CLINICAL TEACHING MADE EASY

Involving patients in clinical education

The interdependent relationship between the clinical teacher, the learner and the patient is a vital part of
clinical education. Changing health services and patient expectations have stimulated the need for teachers to
consider patients’ rights and needs as active participants and partners in clinical teaching.

his article introduces the scope, prin-
Tciples and practice of patient involve-

ment in clinical education and con-
siders the application of best practice in
patient involvement to the education and
training of health professionals. It also
examines ethical and practical questions
about using real patients and balancing the
needs of students and patients in teaching
situations.

What is meant by patient

involvement?

Involving people in health care has been

an important aspect of successive UK

government policies since the late 20th
century, and it is now an underlying

principle of the ‘patient-led NHS’. It is a

statutory requirement that ‘patient and

public involvement should be part of
everyday practice in the NHS

(Department of Health, 2009); this inev-

itably includes the training and educa-

tion of health professionals (General

Medical Council, 2009; Morgan and

Jones, 2009).

Patient involvement in health care gen-
erally clusters around two areas:

1. Active involvement in the health care
being given, rather than being a passive
recipient of expert advice and treatment

2. Involvement in the development of
health-care services representing their
own or the general patient view in
decision-making structures.

The patient has always been at the core of

medical learning but often as convenient

‘teaching material. There is a need to

move the relationship between doctor,

learner and patient towards patient-cen-
tred learning, where patients are partners
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in the education process (British Medical
Association, 2008). Gordon et al (2000)
suggest that patient involvement in clini-
cal teaching can occur in many forms and
throughout the whole curriculum cycle:
taking an active role in bedside teaching,
planning and development of teaching
and workplace-based learning sessions and
activities.

Why involve patients in clinical
teaching?
‘For the junior student in medicine
and surgery, it is a safe rule to have
no teaching without a patient for a
text, and the best teaching is that
taught by the patient himself’
(Osler, 1905).
There are many advantages to involving
patients in teaching which Doshi and
Brown (2005) list as:
B Learning in context
B Opportunities for role modeling
B Teaching transferable skills
B Increased learner motivation
B Increased professional thinking
B Integration of clinical skills, communi-
cation skills, problem solving, decision
making and ethical challenges.
However, disadvantages include:
B Its ad-hoc nature
B The decline in availability of patients or
clinical cases
B It cannot cover the whole curriculum
B Variations in supervision and delivery
B Conflicting pressures between teaching
and service delivery.
Students and trainees express significant
benefits of learning with and from
patients. Although simulation and other
learning methods offer opportunities to
practice procedures they only prepare
learners for working with patients and are
no substitute for learning to practice
medicine independently with patients.
Learners value working with patients in
the context of structured learning events,
supported and supervised by more senior
clinicians. To develop effective clinical
reasoning, learners need to see a wide

range of cases in varying contexts (Eva,
2005) but they also need support in mak-
ing sense of what they see, through discus-
sion with and challenge from clinical
teachers.

Which patients should be
involved, where and how?
Spencer et al (2000) reviewed the role of
the patient in teaching and learning and
devised a framework to assist clinical
educators in working with patients in
any given context. The ‘Cambridge
framework’ is based around checklists
identifying Who? How? What? and
Where?

Who?

Which patients to involve depends on a

number of interconnected factors. These

include:

B Presenting clinical problems

B Socioeconomic status, ethnicity, back-
ground, culture, experience and expec-
tations of each patient, his/her family
and carers

B Age, gender, sexual orientation

B Emotional and intellectual capacity.

While research suggests that the majority

of patients benefit from being involved in

teaching (Haffling and Hakansson, 2008;

Lefroy, 2008), clinical teachers need to

decide on the appropriateness of involving

patients in teaching after consultation

with patients and carers.

How?

Considering ‘the how” enables teachers to
select the type of interactions that may be
most relevant to achieve different learning
outcomes for learners (Figure 1).

Where?

The ‘where’ includes a choice of settings
and professional contexts such as:

‘simulated
environment’ — as training wards and

B ‘Real environment’” and

simulation centres are increasingly
being used in training health profes-
sionals
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B ‘Uni-professional’ or ‘multiprofessional’
settings — clinical situations in which
doctors alone are learning with patients
or where a range of professionals are
learning and working (Figure 2).

The location of the encounter (e.g.

patients homes, GP practice, intensive

care unit) has a huge impact on the
patients’ and learners” experiences and the
learning opportunities available. The loca-
tion affects the learning that can take place
while the patient is present, the prepara-
tory and follow-up learning, and the roles
and expectations of teacher, patient and
learner (Spencer and McKimm, 2010).

What?

Considering the sort of learning (the con-
tent) or clinical problems that the trainee
might encounter when working with dif-
ferent patients can help to tease out what
specifically the learner is gaining from lis-
tening to and examining the patient
(Figure 3).

This also helps clinical teachers assess
what can be expected of the learning situa-
tion with different patients and in different
contexts and what the likely impact on or
value is, both for patients and learners, of
involving the patient in a given situation.

Figure 1. The ‘how’ of clinical teaching with
patients. Adapted from Spencer et al (2000).

Brief contact or prolonged contact

Passive role or active role

Time limited or fime committed

Trained or unirained

Inexperienced ('novice’) or experienced (‘expert’)
Planned encounter or unplanned encounter
Simulated situation or real situation
‘Questioning’ or ‘informing’

Known pafient or unknown patient

Focused learning or holistic learning

Tutor involved or tutor not involved

What sort of patient?

Real patients in real clinical

arcas

One of the real benefits to learners in
working with real patients in the clinical
context is that they can consolidate and
synthesize their learning from a range of
sources.

Whenever clinical teaching occurs with
real patients, patients are usually the most
vulnerable of the three parties involved.
Most patients still find clinical teaching
extremely rewarding, often commenting
that they feel students ‘have to learn’. The
patient’s contribution to teaching should
always be respected and he/she should
know that, should he/she wish to with-
draw, it will not affect treatment and care.
Patients must be made explicitly aware that
they are in a teaching environment, that
learners may be present and sometimes
helping to provide their care. This allows
the patient to raise any anxieties. The
patient needs to be kept informed, mutual
agreement needs to be reached about every
session, and patient privacy and dignity
must always be maintained. Explain to the
patient the number and level of the learn-
ers who may be present, what the patient
might be expected to do and clarify the
patient’s proposed role. Verbal agreement
should be obtained and documented.

While involving real patients in teaching
in clinical areas is often opportunistic
(based on who is on the ward or attending
the clinic or surgery), the same steps must
be taken in all cases.

Expert patients

These are real patients who are trained to
deliver teaching sessions acting as both
patient and teacher. The idea of the expert

Figure 3. The ‘what’ of clinical teaching with
patients. Adapted from Spencer et al (2000).

Figure 2. The ‘where” of clinical teaching with
patients. Adapted from Spencer et al (2000).

‘Our place’ or ‘your place’
Community or hospital

‘My culture’ or ‘your culture’
‘My clothes’ or ‘your clothes’

Service setfing or educational setting

Undifferentiated problem or defined problem
Straightforward or challenging

High impact or low impact

General or specific

Clinical science or basic science

Minor or major

Simple skills or complex skills

‘Revealed’ attitudes or ‘hidden’ attitudes

Particular focus or generic approach

patient is part of the wider patient involve-
ment agenda: it was targeted at patients
with chronic conditions to help them
‘become key decision-makers in their own
care’ (Hardy, 2004). In medical education,
the expert patient role is that of a patient
who agrees to participate in teaching and
learning. He/she is seen as an ‘expert’ in
his/her own condition and is often briefed
or trained so as to facilitate student or
trainee learning.
Patient educators have the benefits of
being:
B Motivated individuals with an interest
in medical training
B Real patients with real clinical histories
and signs
B Able to give structured feedback to
learners and teachers from the patient’s
perspective, such as the pressure of the
hands or the way in which a history was
taken.
Expert patients can help overcome educa-
tional challenges involving intimate exami-
nations. For example female patient educa-
tors are commonly used to teach gynaeco-
logical and breast examination. They can
also help to free up clinical tutors as, once
trained, patient educators need little assist-
ance in running sessions and can also be
used in clinical assessments (standardized
and objective). Expert patients or patient
educators can be drawn from many set-
tings, even those where concerns might be
expressed about the potential risk to
patients, such as those who are terminally
ill or with mental health problems.

Using video and audio

Although clearly not the ‘traditional’ doc-
tor—patient—student triad, the ‘patient
voice’ can be incorporated into clinical
teaching using a whole range of resources
including video, case scenarios, sound
recordings and e-learning resources. Many
of these resources are freely available,
including interactive computerized tutori-
als on topics such as epileptic seizure clas-
sification (Farrar et al, 2008) or breaking
bad news (Cleland et al, 2007). These
resources are helpful when it is inappro-
priate or difficult for learners to work
with real patients, for example tropical
medicine, child protection or terminal ill-
ness, and enable a more standardized
approach to assessment of clinical skills or
knowledge.
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What do patients think?

Most research into patient views on

involvement in teaching emphasizes the

positive nature of the encounter, ‘even
unprepared patients see themselves as con-
tributors to teaching’ (Haffling and

Hakasson, 2008). Patients often see them-

selves as experts on their condition and

facilitators of learning, particularly in pro-
fessional skills and attitudes (Stacey and

Spencer, 1999). Empowering patients

includes providing ‘opportunities for com-

munication and input, being asked for
their consent; having their feedback val-

ued’ (Howe and Anderson, 2003).
Benefits cited by patients include:

B Feelings of altruism and helpfulness

B Repaying the system’

B Learning more about their clinical con-
dition or problem

B Being given more time and attention by
clinicians — a better service

B Being valued and enhancing self-
esteem

B Reassurance of wellbeing (‘a good going
over) (O’Flynn et al, 1997; Coleman
and Murray, 2002; Howe and Anderson,
2003).

Factors that cause patients to feel reluctant

to participate in clinical teaching include:

B Embarrassment about emotional prob-
lems or intimate examinations

B Gender or cultural factors, for example
male students practising gynaecological
procedures (O’Flynn and Rymer,
2002)

B Previous poor experiences with learners

B Relatively large numbers or less experi-
enced learners

B When the consultation or encounter is
‘high stakes’ (such as birth, being given
bad news, a difficult, painful or sensitive
examination or procedure)

B Repeated contact with doctors and
learners can also reinforce feelings of ill-
health, emphasizing the medicalization
of health issues (Coleman and Murray,
2002).

Benson et al (2005) also identified that

patients perceive differences between what

they might accept as the norm in hospital
and in general practice, which is seen
more as the ‘patient’s territory’. The

Postgraduate Medical Education and

Training Board (2008) suggested that

medical colleges should involve a greater

diversity of patients in education and

training, expectations of patients must be
clearly indicated, interviews could be
filmed to take the pressure off less confi-
dent patients and a national bank of case
studies could be developed to reflect the
UK’s diverse population.

Ethical issves

It is not acceptable to simply assume it is
okay to involve patients in teaching and
learning. Key ethical issues to be consid-
ered when involving patients can be sum-
marized as the ‘three Cs’: consent, choice
and confidentiality.

Consent

‘A mindset shift needs to occur within the
medical profession to enable informed
partnership rather than informed consent
(patient)’ (Postgraduate ~ Medical
Education and Training Board, 2008).
Medical law and ethics enshrine the prin-
ciple of informed (patient) consent, par-
ticularly relating to medical procedures.
However, in teaching and learning, this is
often tacit and assumed. Teachers need to
remember to inform patients (ideally in
writing in advance) that students may be
involved in their care. Howe and Anderson
(2003) suggest that obtaining consent is ‘a
continuous process that begins with the
first contact the service has with the
patient’.

Choice

Trainees need to learn from patients and
practice procedures within the ‘turbulent
here and now of care delivery’ (Hardy and
Stanton, 2007). Clinical teachers can
ensure patient choice through secking
agreement without the learner being
present, confirming choice in the presence
of learners (Howe and Anderson, 2003)
and building in opportunities for patients
to say no to specific tasks. Note also that
patients may have less personal power and
space in an acute setting (Benson et al,

2005).

Confidentiality

Practical steps that help to maintain confi-

dentiality include:

B Providing information so patients
understand the boundaries of confiden-
tiality

B Reassuring the patient, involving him/
her in discussions

B Finding private spaces to discuss inti-
mate issues

B Remembering that curtains around a
bed do not provide privacy

B Discussing confidentiality actively with
trainees

B Obtaining permission for the use of any
recorded media.

Optimizing the opportunities

“The bedside is the perfect venue for unre-

hearsed and unexpected triangular interac-

tions between teacher, trainees and patient

(Ramani, 2003). Paradoxically, unre-

hearsed and unexpected ‘moments’ work

best when prepared for. Before the session

involving patients, think about:

B What preparatory work the trainee
needs (e.g. reading, skills laboratory)

B Where the teaching will occur

B Which parts of the session require direct
patient contact

B Whether you will be present when the
trainee is with the patient

B What role you will take (observer,
instructor, demonstrator, questioner)

B Where discussions will take place (do
they have to be round the bedside?)

B How to build in opportunities for
patient feedback

B How to build in debriefs for learner and
patient

B What follow-up learning or reading
should be carried out.

Janicik and Fletcher (2003) suggest that

clinical teachers need to attend to aspects

in three domains:

1. Attending to the patient’s comfort

2. Focusing on the microskills of teaching,
modified for the bedside

3. Attending to group dynamics and giv-
ing feedback.

Spencer and McKimm (2010) also suggest

that if teachers attend to the ongoing dia-

logue between learner, teacher and patient

(the ‘trialogue’) the development of both

therapeutic and learning alliances between

all parties is facilitated. Another structured

model for teaching involving patients is

shown in Table 1.

Condlusions

Involving patients in teaching and learning
is a vital element of equipping doctors with
the skills, knowledge and behaviours that
will enable them to become effective, car-
ing and compassionate practitioners.
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Table 1. A model for patient-based teaching

Shadowing (role

Trainee shadows a more senior clinician and learns by observation
Tip — before the session identify active observation focus or questions that the

Trainee is allocated patients and follows their progress from start to end of

Tip — useful to help trainees actively learn patient management and problem
solving, needs support through guided reading and discussion from teachers

Tip — teacher needs to build in identified briefing and debriefing time with a

modeling)
trainee will specifically look for

Patient-centred
episode of illness

Reporting back Trainee assesses the patients and reports back to the trainer
structure and purpose to the feedback

Direct observation

The trainer observes the frainee’s performance directly

Tip — follow rules of feedback, good for learning clinical skills, take care not to
leave the patient as a passive participant in the process, think of how the patient
might feed back fo the trainee

Videoing interviews

The frainee’s interview with a pafients is recorded and later viewed with the trainer

Tip — needs consent from patient re images, good for learning consultation and
communication skills, can be done with a group or single trainee. Take care that
the trainee does not over-dwell on minor issues

Case conference

A case is presented by the trainee and discussed by a wider audience

Tip — useful for multi-professional learning and inputs, teacher supports trainee
re the type of questions that might come up and how to present a case

Effective involvement of patients in
teaching is founded on good clinical care,
which can help support or diminish
patients’ capacity for self-care and autono-
my. Real involvement of patients (and car-
ers) in teaching and learning means that
they share in the learning process. This can
range from active involvement in lesson
planning, assessment or leading teaching
sessions, to a less active role, but one that
nevertheless includes the patient in the
learning process as a partner, thus reflect-
ing the shift highlighted by the Postgraduate
Medical Education and Training Board
(2008): ‘every patient should be considered
a teacher as well as a patient’. BJHM
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KEY POINTS

m  (onsider whether learning objectives can best be achieved involving patients, is it in the patients’
best interests or can they be achieved using some other method?

®  (onsent is about involvement and partnership.

B Introduce questioning before and after the encounter fo stimulate learners’ awareness of how they
can learn from and appreciate the patient's input.

B Plan the session to encourage patient (and carer) participation.

W Actively consider your own involvement in the learning session with patients, in the light of the
trainee’s experience and competence and the patient’s place on his/her health journey.

® (linical teachers are role models fo learners both as a dinician and as a teacher.
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