Mann 2003). Modelling life long learning requires that the
teacher is willing to admit ignorance and prepared to learn
from the students. Good doctor-patient relationships and
evidence based clinical practice are other areas where the
teacher’s behaviour will reinforce (or undesirably contradict)
their formal teaching.

‘Grasping the unexpected teaching moment’

Unpredictability is one of the attractions of clinical practice.
There are occasions when it is better to abandon the carefully
constructed teaching plan and seize the opportunity which
suddenly presents itself. After all, the unexpected will be what
excites you and you are likely to transmit that excitement to
the students. A sound grasp of the theoretical approaches to
teaching are no substitute for enthusiasm for the process of
teaching and for the subject that is being taught.

A key prerequisite for using the unexpected teaching
moment most efficiently is a teacher’s willingness to admit
their errors or limitations, thus allowing learners to admit their
own without an a climate of humiliation.

Circle 3: the clinician as a
professional teacher (the right
person doing it)

Even if a teacher can master all the technical competencies
listed in the inner circle, emotional and attitudinal
competencies such as self-awareness, self-regulation, motiva-
tion, empathy and social skills are required to achieve
excellence (Harden et al. 1999).

We list the following as essential circle 3 tasks for
clinical teachers by which they may become the ‘right persons
doing it".

Soliciting feedback on teaching

°
o Self-reflection

e Professional development in teaching
°

Mentoring.

Soliciting feedback on teaching

Most clinical teachers go about their business of teaching with
very little feedback on their strengths and weaknesses as a
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teacher. Frequently, the only evaluations on their teaching are
from learners and these too may be few and far between.
Some institutions have adopted a coaching or consulting
service for teachers, but these pertain more to classroom
teaching or small group teaching rather than teaching in the
clinical environment. More institutions should adopt a 360-
degree method for evaluating their clinical teachers rather than
depend on incomplete and ineffective evaluations from
learners alone. These may include measures such as learners’
performance and progress as a proxy for teaching impact,
video recording of teaching sessions with reflection and
feedback, teacher self reports, peer observations etc.

In the face of overwhelming expectations at work, clinical
faculty rarely ask for feedback on their teaching from learners
or peers. The clinical environment adds an additional twist by
the all-important focus on patient care and safety. Thus,
frequently the emphasis is on the patient and their manage-
ment and the teaching strategies are all but forgotten. In the
event that a teacher asks their learners for feedback, learners
hesitate to offer it as there may be some anxiety about their
own evaluations by their teachers. Those learners that offer
feedback give non-specific, vague feedback that teachers
cannot readily assimilate or apply in their future teaching
encounters.

Teachers should be encouraged to seek feedback on their
teaching from peers and learners, staff development should
train teachers in efficiently obtaining feedback and last but not
least a teaching consulting or coaching service developed by
institutions for clinical teachers would help improve teaching
skills of individual teachers as well as the institution as
a whole. Trainees too can benefit from coaching and
encouragement on providing useful feedback to their teachers.

Self-reflection

Reflection in medicine has been defined as consideration of
the larger context, the meaning, and the implications of an
experience or action (Branch & Paranjape 2002) and when
used properly allows for the growth of the individual. It has
also been stated that professionals must distinguish themselves
from technicians by awareness of the larger context of their
work using this knowledge for lifelong learning and not
limiting themselves to performing specific tasks (Schén 1987;
1983). One might therefore assume that reflection, so essential
to educating physicians, is even more crucial for clinical
teachers to adopt a professional approach to their teaching,
namely be the right person doing it.

Both phases of reflective practice (Kaufman 2003), reflec-
tion in action which occurs immediately and reflection on
action which occurs later, are readily applicable to clinical
teachers.

Fryer-Edwards et al. (2006) have suggested three key
teaching skills that illustrate learner-centred, reflective
teaching practices and provide a framework for teachers
with both cognitive and affective components. Although
these teaching practices were developed for communication
skills training, they are readily applicable to any clinical
environment.
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e Identifying a learning edge: Teachers work with learners to
identify their learning edge, which is the place where they
find learning challenging, but not overwhelming.

e Proposing and testing hypotheses: Teachers formulate
hypotheses on issues such as barriers or facilitators to
learning for individual learners, learning needs, emotional
responses to patients or the rest of the team and apply
teaching strategies to test these hypotheses.

e Calibrating learners’ self-assessments: This involved
learners thinking out aloud their self-assessment, values
and beliefs and using these insights to stimulate further
reflection.

Professional development

Medical education has traditionally had little input from trained
educators. In the past, a high level of clinical competence and
experience was considered sufficient to be a good clinician
educator, now it is increasingly recognized that teaching itself
is a skilled profession. The British General Medical Council in
its publication: Tomorrow's Doctors, includes the following
attributes of a practitioner (General Medical Council 2002).

e Recognition of the obligation to teach others, particularly
doctors in training.

e Recognition that teaching skills are not necessarily innate
but can be learned.

e Recognition that the example of the teacher is the most
powerful influence upon the standards of conduct and
practice of trainees.

Most clinical faculty receive little or no explicit training in how
to teach, or in theories and processes of teaching. Yet, they are
expected to help their trainees master medical knowledge,
clinical skills and acquire a habit of lifelong learning. In the
changing world of medicine, clinical teachers need to perform
time-efficient ambulatory and inpatient teaching, while their
own clinical workload keeps increasing. For teachers to
succeed at their teaching tasks, faculty development is
essential (Wilkerson & Irby 1998). Faculty development also
helps teachers build important professional relationships with
peers and mentors within and outside their institutions and
contribute positively to academic advancement overall
(Morzinski & Fisher 2002).

Summary of professional  development  programmes.
Common faculty development formats include train the trainer
workshops or seminars, short courses developed by individual
institutions, sabbaticals, part time or full time fellowships,
scholars programmes and educational workshops at confer-
ences (McLeod et al. 1997; Steinert 1993; 2005; Steinert et al.
2000).

Workshops. The prototypical faculty development pro-
gramme is a short, focused series of workshops, most of
which focus on practical teaching skills development and the
educational strategies directly applicable to those teaching
skills. Studies demonstrate that such programmes serve a
variety of purposes including improving attitudes, self-efficacy,
augmenting self-assessed and actual use of specified teaching

concepts; facilitating faculty’s ability to recognize teaching
deficiencies; and increasing knowledge of teaching principles
and teaching ability.

Fellowships. In part-time fellowships, faculty spend limited
time training at another institution and then work on
educational projects at their home institution. Combining the
training with the practical application of knowledge and skills
at home institutions, such fellowships teach the theory and
practice of critical faculty teaching skills. Full-time fellowships
are designed to prepare the fellows to be full-time medical
educators. Although they include teaching skills, they also
emphasize other important educator roles such as educational
research and educational leadership.

Teaching scholars programmes. Innovative formats have
been developed to link workshops into a more comprehensive
programme to target a broader range of outcomes (Gruppen
et al. 2003). As a result, some institutions have designed
teaching- scholars programmes for their faculty. These
programmes are usually a year long and serve as an immersion
experience for clinical educators and most require their
‘fellow’ to complete some educational project. The Teaching
Scholars Programme for Educators in the Health Sciences at
McGill University (Steinert et al. 2003) and the Medical
Education Scholars Programme (MESP) at the University of
Michigan Medical School (Gruppen et al. 2003) were designed
to create leaders in medical education. These programmes
train faculty to provide curriculum design, improved teaching,
educational research, and institutional leadership.

Courses al conferences. Many conferences hosted by pri-
mary care societies as well as conferences organized by
medical education organizations provide a number of courses
which focus on teaching and education. These courses range
from 90 minute courses to all day courses. Examples of such
conferences include the annual conferences of the AAMC,
AMEE, Society of General Internal Medicine, Association of
Teachers of Family Medicine and the Ottawa conferences.

Co-teaching or peer coaching. In this model, paired physi-
cians focus on developing their teaching skills while sharing
the clinical supervision of trainees (Orlander et al. 2000).
Through teaching, debriefing and planning, co-teachers gain
experience in analysing teaching encounters and develop
skills in self-evaluation. Typically, a junior faculty or fellow is
paired with a senior faculty educator who helps the ‘trainee’
teacher reflect on his/her teaching session.

Educational content. The content of staft educational devel-
opment programmes can be classified under the following key
categories.

e Teaching skills: Teaching skills sessions are designed to
help participants identify their own needs with respect to
teaching skills, and then to practice these skills and receive
feedback from colleagues and the faculty (Pololi et al.
2001). Typical topics included in staff educational develop-
ment include: interactive lecturing, small group discussion,
case based teaching, giving effective feedback, promoting a
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positive learning climate, communication of goals, evalua-
tion of learners, ambulatory and inpatient teaching and
physician patient communication, learner- centred learning,
teaching evidence based medicine, stimulating self-directed
learning, bedside teaching, etc.

e Educational leadership: This is a higher level of educational
development of staff. Having acquired the basic teaching
skills, some educators go on to become educational leaders.
Examples of topics on the leadership track include:
mentoring skills, curriculum development and reform,
leadership and management of work teams, running
effective meetings, small group leadership, time manage-
ment, instituting change, cost-effectiveness etc.

e Miscellaneous: Additional skills include learning about
instructional technology, using computers in clinical teach-
ing and diversity for the learning environment.

Steinert (2005) has described in depth the reasons and goals of
staff development for clinical teachers and also summarized
types of professional development resources available.

Mentoring

Several literature reports indicate that mentoring is a useful
tool in the academic progression of professionals with many
successful academicians attributing their growth and success at
least partially to their mentoring relationships. It has also been
said that good mentors help their protégés achieve their
professional goals more expeditiously. The medical world has
well-established research mentoring programmes, but formal
mentoring programmes for clinical teachers are scant to non-
existent. Mentors can provide guidance, support or expertise
to clinicians in a variety of settings and can also help teachers
to understand the organisational culture in which they work
and introduce them to invaluable professional networks
(Walker et al. 2002).

Most successful clinical educators have achieved their
success by a trial-and-error approach, seeking multiple senior
educators’ advice and mentoring on their growth as educators
or just talking to their peers. If educating is to be a skilled and
scholarly task, educators need mentoring. The ultimate
evidence of a clinical teacher being a professional would be
if they themselves start mentoring their junior or peer
colleagues who wish to achieve professional success in
teaching.

Engaging in educational scholarship

For clinical teachers to attain the highest level of profession-
alism in education and advance academically as educational
innovators and leaders, scholarship is essential. Education
becomes scholarship when it demonstrates current knowledge
of the field, invites peer review, and involves exploration of
students’ learning. Furthermore, educational work should be
made public, available for peer review and reproduced and
built on by others (Glassick 2000). Glassick also described six
essential criteria of scholarship.

(1) Clear goals

i. The purpose of the work is clearly stated
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ii. The goals and objectives are realistic and
achievable
iii. The work addresses an important question or need
(2) Adequate preparation

i. Mastery and understanding of current knowledge
in the field and acquisition of skills to carry out the
work

ii. Identifying and obtaining the resources needed to
complete the work

(3)  Appropriate methods

i. Using and applying appropriate methods to
achieve the stated goals

ii. Modification of methods to deal with changing
circumstances

(4)  Significant results

i. Achievement of the stated goals and objectives
ii. The work should add to the field and open up
additional areas for further exploration

(5) Effective presentation

i. Using suitable style and organization to present the
work at appropriate venues
ii. Presentation of results with clarity and integrity

(6) Reflective critique

i. The scholar critically evaluates his or her own work
ii. The scholar uses evaluations to improve the quality
of future work

Points for reflection

(1) How can change be sustained — Change in teaching
skills as well as change in attitudes towards teaching?

Other educators have shown that a one-shot approach to
educational development does not sustain change and staff
development should be longitudinal. Moreover, the educa-
tional environment and institutional attitudes towards teaching
need to change in order that teaching skills are considered as
valuable as research skills in academia.

(2)  Can improving clinical teaching skills and excellence in
clinical care co-exist? How can teaching initiatives be
reconciled with the demands of service?

Clinicians face increasing pressures in their clinical practice
and the volume of patients they care for keeps increasing.
Time to see patients keeps shrinking and has often been stated
as one of the foremost barriers to clinical teaching.
Departments and institutions must see high quality teaching
as one of their core values; maybe create a core group of
faculty who would be responsible for much of the teaching.

(3) Does improvement in clinical teaching matter to patient
care? If teaching skills improve, what is the impact on
patient management, safety and satisfaction?

This is an area that has not been investigated extensively and is
a difficult area to research. Regardless, unless medical educators
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(the right person doing it)

Teaching objectives

Did you communicate your teaching goals to the learners?
Did you elicit goals of the learners?

Teaching methods

Feedback
Did you give feedback?
Did you ask for learners’ feedback on your teaching?

Planning for the next encounter

Professional development

Box 8. Practical strategies to achieve Circle-3 clinical teaching outcomes: The teacher as a professional

Do you establish teaching goals for different types of clinical encounters?

What teaching methods did you use and were they successful (demonstrating, observing, questioning, role-modelling)?

Do you use the same teaching strategies for all learners or do you change your methods for different learner levels and skills?

Have you used reflective critique of your teaching (from self-assessment or peer or learner feedback) to change your teaching methods?

Have you attended courses, studied educational literature or held discussions with other teachers to improve your teaching skills?

Are you planning to engage in the scholarship of teaching, study the impact of your interventions?

demonstrate that improved teaching leads to improved patient
outcomes, the public and other stake holders may not see the
value of allocating dedicated time to teaching.

(4) How should teachers be evaluated — What outcomes
should be measured and who should evaluate them?

Most clinical teachers are evaluated by their trainees, often
irregularly and inconsistently. Frequently trainee evaluations
are subjective and cursory, thereby of little help to teachers
who wish to improve their teaching skills. Trained peers,
acting as coaches, may be one of the more useful ways to
evaluate teaching, but time needs to be set aside for this
coaching model. Microteaching or videotaping of teaching
encounters can be invaluable in allowing self-assessment of
teaching, but can this be carried out in the clinical
environment?

(5 How can institutions and departments elevate the value
of clinical teaching — The hidden curriculum, reward its
teachers and nurture educational leaders?

In the clinical world, research accomplishments are often held
in higher esteem than educational achievements. Expanding
academic tracks, staff development, rewarding teachers and
establishing clear criteria by which educators can be promoted
are possible ways to elevate the value of teaching within
institutions and departments.

(6) Teaching clinical skills, bedside teaching — do they
really matter? Can technology answer all diagnostic
questions?

For better or for worse, technology is here to stay in medicine.
Clinical teachers can model appropriate use of technology
in making the best clinical decisions and teach trainees
the respective value of clinical data and laboratory data in
patient care. Educators can further use technology to

demonstrate the precision of clinical signs, discarding those
that of little value.

(7) How can a clinical teacher set educational
objectives when much of the learning is opportunistic?
How can teachers respond to the unexpected teaching
moments?

Teaching in the clinical environment is beset by frequent
unexpected teaching challenges. Questions arise from patients
or trainees that teachers are unprepared to answer; patient
mood or severity of illness can displace preset teaching
objectives. Setting a positive educational environment where
teachers are willing to admit their limitations, show willingness
to learn from trainees and are prepared to set aside their
teaching objectives while grabbing the unexpected moment
and doing opportunistic teaching are some strategies to
overcome these challenges.

(8 How should teachers inform and orient patients about
the teaching nature of the session — Are patients
benefiting from the teaching?

If physicians are to learn from direct patient care, patients
should be fully engaged in the teaching encounter. Several
reports state that most patients enjoy participating in clinical
teaching. A few common sense strategies can maximise their
impact; introductions, orientation of patients, professionalism,
patient education etc, to name a few.

(9) How can a clinical teacher target their teaching
to multiple levels of learners and keep them all
engaged?

A typical clinical team often consists of multiple levels of
trainees from early students to senior house officers and
beyond. Clinicians are often intimidated by having to engage
all levels during their teaching encounters. Some ways to
achieve this successfully include: giving assignments for
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trainees to prepare ahead of time, allocating specific tasks at
the bedside and using senior trainees to participate in the
teaching.

Quotes for Teaching in the Clinical
Environment

Summary: Teaching in the clinical environment is a demand-
ing, complex and often frustrating task, a task many
clinicians assume without adequate preparation or
orientation.

Introduction: Due to advances in education such as new
methods of teaching and learning, a more student-centred
teaching, competency based assessment and emphasis on
professionalism; educators today are required to have an
expanded toolkit of teaching skills and clinical expertise

General Teaching models: Two models of clinical teaching
have been successtully used in faculty development of
clinical teachers. Both models are behaviour based and
can be adapted by clinical teachers to all clinical settings.

Stanford Model: Although it (the Stanford model) provides a
categorical framework for evaluation and analysis of
teaching, the power of the model is most effectively
demonstrated in hands-on seminars in which faculty are
enabled to both understand and apply this method of
analysis to their teaching.

One minute preceptor: The ‘Microskills’ of teaching, also called
the one minute preceptor because of the short time
available for teaching in the clinical environment provides
a simple framework for daily teaching during patient care.

Applying the Dundee model: It has been stated that the
medical profession needs to think more seriously about
training their teachers and a framework for developing
excellence as a clinical educator is needed.

Time efficient teaching: Irby & Bowen (2004) described a
3-step approach for time efficient teaching in the clinical
environment. All three steps described can be adapted
equally well to a one-hour session as a 10-minute teaching
session.

Inpatient teaching: Ende (1997) wrote that the role of the
inpatient teacher is one of the most challenging in medical
education, that of a master, mentor, supervisor, facilitator,
or all of the above.

Outpatient teaching: In recent years, the outpatient clinics
have become an integral venue to teach clinical medicine.
With shorter hospital stays, it has become impossible for
trainees to follow and learn the natural history of a disease
from the inpatient environment.

Teaching at the bedside: It has been stated that since clinical
practice involves the diagnosis and management of
problems in patients, teaching of clinical medicine should
be carried out on real patients with real problems (Nair
et al. 1997).

Work based assessment: Assessment plays a major role in the
process of medical education, in the lives of medical
students, and in society by certifying competent physi-
cians who can take care of the public. Society has the right
to know that physicians who graduate from medical
school and subsequent residency-training programmes are
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competent and can practise their profession in a
compassionate and skilful manner.

Giving feedback: It (feedback) is a crucial step in the
acquisition of clinical skills, but clinical teachers either
omit to give feedback altogether or the quality of their
feedback does not enlighten the trainees of their strengths
and weaknesses.

How the teacher approaches their teaching: The starting point
for any good teacher must be enthusiasm for the subject
being taught. This has to be complemented by an
eagerness to transmit this enthusiasm to others, which
will necessarily result in a positive attitude to learners.

Learning and memory: There is an extensive literature on
learning and memory. There appears to be a consensus
that different models apply for the learning of knowledge
and the acquisition of skills. Clinical teaching must deliver
both modalities.

Learning styles: It is apparent that different individuals have
different approaches to learning. There have been a
variety of attempts to describe these different approaches
or learning style. Some classifications focus on the
cognitive aspects of learning; some focus on the mod-
alities of learning preferred by the learners; a third group
focus on the outcomes of the learning.

Knowing and applying feedback: These principles of feedback
include the use of mutually agreed upon goals as a guide
to the feedback; addressing specific behaviours not
general performance; reporting on decisions and actions
not on one’s interpretation of the student’s motives; and
using language that is non-evaluative and non-

judgemental.

Role modelling: An important part of clinical reaching is the
development of the professional role in the students. Both
trainees and faculty) agree that the observation of role
models is the most important component in this process.

Soliciting feedback on teaching: Teachers should be encour-
aged to seek feedback on their teaching from peers and
learners, staff development should train teachers in
efficiently obtaining feedback and last but not least a
teaching consulting or coaching service developed by
institutions for clinical teachers would help improve
teaching skills of individual teachers as well as the
institution as a whole

Workshops: The prototypical faculty development programme
is a short, focused series of workshops, most of which
focus on practical teaching skills development and the
educational strategies directly applicable to those teaching
skills.
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1. Ende J. Feedback in clinical medical education. JAMA 1983; 250:777-781.

2. Ramani S, Krackov SK. Twelve tips for giving feedback effectively in the clinical environment.
Med Teach 2012; 34:787-791.
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Teaching on the run

Doctor as a teacher.

STORY

Potter master & his pupil
e

Time = CARE

What do you think?
Please share your teaching experience.

Objectives & Outline

* Wilaeuhdnesmssauriia Teaching on the run
* ihlanszaunssen 1 minute teaching

* sunsnvimssan 1 minute teaching senseuaums
Microskill ‘METRC' ldesumpaunan

fammemasan

* frannsenaiies atdeugnInamelateLInsen
' o o o v a dud o @ v v va v v
* linsundalauslaifeniuiengisensniudosy vs fiseudasnissasls
[ IR '
* ussenAamsdawlaaglunsniuaw uazanaldidadwaesantsdeuniug
1w fMasagsaningilae faiegszrineliam
* Liwladmsaenuvulafeezmanziugisenfisiinasaanog

* Uszaunsahies Taidulalunisaoudansigiendauwnd
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1-Minute Teaching
5-Step Microskills

METRC

1-Minute Teaching
5-Step Microskills

= Make a commitment
G

= Explore reasons

= Teach general rules

* Reinforce what was right
= Correct mistakes

1-Minute Teaching

5-Step Microskills
= Make a commitment < Questioning >
= Explore reasons < Questioning >

* Teach general rules B B
= Reinforce what was right ¢ *fedvack >

DOCTOR as a TEACHER

. Teach general

. Reinforce what

. Correct mistakes

Teach

Diagnose
Patient

rules Case

Presentation

was right
(+feedback)

(-feedback) Ask

Questions
| Diagnose Learner
1. Make a commitment

= Correct mistakes PR
" TRONGI

= Correct mistakes  -feedback >
2. Explore reasoning
DOCTOR as a TEACHER
= manladie
= Make a commitment = afesianeg e EX A M P L E
= Explore reasons . .
= Teach general rules " NuReEeEY
» Reinforce what was right » G NEIUG
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Practice time

Wivinundanriuinyin 1-minute teaching
AuRaulunau Avas 1 § Taaiaud
wRadanenasal + aanauLiu

1-Minute Teaching DOCTOR as a TEACHER
5-Step Microskills
Mak ot . = mumnlaidiy
- ake a commiimen Questioni
/\iii% Make a commitment " QAL AIANE
= Explore reasons _Questioning > Explore reasons o
- Teach general rules o Teach genera| rules " W%ﬂ@]ﬂ?ﬂnal
= Reinforce what was right ¢ *fedback > Reinforce what was right  u iy 3 idaud
. . e toadban Correct mistakes 5
Correct mistakes  -foedback « aaiam
Summary

* Doctor as a teacher.
* Diagnosis - Teach
= Make commitment mumlaide
= Explore reason wausiamaua
= Teach general rules vivqaseny
= Reinforce what was rightsiusfiudmsd
» Correct mistakes Fqmianmn

Summary

Time = CARE

1min s better than nothing.

STORY

Potter master & his pupil
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Gaassn — Skill teaching steps

1. vhlinsBouinomsdeamenaserEou

st ikl o a
2. wwh uun@fiswir vilesaligaheenandung

3. wwihbiguuudias wdasussenedunen

4. wnfuewh ToglvirBeumdusussenedunan

5. ifiFuwh wdastuussnedunonllene

6. lsiBuwiues i feedback vergaduavqefiensitann
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“Student engagement is the
product of motivation and active
learning. It is a product rather than
st oo TosuSad a sum hecause it will not occur if
P either element is missing.”

AMZUNNEANERSASI 1INV

Basic Concepts of Active Learning

Elizabeth F. Barkley

Outline Active Learning
+ Benefits of active learning An approach to instruction in which
« Principles of active learning students engage the material they study

through reading, writing, talking, listening,
and reflecting

Students’ learning needs are at the center
of learning activity

Four Basic Principles

Benefits of Active Learning to Promote Active Learning

* Improved critical thinking skills . Feedback
* Increased retention and transfer of - Activity
knowledge o * Individualization
* Increased motivation
* Relevance

* Improved interpersonal skills

FAIR

Harden RM, Laidlaw JM. Essential skills for a medical teacher. Elsevier 2012.
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Feedback Effect Size of Educational Interventions
* Information - Effect sizes on students’ learning
' leel’.] .tO a Ieamer Intervention Effect size
« Specifically describes the learner’s Feedback 0.75
performance Teaching learning strategies 0.62
* Intended to guide the learner’s future Parental involvement 0.49
performance Computer-assisted instruction 0.37
Homework 0.29
Reduce class size 0.21
Hattie J. Visible learning for teachers, maximising impact on learing, Routledge, Oxford, UK:.
2012, p. 251 - 256.
Activity Active Learning
+ Active engagement of learners » An electronic audience response system
« When a learner is actively involved in the (voter)
learning process, the learning » Use questions
achievements will be significantly « Give roles and responsibilities to students
enhanced. in patient care

Independent learning resources
Models and simulators

* Portfolio
Individualization Learning Style Preferences
« Different learners have different learning » VARK: Four types of learning styles
needs, styles, and readiness. Assuming — Visual people
that one teaching method is going to work — Aural people
well for everyone is not correct. — Reading people

— Kinesthetic learners
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Visual People

* Like using color and shapes
» Draw flowcharts, maps
+ Like to have everything in sight

* Like visually appealing books (minimal
text, but lots of tables and diagrams)

» Need to see the “whole picture” before
start

* Like to have plan, like to show others than
to tell

Reading People

 Like books with lots of text

» Good at spelling and can remember lists
of words quite well

+ Like handouts, prefer information in words
as opposed to charts and diagrams

« Like to use dictionaries, manuals

Learning Preferences

+ It is important to remember that we utilize
all four modalities of learning styles

Aural People

Like listening to lectures more than
reading books

Like to listen to people explaining things to
them or they explain things to people
Tend to forget to write things down
because they are too busy listening
Sometimes their lips move when they are
reading

Love discussion

Kinesthetic learners

Like learn by doing
Enjoy having real-life examples and experiments
Like learning by trial and error

Like to touch and be physically involved with
materials

Usually uses a finger as a pointer when reading
Can't sit still for long periods
Have difficulty with abstract thinking

Individualization: Examples

Learning on demand: podcast, online
resources, suggested books

Two-way communication: email
messages, webboard

Practice on models or simulators
Elective courses
Portfolio
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Relevance

» The applicability of what is being taught in
students’ real-life problems
* Importance
— Motivation
— Promote deep learning
— Long term retention

— Selection of curriculum content in the context
of knowledge expansion

Questions &
Comments

Cherdsak Iramaneerat
Cherdsaklramaneerat@gmail.com

Anne Isabella T Ritchie
(1837 - 1919)

Experiential Learning

Active ; Concrete

Experimentation Experience
Abstract Reflective

conceptualization l Observation

Kolb DA. Experiential learning. Englewood cliffs, NJ: Prentice-Hall, 1984.
Schén, D. The Reflective Practitioner, New York: Basic Books, 1983.

Summary

Be “Fair” to your students
* Feedback

* Activity

* Individualization

* Relevance
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Learning style preference diagnosis
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Iramaneerat C. Assessing active learning activities in a lesson [Thai]. Medical Education Pamphlet
2009; 5(1): 1.
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Outline
. . * Bedside teaching
Bedside Teaching — Type
— Technique
Bedside Teaching Bedside Teaching
o Teaching in the presence of the o Including the patient in the learning triad
patient

81 81

S2 S§2

S3 S3

Bedside Teaching

Formal bc;dside
teaching

® Teaching + service

Teaching during
ward rounds

| * Service + teaching

FORMAL BEDSIDE TEACHING
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VIDEO-1 Formal Bedside Teaching

* Preparation * Clinical experience with

+ 913 VIDEO 1.a12

* Briefing patient
o 5:mumwﬁmﬁu‘lundu PRREICl — History taking : interview
uazdanisWiaul 10 uii technique

— Physical exam

— Psychomotor skill
— Communication skill
» Debriefing ] — Counselling skill
* Reflection — Professionalism

* No lecture

Teaching During guds5Asia teaching during ward rounds
Ward Round « 12813717 USNYS+HOU

 JIFsUdnausEAuLaTYaIuAL

« idsunandigldvinnisiatu
5281z

Teaching During Ward Rounds Teaching During Ward Rounds

1. dauU5e17I9 service nNUNR

Service

0 100 0 100
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Bedside Teaching Principles of Bedside Teaching

» Teaching in the presence of the patient = Base all teaching on data generated by or
about the patient
= Respect for the patient's comfort and

dignity
Patient-Centered
Principles of Bedside Teaching What to teach at bedside...
. = Skills
= Base all teaching on data generated by or . .
about the patient DISAISIVESS
* Respect for the patient’s comfort and = Physical examination
dignity * Communication
» Teaching skills * Perception
» Reasoning
= Decision making
* Procedure

Principles of Bedside Teaching

= Base all teaching on data generated by or
about the patient

= Respect for the patient’s comfort and dignity

Teaching skills Knowledge?

= Teaching attitudes by role modeling
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Principles of Bedside Teaching

Base all teaching on data generated by or
about the patient

Respect for the patient’s comfort and dignity
Teaching skills
Teaching attitudes by role modeling

Use every opportunity to provide feedback to
learners
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