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Background

The General Medical Council recognises
leadership as an essential skill for all doctors,
directly linking this with improving safety and
quality of patient care. and leadership is one of the
GMC'’s generic professional capabilities for all
medical specialities in the UK. Assessing
leadership is part of the RCGP's proposed
changes in workplace-based assessment for UK
GP trainees. The Scotland deanery pilot aimed to
moving teaching in leadership from an online or
classroom-based experience to the real-life setting
of general practice.

Methods

Trainees in their first training year were offered a
menu of leadership activities that could be done
in a GP surgery setting. Trainees were advised
that they were not restricted to these items
Trainee views were obtained before and after
their six-month GP placement through
questionnaires and focus group discussion.

Results: Trainees views pre-activity
questionnaire (response rate 57/89 = 64 %).

*72% of trainees said that they had already had
teaching on leadership theory; 3% said that they
did not think trainees needed to learn this.
*Before the start of the pilot, 21% had already
completed a leadership activity - these had
mainly taken place in UK foundation training.
*88% felt that, within the practice, their
Educational Supervisors were best placed to
teach leadership skills .
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GMC - Generic
Professional Capabilities
(GPCs)

Professional knowledge

Professional
skills

Professional
values and u.:‘g..
behaviours training

Menu of Leadership activities
for GP trainees

Chairing a meeting.
“Fresh pair of eyes” exercise.
Running an educational session.
Practice leaflet project.
Clinical protocol.
Website design.
Mini-QIP (quality improvement
project).

NHS LEADERSHIP
FRAMEWORK

GPC Domain 5: Capabilities in leadership and team
working

Doctors in training must demonstrate that they can lead

and work effectively in teams by:

« demonstrating an understanding of why leadership and
team-working is important in their role as a clinician

« showing awareness of their leadership responsibilities
as a clinician and why effective clinical leadership is
central to safe and effective care

» demonstrating an understanding of a range of
leadership principles, approaches and techniques and
applying them in practice

< demonstrating appropriate leadership behaviour and an
ability to adapt their leadership behaviour to improve
engagement and outcomes

« appreciating their leadership style and its impact on
others

« actively participating and contributing to the work and
success of a team (appropriate followership)

« thinking critically about decision making, reflecting on
decision-making processes and explaining those
decisions to others in an honest and transparent way

« promoting and effectively participating in
multidisciplinary and inter-professional team-working

< appreciating the roles of all members of the
multidisciplinary team

« promoting a just, open and transparent culture.

Results: Trainees views post-activity questionnaire

» 83% completed the project; most chose an
educational leadership activity or a quality
improvement project. Educational Supervisors were
judged best to teach practical leadership skills.

» perceived benefits included feeling more involved in
the practice than they would have done had they not
done one, learning more about the practical aspects
of leadership, learning more about team roles and
team-working, learning more about the practice, and
learning more about creating shared goals.

« With respect to receiving, 71% said they had only
received verbal feedback on their performance after
they had completed their leadership activity and
24%, of respondents said they had received both
written and verbal feedback.

» Perceived barriers included lack of protected time,
other training priorities, not feeling empowered, and
personal issues.
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Conclusions

Leadership skills are essential for GPs today.
Providing a menu of possible activities gave structure,
but not all trainees found the activities were at a
suitable level of challenge for them. Those who had
engaged in a leadership activity felt more involved in
the practice and learned more about team-working as
well as leadership. More work needs to be done to
explore how participation in practical leadership
activities could be enhanced as a learning experience.

Take home message

Practical leadership training can be translated relatively
easily to the real-life setting of UK general practice.
With a minimum of resources, trainees can take on
small practical projects in the workplace that are of
value to them in their training.
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Aim and Introduction

We created a medical finals course at Princess Alexandra Hospital NHS Trust for final year medical students, with the aim to give
students the choice of which topics they would like to revise and attend as part of a crash course. We aimed to assess whether student
choice is preferred among medical students with respect to their learning and whether choice helped them feel more prepared for
their upcoming examinations. Medical students are thought of as adult learners. This is especially true as they approach the latter
years of medical school. Despite this, most of their education is delivered in a compulsory manner and they are obligated to attend all
teaching sessions. Students have very little choice in regards to their own education in medical schools with the exception of occasional
special study modules and elective.

Methods

A crash course was designed targeted primarily at Bart’s and
the London School of Medicine and Dentistry students

14 tutors were recruited from the trust to deliver the course

Students were advised that they could attend any tutorial from
the beginning (provided the tutorial had capacity) and had the
choice to leave or have a break at any point

A series of Multiple Choice Question (MCQ) based lectures
were running systematically in the main lecture theatre as
shown in Figure 1. These sessions ran once starting from
8:30am to 16:30pm with breaks.

Simultaneously 7 tutorials were repeated continuously
throughout the day giving students the choice to either attend
the MCQs in the lecture theatre or any of the tutorials.

A pre-course, post-course and post-tutorial questionnaire was
given to delegates

ECG placement and 35mins
| Cardiology | 75mins interpretation
| Pulmonology | 75mins Assessing an unwell 35mins
l patient
| Gastroenterology | 75mins )
| | Data interpretation | 35mins
N 1 35mins .
| eurf o8y | | Oxygen and IV fluids | 35mins
| Nephzo]ogy | 35mins r Prescribing errors —I 35mins
| Endocrinology | 35mins | Mock exam paper | 75mins
|
| Haematology | 35mins f Surgical emergencies ] 75mins

Figure 1: MCQ based lectures running

Figure 2: These tutorials ran continuously

systematically in the lecture theatre once throughout the day as ‘drop-in’ sessions
only

Results and Discussion

40 students attended the Medical Finals Crash Course from
Bart’s and the London School of Medicine and Dentistry

Conclusion

- 82% of students agreed or strongly agreed that choice enabled
them to learn more in comparison to not having the choice of
what to learn

- Similarly 87.1% of students preferred having the choice to
guide their learning in respect to what they felt was
appropriate and relevant to their learning needs

Pre-course vs post-course anxiety and perceived readiness

80.6% of students were anxious with regards to their exam
prior to the course however 54.8% agreed that their anxiety
levels reduced after the course.

- Overall, 84.1% of students felt more ready for their exam after
the course compared to 50% before the course.

Overall, we can conclude that medical students are adult learners who prefer choice in guided their learning with respect to their
learning needs. Medical students also feel that choice allows them to learn more relevant content to aid in their development as
doctors. Crash courses reduce anxiety and make medical students feel more prepared for their examinations.
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\NTRODUCTION

Training health care professionals

is a core activity of public teaching hospitals.
One key question in Activity Based Funding
models is the separation of cost and time in
providing health care, from the equally
important role of teaching and training. The
large scale Australian national Teaching,
Training and Research costing study, completed
by the Independent Hospital Pricing Authority
in 2015, used survey methodology to
determine the quantity of teaching and
training which occurs during clinical activities
in public hospitals. This “embedded” education
occurs in conjunction with patient care, and
has proven challenging to measure accurately.
This study aimed to determine the accuracy of
the above survey methodology using direct
observation across differing clinical situations
as the “gold standard”.

METHOD

The study was conducted at an outer
metropolitan 250 bed public teaching hospital
with 60,000 emergency department
presentations per annum. Using audio-visual
recording sessions in four separate clinical
settings (operating theatre, emergency
department, ward, outpatient), researchers
independently coded time spent in providing
and receiving T&T during clinical time and
compared this with surveyed responses.

S’\'UDY DEMOGRAPHICS

96 participant responses
-66 individuals
20 sessions
-ward, theatre, outpatients, emergency
48 hours of filming
-mean 2:00 hours
-IQR 1.38-2.50 hours

Consultants 26%
Reg/PHO 28%
PGY 2-3 19%
Intern 13%

e S0 &
Med student 9%

Anaesthetic nurse 5%

Above: Methods used (and
not used) by researchers to
facilitate unobtrusiveness
during filming. Right: Video
coding review

~ Perceived activity (survey)

Group. Recaiving Partally  Every-

TAT -mm thing sise rﬁ w m
1% 1% 53% 21% |28 —
et 129% 15%  46% 8% | 9% —
27%  28% 39% 4% | 2% @ —
58%  20% 1% 0% 1% —
12%  30% 44%  12% | 2% —

Cvarall 21%  17% 42% 10%  10% —_

Mean per cent reported. Data for all paired surveys (n = 96)
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CATEGORIES DEVELOPED FOR CODING

Original
1. Delivering T&T
2. Receiving T&T
3. Clinical (inclu=*Other)
Revision A
4. Partial Delivering T&T
5. Partial Receiving T&T
Revision B
6. Overhead -non T&T and Non-Clinical (walking
between cases, coffee etc)
7. Non-Study Time-Off camera, Camera pointed
away etc
Revision C
8. Reg/PHO T&T Downtime (bored? ...)
9. On other camera

RESULTS

Overall, participants reported
receiving T&T for a median of 10% of the
total time observed (inter-quartile range 0-
30%) with 70% spent delivering patient care
(interquartile range 60-90%). Participants
reported a 58:42% split between T&T and
clinical care via survey, while independent
video coding indicated the correct allocation
38:62%.

CONCLUSIOp,

There is significant benefit and
accuracy in direct observation to give an
understanding of how much embedded
teaching occurs in the hospital
environment. In particular we found:

* Significant variations between subjective
assessment and direct observation

* Over reporting of T&T

* Under reporting of clinical care

* Decay in concurrent validity over time
between recall and direct observation

This study also developed a useful

taxonomy for future studies of T&T

<@,

\:und\“ b
e

CAMERP prvale,

D;\TE

et
- H B B B B EEEN



Author: Dr. Joanna Mathisen, Clinical Teaching
Fellow, Intensive Care, Aberdeen Royal Infirmary
Supervisor: Dr. Roxanna Bloomfield, Consultant in
Intensive Care Medicine, Aberdeen Royal Infirmary

Application of a PHEEM questionnaire to the
Aberdeen Intensive Care Unit

Aim PHEEM overall score
Educational Environment Measures are useful tools for
assessing the ‘health’ of a training environment within a hospital
setting. The Intensive Care Unit at Aberdeen Royal Infirmary is
keen to promote a welcoming training environment. Regular
journal clubs and trainee-led teaching supplement daily teaching
ward rounds and weekly mortality/morbidity meetings with multi-

professional sharing of learning. Although general feedback is | ;
sought at the end of each placement, the varied learning i 3
environments are not evaluated in detail. The Postgraduate —
Hospital Educational Environment Measure (PHEEM) is a preinre
validated questionnaire to assess the impact of the wider
teaching environment and learning culture. Would our ICU stand
up to the test of the educational environment?
Methods 0

We have applied the PHEEM questionnaire to the training Trainee 1 Trainee 2 Trainee 3 Trainee 4 Trainee 5 Trainee 6 Trainee 7 Trainee 8
environment in Intensive Care at Aberdeen Royal Infirmary. >ST3
Some questions were minimally adapted to the environment to

allow the questionnaire to read better but the structure of the Overall mean score: 122.38 (Excellent)
guestions was unchanged (for example: “I am bleeped
they do not ca_rry pagers_, so the question was changed to I There are adequate catering facilities when I'm on call 15
am contacted inappropriately”).

120

More pasitives

There are good counselling opportunities for junior doctors who 2.0
experience difficulty regarding their training in this rotation

| get regular feedback from seniors

What is ot training grade:

sthorhaow. [ moovesti] | have the appropriate level of responsibility in this rotation

| have suitable access to careers advice

The foliowing questions relate to your curment training experience. Please read each staterent and rate it 3 4
applies to your own feekngs about your present position in this haspital. % bs about your perianal perceptions of the
current placement.

Comments (3 examples):
“As a more junior member of the team, decision making is limited.
Generally all decisions are made by senior, as a junior trying to make even
minor decisions the nursing staff will often ignore what | ask until it is
Tl Therea conerns ol s e e v confirmed by a senior. This can be very frustrating.”
Wy Educational Superviver et thear Sxpectations | “Very good learning environment, at times would like to be pushed on and
T e T T given more responsibility with appropriate help if required.”
“Smaller ward rounds (i.e. split) is better for learning as it is more enjoyable
to chat/discuss learning points in a small group than to be put on the spot
T SR o ] gy in a larger group where sometimes it feels like you aren't involved and can
T have good CinicaT supervislon of S BMES lose interest.”

Thad an Informathee orientation programme

B —— Conclusions

This study has helped to pinpoint specific areas for
improvement of the training environment in our ICU. With our
) current cohort of doctors in training (February 2018 onwards)
From August 2017 — January 2018 there were 12 trainees we are returning to our trainers with suggestions for ways to

based in ICU, ranging in training level from FY1 to ST7. Eight better serve training needs and implement these to see if the
of these doctors completed the 40-question PHEEM and were results change.

asked to provide comments with suggestions for
Improvement This revealed overall satisfaction with the S. Roff & S. McAleer, Centre foRrel\tligiacr:I:Ezucation Dundee Universit,
educational er.“{lronment m_lntenswe Care but has also . M.edical Scﬁool &A. ékinner, Department of Paedia,trics, City Hos.pitaly
revealed specific areas for improvement: namely that trainees NHS Trust, Birmingham, 2005.

desire more regular feedback from senior staff, and that more

junior trainees (ST3 or below) desire a greater sense of

responsibility toward their patients. For more information on this project please contact Joanna Mathisen at
joanna.mathisen@nhs.net

Results

caring - listening - improving
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Creating and distributing a video resource: Does it act as an efficient

learning tool?

Introduction

Applying advances in technology to medical education is becoming more popular, with increasing amounts of portable media resources available online and to download.

Research has shown health professional students value access to educational resources online (1) and the associated increase in ‘convenience and useability’ this allows (2) It’s recognised that allowing students freedom to
choose from several types of resource to revise from increases examination performance (*). Some students have stated the addition of a visual component to podcasts provided by their universities would improve their value (3).

Video streaming can act to ‘reduce the gap between theory and practice’, and act as a valuable tool for education, influencing knowledge acquisition not only through its observation but as part of the actual process of student’s
learning (4).

Aims, objectives and research question Learning styles
Aim: Felder and Silverman °: if a teaching style doesn’t match the students preferred learning style they may have
To create a video on data interpretation specific for liver function tests and jaundice, and analyse its benefit as difficulties in understanding and retaining the information.

a learning resource They derived 3 basic learning styles: visuo-spatial, auditory— sequential, and tactile— kinaesthetic.

Modality How do they think? How do they take in
Objectives: information?
1. To review the existing literature on the use of podcasts (video or otherwise) in medical education, Visuo-spatial Holistic, often three dimensional Visualisation of the whole concept
specifically on data interpretation images
2. To create a medical education video on how to interpret liver function tests (LFTs) and the clinical condition Auditory- sequential In words processed auditorally Sequential, step by step process
of jaundice
3. To assess the benefit of the resource by . Tactile- ki i D ion or ication more Physical touch and sensation
P - A - than from verbal explanations
providing it to current 3rd years and examining the on the content, comparing the results to a traditional

(e @lly RSEER Gelp Videos benefit all 3 types of learning; - visuo-spatial from the visual content

Gathering opinions on the positive and negative aspects of the video to guide further research - auditory-sequential from the speech and sound
- tactile-kinaesthetic from the ability of animation programmes and
Research Question technological software to provide demonstrations not possible in

; L . . textbooks or in lectures.
‘Does a data interpretation video act as an effective learning resource?’

e s ] am

Creating the video Method Sharing and analysing the resource
1. A script containing relevant data was synthesised Participants - Control text group received the script only (n=32)

- it was thought splitting into 3 small videos would make the Convenience sampling was initially used, followed by snowball sampling. - Video group received the video resources (n=29)

content easier for students Sixty one students from the 3rd, 4th and intercalated years at BSMS responded (18.5% - After 48 hours a survey was sent out testing information
2. Animations were created using the programme Moovly response rate) retention and opinions on the videos (response rate 60.6%
3. The audio component was created using the programme Siatin , @ hepa‘oceﬂum n=37).

Final Cut ALP A . @H - All control group members were sent the videos after
4. The two elements were combined and edited appropriately ‘ -t !l ! * sl ®  academic performance was analysed, to enable opinions on

PESECRHT I i ? ? the new resources from 100% of participants.
Results and discussion
s s e s P ——— [ ——
A e | e | { M -
i [ Te—

S Err—— ]‘u _..{ f—— ]um )

Analysing academic performance

40.5% —- B - To assess whether the video resources were effective at conveying the academic information a quiz was
emailed out to both control and variable groups after 48 hours of being sent the resources.

Vodcast mean score: 11.41 Control mean score: 9.15

Positive aspects - From these scores it can be stated that the video resources is as successful as traditional modalities to

- Every student who responded to the questionnaire found at least one aspect of the video useful to aid in convey academic information, and does not act detrimentally to students learning.

revision. NB: the purpose of this research was not to quantify performance of students in each group, hence the P value has not been

- The number of positive comments outweighed the number of negative ones. calculated
- The most commonly mentioned elements students appreciated was the ability to have control over how o
and where they accessed the information, and the ability to manually manipulate the videos by replaying Limitations

1. Overall approach: qualitative research can be seen as too value and context rich with not enough

evidence.
Negative aspects

- Whilst 40% (n=13) of students mentioned the videos seemingly arbitrary use of images this stance was
overshadowed by 68% who appreciated the ‘novelty and fun animations’.

N

. Creating the resources: the limited animations available via the programme resulted in sometimes
arbitrary symbols being used which was noted as confusing by some students.

3. Participants: recruitment methods resulted in self selection, also differences in clinical experience could
- The comments regarding the videos being too speedy were followed with the student appreciating the I . .
have led to differing academic performance scores, small sample size.
ability to pause, rewind and rewatch. . . . o
4. Analysis: thematic analysis has flaws, demand characteristics could have skewed results and students
- The level of content was both a positive and negative aspect, perhaps influenced by the students q
P 8 pect, p P v reporting of resource use.
personal preference for depth of learning
Conclusion References
. . . . - 1. Schimming L. Measuring Medical student proference: A comparison of
- Positive aspects outweighed the negative, the most popular correlating with literature: e e o e e e e e
. . . . o Medical Libary Association. 2008; 96 (3):217-222
- portability, ability to control pace of learning, visual animations 2. Maloney, Chambertain M, Morrison S, Kotsanas G, Keating J,lic D. Health
) : . § S . N . rofessional tiudes and use of igitallearing re Journal of
- Many accessed the videos outside of teaching hours and whilst multitasking- predicted by the literature review ;:::,o,:f,,:::z;,:her,‘nzau,?75(‘;@,3 e e
- Watching the videos utilises a combination of cognitive processes & functions spanning both left and right hemispheres, potentially evidence by content retention  Shentimars From (e eare o poreble medis sudens percepions
of an enhanced podk n. Medical Teachar. 2009;
being higher in the vodcast group than the control text group 4. Baharav E. Students’ Use of Video Clip Technology i Cinial Education
Topics in Language Disorders. 2008; 28(3):286-298.
- Students were enthusiastic about future resources covering other topics, and 100% questioned said they would access the video resources again. 5. Felder RM, and Silverman LK. Learning and teaching styles in engineering
‘education. Engineering Education. 1998; 78(7), 674-681. Preceeded by a
- Participants were keen to engage with the video resources, therefore it can be concluded they do act as an effective learning tool preface in 2002, available from URL: http:/fwww.ncsu.eduffelderpublic! Papers/
L5198 pdf

- As of 18/04/2018 the videos have collectively amassed 32956 views on YouTube.



Are Minor Injuries a major concern for
Emergency Medicine trainees?
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and Clyde
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Introduction

Emergency Medicine (EM) is one of the youngest medical specialities in the United
Kingdom. It has risen from the inauspicious days of “Casualty” to take its place as one
of the key acute specialities involved in caring for severely ill or injured patients. EM
also provides medical input into the Minor Injuries Unit (MIU) caring for people at the
opposite end of the acuity spectrum. This friction has sparked extensive debate,
particularly on social media?, within the speciality about how to ensure trainees
receive adequate training to deal with both ends of the spectrum.

Method

70 West of Scotland (WoS) EM trainees were surveyed via email inviting them to
complete a survey generated using Google Quiz. The survey asked trainees to rate
their competence level in various minor injury procedures, their attitudes towards /
experience in minor injuries training and also how much clinical time per month they
spent working in a MIU. The procedural competencies surveyed were derived from the
2015 Royal College of Emergency Medicine curriculum?.

Results

Respondents

29 responses were received from trainees across 8 hospital sites (Glasgow Royal
Infirmary, Royal Alexandria Hospital, Royal Hospital for Children, Crosshouse, Ayr,
Monklands, Hairmyres and Queen Elizabeth University Hospital). Grades of
respondents are detailed below:

ST1

Procedural competencies

100% percent of respondents reported independent practice in performing
uncomplicated wound repair with glue, steristrips or sutures.290% of respondents
reported independent practice in performing a ring block, incision and drainage of a
paronychia, uncomplicated wound repair with staples, application of a collar and cuff,
application of a wrist splint and removal of a foreign body from an eye.

Procedures where <90% independent practice was found are described in further
detail in the pie charts below:

14D of an uncomplicated abscess Evacuation of a subungal Wound exploration and

haematoma irrigation

‘ .‘

Reduction of an uncompliated Application of a broad arm sling Application of a forearm
phalangeal dislocation backslab

o o .
Removal of foreign body from

nose Key
[ independent practice
iy I Require distant supervision
[ Direct supervision but previously performed procedure

[ Direct supervision and never performed procedure

Attitudes and exposure to Minor Injuries training

| feel comfortable giving advice to junior
medical staff and ENPs about minor
injuries when asked

| feel my training to date has given me
sufficient exposure to minor injuries

ea =

Strongly Disagree  Neither  Agree  Strongly Strongly Disagree  Neither  Agree  Strongly
disagree agree or agree disagree agree or agree
disagree disagree

| feel comfortable managing most
presentations | see whilst working in the
minor injury department

| enjoy working in the minor injuries
department

_ =

Strongly Disagree  Neither  Agree  Strongly Strongly  Disagree  Neither ~ Agree  Strongly
disagree agree or agree disagree agree or agree
disagree disagree

Number of shifts in MIU in last month

Comments
-‘Enjoyable aspect of training exposure’

« ‘Always feel quite stressed in minors as expected to give advice, which | am happy
to do where | can, but generally feel my minors knowledge is quite lacking....probably
reflects that most departments we rotate through now have ENPs and so trainees
more likely to cover majors/resus. It's a shame as | actually enjoy a shift in minors...’

« ‘Most experience from clinical fellow job outwith Glasgow Lots of ENPs in

Glasgow so trainees are suffering.’

« ‘...the common things eg head injury/wounds/fractures/etc are easy to pick up it's
the partial quads tear/what counts as a significant ankle ligamentous injury that is
much harder. Similarly, unless you know to look out for certain things some injuries
(eg ulnar collateral ligament injury of the thumb) can be very easily missed...’

« ‘Don't really do enough minors to build experience but are then expected to be able
to help ENPs if they have questions...’

Discussion

The survey responses suggest that trainees are generally confident in performing the
basic procedures required in minor injuries and that they enjoy working in minor
injuries.

They also suggest however, that although there is wide variation in time spent in MIU
the majority of trainees (n=18) only spent between 0-3 shifts per month working there.
This relative lack of clinical exposure in combination with the introduction of
Emergency Nurse Practitioners would explain the recurring theme seen in trainees
comments that they found more unusual/complex presentations challenging and
lacked confidence in advising on these.

Conclusion

Medical input into the MIU is likely to remain the responsibility of EM for the
forseeable future. It is essential that trainees receive enough training to enable them
to be effective consultants who are able to supervise both junior medical staff and
ENPs. This training could consist of protected clinical time in MIU, specific training
courses or novel solutions such as scheduled clinical time at virtual fracture clinics or
shadowing physiotherapists.

1LEmergency Medicine Trainee Association. If you could re-design the EM training curriculum what would golstay/come? What is #EMCoreBusiness for the Consultants of 10
years time? [Twitter]. 6" October 2017 [cited 27" February 2018. Available from 1

2.Royal College of Emergency Medicine. Curriculum and Assessment Systems for Training in Emergency Medicine: August 2015 Curriculum. (2015). Available from http://
www.rcem.ac.uk/docs/Training/RCEM_2015_Curriculum___Applicable_from_August_2016_approved_23_Nov_2015_ATCF_RTT_DRE-EM_additions_July2017.pdf




Evaluation of medical student centred program
development in a Psychiatry of Old Age undergraduate
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Consultant Psychiatrist (NHS Lothian)
Honorary Senior Clinical Lecturer (University of Edinburgh)

Introduction

Having completed Clinical Educator Program (CEP)
and Quality Improvement (Ql) training, | wanted to
enhance the training experience for medical students
during their clinical attachment to Psychiatry of Old
Age (POA) services, inspire them to succeed in their
learning objectives and enjoy their brief exposure to
my specialty. | believed that this could be achieved by
offering the experience of a good undergraduate
placement, where enthusiastic teachers delivered a
welcoming, structured, student centred training
schedule, tailored to individual student learning
needs.

Method

* Between Jan-Dec 2017, 25 University of Edinburgh
fifth year medical students attended sequential 2
week placements in POA at the Royal Edinburgh
Hospital. During the year, continual improvement
changes were made to the schedule and delivery
of teaching offered based on CEP good practice
recommendations and guided by Ql model of
“Plan Do Study Act” reflection from student
feedback.

* An anonymous questionnaire designed to collect
guantitative (closed questions on a Likert scale)
and qualitative (free text based on Gibbs model)
data was developed and given to all students at
the end of their POA placement. The results were
used to progressively develop an improved student
centred training program.

ek timetabgg&%teig(gg\s/apec %o acute presentations
better directions more nerconal stiidu time

- o MO OU Al OLUIUIN Ll
more focussed psychiatry teaching

Figure 1 suggestions for improvement (frequency weighted text)

quality teaching

Results
e 22/25 questionnaires were returned (88%

response rate). Provision of a personalised
induction pack was viewed very positively (100%
excellent or good), as was initial review of
individual learning needs (100% excellent or good)
and individualised training plan (91% excellent or
good). [graph 1]

Suggestions for improvement, including options
for acute assessment experience, personal study
periods and improved structure of timetable were
introduced for subsequent students. [figure 1]
Reflective comments on end of placement
experience suggested themes of quality of
teaching, high patient contact, variety and student
led teaching were valued [figure 2]

16

14
M excellent
12
10
M good
] neutral

induction review of individual  setting up training
training needs plan
Graph 1 student satisfaction rating

o N A O

friendly staff

variety

student led tutorials
structured learning plan

supervision

patient interviews
Writing in notes

Figure 2 reflective evaluation (frequency weighted text)

Conclusion

Improvement of undergraduate training by the
development of a student centred training program
was facilitated using Ql continuous improvement
methodology.

Contact
robert.clafferty@nhslothian.scot.nhs.uk
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Introduction

Glasgow Royal Infirmary Emergency Department
(GRI-ED) is affiliated with the University of Glasgow
Medical School (UoG-MS), regularly receiving medical
students, on five week rotations, as part of their final

phase undergraduate training.

Prior to the 2016/17 academic year teaching primarily
consisted situated, opportunistic teaching during the
students’ clinical time. Students also received
occasional teaching from medical staff. Feedback
from students frequently praised the quality of teaching
during their placements, however also responded with

a desire for further organised teaching.

In August 2016 GRI-ED developed an Education
Team, including new Clinical Teaching Fellows (CTFs),
with a remit that included developing a formal teaching

programme for rotating students.

Aim

When planning our curriculum we considered twice
weekly, hour long small group teaching sessions to be
the optimal format, to balance the desire for teaching
sessions with the need to avoid significantly reducing

students’ clinical exposure.

Ten topics pertinent to EM were chosen and teaching
presentations were delivered using a loosely flipped
classroom approach. In addition, the students received
two clinical simulation sessions, delivered ‘in situ’ in the
GRI-ED resus. Intended learning outcomes (ILOs) for
all sessions were adapted from the UoG-MS final

phase curriculum.

We aim to assess the level of student satisfaction with
this curriculum and how this has improved student

experience against previous years

Method

Students were asked to complete anonymised
feedback forms immediately after all teaching
sessions. These forms consisted of a nine item
questionnaire; seven Likert ratings scales (scale 1-5:
1= most negative, 5= most positive), and two open
response questions.

Questions 1- 3 relate to organisation of teaching,
achievement of ILOs and teaching resources. Question
4 asks about the amount of new knowledge obtained.
Questions 5- 6 refer to applicability and relevance to
learning needs. Question 7 rates how highly students
would recommend each session to colleagues.
Questions 8-9 requested students’ comments on
particular positives and negatives, and suggested
improvements.

At the end of each block students were asked to
complete feedback distributed by the UoG-MS, relating
to their ED rotation as a whole (scale 0-2). Results of
this were calculated by UoG-MS and delivered to the

ED at the end of the academic year.

Results

In total we have data from 408/504 post- session
student questionnaires representing 80.95% of all
individual student attendances. Results were collated

and a mean score calculated. (Fig.1)

Fig. 1 Mean student responses to Likert scale questions

The most common free text responses related to the
interactive format and focus on developing clinical
acumen and management skills. Interestingly, students
showed a high degree of preference for case based

learning (CBL).

Results from the UoG-MS questionnaires that can be
specifically related to our teaching programme are

displayed in Figure 2, with 2016 results for comparison.

a3 a4

2016 ®=2017
Fig. 2 Student responses to UoG-MS questionnaire vs 2016 results
Question one relates to organisation of teaching and
question two relates to overall quality of teaching.
Questions three and four discuss learning opportunities
and support for learning, and questions five and six
relate to how well equipped teaching areas are, and the

quality of teaching accommodation.

Conclusion

Student satisfaction with our programme is evident
from the results obtained. We believe that the
immediate student responses validate our teaching
methods and focus on developing students’ clinical
acumen and management of patients. We have noted
student preference for CBL in their final undergraduate

phase.

We believe that our results demonstrate how relatively
minor increases in organised teaching greatly improve
student engagement and enjoyment of a clinical,
specialty attachment. We consider our programme to

be easily adaptable to other EDs and other specialties.




SPARN

Background:

The Scottish Paediatric and Adolescent Rheumatology Network (SPARN)
aims to deliver consistent high quality paediatric rheumatology care via a

network of locally based specialist multidisciplinary teams. Education and
training of staff is a core activity of the network.

The recognition that Specialist Interest (SPIN) module training could be
undertaken post certificate of completion of training (CCT) created the
opportunity for established Consultant Paediatricians delivering locally
based specialist care to follow an approved training module leading to
formal recognition by the RCPCH.

(further information: post-CCT/ Paediatrician SPIN page of RCPCH website or e-mail spin@rcpch.ac.uk)
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Exploring medical students’ learning experiences of the
Student Assistantship: does who supervises matter?

R Shearer
Highland Medical Education Centre, Institute of Education in Medical and Dental
Sciences, University of Aberdeen

Introduction

* The Student Assistantship is a mandatory component of the undergraduate curriculum.

* In practice, medical students assist nurse practitioners as well as doctors-in-training, who
act as their clinical supervisors.

* No research to date has focused on the influence of the day-to-day supervisor on student
learning experiences, despite it being a known independent factor to the success of
similar placements.?

e The GMC have not formally related Student Assistantships to educational theory, but
studies have shown that ‘situated learning theory’ and the ‘cognitive apprenticeship

‘w/Each medical school must provide: \
‘at least one student assistantship during which they
assist a doctor in training with defined duties under
appropriate supervision, and lasting long enough to
enable the medical student to become part of the team.
The student assistantship must help prepare the

student to start working as a foundation doctor and

must include exposure to out-of-hours on-call work’
Promoting Excellence: standards for medical education and training, /

model’ can be applied.3? GMC, 2015
aim methods
e The aim of this study was to explore the learning experiences of e Adopting an interpretivist approach, scripted focus groups were used
medical students during their Student Assistantships, discover how to explore student learning experiences.
these are influenced by their supervisors, and relate this to e Anonymised transcripts were produced, and descriptive then

thematic data coding was conducted.

results

* Between February and April 2017, 170 final year University of Aberdeen medical students were invited to take part by email and poster invitation. Ten
students accepted. Three focus groups of 3 students, and 1 individual interview, took place.

e Each student had undertaken at least two Student Assistantships lasting 8 weeks. These placements covered hospital specialities as well as GP, included
elective as well as emergency work and had taken place in central and peripheral hospitals.

e Students were supervised by doctors from FY1 to consultant level and at each focus group at least one student had been supervised by a nurse
practitioner.

e All students were supervised by more than one person during each Student Assistantship.

* Students were asked to ‘Describe your learning experience of the student assistantship’. They discussed learning experiences with a range of supervisors
and gave positive and negative examples.

e Analysis revealed four themes that positively influenced the learning experience (Fig 1). At the start of the academic year, FY1s lacked these skills in
comparison to more senior doctors and also nurse practitioners, which negatively impacted on the students’ learning experiences. However, as the year
progressed, the FY1s improved.

educational theory.

“That was the F1s first

job it was quite difficult

for them because they

were just finding their
feet as well”

learning experience

Supervisor clinical
experience and
competence

Awareness of
the assistantship |

Enthusiasm for

Ability to teach teaching

exactly what | was meant to
be doing and what | was
capable of and what |
wasn’t”

kind of that teaching side of it, the
management.”

* Inaddition, three influencing supervisor behaviours were identified (Fig 2).
Supervisors of any grade provided a more positive learning experience if

these behaviours were displayed.

g 2: ue g supervisor b
participation

“sometimes there is

a bit of a disconnect
of I'm a senior,
you’re a junior, I'll
never see you again
so | don’t have to
work out who you

the boxes on the clerk-
in, it’s actually
thinking about what
you’ve done.”

references

undervalue how
much the trust given
to me this year
compared to last year
has kind of
helped...how
prepared | feel for
next year. It’s almost
people have trusted
me to do it
now...there’s no
reason | can’t do it

“the CT1 is brilliant and he
really does make an effort”

e This student sums up the importance of the Student Assistantship and
paraphrases ‘situated learning theory’ - learning needs to take place in
context ie the situation or setting where the learner is able to co-

construct knowledge as part of a social process:

“I think the role of the assistantship is sometimes that preparation,
and | think that’s something that FY1s actually struggle a lot with
because you’ve learnt like the clinical medicine but not how a hospital

works and you can’t learn that unless you are actually doing it on the
wards.” (student 9)

Conclusions

* YES, it does matter who supervises.

e During the early part of the academic year, FY1s struggle to provide
as positive a learning experience for the students.

* Recommendations for improving supervision include better support
for FY1s, raising awareness of the assistantship in the workplace,
placing greater focus on the community of practice to supervise and
educating supervisors about the importance of educational theory.

UNIVERSITY OF
ABERDEEN

1. Wimmers, P. F., Schmidt, H. G. and Splinter, T. A. W. (2006) ‘Influence of clerkship experiences on clinical competence’, Medical Education, 40(5), pp. 450-458.
2. Lave, J. and Wenger, E. (1991) Situated learning : legitimate peripheral participation. Cambridge: Cambridge University Press.
3. Stalmeijer RE, Dolmans DHJM, Wolfhagen IHAP, Scherpbier AJJA. Cognitive apprenticeship in clinical practice: Can it stimulate learning in the opinion of students? Adv Heal Sci Educ. 2009;14(4):535-46.



The relationship between socio-demographic factors and

selection into UK postgraduate medical training UK
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i o and Deane berdeen

Introduction:
Entry into medical school is the first hurdle for students who Relationship between trainees’ demographic variables, performance during the UK foundation
come from Widening access background. Those who graduate programme (UKFP) selection process and allocation outcomes
| A Allocation to Foundation School
the.n.face selection challenges for postgraduate education and tGortc;Lllp KPP Allocation Score** st Choice éagic;srd tth:te;n top e
training. To the best of our knowledge, there has been no h edoniaR) [pvaweh B h 1% b [%
research |00king at the re|ationships between individual Standardised score (SD) UKFP Allocation Score 0.254 (.93) 0.214 (.77) |-1.08 (.65)
characteristics and allocation into the first stage of Female la815 [82.2(78.2-86.1) | 0.001 533 [73.4 689 [14.3 [593 [12.3 ‘0001
postgraduate medical education in the UK. To address this | pes2 |s07 (768 -846) | 201 685 580 159 71 1156 |
gap in the literature, the current study examines the School Leaver (17-20) }7526 }81.6 (77.6-85.4) }0 302 }5346 }71 }1151 }15.3 }1029}13.7 }0 081
. . . , . . Mature (21+) 941 81.8(77.6-86.0) | 688 [73.1[118 [12.5 [135 143 |
relationships  between  applicants socio-demographic Type of secondary school attended
characteristics and outcomes on the UK Foundation Training | state-funded school / collegels307 1.7 (77.6-85.5) | .~ (3920 13.9 738 [13.9 Jed9 n2.2 | -
lecti Fee paying school 2398 [81.7(77.7-85.7) | 1616 |67.4 411 [17.1 B71 155 |
selection process. Entitlement to free school meals
Ves [576  [80.2 (76.5 - 84.5) | B75 lp5.188 [15.3 [113 [19.6 |
No l696 [81.9 (77.9-85.8) | 0.001 lagss 73 Jose [14.7 [823 [12.3 \0‘001
Methods: Income Support
. . . . Ves g6 [80.9(76.7-84.8) | 689 [69.9 [144 [14.6 [153 [15.5 |
* A quantitative, longitudinal study of medical graduates who No 962 820 (78.0-85.9) | "0%°! 134128 879 as a2 za 0¥
accepted a p|ace fOF the first stage Of UK Postgraduate Parent Education (one or both parents educated to degree level)
. R Ves [5388 [82.0 (78.0 - 86.0) 0.001 3883 [72.1 817 [15.2 |688 [12.8 \0402
Medical Training in 2013 and 2014. No 135 [81.1(77.1-84.8) |~ [1556 720298 |14 281 132 |
Participation of local areas (POLAR 2&3)
. . , . . Low participation B82  [80.8 (76.5 - 84.6) ‘o 007 285 74640 105 [57 [14.9 \0043
* Univariate analyses to compare applicants’ socio-demographic Other neighbourhood 7417 81.8(77.7-85.7) | 5325 [71.8 111415 Jo78 J13.2 [
: : H Ethnicity
Vanab_les’ performance durln.g the UK Foundatloln Programme |Asian or Asian British 1941 [79.6 (75.7 — 83.5) 1089 [56.1 387 [19.9 |a65 P4
selection process and allocation to preferred choices. Black or Black British 218 [78.2(741-818) 103 472149 225 66 303
Mixed 320 [81.3(77.7-85.1) [<0.001 220 |68.8 49 [153 |51 [15.9 |<0.001
o ) ) ) ) Other Ethnic Groups 272 80.0(75.9-84.1) 140 |51.564 235 68 |25
* Multivariable ordinal regression analysis to predict the odds of White 5693 [82.5(78.6 - 86.2) 4472 [78.6 [712 12.5 [509 [8.9
. . . . Place of Medical Qualification
applicants being allocated to their preferred Foundation England 679 17 (77.6—85.5) 2585 l67.5 1141 /168 [1070015.7
schools, after accounting for the differences in UK Foundation Northern Ireland 278 [197(750-837)| o pas B92j7 B P13 @47 | o
Programme a”ocatlon scores. Scotland 1021 [81.7 (77.8 —85.6) ' 909 ‘89 67 6.6 |45 [4.4 ’
Wales 372 [81.1(77.4-86.0) 292 78544 118 36 9.7
** The UKFP allocation score comprises the Educational Performance Measure (EPM), Situational Judgement Test (SIT), and points
Res |ts accrued from additional degrees, publications and other academic achievement.
u

* A significantly larger proportion of medical graduates who
come from families that were at some point recipients of Conclusion:
income support, and those entitled to free school meals (FSM)  |* Certain socio-demographic factors - ethnicity, type of (high)
did not get a place in a higher choice foundation school (65% school attended, being from an area of high educational
vs 73% and 70% vs 73% first choice, respectively). participation and (UK) country of medical qualification - are

strong predictors of allocation to preferred choices.
e After controlling for the presence of multiple factors, the

following groups had significantly lower odds of being
allocated to their higher choice of foundation schools;
students from areas with high proportion of young people in

* The data provide supportive evidence for the fairness of the
allocation process but highlight some interesting findings

higher education (POLAR), applicants from BME and those relating to “push-pull” factors in medical careers decision
from privately funded (high) school. making.
. The Odds Of app”cants to be a"ocated to a foundation Sch00| Data Source: UK Medical Education Database (UKMED). UKMEDP 3351 extract generated on

. . 12/08/2016. Approved for publication on 29/01/2018. We are grateful to UKMED for the use of these data. However,
of hlghel’ preference were hlgher for those who graduated UKMED bears no responsibility for their analysis or interpretation. The data includes information derived from the

. . Higher Education Statistics Agency Limited (“HESA”) and provided to the GMC (“HESA Data”). Source: HESA Student
from medlcal SCh00|S n Walesl SCOtIand and Northern IrE|and Record 2007/2008 and 2008/2009 Copyright Higher Education Statistics Agency Limited. The Higher Education

than the OddS Of app“ca nts WhO graduated from medica| Statistics Agency Limited makes no warranty as to the accuracy of the HESA Data, cannot accept responsibility for any
. inferences or conclusions derived by third parties from data or other information supplied by it.
schools in England.

COME HERE. GO ANYWHERE




ﬁﬂé CompOp Course NHS

Lanarkshire  Complex Operative Delivery Skills for g, valley

EDUCATION

E Advanced Obstetric Trainees -
A

E Ferguson, K Patrick \v’/
PATHWAUS FOR NHS Lanarkshire and NHS Forth Valley 3C5C

CLINICAL LEARNING

INEFOAUCTION. ..ot e

In Obstetrics, reduction in training time on the delivery suites leads to more
limited opportunities for trainees to develop skills necessary to manage
complex deliveries. The rising caesarean section rate is partially due to a
reduction in confidence in vaginal operative delivery.®A survey of our trainees
suggested lack of confidence and skills training in complex deliveries and they
would value additional training. Simulation is a valuable learning tool but is not
yet mandated in specialty curricula.>?3

Our project’s aims were to develop a simulation course (CompOp) to develop
and maintain skills in complex operative vaginal and abdominal birth and to
make it available and accessible to all senior trainees across Scotland through
local Faculty development and using portable shared equipment.

Our learning objectives for the course were developed by curriculum
mapping from the RCOG specialty training curriculum4 and in conjunction
with risk management data. The stations included vaginal breech, twin
and rotational deliveries and difficult caesarean sections such as classical,
impacted fetal head or malpresentation. We used tissue models to
practice surgical management of haemorrhage. We developed a model
for inverted uterus, a rare and challenging obstetric problem.

Trainees completed a pre- and post-course questionnaire using a Likert scale to rate confidence in operative
procedures taught on the course. Data was analysed using a 2-sample t-test for comparison of means. Training
significantly increased trainee confidence in all the skills being taught (p values ranged from 0.01 to 0.00001), see
figure 1. A need for refresher sessions was demonstrated with decreasing confidence with time, see table 2. An
additional benefit of the course was the opportunity for trainees to debrief about difficult personal experiences.
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Conclusion: Trainee feedback has been overwhelmingly positive. We have succeeded in our goal to develop an
accessible and effective simulation skills training course in complex operative deliveries.

1 Sinha P, Dutta A, Langford K. Instrumental Delivery: How to meet the need for improvement in training. The Obstetrician & Gynaecologist 2010:12:265-271
2 Smith A, Siassokos D, Crofts J, Draycott T. Simulation: Improving patient outcomes. Seminars in Perinatology 2017:37;151-165

3 Kings Fund. Safe Births — everybody’s business. An independent review into the safety of maternity services in England. 2008

4 The RCOG Specialty Training Curriculum https://www.rcog.org.uk/en/careers-training/specialty-training-curriculum/
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1 Specialty Registrar, Anaesthetics, 2 Consultant Anaesthetist
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Aims

Returning to clinical practice after a prolonged period of absence has
important implications for both physician well-being and patient safety.

We aimed to:
Quantify perceptions and experiences of West of Scotland (WoS)
anaesthetists who had returned to work after a period of absence.
Assess whether local return to work processes complied with guidance
from the Academy of Medical Royal Colleges(AoMRC).*
Assess the need for enhanced local support for anaesthetists returning to
work in the West of Scotland.

Experiences were varied and tended not to follow current guidelines.
Concerns around skills fade were reported.

We have established a range of approaches to improve the return to work
process, including a refresher course and local support network.

Methods

We emailed a confidential online questionnaire to all WoS anaesthetists,
asking those with a recent period of absence (defined as greater than three
months in the previous five years) to answer the following questions:

Reason(s) for, and duration of absence

Details of the return to practice process

Preparation undertaken prior to return

Concerns and experiences on return

Suggestions to improve the return to practice process

Results

Figure 1: Did you have a formal return
to practice meeting?

60 responses were recorded. 55% of
respondents were in a training post.
The most common reasons for absence
were maternity leave (68%) and sick
leave (25%). The mean duration of
absence was 10 months (range 3 to 24
months).

Formal support on returning to work was

generally poor (Figures 1-3). 17% had a

formal return to work meeting, 10% had

a period of supervised practice and 47% Figure 2: Did you have a period of
felt prepared and supported in their SpEISEE [P e (iR
return.

75% of respondents undertook some
preparation for returning to practice,
including attendance on courses /
conferences, personal study and
supernumerary supervised practice
(including Keeping In Touch (KIT)
Days).

Common concerns were skills fade,
knowledge gaps, managing on call
duties and potentially inadequate
supervision.

Figure 3: Did you feel prepared and
supported in your return to practice?

Suggestions to improve the process
included a local return to work course
(64%), updates on departmental
procedural changes (52%), formal return
to practice planning (50%), and formal
pre-absence planning (32%).

Conclusions

We identified a lack of formal return to work planning, concerns about skill
fade and knowledge gaps and a lack of formal support or supervision when
returning to independent practice. We recommend that these deficits should
be addressed.

Moving Forwards

In response to our findings, we have established a range of approaches to
start addressing the AOMRC recommendations :

* GReAT- Glasgow Return to Anaesthesia Team - a WoS faculty of
anaesthetists passionate about supporting the return to work process.

GReAT Meetings — a one-day, RCoA approved workshop, aiming to
refresh knowledge and skills. Following a successful pilot, this will run 3
times per year.

GReAT Departments - a named clinician in 10 out of 13 WoS anaesthetic
departments, responsible for compiling local updates and acting as a point
of contact.

GReAT Support - a WhatsApp peer support group for candidates on the
course.

GReAT Mentoring - 8 of our faculty are AAGBI / RCPSG fully qualified
mentors.

GReAT Training- The WoS School of Anaesthesia support our programme,
and recognise our role as part of a return to work process.

Waest of Scotland Anaesthesia Teaching

GLASGOW RETURNTO
ANAESTHESIA TEAM
(GREAT) MEETING

A local refresher course for anaesthetists who have
spent time away from clinical work

Topics will include:
-perioperative care updates
obstetric anaesthesia
-paediatric ancesthesia
-ICU

looking after yourself
-simulation scenarios

-skill stations (airway, regional, paediatrics)

TEACHING & LEARNING CENTRE, QEUH, GLASGOW
FRIDAY I5TH JUNE 2018

£30 trainees/E50 consultants
6 RCOA CPD points have been applied for

For details, please email h il.com

References

1. Return to practice guidance. AOMRC, June 2017 (http://www.aomrc.org.uk/wp-
content/uploads/2017/06/Return_to_Practice_guidance_2017_Revison_0617-2.pdf)
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Do medical students enjoy and value social learning whilst completing

mock multiple choice question?
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Background

Health Education East of England

» Acommon way in which students revise for written examinations is by « The course was held in February 2018 and all the tutors were current
doing mock multiple choice questions (MCQ). There are numerous Foundation year 1 or 2 doctors.
websites available which offer students the opportunity to practice, *The study day was aimed at final year medical students in preparation for
normally at a premium price and only for an individual account. their end of year exams. 40 students attended the day.

* However, using social learning theory, students may find it beneficial *The day was split into 9 sessions, with cardiology, respiratory, surgery
answering questions in a group context, which allows discussion to and gastroenterology sessions lasting 75 minutes and neurology,
occur and learning from each other. haematology, renal and endocrine sessions lasting 35 minutes.

* Social leaming involves learning through the interaction and «Social learning was encouraged after each question with students
observation of others in a social context.* discussing why they thought certain answers were correct.

* Thus, a one day study session was created to give students the *Pre and post course feedback forms were given to students in order to
opportunity to explore social learning in the context of MCQs. evaluate their thoughts on social learning and the sessions they attended.

1) Outcome of Lectures 2) Overall evaluation of social learning

Table 1: Pre study day thoughts on social learning

Endocrine N

Statement Mean Mode
Score
Renal _ MCQs are an important part of my revision 4.26 5
| have used question banks to revise in large [2.74 2

groups before
| find using question banks are better suited 3.13 3
in group revision

Neurology - N
Haematology - |
Gastroenterology [ EENEE H Lectures

Table 2. Post-study day thoughts of social learning:

: Statement Mean Mode
Respiratory - Saas
| enjoyed learning as a group 3.9 4
| would prefer to do question banks in 3.54 4

Carcilogy -

larger groups now than | did before this
crash course

| find using question banks are better 3.84 5
suited in group revision

0 1 l 3 4 5 b

Average score of Content

» Pre and post study day, students were asked on a scale from 1 to 5
how strongly they agreed with the following statements with 5 being
strongly agreed.

 An unpaired T-test carried out on the pre- and post-day statement
exploring whether question banks were better suited for group revision
demonstrated a statistically significant increase (p=0.0116) in agreement
by 0.71 points (14.2%).

Key points

Social learning provides an excellent and innovative way for medical students to learn from each other whilst doing MCQs. Our results of how the medical
students perceived our course represent a mixed response. Therefore, more opportunities should be given to students to experience this. In addition, more
research is required to assess the benefit of social learning in medical students.

References: 1. Torre, Dario M. et al. Overview of Current Learning Theories for Medical Educators. The American Journal of Medicine , Volume 119, Issue 10, 903 - 907
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Aims and Methods

Failure in examination progression is a common cause of adverse outcome at ARCP. PSU staff
undertook a project to establish relevant factors and identify approaches which may provide
support. This was undertaken using facilitated workshop discussions with involvement of
Senior Deanery Educators,  Training Programme Directors, trainees, an educational
psychologist and the Deanery educationalist.

Results .
Conclusions

* Educators have a key role in identifying

 Educational opportunities
» Workplace experience
» Regional teaching
* Access to peer study groups
* Trainer and trainee service commitments
* Trainer knowledge and examiner experience

Programme those trainees who may require

Factors additional support and in facilitating

effective training opportunities.
Key areas for consideration relate to

differential attainment and trainees with

* Individual motivation, strategy and study skills

» Domestic circumstances, finances, health undiagnosed leaming difficulties
» Demographic influencers (gender, ethnicity,

culture) (dyslexic disorders).
* Specific Learning Difficulty (Dyslexia)

» Medical and Foundation school attended Training programmes need systems to
monitor examination progress.
Examples of Educator-ldentified Trainers should be aware of the
Solutions individual challenges that may apply.

* WhatsApp group for formation of study groups

* Regional teaching adapted to include more preclinical :
o hoter| oot (o Two ongoing work-streams have been

* Use of digital learning spaces: interface with identified:
undergraduate resources

* upstream preventative strategies with the
* Involve trainees who have recently passed

« Identify best educators for preparation of sessions on aim of providing support before
neurophysiology

* Choose recently appointed supervisors challenges arise
downstream bespoke services for those

. . trainees who  have  experienced
* Mentoring for the exit exam

Palliative

examination failure.
Care




Improving the Student Assistantship learning experience: the
students’ perspective

R Shearer
Highland Medical Education Centre, Institute of Education in Medical and Dental Sciences,
University of Aberdeen

Introduction

* The Student Assistantship is a mandatory component of the undergraduate curriculum. Its
aim is to increase medical students’ preparedness for practice.

e The GMC provides guidance as to what must be included but as yet there is no agreement
about the optimal format for the Student Assistantship.

¢ Numerous institutions have published studies within the past few years evaluating their
own student assistantship programme and one systematic review found contextual factors
impact on their effectiveness including personal characteristics of the students,
interpersonal factors (eg team leadership) and cultural or systemic factors.!

“Each medical school must provide:
‘at least one student assistantship during which they
assist a doctor in training with defined duties under
appropriate supervision, and lasting long enough to
enable the medical student to become part of the team.
The student assistantship must help prepare the
student to start working as a foundation doctor and

must include exposure to out-of-hours on-call work’
| Promoting Excellence: standards for medical education and training, /
GMC, 2015 /

Format of the Student Assistantship at Aberdeen Medical School

elective work within those 8 Assistantship where students ‘act

weeks up

aim methods
e The aim of this study was to explore the learning experiences of e Adopting an interpretivist approach, scripted focus groups were used
medical students at the University of Aberdeen to identify positive to explore student learning experiences.

and negative features of the current SA design and hear suggestions * Anonymised transcripts were produced, and descriptive then
for future improvement. thematic data coding was conducted.

results
* Between February and April 2017, 170 final year University of Aberdeen medical students were invited to take part by email and poster invitation. Ten
students accepted. Three focus groups of 3 students, and 1 individual interview, took place.
¢ Each student had undertaken at least two 8 week blocks. These placements covered hospital specialities as well as GP and had taken place in central and
peripheral hospitals.

e Only 1 student out of 10 organised an official Student Assistantship week. One student tried to organise a Student Assistantship week but said this just
never took place due to factors on the ward. The remainder considered their whole 8 week block to be a Student Assistantship so didn’t feel it was
necessary to identify one specific week to ‘act up’.

“It’s the kind of logistics of doing the job that | think doing this kind of
assistantship helps with rather than, | don’t feel like I’'ve learnt much

e ALL student felt the Student Assistantship did increase their preparedness
for practice by allowing situated learning, building confidence in their skills

s . more medicine or surgery in terms of stuff for final written exams...but
and demystifying the job.

in terms of actually being an FY1, and what the role involves, I feel like
it’s been really useful.” (Student 9)

* Analysis revealed many positive aspects about the current model for Student Assistantships along with a number of areas where they felt adjustments
could be made to improve the learning experience:

Clinical environment Student Factors

¢ Length and timing of the Assistantship
¢ Needs to be long enough to allow a familiarity with
the workplace and staff to be built.

¢ Placements later in the academic year were better as
FY1s had settled into their jobs.

e Other commitments
¢ Anything that takes the students away from the ward,

including national tests and teaching, impacts on their

ability to be part of the team.
¢ |dentify a period to ‘act up’ or follow a shift
pattern

e This provided the most positive learning experience,
and those that didn’t do this felt they missed out.

e Acting up due to rota gaps

e Students felt legitimately able to work as an FY1 which
was overwhelmingly positive (if intimidating).

¢ Balance between clinical work and teaching

® Busy clinical areas lead to a deterioration in the quality
of supervision and teaching which the students
understand. Very quiet clinical areas provide good
teaching but poor exposure to cases.

¢ Central and peripheral placements

e Peripheral placements provided more positive learning
experiences as the students very quickly became
familiar with the clinical environment and staff, which
allowed them to become a legitimate member of the
team and feel ‘useful’.

Conclusions
Student Assistantships help students feel prepared for practice. When designing a Student
Assistantship, there should be a focus on getting the student to be familiar with the workplace and
feel like they are a legitimate member of the team. A good induction, minimising commitments away
from the ward and continuity of supervision can all help to improve the student learning experience.

* Proactive students

® Those that put themselves forward to ‘act up’ gained
more from their placements.

e Limitations of being a student

* There are many jobs students can’t do as they require
a qualified doctor (eg prescribing) and this limits the
benefits of the Student Assistantship.

* Being provided with their own logins for computer
programmes such as SciStore enhanced their ability to
do the job.
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The Use of Datix® by Trainees in NHS Lanarkshire: Ensuring
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2Adverse Events, NHS Lanarkshire

Aim

To promote the provision of timely and constructive feedback and support
from Educational & Clinical Supervisors to postgraduate medical trainees
who submit adverse incident reports via the Datix® system.

Background
The use of adverse incident reports as resources to generate learning has

recently featured prominently in both national and international initiatives
to promote patient safety’2. The GMC Promoting Excellence: standards for
medical education and training emphasises the importance of generating
learning both for the individuals directly involved and the wider
organisation in the aftermath of an adverse incident3. We trialled the use of
an electronic feedback request to encourage supervisors to meet with,
discuss and support learning among trainees within NHS Lanarkshire who
have recently submitted a Datix®.

Subtype medid -
E.g. Job Title Associate Medical Director

Biomedical Scientist

Clinical Medical Officer

Medic - Consultant or Specialty Doctor

Was the person injured/harmed? If yes please check the
box to the right of this section

User Defined Section 1 Meadic - Foundation
Add Another Medic - GPST
Additional Information Medic - Specialty Trainee

Medical Laboratory Assistant
Medical Scientist

Fig. 1. Drop down menu for Job Title included
on online Datix® submission form

Methods

A drop down menu was added to the online Datix® submission form to
allow postgraduate medical trainees to identify themselves (Fig.1). Datix®
submission by a trainee triggered an email alert to the Department of
Medical Education. Staff then forwarded a standardised email to the
trainee’s Educational/Clinical Supervisor. This email prompted the
supervisor to meet with the trainee to provide constructive feedback and
support learning. Supervisors were asked to reply via email, commenting
specifically upon whether they had met with the trainee and provided
feedback. This process was subsequently streamlined by creating an online
questionnaire, which was sent to those supervisors who had not replied to
the initial email. This questionnaire contained a number of additional
questions regarding the nature of the feedback provided and the
departmental response to the adverse incident. No change was made to the
normal clinical governance processes for addressing incidents

Chart 1. Incidents by Severity

® No Harm

Minor/Moderate
Harm

M Significant
Harm/Death

Results/Discussion

113 Datix® submissions by trainees medics across three acute hospitals and
mental health services in NHS Lanarkshire over a 12 month period from 15t
March 2017 to 28t February 2018 were included. This represents just 1% of
Datix® reports over this period. This indicates an underuse of incident
reporting systems by trainees within NHS Lanarkshire, which correlates with
findings elsewhere®. Clinical incidents reported by trainees predominantly
resulted in no patient harm (Chart 1) and spanned a wide range of different
categories (Graph 1).

References

1Royal College of Physicians (2017). Supporting Junior Doctors in Safe Prescribing. Available at: https://www.rcplondon.ac.uk/projects/outputs/supporting-junior-doctors-safe-prescribing

(Accessed April 2018)

Graph 1. Top 5 Incident Categories
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The cumulative response rate to feedback emails and online questionnaire
was 54% (61). Key findings include the fact that only 30% (18) of supervisors
reported being aware of the Datix® submission prior to receiving our email.
Nevertheless, 52% (32) were able to meet with their trainee to provide
feedback before replying to our email. 13%(8) considered the Datix ® incident
to yield learning personal to their trainee (i.e. addressing an individual lack of
knowledge), while 38% (23) considered it to generate learning external to the
trainee but relevant to their needs (e.g. addressing issues related to
healthcare systems or patient safety) (Graph 2).

Graph2. Supervisor Feedback Responses

35
30
25
20 | mYes
15 H No
10 Unclear
5
Were you Have you Did the Datix Did the Datix
aware of the met with the  generate generate
Datix prior to  trainee to learning learning
receiving this provide personal to  external to
email? feedback? the trainee? the trainee?

28% (17) of respondents answered additional questions in the online
questionnaire. Of these, 35% reported that feedback included the completion
of an ePortfolio assessment. 24% reported that the incident had prompted
other changes, for example to induction material. However, the majority
(59%) reported that there had been no departmental response to the Datix ®.

Conclusion

This project raises a number of significant conclusions. Firstly, it highlights
underuse of the Datix® incident reporting system by postgraduate medical
trainees. Moreover, it illustrates that the relatively simple change to the
Datix® system of including a field for job title of reporter can ensure that
incidents reported by trainees are brought to the attention of their
Educational/Clinical Supervisors. In addition, it suggests that, once aware of
an incident, the majority of supervisors are able to meet to provide timely
and constructive feedback to trainees. Moving forward, we will continue to
develop an online tool to automatically prompt supervisors within NHS
Lanarkshire to meet with trainees following adverse incident reporting and
subsequently re-audit the provision of feedback to trainees. Furthermore,
given the almost universal use of the Datix® system across NHS Scotland, we
anticipate that this method of promoting timely feedback and relevant
learning from adverse incidents could be adopted by other health boards.

medical
EDUCATION

2World Alliance for Patient Safety (2005). WHO draft guidelines for adverse event reporting and learning systems: from information to action. Geneva: Available at:
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Hospital at Night (HAN) /

Our experiences in improving training through
establishing a HAN Team, developing supporting

infrastructure and regional training
Fiona Osborne, Martin Lister, Sonia Joseph
Royal Hospital for Sick Children (RHSC), Edinburgh, UK

Background: The decision to establish a HAN team was taken following review of the medical
cover and team functioning of a 130 bedded quaternary paediatric hospital.

Problems:

* Inadequate facilities and a lack of effective team working was leading to workload
imbalances and poor staff morale

* A weak escalation policy and poor inter and intradisciplinary communication was leading
to inappropriate escalation of deteriorating patients and rising patient safety concern

Aim: - To set up a Hospital At Night (HAN) team and provide the facilities for effective working
- To improve communication within the HAN team and completed handovers on time
- To providing training on best night shift working practices

Methods:
- MDT working group set up: paediatric consultant + registrar, nurse manager + co-ordinator
- Brainstormed the issues with the wider teams and met with other HAN teams

- Eight audits and a ‘time in motion’ studies identifying specific issues to be addressed

Results:
- A multidisciplinary HAN team was established NUFS:c?g
- Funding obtained for specifically adapted ‘HAN ' Sta
Room’: increased space, IT capacity, a smart board, Funding Facilities
projector, lockers and catering facilities to be used '
for handovers, administrative work and breaks. MDT
- Improved escalation policy for deteriorating Managers — Working — Medical
patients implementing in conjunction with an Group Staff
innovative nurse simulation training
[

- Interruptions to handover stopped and 95% of the Education Communication
handovers were completed on time —

urgica
- Education on best night shift working practices Stiff
were disseminated through posters and regional
training

Conclusion: Collaborative multidisciplinary working has enabled a new team infrastructure,
positive working culture, improved service efficiencies and enabled innovative teaching
programmes for nursing and medical teams within our hospital, with the single goal of safe
patient care out of hours.

Contact: Fiona.Osborne@nhslothian.scot.nhs.uk



Improved ‘patient ownership’ and /
empowering trainees to develop an

education working environment

Martin Lister, Fiona Osborne, Sonia Joseph

Royal Hospital for Sick Children, Edinburgh, UK

Audit of our unit workload identified our team had ineffective
communication, poor ‘patient ownership’ and multiple inefficiencies. A quality
improvement project was established to address these challenges.

- Improve handovers, job allocation and patient ‘ownership’
- Release time for patient care and workplace-based training opportunities

- Brainstormed ideas identifying key themes and targets for intervention

- Rolling series of interventions with frequent review and discussion (12 PDSA cycles)
- Final model agreed with consultant body and senior management

- Qutcomes: Length of handover and post-implementation survey.

Junior-Led
-OQ Handover o
.@ %
%
(4
Q S
9) %
“Robin’s . Team-
Pause” PDSA based task
cycles allocation
X &
o o,
Ds,, X2
/4 . ‘&Q
<

(/0
l{!f Clarifying
standards

‘Robin’s Pause: Active pause at the end of handover to ask
questions or discuss service, educational or staffing issues

Quotes from qualitative survey:

- Reduction in the length of the post-ward
round handover: 94 to 35 minutes

- Qualitative Survey results: See table

- Handover changed from: consultant-led
to junior-led with consultant supervision

- The focus of handover shifted from
service provision to a training opportunity

Intervention Agree or
Strongly Agree

Junior-led handover is an 100%
improvement

Handover is more efficient 64%

Job allocation improved 93%

Improved patient 86%
‘ownership’

‘Robin’s pause’ beneficial 93%

‘Helps us to feel more involved in the team’ ‘I think this [handover] is an important learning opportunity’
‘Has made the roles of different team members clearer’ ‘More direction, more autonomy, more ownership’

Empowering junior members of the team to hand over patients and utilising
‘mini-teams’ has improved patient ownership. Improved management of handovers has
released time to discuss patient cases and highlight key learning points for trainees.

Contact: martin.lister@nhs.net



Introduction of a structured medical
handover to the Emergency Department

Dr Anthony Kinsey- Clinical Fellow Emergency Medicine
Dr Fiona Burton- Consultant Emergency Medicine, Hairmyres Hospital
Mohammad Goodarzi- 5t Year Medical Student, UoG

What was the problem?

Communication errors are found to be the
root cause in 70% of adverse events? .
Poor communication at handover can
cause breakdown in the continuity of care
and potential harm to patients? .

It was this potential safety risk and lack of
departmental communication that
prompted the need for change in
Hairmyres Emergency Department (ED).

We have recently introduced a structured
medical handover which was developed
through a Quality Improvement Project .
Prior to this Hairmyres ED had no formal
medical handover in place and no time in
the day when all clinicians gathered.

Teaching and learning for all has always
been strongly valued within Hairmyres
ED. In keeping with this, we felt that the
new handover could provide an
opportunity for group learning.

Gathering Information

Before introducing the handover, we
sought to engage with all key
stakeholders. We wanted to ensure that
the handover reflected what everyone
wanted. We undertook a paper exercise
asking all clinical staff- “what does a good
medical handover look like?”

A Standard Operating Procedure (SOP)
was created reflecting staff feedback.

The structure of the handover can be
seen in figure 1.

DESIRE FOR
EDUCATION

All grades of staff expressed a desire for
educational component. Thus the
“Teaching Pearl of the Day” was given
maximal importance.

This was reflected in it being placed at
the start of each meeting and its inclusion
in the list of “must happen” on the SOP.

The task of having a “Teaching Pearl of
the Day” was given to the Consultant on
the 0800-1600 shift. The type of things
discussed were- learning points from a
recent case in the ED, an interesting
practical fact from recent journal reading
or conference attendance.

Change

We piloted the new structured medical
handover over a five day period: Monday-
Friday.

It took place at 4pm in the ED seminar
room. It was felt important that the
handover took “place off the shop floor”
allowing for a quiet environment where all
could concentrate and patrticipate.

The handover was a success. 84% if
participants agreed or strongly agreed that
it was useful. It was so well received that it
continued as standard practice without
prompting or persuasion.

We feel one of the key reasons for this
success was listening to what the
clinicians in the department wanted from a
handover. In doing we created buy in from
the department and there was no enforced
change.

What next?

The introduction of a structured medical

handover to our ED has been a success. We

plan to introduce it at the weekends too.

Our department is safer and communicates
better as a result, education has remained
an integral part of the handover.

Learning from our
experience

Our project has been a success.

We feel one of the key reasons for this
success was listening to what the
clinicians in the department wanted
from a handover. In doing we created
buy in from the department and there
was no enforced change.

The “Teaching Pearl of the Day” was
become an integral part of the
handover. All clinicians are now
encouraged to participate and share
their recent learning or experience.

The department is safer and an
environment of group teaching is being
established due to the introduction of a
structured medical handover.

References
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Hairmyres Medical ED Handover

Education

* Teaching pearl of the day

* Discussed with
* Diagnosis
* Disposal

Run through all patients in Majors & appropriate
Minors - Tweet the handover - 3D’s

* Reallocate clinician if required
* Qutstanding tasks assigned

Patient Safety

Are there any patient safety issues?

Organisational
* Staffing & Allocations
* Bed Status

Clinical Admin
* Deaths
* Child Protection




A Research Support Programme for
Higher Speciality Trainees in Psychiatry
— Use of a Speed Dating Method

NHS
N, et

Greater Glasgow
and Clyde

Dr Erica Packard?, Dr Wai Lan Imrie?, Dr lain D. Smith 8
1 Glasgow City HSCP, Commonwealth House, 32 Albion Street, Glasgow G1 1LH, 2 Brand St Resource Centre and Leverndale

Hospital,150 Brand Street, G51 1DH, 3 Kershaw Unit, Gartnavel Royal Hospital, Glasgow G12 0XH

Introduction

Higher Specialty Trainees (HSTs) in psychiatry from ST4 onwards are allocated 1
session per week to research. Publications reviewing the research activity of
psychiatry higher trainees and the effectiveness of having a protected research day
have highlighted challenges - ring-fencing research time, getting started with a project
and generating a publication (Petrie et al, 2003; Vassilas and Brown, 2005, and Okolo
and Ogundipe, 2006). It is expected that the trainees will be able to evaluate clinical
research literature if they have conducted research.

A survey sent to West of Scotland HSTs in 2011 reviewed how research active HSTs
currently were, 26 HSTs completed this survey. The majority of those that completed
the survey were ST5 or ST6, 60% confirmed that they were interested in research and
81% confirmed that they would get involved in on-going research active projects.

We have employed a structured research support approach to ensure that all higher
trainees are attached to an active research programme at the start of ST4.

Aim
The implementation of this research training programme is to ensure that all HSTs
have equal access to research opportunities within NHS Greater Glasgow and Clyde.

The hope is that trainees will develop skills and confidence in research and go on to
produce research projects of their own in future

This programme focuses on clinical research and doe not include, audit, service
development and evaluation.

Method

A research support programme was introduced in NHS Greater Glasgow and Clyde in
August 2017, this was made available to HSTs training in the West of Scotland

This consisted of Introduction to Good Clinical Practice (GCP, mandatory for those
who are supporting clinical trials), Research Speed Dating (matching higher trainees
with researchers), and research workshops. This approach ensured that trainees are
involved with well-designed research as well as receiving high quality training.

T 3\ T o]
M
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The Research Speed Dating session is a novel approach which we piloted for HSTs
to align them with research projects, a total of 11 STs attended this session.

Clinical researchers with active projects or projects due to start in 1-2 months were
invited to participate in the speed dating session. Each researcher delivered a 5
minute presentation of their research and HSTs were provided the opportunity to
discuss the research and their interests with each researcher and then rotate to the
next. Scoring sheets were provided to each HST and researcher, allowing the HST to
select their top three research choices. Researchers were also able to grade their
preferred candidate in case there was a particular research area that was over-
subscribed.

HSTs were then matched to a researcher. Most trainees were allocated first choice.
Further training sessions

HSTs were also invited to attend GCP training and a full day of research workshops:
Thinking like a researcher — How to ask the right questions and Protocol Writing
Workshop. GCP training is a course which is offered throughout Scotland by local
education and training service in clinical research facilities. The research workshops
were delivered by an external speaker facilitated by Glasgow Clinical Research
Facility education and training service.

Feedback questionnaires were handed to the HSTs to complete.

Results

HSTs were allocated to actively recruiting projects which were led by academic or
pharmaceutical organisations, thus allowing a diverse research experience and best
research practice training.

Feedback gquestionnaires were circulated to the HSTs and all rated the training
sessions highly. Those who were further on in their training (ST6) expressed that they
wished this support had been available when they started in ST4.

Return rate for completed questionnaires from each training session varied.

90% of evaluation forms were completed for the GCP training (total of 21 attendees)
and the training was positively received.

GCP evaluation

Atotal of 11 HSTs attended the pilot Research Speed Dating Session. 6 feedback
forms were returned all providing positive feedback.

Research Speed Dating Evaluation

Event wassupportive of T being invlved nresearch
 trongly Agree
magree

Objectves of the sssion were achieved

Researchers presenttions wer easyto follow

ncouraged

17 HSTs attended the Thinking like a researcher — How to ask the right questions
workshop and 15 HSTs attended the Protocol Writing Workshop, however only 3
completed forms were returned — all rated the workshops as excellent. Time will be
allocated at the end of future workshops to ensure that forms are completed.

The formal written feedback through the evaluation forms and informal verbal
feedback from the STs has been very positive. HSTs who do not have a current
placement in NHS Greater Glasgow and Clyde found this support particularly useful.
One ST had indicated that they had a project already identified however it was
informative to attend the Research Speed Dating Session as this provided oversight of
all the research activity in the Health Board.

The HSTs continue to develop links with other researchers within NHS Greater
Glasgow and Clyde and have an increased awareness of the research infrastructure
available. We will continue to monitor productivity and involvement in research
throughout HST training and repeat this programme for this years’ ST4 intake

Conclusion

This programme ensures that HSTs are receiving appropriate research support as well
as deliver research training which is essential for those who are interested in pursuing
research in the NHS outside the traditional academic setting.

The current view is that research should be embedded in the NHS rather than
considered as an ‘after thought’ and such research support and training ensures that
HSTs have exposure to research before moving on to consultant roles where there will
be opportunities to have research sessions included in their job plans.

We will continue the research programme with the new intake of HSTs and monitor the
current intake’s continued involvement in research throughout their training
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DAY ONE CHECKLIST

Use POD system. What are the three different types of PODS available for?

Be observed taking bloods and put in Venflon (NB. Not from a patient with a BBV)

Use Student Paperclip to indicate that you are seeing a patient

Every time you see a patient independently attach your paperclip to the patient notes to indicate that
the patient has been reviewed by a student.

Take a history, examine, formulate a management plan & present a patient who has not yet been as-
sessed by a doctor

Push a patient to X-ray

Find ground floor CT

Find transfer bags

Find training room (& learn door code)

Download iResus App onto smart phone (if you have one)

Use blood gas analyser

Watch a nurse take a handover from a paramedic

Do an ECG & learn how to record patient details on the ECG machine

Learn what you can and can’t put in the macerator (found in the sluice)

Learn what you can and can’t put in a sharps bin
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Introduction
The induction to a new work place is an essential tool to improve coping of new staff and increase patient safety. It is therefore crucial that all relevant
information is covered and the contents are conveyed in a memorable and educational way.
The redesign of the induction was trainee led and has been accompanied by continued quality improvement.

Methods

A questionnaire was used to assess the previous induction. This highlighted that the current induction was insufficient and essential information was
not being covered. An induction improvement team was created and the induction redesigned. Since then we are gaining feedback immediately after
the induction and delayed feedback at the end of the staff’s rotation to ensure continued cover of relevant information and maintenance of the
quality of induction.

Results
Key topics were identified via the initial questionnaire. It was decided that interactive sessions in workshop and simulation format would be the
preferred means of teaching, to ensure participation and interaction, thus enabling increased learning outcomes.
Workshops were designed, scenarios written and thoroughly documented to ensure continuous high quality teaching despite changing of the
personnel providing induction.
New induction handbooks were written for medical and surgical paediatrics.
The new induction consists of 2 simulations of BLS and sepsis 6 scenarios and 7 workshops for medication prescription, fluid prescription, neutropenic
sepsis, blood letting and cannulation, essentials, observation charts and other records and escalation. The workshops consist of a short presentation
with discussion afterwards (sleep), demonstrations with discussion afterwards (escalation, PEWS, essentials), demonstrations and opportunities to
practice (blood letting and cannulation) and a short demonstration with individual and group work afterwards (neutropenic sepsis, fluid prescription,
prescription and analgesia). It furthermore contains a provided lunch and a hospital tour.
This induction has run four times now and the participants persistently rate the workshops and simulations as good to outstanding.

Time ____Session ________Typeof session
09:00-09:15 Welcome Video, Speech Workshob slots Type of workshops
. . LVOrKsnop siots Jype ol workshops

09:15-09:45 Escalation scenario Workshop 10:30-12:00 Workshops 1) BLS (45min)
09:45-10:00 Sleep Workshop 2) Neutropenic sepsis (22min)
10:00-10:15 SurgicalhHandover Speech 3) PEWS charts (22 min)

10:30-12:00 Workshops Various : ;

12:00-12:45 Tour through hospital Walk 13:30-14:50 Workshops 1) Essentials (20mins)

12:45-13:30 Lunch 2) Fluid prescription (20mins)

13:30-14:50 Workshops Various 3) Prescription and analgesia (40 mins)

15:00-16:30  Workshops Various 15:10-16:30  Workshops 1) Sepsis 6 (40min)

16:40-17:00 Over to you Q&A 2) Blood letting and cannulation (40mins)
Quiz Quiz Figure 2: Workshop schedule

Figure 1: Induction time table
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Figure 4: Excerpt from prescription and analgesia workshop manual Figure 3: Excerpt from neutropenic sepsis workshop manual
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Figure 5: Feedback from participants of |nduct|on
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Conclusion

We feel that with the incorporation of simulation and interactive workshops we have found a novel and effective way of teaching new members of
staff essential information about paediatrics and our children hospital in a multidisciplinary way.




