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Learning Objectives
By the end of this session, participants will be able to:

· Define a teaching moment

· Use bedside teaching, side-by-side teaching, and case presentations as teaching strategies

[image: image2.wmf] Handouts
· Handout 5.1: Five Steps of Bedside Teaching

· Handout 5.2: Demonstration of Bedside Teaching Approach

· Handout 5.3: A Patient-Centered Approach to Bedside Teaching

· Handout 5.4: : Six Steps for Creating an Effective Case Study

Key Points
· Teaching moments are opportunities to improve clinical skills of a health care worker, can take place in a variety of settings, and mentors should maximize the number of teaching moments at a site visit.

· Bedside and side-by-side teaching reinforce classroom learning, and allow the mentor to model clinical technique, as well as attitudes and behaviors.

· Case studies are an effective tool for clinical teaching.

Training Material
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	[image: image4.jpg]Learning Objectives

By the end of this session, participants will
be able to:

® Define a teaching moment

® Use bedside teaching, side-by-side
teaching, and case presentations as
teaching strategies
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	[image: image5.jpg]Teaching Moment

® An opportunity to share a piece of information,
demonstrate a technique, or expand on the
implications of a clinical observation

Examples:

= Demonstration of a physical exam

= Allowing mentee to feelthear/observe something abnormal
upon patient examination that you, as mentor, have
experienced

= Ask a mentee to stage the patient according to WHO stages
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	· Teaching moments may involve reminding the health care worker about important side effects to monitor with antiretroviral therapy (ART); it might involve reviewing effective communication skills in a counseling session; or it might involve supporting and motivating the health care worker to build his/her confidence. 
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	[image: image6.jpg]Clinical Teaching Moments:
Taking Advantage

Mentors should seize
every opportunity that
they can to teach
mentees how to deliver
the highest quality HIV
care services.
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	[image: image7.jpg]Clinical Teaching Moments:
Missed Opportunities

® Mentor notes mistakes but does not
communicate about them to the health care
worker (HCW).

® Mentor informs an HCW that errors are being
made, but does not provide effective teaching
to correct the error.

® Mentor is impatient/unapproachable so that
HCW is scared to ask questions regarding
his/her work performance.
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	Unfortunately, there are times when mentors don’t allow staff to take full advantage of their presence in the clinic.
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	[image: image8.jpg]When and Where Do
Teaching Moments Occur?

® |n a variety of settings:

= ART clinics, inpatient medical wards, labor and
delivery wards, sessions on voluntary counseling
and testing, etc.

= Anytime:
= While a patient is present in the room

= Following a client visit

= Planned for the future
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	One way to identify opportunities for teaching moments is to think of where and when they might occur:

· Can be done while a patient is in the room

· Can be done after a patient visit, e.g., in the hallway while waiting for the next patient, or when you’re both on a tea break

· Can be planned for in the future, e.g., identify a learning need and schedule a date to give a lecture or lunchtime informational session 
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	[image: image9.jpg]Content of a Teaching Moment

Can be about any aspect of service provision
within the clinical setting:

® Methodology or process of a counseling session or
procedure

® Background on disease pathophysiology
® Patient rapport/interpersonal communication patterns
® Building confidence

® Strategies for maintaining patient confidentiality within
the clinic setting

® Suggesting appropriate treatment options
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	[image: image10.jpg]Three Basic Learning Styles

® Visual: Learning through watching,
observing, and reading

= Demonstrations, visual examples

® Auditory: Learning through listening
= Case discussions, lectures

® Kinesthetic: Learning through doing,
practicing, and touching

= Role plays, practice techniques (e.g., blood draws)
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	This slide should be familiar from the last session, but is presented here again as a reminder.

· Once you’ve identified a teaching moment and know what you would like to convey to the health care worker, you should think of how you will teach. Each learning style has associated teaching methods. 

· As much as possible, teach in ways that engage multiple learning styles at any given time. The more methods you can incorporate into your teaching moments, the more likely it is you will cover material in a way that the mentee can grasp effectively.
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	[image: image11.jpg]Teaching Techniques: TALK

" Think aloud

= To highlight the process of expert reasoning
" Activate the mentee

= Promote mentee’s initiative and autonomy
" Listen smart

= Efficiently assess validity of mentee’s
presentation

" Keep it simple

= Model concise communication and rule-based
decision making
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	Mentors should not only be teachers, but should “talk the talk and walk the walk”—that is, they should lead by example when interacting with and teaching mentees. The following two slides give specific techniques for teaching mentees effectively.

Think aloud: A mentor should make his/her own clinical reasoning transparent. This might involve:

· Explaining the thought process that leads to a diagnosis.
· Verbalizing the treatment options for a challenging case.
· Explaining why a particular course of action is chosen.
Activate the mentee:

· Mentors must encourage mentees to be motivated to connect their needs with patients’ needs. 
· Therefore, an adaptable, collaborative approach to clinical teaching is most effective—mentor must know when to stand back or jump in, while still giving enough freedom to the mentee to grow without hurting themselves or patients. 
Listen smart:

· It is important for the mentor to efficiently assess the mentee’s acquisition, synthesis, and presentation of clinical data, even if the mentor does not have previous knowledge about the patient.

Source: Reilly B. Viewpoint: Inconvenient truths about effective clinical teaching. Lancet. 2007. 370:705-711.
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® Work as a hands-on role model

= Model the physical experience of treating patients
® Adapt to uncertainty

= Embrace it as a valuable learning opportunity

® Link learning to caring

= Demonstrate responsibility and empathy for each
patient, and expect mentees to do the same

® Kindle kindness

= Establish generosity as the standard for each
clinical interaction
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	· Work as a hands-on role model:

· Show the clinical utility of physical examination, the therapeutic value of touching, and the diverse benefits of bedside care

· Adapt to uncertainty with enthusiasm:

· Uncertainty is always going to be a part of clinical practice. A mentor must be able to change his/her mind, admit mistakes, etc.

· Link learning to caring:

· It is important to practice patient-centered teaching (the next slide elaborates on this).

Source: Reilly B. Viewpoint: Inconvenient truths about effective clinical teaching. Lancet. 2007. 370:705-711.
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	[image: image13.jpg]Patient-Centered Teaching

Patient-centered teaching = Teac

Vs,

patient’s problems

hing what

needs to be taught, for sake of patient

Teacher-centered teaching = Teaching what
one knows, even if it does not address the

® Treating the disease vs. treating the illness—

effective teachers do not prioritize

(what the patient has), but instead
(what the patient feels)
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	[image: image14.jpg]Mentoring Strategies

® Bedside teaching
" Side-by-side mentoring

® Case Presentations
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	[image: image15.jpg]Bedside Teaching (1)

® Defined as teaching and reinforcing skills
at patient’s bedside:

= A common approach in medical education
= Reinforces classroom learning

= Allows mentor to model important clinical skills,
attitudes, and communication in the context of
patient care, as well as observe mentee’s skills

® Strengths and weaknesses of mentees
become very clear at the bedside
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	· While bedside teaching implies an inpatient setting, it can easily be adapted for use in a clinic/outpatient setting. 

· Bedside teaching is an important part of the process of adult learning, as it reinforces classroom learning.

· Strengths and weaknesses of mentees become clear at the bedside, because mentors can watch mentees interact with patients. Mentors can experience what mentees do and how they act with patients firsthand, in a way that cannot happen outside of a patient encounter.

*Source: http://www.oucom.ohiou.edu/fd/monographs/bedside.htm
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	[image: image16.jpg]Bedside Teaching (2)

Before meeting with the patient:

Mentor and mentee should discuss the
purpose and structure of the session:

= |dentify appropriate patients
= Set goals for the session
= Agree on roles and expectations

= Discuss expected time frame
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	· Identify appropriate patients: Appropriate patients will be capable of interacting with mentor and mentee, or will have family members present that can interact with them (if possible).

· It is often helpful to arrange session with patient ahead of time.

· Set goals: What does the mentee wish to learn or practice?

· Agree on roles and expectations: Who will make introductions? Who will take the lead on each aspect of the visit?

· Time frame: This is especially important if there is a tight schedule, or mentor and mentee are seeing multiple patients.
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	[image: image17.jpg]Bedside Teaching (3)

Five steps:

1. Get a commitment

Probe for supporting evidence

Reinforce what was done well

Give guidance about errors and omissions

a A 0N

Summarize encounter with a general
principle
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	See Handout 5.1 and review it as a large group.

Before going through the five steps, the patient should be oriented to everyone in the room and explained the purpose of the session. The mentee should then present the case, without reading from the chart and without interruption from the mentor.
Following that, the five steps of clinical teaching should be employed:
· Get a commitment. The mentor asks the mentee to articulate their diagnosis or plan for treatment based upon the patient history and symptoms they have just identified. Asking the mentee to commit to a diagnosis or plan will increase the impact of the teaching session by providing a solid point from which to work.

· Probe for supporting evidence. Ask the mentee to explain how they reached their conclusion. Listening to their reasoning will help you respond appropriately to their knowledge level.

· Reinforce what was done well. Offer specific feedback rather than a general statement such as, “Good diagnosis.” Giving specific comments will provide the mentee with tools to use in similar situations in the future. 

· Give guidance for errors and omissions. As when offering positive feedback, any corrections should be specific. Care should also be taken to make sure the feedback is constructive and includes specific plans for improvement.

· Summarize the encounter with a general principle. Choose one or two general principles that arose from this encounter to become the “take-home message.” Summarizing the encounter in this way will help the mentee apply the lessons learned to other situations. 
· These steps can be performed in order, or mixed and matched according to the situation.


[image: image18.wmf] Handout 5.1: Five Steps of Bedside Teaching

Step One: Get a Commitment

This pushes the mentee to move beyond his/her level of comfort and makes the teaching encounter more active and more personal. It also shows respect for the learner and fosters an adult learning style. A main goal of getting the learner to commit is to reveal their reasoning, not just to get more information about the case.

Questions to ask:

· “What other diagnoses would you consider in this setting?”

· “What laboratory tests do you think we should get?”

· “How do you think we should treat this patient?”

· “Do you think this patient needs to be hospitalized?”

· “Based on the history you obtained, what parts of the physical should we focus on?”

Step Two: Probe for Supporting Evidence

It is important to determine that there is an adequate basis for the answer, and to encourage an appropriate reasoning process. Instead of giving a right or wrong response to the commitment the learner has made, ask more questions:

· “What factors in the history and physical support your diagnosis?”

· “Why would you choose that particular medication?”

· “Why do you feel this patient should be hospitalized?”

· “Why do you feel it is important to do that part of the physical in this situation?”

Step Three: Reinforce What Was Done Well

The simple statement, “That was a good presentation,” is not sufficient. Comments should include specific behaviors that demonstrated knowledge, skills, or attitudes valued by the mentor.

· Your diagnosis of “probable pneumonia” was well supported by your history and physical. You clearly integrated the patient’s history and your physical findings in making that assessment.”

· “Your presentation was well-organized. You had the chief complaint followed by a detailed history of present illness. You included appropriate additional medical history and medications and finished with a focused physical exam.”

Step Four: Give Guidance about Errors and Omissions

The main idea here is to identify an opportunity for behavior change and provide an alternative strategy. Instead of using extreme terms such as “bad” or “poor,” expressions such as “not best” or “it is preferred” may carry less of a negative value judgment while getting the point across. Comments should also be as specific as possible to the situation, identifying specific behaviors that could be improved upon in the future.

· “In your presentation, you mentioned a temperature in your history but did not tell me the vital signs when you began your physical exam. Following standard patterns in your presentations and notes will help avoid omissions and will improve your communication of medical information.”

· “I agree, at some point, complete pulmonary function testing may be helpful, but right now the patient is acutely ill. The results may not reflect her baseline and may be very difficult for her. We could glean some important information with just a peak flow and a pulse oximeter.”

Step Five: Teach a General Principle

One of the more challenging—but essential—tasks of this model is for the learner to take information and accurately generalize it to other situations. The teaching principle does not need to be a medical fact, but can be about strategies or procedures. While there is generally not time to have a major teaching session, one or two statements can make a big impact.
· “Deciding whether someone needs to be treated in the hospital for pneumonia is challenging. Fortunately there are some criteria that have been tested which help.”

· “In looking for information on what antibiotics to choose for a disease. I have found it more useful to use an up-to-date handbook than a textbook, which may be several years out of date.”

Step Six: Conclusion

Time management in clinical teaching is essential. The conclusion defines the end of the teaching interaction and the role of the learner in the next events. 
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	[image: image19.jpg]Demonstration:
Bedside Teaching Approach
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	See Handout 5.2 for the script.
Ask for two volunteers to be the mentor and the mentee. 

Ask the volunteers to present the scene in front of the group. 

Debrief the demonstration by discussing:

· What did you think about this approach?

· Is this an approach you could adopt in your mentoring?

· Other reactions?


[image: image20.wmf] Handout 5.2: Demonstration of Bedside Teaching Approach

Let us look at a sample presentation in order to help illustrate the steps of the bedside teaching model and their application in a practical setting.

Mentoring scenario:

	You have recently started to work with a physician mentee in an ART clinic. The mentee has just finished seeing a patient and is presenting to you in an empty exam room while the patient waits in a different exam room.

Mentee: “I just saw Mary Shilonga who is a 27-year-old woman who came in today with a complaint of cough and shortness of breath. This is her initial visit to this facility. She was diagnosed as HIV-positive 3 weeks ago at the health center near her village. A CD4 test was done at the clinic and came back as 48 cells/mL.
“She reports feeling ‘tired and unwell on and off for several months’ now. Mary reports losing at least 5–10 kilos over the past 6 months. She was feeling a little better last month. But 3 weeks ago, she thought she was coming down with a cold and then developed her current symptoms of cough and shortness of breath. 
“Over the past 3 weeks, she reports feeling chills, and thinks she has been having fevers on and off. She experiences shortness of breath when she tries to do activities around the house like cooking or cleaning or when she has to walk to the store to do shopping. She has not had any associated chest pain, except when she coughs. She has trouble sleeping at night sometimes due to the cough. 
“Mary has three children that live at home with her; she became tearful when she started talking about her family. Her husband left the house 2 weeks ago when he found out that she was HIV-positive. 
 “Mary is currently not taking any prescription medications for her symptoms or any other chronic conditions. She said that her local traditional healer advised that she drink a specific herbal tea to help with her symptoms. As far as the patient can recall, she has no allergies to medications. She denies use of alcohol or drugs.

“I noted on physical exam that Mary is a thin, uncomfortable-appearing woman who is without respiratory distress at rest. Her temperature is 38.5ºC, blood pressure 110/60, heart rate 88, and respiratory rate 18. Her HEENT exam is within normal limits; no sign of oral thrush/lesions/ulcers. Her neck is supple; no signs of generalized lymphadenopathy. Her lung exam reveals faint scattered bilateral crackles. She has no nasal flaring, wheezes, or intercostal retractions. Her neurological, cardiovascular, and abdominal exams are normal. Skin exam is notable for excoriated nodules scattered over arms, legs, and trunk.” 
The mentee pauses here and waits for your response.


Step One: Get a Commitment
 Questions that you pose as the mentor:

	Your questions: “Based on this information, what would be your priority tasks to follow-up with this patient today?”
Mentee’s reply: “I am mostly concerned that Mary might have a respiratory infection and that I will need to start ART for her today.”
Your reply: “Okay, what specific infections are you worried about at this juncture?”
Mentee’s reply: “Mary could potentially have an opportunistic infection [OIs], such as PCP, pulmonary TB or bacterial pneumonia.”


Step Two: Probe for Supporting Evidence 

	Your reply: “What elements of your history and physical support these differential diagnoses?”
Mentee: “I am suspicious of PCP pneumonia/TB/bacterial pneumonia because of her history of fever, cough, and progressive shortness of breath, especially given her low CD4 count. Also, she is febrile today and had scattered crackles throughout her lung fields.


Step Three: Reinforce What Was Done Well
	Your feedback: “Good job. You gave a thorough presentation of this patient visit. I am glad that you are prioritizing Mary’s risks for acquiring OIs given her immune status. The potential diagnoses that you gave were absolutely appropriate. We will definitely want to start talking about ART with Mary. However, we’ll see if we can get this current infection treated first.”


Step Four: Give Guidance about Errors and Omissions
	Your feedback: “One thing that might help us with narrowing Mary’s diagnosis is to obtain more information about her cough. You did not mention whether or not Mary has any sputum associated with her cough. Make sure you always note whether patients are expectorating sputum when patients present with the symptom of a cough. So you’ll want to enquire about whether Mary has had any blood-tinged or other colored-sputum. Also, it is important to enquire if she’s had a history of TB, or if anyone in her family has had a recent history of TB, especially given her HIV status.”


Step Five: Teach a General Principle
	Your input: “Remember, that in general, opportunistic infections need to be treated or stabilized before starting HIV patients on ART. This helps to avoid dangerous drug-drug interactions between OI treatment regimens and ART regimens. This also helps to prevent patients from being overwhelmed with taking too many medications at once. Adherence to ART by itself is challenging enough.”


Step Six: Conclusion
	Your input: “Let’s go back in the room and talk with Mary. You can enquire about the history questions I mentioned. And then we can talk about running additional tests to help determine Mary’s condition and discuss her treatment options for today. Since she was diagnosed with HIV so recently let’s also make sure we spend time answering questions that she may have regarding her condition.”
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	[image: image21.jpg]Bedside Teaching (5)

After consultation:

® Review and summarize key points.

" Solicit questions from mentee, and discuss
any identified problems.

= Offer specific positive and constructive
feedback.

® Agree on an area of improvement and
formulate a plan for how to improve.
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	· After the patient encounter, there should be a debrief session and time for questions and future planning, if possible.

· Refer to Handout 5.3 for more information on the patient-centered approach to bedside teaching.



[image: image22.wmf] Handout 5.3: A Patient-Centered Approach to Bedside Teaching
Adapted from: Linda M. Roth, Ph.D., David L. Gaspar, M.D., John Porcelli, Ph.D., Department of Family Medicine, Wayne State University
	DIAGNOSE PATIENT AND LEARNER

	Step
	Task
	Purpose
	Cue
	Action
	Do
	Don’t

	1
	Get a commitment.
	Gives learner responsibility for patient care. 

Encourages information processing within learner’s database.
	Learner presents case, then stops.
	Ask what the learner thinks:
“What do you think is going on?”

“What would you like to do next?”
	Do determine how the learner sees the case.
(Allows learner to create his/her own formulation of the problem.)
	Don’t ask for more data about the patient.
Don’t provide an answer to the problem.

	2
	Probe for supporting evidence.
	Allows preceptor to diagnose learner.
	Learner commits to stance; looks to preceptor for confirmation.
	Probe learner’s thinking: 
“What led you to that conclusion?”

“What else may be happening here?”

“What would you like to do next?”
	Do diagnose learner’s understanding of the case—gaps and misconceptions, poor reasoning or attitudes.
	Don’t ask for textbook knowledge.

	TEACH

	Step
	Task
	Purpose
	Cue
	Action
	Do
	Don’t

	3
	Choose a single, relevant teaching point.
	Focus on specific competencies relevant to this learner working with this patient.
	Case decision-making complete or consultation with patient needed.
	Provide instruction. The learner (under direction or observation) or preceptor (acting as role model) collects additional information as needed.
	Do check for learner agreement with the teaching point.
	Don’t choose too much to cover.

	4
	Teach (or reinforce) a general rule.
	Remediate any gaps or mistakes in data, knowledge, or missed connections.
	Apparent gaps or mistakes in learner thinking.
	Draw or elicit generalizations. “Let’s list the key features of this problem.”
“A way of dealing with this problem is…”
	Do help the learner generalize from this case to other cases.
	Don’t slip into anecdotes, idiosyncratic preferences.

	5
	Reinforce what was done right.
	Firmly establish and reinforce knowledge. Reinforce behaviors beneficial to patient, colleague, or clinic.
	Teaching point has been delivered.
	Provide reinforcement. 

“Specifically, you did a good job of…, and here’s why it is important…”
	Do state specifically what was done well and why that is important.
	Don’t give general praise, “that was good,” because the key to effective feedback is specificity.

	6
	Correct errors.
	Teach learner how to correct the learning problem and avoid making the mistake in the future.
	Teaching point has been delivered.
	Endure correct knowledge has been gained. 

“What would you do differently to improve your encounter next time?”
	Do make recommendations for improving future performance.
	Don’t avoid confrontation—errors uncorrected will be repeated.

	ONE-MINUTE REFLECTION

	Ask:        “What did I learn about this learner?”             “What did I learn about my teaching?”             “How would I perform differently in the future?”


References: Neher, J.O., Gordon, K.C., Meyer, B., and Stevens, N. A five-step “microskills” model of clinical teaching. J Am Board Fam Pract 1992; 5:419-24.
DeRosa, et. al. Strategies for making ambulatory teaching lite: less time and more fulfilling. Acad Med 1997; 72(5): 358-61.
Education document shared with AAMC CGEA Faculty Development SIG, March, 2001. Contact lroth@med.wayne.edu
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	[image: image23.jpg]Side-by-Side Teaching

® As the name implies, this technique involves
working alongside the mentee in clinic.

® Mentor and mentee alternate duties of seeing
and examining the patients, writing relevant
information in patient’s health record and ART
file, and checking lab results.
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	This is a particularly useful technique for a busy clinic setting.
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	[image: image24.jpg]Side-by-Side Teaching: Benefits

® Mentor can observe mentee at work and
identify and address challenges

® Mentor acts as a role model when he/she is
performing physical exam

® Patients are seen more quickly than if the
mentee sees the patients alone

" Visits are more comprehensive and thorough

® Mentors do not feel like they are being
watched, but rather supported by a colleague
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	· This technique decreases wait times. It can enable patients to get more attention from the health care worker and enable the health care worker to feel a level of empathy that can be hard to convey in a busy clinic setting where they are overwhelmed by patients and are working alone.

· Promotes a two-way learning environment.
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	[image: image25.jpg]“Example is not the main thing
influencing others. It is the only thing.”

-Albert Schweitzer
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	This quote highlights the importance of teaching by modeling. Mentors must model good practices in order for mentees to learn them.
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	[image: image26.jpg]Case Studies: Defined

® A training methodology that provides learners
with an opportunity to apply new skills and
knowledge to a simulated “real-life” situation

= Allows exploration of various strategies to
address complex issues

® Requires learners to analyze the scenario,
problem solve, and apply what they know to
work through the case, much like they would
in a clinic setting
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	· In the case study method, a scenario is presented to learners followed by discussion questions about how to characterize, describe, and/or act on the situation in the scenario. 

· The case study methodology thus enables the learner to develop analytic, problem-solving, and critical thinking skills in order to synthesize relevant information and make decisions.
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	[image: image27.jpg]Case Studies: Rationale

Case studies are one of the most effective ways to
train health care workers in the delivery of ART,
particularly in multidisciplinary teams.

Case studies can be used to role play best practices
and effective health care worker behaviors.

Effective case studies include adequate patient detail
and specific decision points.

Discussion of options is central to case studies.
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	Case presentations are a good strategy to supplement bedside and side-by-side teaching. They are an effective way to engage all of the staff in a learning process, and they can be used to promote learning at more complex levels in both the cognitive and affective domains.

Cognitive:

· Case studies can help to develop higher-level cognitive processes such as comprehension, analysis, application, and evaluation.

· The process requires learners to go beyond remembering facts and theories, and apply newly acquired knowledge and skills to multifaceted, complex, “real-life” examples. 

Affective:

· Includes questions that promote reflection on personal values, attitudes, and emotions.

· Case studies can be developed that spark discussion on controversial societal or clinical issues or to foster reflection on values, attitudes, and emotions amongst learners. 
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	[image: image28.jpg]Case Presentations (1)

" |nvite a staff member to present a difficult or
challenging case they have encountered.
Presentation should include the following:

= |ssue patient presented with

Age, gender, relevant social history

Medical history

Current profile: risk, symptoms, medications, HIV
status, etc.

What they did in the situation
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	· Case presentations can be used at staff meetings, grand rounds, multidisciplinary team meetings, or in training sessions.

· The case that is presented should be a case from the facility, which makes it a realistic and relevant case to the staff.

· Ensure that confidentiality is maintained.

· Case presentations provide an opportunity for health care workers to practice giving succinct summaries of patients, a skill required in the bedside teaching approach. 

· Case presentations also allow health care workers to learn from how their colleagues treated patients.
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	[image: image29.jpg]Case Presentations (2)

® Thank the staff person. Discuss the case:

= What was good about the way the case was
handled?

= What recommendations would improve
management of the case?

® Provide your own feedback/observations on
the case.
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	Refer to Handout 5.4 as a reference for developing case studies.




[image: image30.wmf] Handout 5.4: Six Steps for Creating an Effective Case Study

Date: 2003

Editors: Ann Downer, MS, EdD and Sue Swindells, MBBS

Source: Developing Clinical Case Studies: A Guide for Teaching

AETC National Resource Center and International AIDS Society-USA

This guide was prepared for the AETC National Resource Center by the International AIDS Society-USA with funding from the U.S. Health Resources Services Administration (HRSA). Copyright International AIDS Society- USA, 2003.

Steps:

Step 1. Identify the Learners and Write Educational Objectives

Step 2. Describe the Patient and Develop Sufficient Case Detail

Step 3. Focus the Learner on Discrete Clinical Decision Points

Step 4. Present Viable Options at Decision Points

Step 5. Analyze Options and Select One Course of Action

Step 6. Introduce New Information and Continue to Next Clinical Decision Point

Step 1. Identify the Learners and Write Educational Objectives
The development of effective educational material begins with consideration of the learner and his or her learning needs. Needs assessment identifies specific issues that may be challenging, confusing, or controversial to learners. See Table 1 for tips on assessing learners in advance of the teaching session or on-the-spot. If an opportunity does exist to assess learners in advance, it can be accomplished with a short questionnaire, email correspondence, or brief interviews with those planning to participate in the educational activity.

	Table 1. Needs Assessment: Learn More about Your Audience

	During the planning phase:

· Send an email query to those likely to attend a session (ask two–three key questions)

· Have a 10-minute phone call with several probable attendees

· Have a discussion with a key informant about the group’s general characteristics

· Write a formal, short needs-assessment questionnaire

On the spot: 

As the presentation begins, ask a few key questions; use a show of hands 

· What is your educational training (MD, RN, NP, PA, etc.)?

· How many years have you been an HIV-care practitioner?

· What percent of your caseload is HIV-related?

· Do you work with patients with HIV infection and substance abuse? Injection drug use?


The focus of the case will depend on learners and on the specific skills relevant to their medical practices. For example, say a patient with active substance abuse problems is admitted to the hospital through the emergency department with a diagnosis of PCP. The first clinical decision point the learner is asked to make concerns the discharge plan. The elements of the discharge plan of greatest concern to social workers are different from those of concern to an audience of HIV physicians. The focus of the scenario, therefore, depends on the needs and interests of the learners.

The actual design of a case begins with the creation of specific learning objectives once the learners and topic are defined. It is often more difficult to design objectives to fit an existing patient case scenario than to start with learning objectives and build a new case around them. The specific objectives of the case should be identified even if the case is not part of an activity that carries CME credit (which requires the publication of objectives).

Learning objectives are words, pictures or diagrams that tell others what you intend for your students to learn.1 The purpose of writing strong learning objectives is to make explicit the expected outcomes of a learning event and to establish accountability between the instructor and learner. Specific measurable objectives are essential for determining outcomes in the activity evaluation. Table 2 describes the elements of strong objectives and Table 3 provides a detailed taxonomy for learning objectives.

	Table 2. Writing Strong Objectives

	· Strong objectives are specific. They are constructed by stating a performance that describes specific knowledge, attitudes, or skills that a student should be able to demonstrate following exposure to a learning activity. They do not describe the teaching strategy used to achieve a learning outcome.

· Strong objectives are measurable. They use active verbs that can be measured by test items, observation, problem-solving exercises, or other evaluation methods. If the performance behavior is covert (will recognize, will identify), then an indicator behavior (will recognize by circling, will identify by underlining) should be stated. See Table 3 for a list of measurable verbs for assessing achievement.

· Strong objectives are achievable and realistic. They describe expectations of knowledge, attitude, or behavior change that are realistic given the conditions for instruction (ie, time and size of the group).

Adapted from Mager1


A case study should have more than one objective. Often a series of objectives are addressed as the case unfolds. The clinical decision points of the case focus on the issues identified in the objectives. The case study included in this guide was designed to address the issue of HIV treatment for patients with drug addiction. The specific educational objectives are listed in Slide 1.
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Step 2. Describe the Patient and Develop Sufficient Case Detail

The first part of a case description provides baseline information on the patient and moves the learner toward the first clinical decision point. Key baseline information may include age, sex, HIV infection status, reported symptoms at presentation, recent medical history, relevant social history, findings from physical examination, results of laboratory studies, and findings of diagnostic workup.

The number of elements included in the case description depends on the complexity of the case and the information needed to stage the decision point.

	Tip Box 2. Tips for Creating Effective Slides

	· Give each slide a title. Titles help the audience quickly understand the main theme.
· Use as few words as possible to convey your point; help the audience focus on key points.
· Make your text large. Use titles with a minimum 36-point type size and text with a minimum 24-point type size. Do not use a slide that the audience cannot read.
· Use no more than eight words per line of text and no more than six lines of text on each slide.
· Minimize detail on tables and figures.
· Choose strong color contrast between the background and the text. Use light background color for a poorly lit room and dark background for a brightly lit room.
· Text drop shadows should be black or a darker shade of the background color.


In general, the information should be as brief as possible while providing enough detail for the learner to make an informed clinical decision. Slides 2 and 3 describe a patient’s substance dependence, HIV status, and PCP treatment in brief but sufficient detail. The information provided is minimal but varied enough to support discussion of a number of common clinical issues, such as adherence to antiretroviral therapy in active substance users and potential drug-drug interactions between heroin or methadone and antiretroviral drugs.
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It is important to provide enough information for the learners to make a decision. The patient description shown in Slide 4, if used alone, would not be sufficient to support a clinical decision point. Key information is missing, such as CD4+ cell count and viral load data, as well as any substance abuse or other health issues.

[image: image34.emf]
Step 3. Focus the Learner on Discrete Clinical Decision Points
Once the baseline information has been presented, the case study moves toward a clinical decision point. The purpose of the decision point is to focus learners’ attention on discrete opportunities for informed decision making. It is important to develop a well-defined question that addresses an educational objective. In the case example, Darrel is being discharged from the hospital after treatment for PCP, and the learner is asked to select a recommended discharge plan (see Slide 5). The learning objective for this clinical decision point anticipates that the learner will be able to “design a care plan that offers treatment and support for patients with comorbidities (opportunistic infections, substance abuse, HIV)”.
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If an additional educational objective had specified that the learner will be able to “select an initial antiretroviral regimen for a patient with substance dependence,” then the clinical decision point could be redirected (see Slide 6). In this slightly different patient description, a stable living situation and drug treatment have been arranged, and the elements of the clinical decision change. Instead of focusing the decision on the types of treatment to support the patient upon discharge, the learner could choose among different antiretroviral regimens and weighs potential drug-drug interactions, adverse effects, and adherence challenges.
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Step 4. Present Viable Options at Decision Points

It is important to present a number of relevant, mutually exclusive decision options to the learners. Each choice should be comparable to the others in terms of importance, plausibility, and level of detail. In Slide 7, for example, the options to choose from are balanced and most address the three key elements of the discharge plan: PCP treatment, follow-up HIV care, and substance abuse treatment. While there is often no “right” answer, there should be a clearly “preferred” answer.
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If, as described in Slide 6, the focus of the clinical decision point had been to select among treatment regimens, the options to choose from would be a list of antiretroviral drug combinations.
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It is important to create options that are grammatically similar and of roughly the same length. For example, the options are comparable in length on Slide 7. The longest option in a multiple choice set is often the preferred one because there is a natural tendency to explain and rationalize the preferred response in greater detail to the learner. This tendency is illustrated in Slide 8. It is also useful to avoid including the options “all of the above” and “none of the above” in multiple choice response sets. Instead, provide the learner with concrete, discrete choices.
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Step 5. Analyze Options and Select One Course of Action

In Step 5, the instructor identifies the preferred response from among the multiple choices once learners have had a chance to consider (and possibly vote on) the alternatives. At this point, the case study presentation usually includes a brief lecture segment supporting the relevant clinical issues related to the preferred response. If available, new developments and current data supporting the preferred choice are presented. The current data are discussed in the context of the patient’s situation, and the various options are contrasted and weighed.

Slides 9 and 10 illustrate two formats for presenting a preferred option. Slide 9 presents only the preferred option and provides a brief rationale for it. Slide 10 shows the preferred option highlighted to stand out among all the other options.
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Slides 11 and 12 list a number of factors that support the decision on how care was prioritized for this patient. The discussion could expand on any of these topics. If, as discussed above, the clinical decision point focused on selecting a specific antiretroviral regimen, these slides could present data on drug characteristics and potential interactions with methadone and heroin.
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An important part of presenting the preferred response in Step 5 is the discussion and review of alternative options. This is an opportunity to present data and demonstrate the decision-making process. Slide 13 illustrates one format for presenting each of the options not selected, accompanied by a brief explanation of why, in the context of this case study, another strategy is preferred.
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Step 6. Introduce New Information and Continue to Next Clinical Decision Point

The previous steps describe one cycle of a case study through the resolution of a clinical decision point. The case can be used in its current length as a short vignette, or it can be moved toward a second decision point on the same patient.

Darrel’s case can continue with new information from a follow-up appointment (e.g., ongoing symptoms, adverse effects of medication, or laboratory results), leading the learner to another clinical decision point. These points can be designed to address either the same or different educational objectives. Slide 14 describes the next encounter with Darrel in the case study, and sets the stage for the second clinical decision point on Slide 15. The patient now has entered a methadone treatment program and attended an HIV clinic. Although his living situation remains unstable, he is interested in starting antiretroviral therapy. The treatment recommendation options listed on Slide 16 lead the discussion to adherence issues among substance users. One option is to set and meet an adherence goal before beginning antiretroviral therapy, such as getting a note on attendance from the methadone clinic, attending three HIV clinic appointments, or completing a trial drug regimen with jelly beans.
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The issue of adherence in substance users is likely to spark controversy and debate among the audience and evoke personal and professional attitudes toward substance users. This example demonstrates the importance of good facilitation skills in addition to traditional teaching/instructing skills. Inexperienced instructors make two common mistakes in facilitating discussion. They sometimes fail to provide the direction and leadership that a learning group needs or they become over-involved in the discussion and unable to maintain the critical role of facilitator. Some facilitation strategies are offered in Table 4.

One benefit of following a single patient through a number of decision points is that it allows an audience or learner to quickly assimilate new information since the patient history is already known. Use of a continuing case reflects realistic dynamics of patient care. However, shorter vignettes with one or two brief decisions points have advantages, too. They may move a learner quickly through a variety of clinical situations.

	Table 4. Strategies for Optimizing Group Discussion

	Table 4. Strategies for Optimizing Group Discussion

· Briefly clarify the purpose at the outset.
· Establish norms for group interaction at the outset; request ideas or suggest guidelines (ground rules) for effective small or large group functioning. Summarize or ask someone in the group to summarize the ground rules before moving on to another topic.
· Model the norms throughout (i.e., respect for differences of approach or opinion when no single correct course of action is determined).
· Do not reply or respond to each comment. Move to the next person wishing to comment or turn to the group for a response.
· Use the experience of the group as a resource for teaching.
· Actively invite ideas and suggestions.
· Plan your time to allow for real interaction.
· Do not introduce a controversial or emotionally laden topic without allowing sufficient time for a full discussion and resolution. If pressed for time, it is better to skip such content than to cut off discussion before opinions are expressed, full discussion has occurred, and a summary of points or ideas has been offered.
· Create a psychologically safe climate for learning that is free of threat and judgment. Showing patience and respect for differences of opinion, questions, comments, and responses and by avoiding disapproving, sarcastic or condescending reactions.
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® Teaching moments are opportunities to improve
clinical skills of a health care worker, can take place
in a variety of settings, and mentors should maximize
the number of teaching moments at a site visit.

® Bedside and side-by-side teaching reinforce
classroom learning, and allow the mentor to model
clinical technique, as well as attitudes and behaviors.

® Case studies are an effective tool for clinical teaching.
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