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Foreword I

The ability of a healthcare provider to function optimally requires a vast set of
skills, knowledge, behaviours and attitudes many of which are not inherent, not
taught overtly, and are often acquired as part of the training and maturation experi-
ence. The importance of inclusiveness of the multi-professional and multi-
disciplinary team in optimizing patient outcomes should be obvious. The value and
benefit of a simple, yet comprehensive resource that addresses many of the ques-
tions and concerns of the young practitioner is a welcome addition to all.

This new book Career Skills for Doctors intends to provide advice and counsel
for many of the questions and concerns not formally addressed in our curricula. This
text, created by a successful practicing surgeon in England, is a collection of broad
yet practical topics that will apply to all practitioners in Medicine, especially physi-
cians. The text provides personal guidance about basic skills in communication and
teamwork, prioritization, organization and efficiency. The text serves as a rich
resource for reflection and implementation of new skills by providing a wide array
of examples and by using questions and simple statements to direct improvement
efforts. Importantly, the book also includes sections on self-evaluation of your cur-
rent practices (audit), and how to approach research, presentations, and publication
as well as principles of learning and teaching. While the book is obviously written
and applies to the British training schema, the lessons included are universally
applicable with the minor translation of terms such as post and attachment with resi-
dency program.

This book is useful to those who are healthcare students, beginning doctors who
would benefit from this comprehensive review of the fundamental knowledge or
skills that are needed in today’s world. Further this book serves as an opportunity
for those who may already have completed their training to re-examine their prac-
tices and consider if they have optimized the incorporation and functioning of many
of the skills included in this book. The book is intended to serve as a single resource
for the developing healthcare practitioner providing numerous examples, detailed
discussion of each topic, and selected references for further query when needed.
The book is well organized into sections: it can be read in one sitting, or sections can
be accessed as the need arises, whether it is as a student approaches the wards for

vii



viii Foreword 1

the first time, or when the trainee is now looking for their first position. The reader
will want to read and reread many of the sections several times. The use of quota-
tions throughout adds charm and emphasis to each section. When in the age of
innumerable texts and electronic data sources this book serves as a compendium of
“how to” topics as single text and its comprehensiveness is perhaps its greatest
strength.

Students will find this manual helpful in the practical advice you will gain about
how to conduct yourself and how to think about your role in a team. Young trainees
will find the topics related to productivity essential. Aspiring academics will find
this book helpful in understanding the scope of practice, what may be expected in
their future, and how they may go about teaching, presentations, and research. Any
provider will want to ensure they are familiar with and have optimized all of the
topics in this book. The author should be commended for taking on, and articulately
accomplishing, such a timely and valuable task. While this book is clearly titled and
directed toward physicians, this is really essential reading for all healthcare
providers.

Pamela A. Lipsett, MD, MHPE, FCCM

Warfiled M. Firor Endowed Professorship
Professor of Surgery, Anesthesiology

Critical Care Medicine, and Nursing

Johns Hopkins Schools of Medicine and Nursing
Baltimore, MD, USA
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“Now what do I do?” This is often the cry of the inexperienced doctor. This book
provides a clear guidance through the many pitfalls, minefields, administrative
swamps and other impedimenta that seem to beset the doctor in their first jobs and
then in their second, third and so on. At each level there always appears to be prob-
lems with organisation, problems with administration and problems with just find-
ing the basic time to do the job properly.

It is clear from the text that the author has appreciated that Medicine is not a job,
it is a vocation. It is a way of life, it is all encompassing and, having such a text to
be able to put your thoughts into the right context and to perform the right actions at
the right time, does require an inner organisation which is helped enormously by
this book.

It is useful to remember the Latin proverb which says, “the average man learns
by his own mistakes, the wise man by other’s mistakes and the fool by nobody’s
mistakes”. 1 would recommend you read this book and use it as an aide-memoire
when you are in need of instant wisdom.

Professor J.K. Stanley

Professor of Hand Surgery

Consultant Hand & Upper Limb Surgeon
Wrightington, USA






Preface

The primary objective of this book is to present skills that a doctor may find helpful
in day to day workplace practise and in career progression. The inspiration for this
book came from personal experiences at various stages of my career, and through
the observations of similar challenges that other doctors faced.

The aim of this book is to present information in an easily readable, succinct
way, and break down a vast complex subject into small, manageable sections. An
attempt is made to provide the reader with knowledge and information, but also
stimulate lateral thinking though repeated, often rhetoric, questioning.

I would like to thank Liz Pope, Associate Editor at Springer, for her invaluable
help and advice in the preparation and presentation of this book.

Charalambos Panayiotou Charalambous, BSc, MBChB,
MSc, MD, FRCS (Orth)

Department of Trauma and Orthopaedics

Blackpool Victoria Hospital

Blackpool

School of Medicine and Dentistry
University of Central Lancashire
Preston

Faculty of Medical and Human Sciences
University of Manchester
Manchester, UK
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Chapter 1
Introduction

The transition from medical school to being a practicing junior doctor is challeng-
ing. It requires knowledge and clinical skills but also the ability to efficiently func-
tion in the workplace and be a productive valuable member of the medical and
non-medical teams. At the same time gaining essential clinical experience, passing
postgraduate exams, under-taking research or audit and publishing become essen-
tial for career progression. One soon realises that being a doctor is not just a profes-
sion but a way of life.

Medical school training equips with medical knowledge and clinical skills that
are essential in formulating a patient diagnosis as well as planning and administer-
ing appropriate medical treatment. However, the skills of thriving in the workplace
and career progression may not be adequately taught. Such skills have then to be
acquired by drawing on personal experiences, observing others, or through trial and
error. This may sometimes require multiple trials and many errors.

This book presents some well known skills that can help you improve your day
to day workplace performance, be efficient and productive, be an inherent part of
the team, shine and impress. At the same time advice is given as to how to prepare
for postgraduate exams, develop essential technical skills, apply for the next post,
successfully participate in research and audit, publish, manage, lead, teach, and
train. This generic guidance can be useful for those aspiring to become a generalist
or subspecialty doctor, and may be of value in whichever part of the world you
practice in.

The first three chapters of this book concentrate on organisation, communica-
tion, and professionalism, skills that form the central core of day to day clinical
practise. The latter part of the book concentrates on skills required for those activi-
ties that supplement clinical work; skills of postgraduate learning and teaching,
carrying out research and audit, presenting and publishing. Skills needed in apply-
ing for that sought after post and skills that may help you deal with situations when
things have gone wrong, are then presented. The final chapter helps to remind that
work life balance and taking care of yourself are paramount in Medicine, as in any
other profession.

© Springer International Publishing Switzerland 2015 1
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2 1 Introduction

The skills given in this book originate from personal training experiences, from
the wisdoms of my senior teachers and trainers, and from supervising and mentor-
ing multiple junior doctors. Much of the material presented is common knowledge
or has been previously described, and no claim is made in this book for its original-
ity. Sources of presented material have been credited where possible, and apologies
are given if any such source has been omitted. Not everyone will agree with the
advice presented, and that is understandable and acceptable.

I hope these skills will be of great use in your professional life, and will guide
you through successful medical careers.



Chapter 2
Organisation

Being organised, having a structure and order in what you do, can improve your
productivity, and enhance your influence upon your workplace. Being organised
may help you stay on top of things in dealing with high volume and complex work-
load that a doctor’s role may entail.

The ability to plan, utilise time efficiently and effectively, prioritise, delegate,
foresee (so that you give others the time they need or allow for the un-expected), use
to-do lists, and the ability to be systematic, are important skills to develop. These
skills are described in this chapter. Leading a ward round requires a combination of
such skills, and advice is given as how to bring these together in such an important
clinical task.

© Springer International Publishing Switzerland 2015 3
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2 Organisation

It’s all under control....Just
working down the list....




Plan 5

Plan

It takes as much energy to wish as it does to plan
Eleanor Roosevelt [1]

Think of the future, and plan in advance. Think of the next day, next week, next
month, next year. What tasks need to be accomplished? What deadlines must be
met? What personal commitments must be kept? Think of what is coming and plan
how to tackle it. Time spent in planning is time well spent. Planning in advance will
let you get organised, juggle things around, avoid last minute rushes, avoid last
second panics.

You may plan as how to tackle the various outstanding jobs on your next ward
duty, plan in what order to see your on-call referrals, how to revise for the upcoming
exams alongside a busy clinical schedule, how to deal with your lengthy list of
patients awaiting surgery, how to set up meetings to resolve work issues. You may
plan which courses to attend as part of continuous learning, plan for completing all
paperwork for your training program assessment, plan for that long awaited holiday,
for your wedding, for that weekend break.

Keep an electronic diary, a notebook, a desk calendar, a wall calendar. Note the
various upcoming events as you think of them, as they arise. Mark the deadlines,
and set warnings for their approach. This will help you think ahead, get organised,
and allow you to put a structure to your future ventures.

It may feel like a big transition from medical school days, when many of the
yearly events were scheduled by others, when the deadlines were pre-set and known
well in advance. It may seem like a life change from university studies, when the
main plans were for attending lectures, studying, and passing exams. Some of your
activities may still be scheduled by others, by your employer, your supervisors or
your trainers. You may have to follow a weekly rota or job plan. You may have to
attend clinics, theatres, ward rounds, or be on-call at predefined times. But at last,
you can have more flexibility, more control, more influence, in much of your profes-
sional life. You can set your goals and the course for the future. Make the most of
this by planning in advance.
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Be Time Efficient and Time Effective

The bad news is that time flies. The good news is that you are the pilot
Michael Altshuler [1]

You have a set amount of time within which to do various tasks. You have dead-
lines to meet, fixed timetables to keep. Not enough time to go round the wards, not
much time for your overbooked clinic, limited time for operating, even less time to
read and study. The day has so many hours, the week so many days, the year just
12 months. And the tasks are many. Make the most of time, use time efficiently and
effectively. How well time is spent is more important than the quantity of time. If
you manage your time well, you may be able to accomplish more. The following
may help you achieve that:

Allocate time and stick to it

You may allocate time for a meeting, a teaching session, for ringing up a patient’s
relatives, for seeing each patient in clinic, for completing a ward round, for pre-
paring a research presentation, or for having a break. Try and stick to it. Avoid
letting time slip by. Try and be one step ahead, rather than a step behind. Keep an
eye on the clock, know when to stop, know when to move on.

Allocate tasks according to energy and concentration levels

You may have a multitude of tasks to perform. Some may involve direct clinical
care; reviewing or assessing patients, taking bloods, putting a chest drain, insert-
ing an arterial line. Some may be administrative tasks; completing discharge
summaries, signing letters, ordering tests, completing insurance forms, phar-
macy chart refills, entering audit data on a database. Our concentration levels,
and alertness, may vary throughout the day [2]. You may be freshest in the
morning, more tired and sleepy after a lunch, or as time goes by. You may be an
early morning starter, may need a few hours to get going, or may function better
later on in the day or night. You may feel more exhausted after assisting in the-
atre or after a busy clinic. Try and allocate the most important tasks, those that
require the highest alertness, to the time when you feel the best. But still, use the
rest of the time in doing those tasks, that can be safely accomplished, even when
not at your best.

Minimise empty time

In completing one task you may rely on other staff doing their bit first. Instead of
stopping and waiting, leaving that as empty time, try and make use of it. You may
consider the following:

¢ You are doing a ward round, you want to have a look at a patient’s wound, you
ask the nurse to take the dressings down, but the nurse is busy. Go and do
something else, whilst the dressing is taken down. Say you will be back, and
do be back on time.

¢ You are in clinic, you see a patient, and need to review the results of the last
blood tests, but these are not in the hospital records. Ask one of your admin-
istrative assistants to ring the laboratory to get those results, and try seeing
another patient whilst that happens.
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* You are a surgeon, you are operating, you know what surgical instrument you
will need next. Ask the nurse to get the next instrument ready, before you need
it, rather than having to wait for it. The next instrument should be out and in the
tray, but on occasions someone may have to go to the store room, to look for it.

* You are doing a ward round in intensive care, you want to insert an arterial
line in an un-well patient, ask the staff to get the equipment ready, whilst you
continue your ward round and then come back for it.

* You are doing a clinic, some patients may need to have an up to date radio-
graph in their next clinic visit. You may fill the radiograph request card so it
is ready for next time. You save time for patients waiting before sent for the
radiograph, and you save yourself time waiting for the patient to return from
the radiology department.

* You are in clinic, ensure the staff assisting you, know to bring the next patient
into the examination room, whilst you are writing in the notes or dictating a
letter for the last patient.

*  You just consented and marked, in the ward, the first patient for your surgical
list. You are about to set off to theatres at the other end of the hospital. Ring
the theatre staff to inform them that the first patient is ready, and that the
patient can be sent for. By the time you reach theatres and change in your
scrubs, the patient may thus have arrived.

Minimise travel time — Hospitals are huge places, wards are often lengthy. You may
have to review patients throughout the hospital, review patients in various bays.
You may be on home visits with patients all over town. Choose the best plan to
take you smoothly round.

* Avoid running back and forth to the computer to check the blood results or the
radiographs of the next patient to be reviewed. Print and carry those, or go
through them, before the start of the ward round.

e Carry forms with you to complete investigations requests at the bed site, or
make a note of what is needed and fill those at the end of the round.

» Carry with you other essentials, your stethoscope, light torch, reflex hammer,
skin marker, according to your duties and specialty, rather than wondering,
looking for one around.

» If setting up your own office, your own clinic, your own practise, take travel
time into account. Where will patients be seated in clinic? How far do they
need to walk before they enter the examination room? Should any patient
attending for a wound check be going straight to the dressing room rather than
coming first into the consultation room? Where should wards be located in
relation to the Emergency Department? Where should theatres be located in
relation to the wards?

Limit interruptions

You may want to concentrate on a particular task, but you repeatedly get inter-
rupted. It maybe the ward staff, keep coming up to you with questions, it maybe
your pager going off, your phone receiving text messages, your electronic tablet
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bleeping every time a new email arrives. Try and eliminate any potential distrac-
tions, concentrate on what you do. You may need to:

e Sit and work in a quiet area, away from every one’s eyes.

» Hand your pager to a colleague for cover.

» Take the phone off the socket, turn off your electronic tablet.

* Close the door, put a “do not disturb” sign on the door, lock the door.

Minimise time looking up information

Have easily accessible information that you regularly need in your day to day
practise, rather than having to keep looking for it every time the need arises.
Having regularly needed information at your fingertips, can save you valuable
time.

You may:

» Carry a pocket size-reference clinical book, relevant to your current post. A book
that you can refer to easily and one likely to give you the necessary answers.
Alternatively, have access to a relevant electronic clinical book, website or app
on your phone or tablet.

* Make your own lists of tests to order, or investigations to request, for commonly
encountered clinical conditions. You may have a list of tests to order for acute
onset epigastric pain, acute onset hip pain, pyrexia of unknown origin, recent
onset weight loss. Avoid relying on memory and hence leaving out some of these
tests.

* Have a list of commonly used phone numbers or pagers, rather than having to
look them up each time. You may need to ring up the pathology lab to order
urgent blood tests, or ask for an urgent lumbar puncture gram stain. You may
have to ring from the ward, from the Emergency Department, from the hospital
corridor, but the switchboard may not be answering.

* Have a list of clinical diagnostic codes or surgical procedure codes. You may
have to provide clinical codes when admitting a patient, when listing a patient for
surgery or after carrying a surgical procedure. Such codes may aid remuneration
of yourself or your institution, for the work provided. Rather than having to go
through endless lists of codes each time, keep the ones you most commonly use,
in an easily accessible format.

* Have a list of equipment you need for commonly performed procedures, surgical
or otherwise. You may be asked to perform such procedures in the middle of the
night, in a ward you attend for the first time, with staff you never met before. You
may have a list of what you need to catheterise a patient; what type of catheter,
what size, local anaesthetic agent, or volume of fluid to inflate the catheter
balloon.
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Avoid Procrastination

Procrastination is like a credit card: it’s a lot of fun until you get the bill
Christopher Parker [1]

Procrastination describes the habit of putting off things or unnecessarily delay-
ing tasks that should be promptly completed [3]. Avoid postponing for tomorrow,
what should and can be done today. You may keep putting off the work-based
assessments, the surgical logbook update, the medico legal reports, completing the
discharge summaries or the disability assessment forms, copying the drug charts,
responding to a complaint, replying to an email, going through those patients’
records for the upcoming audit meeting, writing or submitting that research article,
getting the presentation slides ready.

Putting off things results in workload mounting, results in unnecessary worry
and anxiety. If postponing becomes a habit, try and break it. In doing so, you may
consider the reasons for avoiding those tasks, to help find suitable solutions:

» Tasks not interesting- appreciate that not all tasks will be as stimulating or excit-
ing. Some will be boring or daunting, but still have to be completed. Rather than
concentrating on how uninspired you will be whilst doing those tasks, try and see
how relieved you may feel once they are out of the way.

¢ Tasks not rewarding or of minimal training value— service provision and training
go hand and hand. Something new can be learnt even from the most repetitive
task.

e Tasks not important— all tasks have a relative value, work out what that is.
Completing discharge summaries promptly may ensure patients are discharged
on time, allowing new ones to move from Emergency Department trolleys to
ward beds.

¢ Not sure where to start- break the task down into small segments, small frag-
ments that can easily be tackled.

* Not skilled or trained- get training, ask for guidance.

¢ Something else keeps turning up- put such tasks high up on your to-do list and
get them done early. Try and complete tasks as soon as you come across them,
rather than putting them on the side for later on.
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Allow for the Unexpected

What we anticipate seldom occurs: but what we least expect generally happens
Benjamin Disraeli [1]

Anticipate that some tasks will take longer than planned, answers may take lon-
ger to receive, solutions may take longer to figure out. Do not leave completion of
tasks and meeting of deadlines, for the last moment. Avoid working on the edge and
assuming all will go smoothly, according to plan, all will fall in place on time.
Allow for the unexpected:

e A patient may crash, disrupting your routine ward round.

e The appendix may be too inflamed and stuck, taking time to mobilise and
remove, prolonging your operating list.

e A patient may present with a long list of questions to your clinic, which take time
to answer.

¢ Your trainer may be on holidays or have a full schedule, and not be available to
sign you off in time for your upcoming training program assessment.

¢ Some audit records may be off site and take longer to get, for that next audit
presentation.

¢ You may be kept up all night whilst on call, too tired to finish the research abstract
that needs submitting.

¢ Your clinical post may be busier than expected, with less free time to study for
the upcoming exams.

¢ The medical illustration department may be overwhelmed with lots of last min-
ute requests for posters printing, with yours having to be pushed down the queue.

¢ The article you need for the upcoming departmental teaching may not be avail-
able locally, and has to be obtained through an inter-library loan.

e Your laptop may crash, just as you are about to submit the next post
application.

Try and be one step ahead. Avoid working on a tight schedule. Allow time for
late starts, interruptions, emergencies, overruns. Allow for you not being able to
work at full speed, allow for others not being able to perform at their best.

You may be assigned a new task, you may be asked to take on a new project. You
may be asked to write a research proposal, carry out an audit, write an article, pre-
pare a presentation, organise the departmental teaching, device a new protocol,
revise a care pathway, organise next year’s rota. Set realistic deadlines. Be an opti-
mist but also a pragmatist before you make promises. Err towards caution. It may be
better to under-promise and over-perform, rather than overpromise and under-
deliver. It is better to impress with a prompt delivery, rather than disappoint with a
failed promise of a prompt deadline.
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In estimating how much time you may need for a task, and what deadlines to set

up you may consider:

What other work do you already have scheduled and how much time is that likely
to take? How much free time does that leave you for the new task? Could you
drop other tasks to concentrate on the new one?

Is it likely that new additional work could turn up during the time under consid-
eration? If additional work keeps turning up now, it is highly likely it will do so
in the future. Is a busy or quiet time of the year coming up?

Break the task into small components, as it may be easier to grasp their size, and
hence estimate the time that each of those may take.

Does completion of the task depend solely on you or do you rely on input from
others? If relying on others, how much time will they take? Are others reliable
and available to deliver on time? How much influence do you have as to when
they deliver?

If the task does prove to take longer than expected, can you call upon additional
staff, help and resources, to make up for lost time?

What happened last time you undertook a similar task? What delays occurred
then? What lessons were learnt?

Work out how much time you think you will need. Then add some more, and

€ven Some more again.
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Have to-Do Lists

The project may be the lion, but the list is your whip
Adam Savage [1]

Prepare lists of tasks to do. Such lists may be hand written or in electronic for-
mat. You may carry to-do lists on paper sheets, notebooks, or electronic tablets.
Use whichever format suits you, whatever format enables you to quickly add new
tasks, and cross off those completed. Some situations where to-do lists may be
useful:

e You are on out-of hours duty, you get calls for referrals from the Emergency
Department, wards, community doctors; make a record of each of these and get
the contact of the referrer, in case you need more information.

¢ You do a ward round; make a list of investigations you need to request for each
patient, to be acted upon.

¢ You are doing a research project; make a list of experiments to do, collaborators
to meet, articles to read.

¢ You are revising for your post-graduate exams; make a list of topics you need to
cover, clinical signs you need to see, clinical diagnoses to make, courses to
attend.

¢ You want to further develop your surgical skills; make a list of operations you
want to observe, to assist in or perform.

Lists help you easily see what is outstanding, allow you to prioritise the various
tasks, and help you avoid relying on memory. Lists may even give you the satisfac-
tion every time a completed task is crossed off. When it comes to drawing up lists
you may consider:

¢ For each item make an adequate meaningful record, easy to action when its turn
comes.

e Make a record as to when each item was added, as that may guide as to when to
act upon.

e Mark the tasks as high and low priority. Keep re-assessing the list, and re-prioritise
as needed.

¢ Break down tasks into smaller components that make it easier to see what is
outstanding.

 Distinguish the tasks that only you can do from those that can be delegated.
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Prioritise

The key is not to prioritise what’s on your schedule, but to schedule your priorities
Stephen Covey [1]

Allocate priority to various tasks. We often think of triage in the war field or in
triaging patients in the Emergency Department. However, triaging is a vital skill for
a doctor’s day to day professional life. Time is limited, so many tasks to be com-
pleted. Some tasks must be done promptly, others can wait. Identify those tasks that
matter the most and ensure they are done first. Prioritising is a skill that needs to be
mastered.

You may prioritise according to clinical urgency and importance, according to
up-coming deadlines, according to waiting time, according to availability of skills
and resources. Consider:

¢ You may prioritise the assessment of a ward chesty patient with dropping blood
pressure, as compared to reviewing stable long stayers whose condition has not
changed.

¢ You may prioritise rushing to surgery a nasty fracture with a pulseless arm, as
compared to plastering an ankle sprain.

¢ You may prioritise ringing the radiologist to request a brain scan in newly-onset
blurred speech, as compared to ordering routine post-knee replacement
radiographs.

e You may prioritise the completion of discharge summaries for patients to be
discharged early in the day (to free beds and admit others), as compared to put-
ting out routine blood test requests.

¢ You may prioritise the write up of an abstract for a scientific meeting with a
looming deadline, as compared to writing up the detailed methodology for a
newly thought project.

* You may prioritise reviewing a case for which you are likely to need senior input,
before your boss sets off for an off-site clinic.

* You may be handed a list of patients waiting to be seen at the start of your on-call
duty. Who is to be seen first?

Obtain the necessary information from other healthcare staff or patients them-
selves, to enable you to quickly prioritise various tasks. Know as to who is the best
source of such information. You may consider:

¢ You may be looking after lots of patients in the ward, and you are ready to start
your morning ward round. Ask the night shift nursing staff, or the night shift
ward doctor, as to how patients have been overnight, to identify problems that
need prompt attention.

¢ You may be on call and turn up to the Emergency Department with many refer-
rals to be seen. Scan the referrals and prioritise the order of review, firstly accord-
ing to clinical urgency and then wait time. Ask the charge nurse if anything has
changed in patients’ condition since their referral, rather than simply relying on
the referral charts.
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* You may be handed over by a colleague a list of jobs to do or patients to see. Ask
that colleague if there are any patients that need immediate attention, or any tasks
that should be done first.

In deciding how to prioritise, clinical importance and urgency come first. Make
a list of outstanding jobs to put a structure into what is waiting, and mark on the list
the clinical priority of each. If you could do only one job, which one would that be?
With more and more doctors working shifts, outstanding jobs have to be passed
from one shift to the other. You may be worried of the perception you give, if you
pass on tasks which have been waiting a long time. Others may wonder how you
could not have done those jobs earlier on in the day. If, however, clinical need dic-
tates that you deal with other tasks first, then do so. The performance of institutions
and departments is increasingly assessed using targets of length of patients’ wait;
wait in the Emergency Department, wait to be seen in clinic, wait to surgery [4—6].
You may occasionally feel pressure to deal with long waiters first, pressures of the
consequences if targets are not met. Again, clinical urgency takes priority. Apologise
to those waiting long, and explain why you did not attend to them earlier. Most may
well agree that the sicker should be dealt first. Prioritise, deal with the most
unwell first.
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Delegate

I either delegate something, I dump it, or I deal with it
Daniel Doctoroff [1]

We can not do absolutely everything, complete all tasks in person. No matter
how talented we are, how enthusiastic, committed, keen, skilled and hard working
we feel, we often have to ask others for help, we often have to delegate some tasks
to others. These may be clinical, administrative, technical, managerial or other
tasks. For tasks which can be done by others, ask them to do so. It is not a sign of
weakness or failure but a skill that combines the ability to organise, prioritise, and
work effectively as part of a team. It is a skill that requires the ability to recognise
which tasks can be delegated and to whom they can be delegated, in order to ensure
their prompt, safe and successful completion.

You may ask a colleague to clinically assess a patient in clinic or the ward, take
bloods, order blood tests, speak to a radiologist for an investigation, suture the surgi-
cal incision wound, collect data for an upcoming audit, counsel a patient about a
research trial. You may ask the scrub nurse to prep the patient whilst you are scrub-
bing, your secretary to set up the projector ready for your presentation, the rota
master to print the rota guidelines for the induction of the new trainees. You may ask
your juniors or peers to lead the medical students’ teaching, represent you in a
multi-disciplinary meeting, or liaise with a specialist team to ensure prompt assess-
ment of an unwell patient.

Share the jobs rather than piling them up. It may initially be faster and easier to
do everything yourself rather than showing others how to do things. You may be
able to do things much better than everyone else. However, if you delegate, whilst
offering guidance as needed, others may develop the knowledge and skills, to carry
those tasks under minimal supervision, an important component of professional
development and training. Delegate important tasks rather than simply those you do
not fancy doing. As others become more confident in sharing your work, and as you
develop the confidence they will deliver, give them tasks which need more respon-
sibility. Show that you value their contribution, that you trust them to follow things
through. Sharing may help you all work towards a common goal.



16 2 Organisation

Give Others the Time They Need

If they try to rush me, I always say, I’ve only got one other speed and it’s slower
Glenn Ford [1]

You may feel like the centre of the world, you may enjoy having what you ask
for without delays, your deadlines may be the most important, your tasks the most
critical.

However, the people we work with have their own tasks, their own deadlines to
meet, so many others to please. They may really want to help you out but other jobs
are holding them back. They may want to do their best, but cannot just drop all they
are doing. Hence, give them ample time to meet your requests. You may consider:

¢ Give your trainers ample time for setting up your final sign off meeting, in time
for your training program paperwork submission deadline.

¢ Give ample time to the medical records department to pull out the notes, in time
for the next audit meeting presentation.

¢ Give your co-researchers ample time to comment on your research funding pro-
posal, in time for the application deadline.

¢ Give ample warning to your clinic administrators for your holidays, to re-arrange
clinic appointments.

¢ Give ample time to your secretary to type your response to a patient’s complaint,
in time for the response deadline.

¢ Give ample time to the ward staff to bring a patient down to clinic for plaster
change. Let them know from the start of the clinic, if not from the day before.

¢ Give the library sufficient time to get those references for your research introduc-
tion, rather than waiting until the end when you are about to start writing up your
thesis.

¢ Give the journal sufficient time to consider your article submission, for that long
awaited decision to boost your curriculum vitae (CV).

Show that you are organised, you respect and value the time of others, that you
can plan ahead.
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Have a Routine, Follow a System

We are what we repeatedly do. Excellence, then, is not an act, but a habit
Aristotle [1]

Some of your activities may be scheduled or structured by others, but some will
be directly guided by you. Develop a routine or system as to how you do things. It
may be a routine with regards timing, methodology, approach. You may consider:

¢ If covering multiple wards, have set times when you go round. If staff know that
you will come round, they will be more likely to leave non-urgent jobs till then,
rather than keep paging you. Tell staff when you will be back. As many tasks can
wait, ask staff to make a list, and explain that you will do regular ward rounds.
Otherwise, you may end up rushing from ward to ward to do tasks as they arise.

e If you do a weekly ward round, have fixed time and starting place and stick to it.
Staff will wait for you, will do their best to ensure someone is available to join
you, rather than turning up and looking for staff to go round.

e If you have a time when you will go through your non urgent administration
work, your secretary will keep it for then rather than ringing every time some-
thing new turns up.

» Ifyou are a doing a certain procedure or operation the same way, same sequence,
and using the same instruments and equipment every time, then staff will know
what to get ready for you, and will be able to follow your operating. You may
even be handed the next instrument before you ask for it!

e If you are discharging patients have a system as to what thrombo-prophylaxis
you prescribe, when you follow up patients in clinic, how you communicate with
out of hospital carers.

If you keep changing your habits, you may have to explain this from scratch
every time to all those working with you. If you keep changing you may confuse
everyone. Stick to a system. It allows others to get used to your ways. It would be
unfair to expect others to lay the red carpet if you keep changing your habits for no
reason. Practise makes better. If you stick to a system you can get better and faster
at what you do. There will be exceptions, but that is understandable.
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Leading a Ward Round

Organizing is what you do before you do something, so that when you do it, it is not all
mixed up
Alan Alexander Milne [1]

As a doctor you may have to lead a ward round. Often it is a junior member of
the team that takes the seniors round, informing them about any new patients admit-
ted after an on-call duty, or informing them about existing patients, about their cur-
rent state, the decisions made and the decisions that need to be made. Being able to
lead an efficient ward round during your day to day work or on call cover is an
important skill to develop. It incorporates many of the organisational skills that this
chapter addresses, and allows you to put many of them into practise [7—12].

A ward round aims to review patients’ clinical condition, make, adjust, or change
the underlying diagnosis, assess progress, review investigation and treatment plans,
formulate discharge arrangements. A ward round gives the opportunity to check
investigation results, drug charts, fluid and dietary prescriptions, outputs, thrombo-
prophylaxis, mobilisation status, surgical wounds. A ward round may ensure that
clear communication about patients’ care is established amongst healthcare work-
ers. A ward round may allow communication with patients and relatives regarding
condition, progress and future plans.

Aim to lead a well paced, structured ward round, rather than thinking what to do
next, where to go, wandering purpose-less around. The following may help you
achieve that:

* Know where and when the ward round takes place, and be there on time.

e Remind any healthcare staff that will join you (nurses, physiotherapists,
occupational therapists, pharmacists) of the upcoming ward round.

* Know where your patients are, as patients get moved around the hospital to dif-
ferent wards and within a ward to different bays. Walking all the way to the
Emergency Department at the other end of the hospital, just to find out the patient
has been moved to a ward, is not an effective way of time utilisation. Consider
ringing outlier wards to ensure patients are still there, before you set off.

e Plan as how you will go round, plan the order of seeing patients. Prioritise
according to clinical urgency, and then according to other factors such as patient’s
location. If a patient is very unwell and their senior review happens to coincide
with the ward round, start from that case.

* Have at hand a summary of the condition of each patient, including the timing of
important milestones (date of admission, days from significant event, days post
surgery or other procedure, days post commencement of new treatment). Have
information with regards to discharge arrangements, as such arrangements may
have to be initiated early.

* Have at hand up to date investigations and test results. Electronic tablets may
make that easy [11].

* Have checklists to ensure all relevant issues are covered.
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 If the ward round involves looking at radiographs, get those out, leave them by
the bedside, or ensure they are easily accessible. If radiographs are in electronic
form, ensure you can easily get to see them.

* Ensure medical records and other charts are available, and know where they are.
The records of patients awaiting surgery may be kept in a separate part of the
ward compared to those of the remaining patients. The medication charts may
have been sent to the hospital pharmacy to order new drugs.

* Ensure any equipment you may need is available. You may need a doppler to
look for pulses, an ophthalmoscope for fundoscopy, are these available?

* Have the details of your patients ready. Double check your list, make sure that all
patients to be seen are indeed on your list, and that all patients on the list are
indeed to be seen.

* Know the current state of patients. If you admitted a patient the previous
night, whilst on call, visit the patient in the morning prior to the ward round,
to determine how they have been overnight. Are they better, have they deterio-
rated? Have they been seen by the other team from whom you asked an
assessment?

* Know any specific requests made or questions raised by your seniors in their last
ward round, and have the answers to those ready. Know the plan of action of the
last ward round. This might have been a request for a further opinion, investiga-
tion or assessment.

* Make notes in the patients’ records as you go along, or make separate notes and
come and write back in the patients’ records at the end of the ward round. Even
if your seniors are dictating a typed letter, as a means of documenting their ward
round findings, still write in the notes, as typed letters may take time to reach the
charts.

e Carry investigation forms or other referral forms, as some of these may need to
be completed and signed by seniors.
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Chapter 3
Communication

Communication is the passing and receiving information with verbal, written, or
other means. Communication also refers to the development of relations with those
we interact. Effective communication refers to the exchange of accurate and correct
information, but also refers to an appropriate manner with which such information
is transmitted.

Communication skills are vital both in dealing with patients, their friends and
relatives, but also other healthcare workers. Whatever the form of communication
selected, it is important to ensure that the desired message is delivered and clearly
understood by the receiver.

This chapter initially addresses certain basic skills of communication, with a
particular reference to relational communication. The need of maintaining confi-
dentiality is emphasised and particular areas of verbal, written, and electronic com-
munication are addressed. Systems that can allow structured communication are
presented, and the role of effective communication in promoting safe clinical prac-
tise is discussed. Advice is given regarding special situations of communication
including breaking bad news, consenting, and writing a business case.
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As there are no questions, thanks for listening. | am glad
it’s all crystal clear.
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Communication: The Basics

It is not the voice that commands the storys; it is the ear
Italo Calvino [1]

Whatever the means of communication you use, the basic principles remain the
same. Be polite, respectful, courteous, friendly, and approachable in dealing both
with patients and other staff. In a 2008 article in the New England Journal of
Medicine, Michael Khan, a Boston psychiatrist, introduced the term “Etiquette
based medicine” to introduce the use of “good manners”, in the patient-doctor
interaction [2]. Khan believed that patients may give particular importance to
whether doctors are respectful and attentive. He recommended that for a patient to
have a satisfying experience, doctors should, in their first meeting with a hospital
patient:

Ask permission to enter the patient’s room, and wait for answer.
Show their identity badge and introduce themselves.

Shake hands.

Sit down and smile if appropriate.

Explain their role in the medical team.

Ask as to how the patient feels for being in hospital.

A

Khan’s recommendations could be applied not only to dealing with patients, but
also in dealing with colleagues and other staff. In direct personal contact consider
the following:

¢ Get to know people’s names and address them with that. In a busy environment,
with staff having different working patterns, you may often see new faces. You
may not have met the nurse assisting you in clinic before, the radiographer
screening your patients in theatre, the junior doctor covering the wards, the sec-
retary typing your clinic letters. Ask who they are and get to know them. They
will appreciate that you took the time and effort to find out their name and use it
as such. You may not be keen at speaking to strangers in the street, why should
you be doing so at work?

¢ Introduce yourself rather than assuming the other person knows who you are.
They may not be able to read your badge, may be new starters, may not have
heard of you before.

¢ Give your title and explain your role. You may be wearing your suit, a white coat,
your scrubs, having a stethoscope round your neck. Still explain who you are and
why you are there.

¢ Introduce your team and explain their role. You may be in charge, the one mak-
ing decisions, the rest may be taking orders or be shadowing you to learn. If you
are leading the encounter introduce all those present. Acknowledge the presence
and contribution of all those around you, to avoid others wondering as to who all
these strangers surrounding you are.

¢ Look at people when you address them or speak to them. Avoid staring at a
radiograph whilst asking questions to someone standing behind you, avoid
making computer entries whilst taking a clinical history, avoid checking your
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emails whilst a junior is seeking your attention. Pause and address the person you
are speaking to. Give them the moment they deserve.

Use plain language, easily understood by the person you are referring to. Avoid
complex, technical terms, no matter how sophisticated they may sound.
Minimise interruptions. Close the door, draw the curtain, concentrate on the per-
son you are communicating with.

Albert Mehrabian, Professor Emeritus of Psychology, at the University of

California, Los Angeles, USA, in his work on human communication, stresses that
there are three elements of face to face communication: words, tone of voice, and
non-verbal behaviours (such as facial expression) [3—5]. Mehrabian proposes that
when an individual talks about their likes or dislikes, 7 % of communication is
achieved by words, 38 % by tone of voice and 55 % by body language.

Use the appropriate body language. If you walk in a room looking stung up, is it
really the best approach to motivate and attract the support of others? If you
deliver a lecture standing rigidly still, will you infuse the audience with passion?
If you attend a meeting and sit leaning back looking at the ceiling, are you truly
engaging?

Use the appropriate tone, the correct volume, and right pace. You may be a soft
talker, but may need to raise your voice for others to pay attention. You may be a
fast talker, but may need to slow down if others have difficulty following you,
especially if they just met you.

Use appropriate terms when addressing others. Address your patients, colleagues
and seniors with their title and surname, unless they specifically ask you to refer
to them otherwise. It may be unwise to start calling your professor “Bill”, just
because you overheard the senior ward sister addressing him by his first name. It
may be unwise to start calling your senior “mate” or “man”, no matter how
friendly and approachable they seem, no matter how widely such expressions are
used. Even if you are on first names, should you not be referring to your senior
with their full name and title when talking to others? However, if asked by a
senior to address them with their first name, try and do so; respect and courtesy
can still be practised, even for those who are on first name terms.

The world is a tiny neighbourhood. Doctors may move to practise in lands away
from their country of origin, patients may live or work away from home. Having
good grasp of the language of the place you are practising in, is essential to
ensure proper communication. If your accent or your patient’s accent hinders
communication, ask someone local to help you communicate. If doing a ward
round and the patient has poor hearing or cannot appreciate your accent, ask the
patient’s nurse or other carer for help. A nurse, who spends more time with a
patient, may have found a way round. If you and the patient can not speak the
same language use a translator, preferably someone unrelated to the patient,
rather than just assuming information will get across.

Listen; communication is a two way process. It is not just about passing informa-
tion but also about receiving. Try and be a keen listener rather than just doing the
talking. You are more likely to learn something new by hearing someone else
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speak, rather than if you do all the talking. Listen to what others have to say, give
them time and attention. Listen to silence. You may be chairing a meeting and
after your preaching talk no one else speaks. You may give a talk and no one
questions you at the end. Sometimes silence speaks louder than protests and
screams.

* Use open ended rather than close ended questions, to allow others to open them-
selves, and tell you about their opinions or troubles. You may obtain more infor-
mation if you use open ended questions rather than asking for specifics. People
may concentrate on what they value most, on what they feel is important, if given
an open forum. Direct questions may provide specific facts, but may fail to give
the whole picture. Consider getting the bigger picture first prior to concentrating
on details.
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Relational Communication

My belief is that communication is the best way to create strong relationships
Jada Pinkett Smith [1]

Communication refers to the exchange of correct and accurate information, but
also to the formation of healthy interpersonal relationships both with patients and
other staff.

Relational communication is described by Guerrero, Andersen and Afifi, in their
book “Close Encounters: Communication in Relationships”, as a subset of
inter-personal communication that focuses on messages exchanged within relation-
ships [6]. They go on to say that “relational communication reflects the nature of a
relationship at a particular time. Communication constitutes and defines relation-
ships. In other words communication is the substance of close relationships”. Five
principles of relational communication [6] are:

1. Relationships are the result of repeated interactions, which are partly communi-
cation interactions.

2. Messages may have different meanings in various relationships. Hence the mes-
sage must be interpreted within a context or relationship.

3. Communication reflects the nature of relationships. Relational messages have
been classified into seven types [7]: dominance/submission, level of intimacy
(affection, trust, inclusion), degree of similarity, task-social interactions, formal-
ity/informality, degree of social composure, emotional arousal or activation.

4. Relational communication, like relationships themselves, is dynamic.

5. Relational communication may follow linear (constant progress or deterioration)
or non-linear (ups and downs) patterns.

Step et al. [8] suggest that “relational communication contributes to a climate for
interaction that can facilitate or inhibit effective communication outcomes”.

Using the study tool shown in Table 3.1, Shay et al. [9], looked at the factors
associated with patients evaluating a physician’s relational communication as
positive. They reported that simple physician acts, like asking more unprompted
questions, and encouraging expression of concerns, led to more positive rating of
the interaction. Interestingly, neither the time spent with the patient nor the time the
patient had to spend in the waiting room prior to getting seen, were associated with
how relational communication was rated.

Orioles et al. [10] asked the parents of patients hospitalized in a pediatric inten-
sive care unit and bone marrow transplant unit, how they perceived their physicians’
inter-personal behaviors. They identified 11 inter-personal behaviors considered as
important by parents. These included empathy, availability, treating the child as an
individual, respecting the parents’ knowledge of the child, allowing hope, correct
body language, thoroughness, exceeding duty requirements, accountability, willing-
ness to be questioned, and attention to the child’s suffering.
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Table 3.1 Items used by Shay et al. [9] to assess how patients evaluated relational communication
by their physicians

Relational communication scale items used in the factor score

—

. My doctor was interested in talking to me

. My doctor seemed to care if I liked him/her

. My doctor was sincere

. My doctor wanted me to trust him/her

. My doctor was willing to listen to me

. My doctor was open to my ideas

. My doctor was honest in communicating with me
. My doctor seemed nervous in my presence

O 00 N Wk Wi

. My doctor was comfortable interacting with me

—_
]

. My doctor wanted to cooperate with me

Patients rated the above items during their post-visit survey on a seven-point Likert scale ranging
from (1) strongly disagree to (7) strongly agree

Reprinted with permission
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Confidentiality

Confidentiality is a virtue of the loyal, as loyalty is the virtue of faithfulness
Edwin Louis Cole [1]

Take all steps to ensure that confidentiality is respected and not violated. This
applies to both dealing with patients but also other staff. Use common sense, and
take all possible steps to minimise breaching of confidentiality. Follow the data
protection rules of your organisation, the guidance of your regulatory body, follow
the rules of the land. You may consider:

¢ Should you be dictating loudly a letter about a patient in the corridor or in the
coffee room, in front of colleagues or non-medical staft?

¢ Ifyour favourite clinic receptionist asked you what was wrong with her neighbour,
who you saw in clinic that morning, should you be telling?

¢ Should you be telling your partner about the medical condition of a prominent
village figure?

¢ Should you be stopping at a patient’s house for a home visit on your way to tak-
ing your partner shopping?

¢ Should you be keeping in your portfolio a copy of your logbook with identifiable
patient’s details?

¢ Should you be including in your national audit lecture a radiograph with the
patient’s details at the top?

¢ Should you be keeping information about patients on non-encrypted, non-
password protected memory stick or laptop? What if it gets lost?

¢ Should you be taking written medical records home? What if you left your bag
in the train?

¢ Should you be passing information to a patient’s employer without the patient’s
consent?

¢ Should you be emailing identifiable information about a patient without using
appropriate encryption? What if the email goes astray or your email account gets
hacked?

¢ Should you be leaving, at the end of the consultation, a computer on with a
patient’s radiographs and details exposed, whilst you move next door to see
someone else? What if another patient walks in?

¢ If dealing with a patient involved in criminal activity, or if there is concern about
a communicable disease, how can you balance acting in the public interest with
the need to respect an individual’s confidentiality?

Confidentiality is at the centre of patient-doctor relationships. Consider the
implications if confidentiality were to be compromised, both to patient and you
alike.

The same rules apply in dealing with confidential issues of colleagues and other
staff. Others may confide to you their personal circumstances, the challenges they
are going through, ask you for a listening ear, for direction and advice. You may be
made aware of confidential information because of your position, your seniority or
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role. You may overhear a telephone conversation or coffee room talk. You may
consider:

Should you be telling other staff the medical reasons for one of your juniors
being off sick?

Should you be telling about the family troubles a colleague is going through?
Should you be telling how poor the performance of one of your juniors was in an
interview that you recently chaired?

Should you be telling others about your colleague facing disciplinary action?
You may have reviewed a research article submitted to a journal but is still not
published. Should you be telling your research fellows about its weaknesses?
You may have reviewed a research grant application proposal the decision for
which is still awaited. Should you be telling other researches about it?

A colleague may be applying for a new post but does not wish people at work to
know until it is secured. Should you be telling others about the reference the col-
league asked you to provide?

If you have been entrusted with confidential information, keep that trust. If others

asked you to keep their troubles to yourself, then do so. It helps you build good
reputation and gain respect in the workplace. If others know that what they tell you
will be like front page news, then it is unlikely they will confide to you again.
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Summarising and Systematically Presenting

The most valuable of all talents is that of never using two words when one will do
Thomas Jefferson [1]

In the medical school we are often taught to take a thorough clinical history and
carry a full clinical examination, the recording of which may be pages and pages
long. We may then be rewarded for presenting the whole story to our tutors, for giv-
ing all positive and negative facts. We may be praised for not leaving anything out,
for covering all aspects and angles of the story.

In contrast, as a practising doctor, you are often required to collect this informa-
tion but present it in a succinct, summarised form. Time is limited, everyone is
rushed, decisions must be made, actions must be taken. You may be presenting the
patients admitted during a busy on call, you may be leading a busy ward round, you
may be assessing and presenting patients in the out-patients clinic, you may be pre-
senting patients turning up for surgery, you may be handing over a list of cases to be
seen during the night shift, you may be referring to another team for specialised
opinion, you may be ringing up for senior advice, you may be writing a hospital
discharge summary.

Try to develop the skill of picking out and presenting all vital information, but
putting aside anything which is less relevant or less important. It is a skill not to
present everything but to present what is essential, and related to the message you
are trying to convey. It is a skill not to give a long essay but a succinct summary, one
that can be easily grasped in a busy clinical environment.

Have a system as how you communicate such information which may be applied
in verbal or written form, which may be employed in multiple clinical settings and
contexts. The SBAR (situation, background, assessment, recommendation) [11] and
SOAP (subjective, objective, assessment, plan) [12] communication schemes may
help you present information in a structured way. SBAR was initially designed for
nurses briefing physicians in an obstetrics unit [11], whereas SOAP was used as
guidance of recording in medical charts [12]. Both incorporate the reporting of
information gathered from the patient, carers, or other witnesses, and clinical find-
ings gathered by the clinician. These are combined to develop your overall impres-
sion or opinion, and finally formulate a further management plan.

These communication schemes are summarised below:

S-ituation — what is happening

B-ackground — previous relevant history

A-ssessment — clinical findings

R-ecomendation — what needs to happen, further plan



Summarising and Systematically Presenting 31

S-ubjective — clinical symptoms and previous history
O-bjective — clinical signs

A-ssessment — clinician’s impressions

P-lan — action needed

An example would be:

Situation: 52 year old male, just presented to Emergency Department with
acute onset chest pain and nausea

Background: Clumsy, tachycardic, no history of heart disease, but heavy smoker

Assessment: ECG shows ST elevation

Recommend: To have urgent angioplasty

Subjective: 52 year old male, acute onset chest pain, nausea, no previous
heart disease, heavy smoker

Objective: Clumsy, tachycardic

Assessment:  ECG shows ST elevation

Plan: To have urgent angioplasty

The development of succinct and systematic presentation skills may take time.
Keep practising to get better.
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Communication and Safety

The single biggest problem with communication is the illusion that it has taken place
George Bernand Shaw [1]

Doing no harm is paramount in health care. Yet, when things go wrong or do not
go according to plan, failure of communication is cited as one of the main causes.
The Joint Commission for Hospital Accreditation in the USA, identified communi-
cation failures as one of the root causes in more than 60 % of 7,194 sentinel events
from 2004 to 2013. Such events included operating on the wrong patient or wrong
site, carrying out the wrong procedure, unintended retention of foreign objects (such
as swabs) at surgery, radiation overdose, medication errors, and delay in treatment
[13]. Several aspects of communication may help improve safety, and these are
described below.

Use Similar Language

This refers to using structured communication systems or clinical management
pathways, so that all participants are aware of what the messages mean. The ALS
(Advanced Life Support) and ATLS (Advanced Trauma Life Support) systems,
commonly used in clinical practise, put structure in how to resuscitate a collapsed
patient or approach a trauma patient [14, 15]. Clinicians trained in these systems are
thus able to “speak the same language” when undertaking such crucial tasks. Avoid
abbreviations or technical terms that may not be easily understood by others.

Ensure the Message Has Been Received

Ask the receiver to repeat the message to confirm their understanding. Even though
one speaks and one hears, the message may still be lost.

Brief/Debrief

Brief and debrief prior to and after major events. Briefings ensure that all partici-
pants have a shared understanding of what is about to happen, any risks involved,
and any alternative plans. The World Health Organisation Surgical Safety
Checklist provides a structured briefing prior to commencing surgery. It also
allows debriefing at the end of surgery to highlight what was done, any problems
encountered and which could be avoided next time, as well as further actions
necessary [16, 17].
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Alerting Systems for When Things Are Not Right

In 1978 a United Airlines plane crashed near the Portland International airport in
Oregon, USA. The landing gear of the plane failed and the crew became so absorbed
with addressing the failed gear, overlooking that fuel was running out. The plane
crashed due to fuel exhaustion. Cockpit recordings suggested that one of the crash
causes was the failure of the first officer and the flight engineer to successfully com-
municate their concerns about the plane’s fuel state to the captain [18]. This, and
other similar events, led to the introduction of cockpit resource management, a sys-
tem of providing training as how to act in situations where error can have dramatic
consequences. Since then, parallels have been drawn between cockpit resource
management and communication in healthcare [19-22].

You may find yourself in a situation where you feel that things are not right.
Someone maybe about to administer a treatment that may not be appropriate, some-
one maybe overlooking a critical clinical sign, and you need to communicate effec-
tively your concerns. The person you are trying to communicate with may be higher
up in hierarchy, which may complicate matters even further.

Several communication systems have been described for such situations, to help
you make your concerns explicit. Three such systems are CUS (Concerned,
Uncertain, Safety) [23], the Two-Challenge rule [24], and the Assertive Statement
[25]. These put a structure in how to escalate concerns and attract attention to those.

The CUS technique was developed by the Agency for Healthcare Research and
Quality in the USA [23]. This is described below:

C-oncern “I am concerned we should not be doing this”
U-nsure “I am uncertain that we can do this”
S-afety “I feel it is unsafe to do this”

“We should stop and not do this”

The Two-Challenge rule, is an alternative approach, originating from the aviation
industry, and recommended in the Institute of Medicine’s 1999 report “To err is
human” [26]. If a pilot is challenged twice and does not respond appropriately, then
the assistance takes control. Even though this approach may not directly apply to
healthcare, it gives a guide that if after two challenges an appropriate response is not
achieved then going up the chain of command is needed.

The Assertive Statement was originally developed by Dr Jerry Berlin while
developing Crew Resource Management courses for the airlines in the late 1980s. It
is used by Jay Hopkins of the Error Prevention Institute in Preventing Human Error
seminars [25] and involves:

* Get the person’s attention: “Dr Jones”

e State your concern: “I am very concerned that we are giving the wrong dose of
heparin”

e State the problem as you see it: “The heparin dose is too high for the patient’s
weight”
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* Propose a solution: “We should stop and re-calculate the dose”
* Obtain agreement (or buy-in): “Do you agree, doctor?”

If you are on the receiving end and someone is questioning your decision then
stop, listen and reconsider. Do not just brush it off. Enquire why is the challenger
saying that? Could you be doing something wrong? Respect the challenger no mat-
ter how junior they are, whether a doctor or not.
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Handover

Handover is defined as “the transfer of professional responsibility and accountabil-
ity for some or all aspects of care for a patient, or group of patients to another person
or professional group on a temporary or permanent basis” [27].

With reducing working hours and shift patterns becoming more common, there
is a move from individual doctor patient care provision to team based care provi-
sion. Exchange of information between team members to allow safe and smooth
continuity of care, is thus essential.

As a doctor you may handover patients to other doctors during normal working
hours or when on call. You may also have to pass information to other healthcare
staff such as anaesthetic recovery staff or nursing staff. Handovers may occur in
community or hospital environments, in the Emergency Department, ward, post-
surgery recovery room, or intensive care. Studies evaluating handover practises
have shown deficiencies, often being non-structured and prone to errors [28-32].

Handover is not simply about passing a list of patients with their relevant clinical
information and outstanding tasks. Efficient handover allows:

e Communication of concerns of the outgoing team.

* Communication of anticipated problems that the incoming team may face.

e Clear identification of those patients that are unwell and who need prompt
attention.

* Information to allow prioritisation of tasks by the incoming team.

The exact handover process may vary according to the context in which you
practise, or local system and organisation practicalities. Nevertheless, the following
communication factors, based on guidance by the British and Australian Medical
Associations, may improve your handover efficiency [27, 33]:

* Allow sufficient, uninterrupted time for handover. Avoid, short, rushed, verbal,
corridor handovers.

* All stakeholders should be present, both with regards breadth of professionals’
skills and seniority of such professionals.

 Include patients in hospital but also patients that have been referred and are still
to be seen and assessed.

» Handover full details of patients, including location.

 Pass clinical information about patients in a structured way.

» Highlight your concerns.

» Highlight those tasks that need prompt attention.

A checklist system, written or electronic, which ensures confidentiality but also
easy access to incoming and outgoing teams, may facilitate transfer of information
in a structured manner. iISOBAR, a handover checklist, developed at the Royal Perth
Hospital in Australia, and based on the SBAR tool, may facilitate handovers. It
describes [34]:
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i-dentify your self and patient

S-ituation

o-bservations

B-ackground

A-greed plan

R-ead back — to ensure proper receipt of information and strengthen
accountability.
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Written Communication

The ability to simplify means to eliminate the unnecessary so that the necessary may speak
Hans Hofmann [1]

Documentation of interactions with patients or other actions that involve
patients’ care, forms a substantial component of a doctor’s work practise. Such
documentation may involve making records of patients’ assessments in the com-
munity, the Emergency Department, wards, or out-patient clinics. Documentation
may involve making records of surgical procedures in theatres, making records of
discussions with other colleagues, recording discussions with patients or
relatives.

You may find yourself wondering why you spend lots and lots of time recording
what has taken place, rather than actually doing things. But why is documentation
so important?

e It allows you to look back to see how a patient’s condition was at a particular
time, and hence assess whether the condition has since changed.

» Continuity of care — allows another carer to pick up where you left things, when
you are not present in person.

¢ Legal reasons — things may go wrong, patients may complain, you may need to
refer back to see what actually took place. An action not documented may, in
some legal systems, be considered as not to have taken place.

e Accurate documentation of delivered treatment may ensure proper remuneration
of your institution. Remuneration may be based on procedures performed, diag-
noses made, or patients’ co-morbidities. This information must be recorded in
order to be accounted for.

¢ The information you record may provide the tool of subsequent research or
audits.

In documenting patients’ assessments in medical charts there are certain princi-
ples to follow. Consider:

* Be thorough, yet succinct. Like in verbal presentations, highlight the important
and relevant points, when documenting. It may be that you have to record ini-
tially a clinical assessment which is pages long. Do so, but also add a summary
which can be referred to clearly and quickly.

* Have a systematic way to ensure that documentations are presented in a logical,
easily followed manner. SBAR and SOAP, or your own modifications of these,
could be used.

* Clearly sign and print your name at the end of any entries, so someone looking at the
entry can identify who you are. A name stamp may help in a busy environment.

¢ If documenting on behalf of others, like a clinical review by a senior, make that
clear.

¢ Date and time any entries, so it is clear as to when they happened.

¢ If hand written, use legible writing. What is the scope of writing if no-one can read
it? If you can not read what you wrote, it is unlikely others will be able to do so.
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Filling Forms

Whether written or electronic, forms are on the rise. No matter how daunting forms
seem to be they are a way of communication, and should be treated like that. Forms
may be used in requesting assessment by other teams, requesting physiotherapy or
orthotics input, requesting tests or investigations. Consider forms not as another
formidable task but as a way of standardising, and enhancing communication.
Consider forms as a way of filling gaps of communication where those exist. Look
at forms as the means of reminding you what information you need to provide. In
completing forms several additional principles may apply:

e Check that the patient details are correct, and their contact details are up to date.
What is their preferred contact means? Are they planning to be away?

* Give sufficient information and clearly state what you are asking for, yet be suc-
cinct so the message is not lost in reams of information.

* Have a structure in providing information. This may already be pre-set by the
form’s format, or you may have to determine what structure to adopt.

* Do not sign forms which are not completed, forms which do not have the patient’s
details on. What if the wrong name sticker is put on after you sign it? What if the
wrong information is filled?

* Avoid leaving parts unfilled. If not relevant state that, rather than leaving it blank.

» Investigation request forms — state what investigation you are asking for, and
the reason why you are asking this. Give sufficient clinical information to jus-
tify your request, but also to allow the receiver to appreciate what question you
aim to answer. It maybe that in addition to all the rheumatology tests you are
asking for there is another one that the lab can add, to further help you reach a
diagnosis. The radiographer may be able to adjust the view of taking the
requested radiograph, to help answer your specific question. It maybe that the
radiologist can suggest that a computerised tomography (CT) scan is better
than a magnetic resonance imaging (MRI) scan to look for fracture union. In
addition to routine nerve tests the neurophysiologist may be able to add more
complex EMG studies, to help diagnose the cause of newly onset neurological
symptoms.

Discharge Summaries

A discharge summary may be considered as a statement created about a patient,
upon discharge from a medical institution. Discharge summaries may be aimed at
the doctor that will be looking after the patient in the community or in another insti-
tution, and aim to communicate the:

* Reasons for admission.
* Diagnosis or medical condition treated.
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* Events that took place during the admission (treatment administered, tests per-
formed, outcomes of investigations).

¢ Change in patient’s condition.

» State of patient upon discharge.

» Post discharge plans or instructions for required actions (social input or house
adjustments, physiotherapy, need for wound dressings, suture removals, mobili-
sation status, follow up appointments, referrals to other specialists, monitoring,
further tests to be performed).

» Take away medications and the duration of prescription.

If looking after many patients in a ward or working in an environment with a
high patient turnover (such as in day case surgical department), completing dis-
charge summaries may provide a substantial workload. Nevertheless, discharge
summaries must be given the time needed, as they form a vital piece of communica-
tion in ensuring continuity of care.

It is always a balance between giving sufficient information, but at the same time
avoiding too much information, which may be time consuming, and fails to deliver
a clear message. Put yourself in the receiver’s shoes, and consider what information
would you have liked to receive. Avoid abbreviations that are often used in a hospi-
tal environment but may be difficult to interpret by those practising in the commu-
nity. A template, designed by your self or your institution, tailored to your specialty
and the conditions you are dealing with, may improve efficiency whilst ensuring
adequacy of transmitted information.

Referral Letters

Referral letters allow the transmission of information between healthcare profes-
sionals, and the request of input of one professional from another. The information
you provide in a referral letter is vital in guiding the receiver as how to triage the
patient, and prioritise with regards the timing of seeing a patient. The referral letter
may be the only information available at the time of consultation, on which the
assessor has to rely. Yet the quality of referral letters may not meet expected stan-
dards [35].

Referrals to other doctors or other health care professionals, may be in the form
of structured forms, or self constructed letters. Whatever the format consider
including:

» Patient’s name and up to date contact details.

¢ Your details and address, date of letter.

* Whom you are addressing it to; a specific person, or a specific department? If
referring a patient to a department rather than person the next available specialist
could deal with it, which may influence waiting times.

» Reason for referral — to assess patient, give a further opinion, take over, discuss
management options, treat, investigate.
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» Urgency of request — routine, soon, urgent.

* Presenting complaint.

* Relevant previous medical history.

* Other important clinical history — allergies.

* Medications.

* Investigations and results.

» Up to date treatment for the condition and its response.

e Inform of any special circumstances, such as need for transport, need of
interpreter.

If a test has been done that will aid in assessment, ensure that the full results will
be available at the time of consultation. Your interpretation of results may not suf-
fice. The specialist may need to look at the original scans or the spirometry results
in person. This may save the patient back and forth appointments.

Clinic Consultation Letters

For patients seen in outpatients, clinic letters are often constructed as a response to
the referrer, and aim to inform the referrer of the consultation events. In addition,
they provide a record that you can refer to later on, if the patient were to come back.
Whether hand written, typed, or in electronic form, consultation letters are vital
communication and documentation tools.

As when writing referral letters, ensure that the details of the patient, originator
and receiver, and the date of consultation are clearly stated. The letter format may
vary according to your specialty, but an acceptable format is to give a short, easily
read summary of the main message, at the top of the letter (Fig. 3.1). This may
include the diagnosis or presenting symptoms, date at which diagnosis was made or
date of onset of symptoms, and further plan (such as follow up arrangements, refer-
ral for investigations). You may then present the remaining letter, using the follow-
ing sub-headings:

* Presenting complaint.

* Findings on clinical examination.

* Investigations and results.

* Impression/opinion regarding diagnosis.

* Plans for further treatment.

* Requests to referrer for further action.

* Outcome of consultation — discharged, follow up arrangements, referred to other
specialty.

* Additional information to remind you or inform others copied in letter— such as
patient needs to come back with translator present, patient listed for surgery and
will need specialist equipment.
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Many thanks for referring this patient,

who presents with a 4 month history of symptoms of

Patient will be seen back in clinic in 4 weeks.

Yours sincerely,

Fig. 3.1 Proposed out-patient clinic letter template
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Maintain a structure to your letters, rather than going back and forth, mixing
symptoms with signs and investigations.

You may find that in the end of consultation you need to inform not only the
referrer, but also other professionals, with regards the consultation. Copy the letter
to those too. If needed to ask another professional for input, based on that consulta-
tion, rather than writing a completely new letter from scratch, consider sending a
shorter letter with your specific request, and attaching a copy of your main clinic
letter to it.
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Phoning

First learn the meaning of what you say, and then speak
Epictetus [1]

You may ring a colleague or other professional to ask for advice, receive or pass
information, discuss a patient or a situation, request a patient’s assessment, or ask
for an investigation to be performed. Before you pick up the phone, spend some
time planning the conversation ahead. Make sure you are in an environment where
you can hear well and you are unlikely to be interrupted.

Before you lift up the phone consider:

e Why you are ringing.

¢ What specific answer or outcome you want to achieve.

¢ Do you have at hand all the details you may need? What might the other person
ask, and do you have those answers?

* Have a system in presenting patients over the phone; SBAR and SOAP may once
again help.

¢ Rehearse in your mind, or on paper, what you plan to say. Rehearse as how you
will present the patient, or how you could describe a radiograph over the phone.

When you ring:

* Speak slowly and clearly.

* Ask other caller to speak slowly.

* Clearly state who you are.

* Check the caller’s identity.

¢ Ask if they are able to speak.

 State clearly at the beginning the reason for ringing. Are you asking for advice, are
you asking for a review of a patient, do you have a plan and you are simply informing
your senior of your forthcoming actions, are you asking for an urgent test, are you
asking for an action such as taking the patient to theatre for emergency surgery?

* Thank the caller at the end and make a record of the conversation in the notes.

Similar principles apply if you are responding to a phone call. Pay particular
attention as to whether you are really sure who the caller is, to avoid breaching con-
fidentiality. If unsure offer to ring the caller back.
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Emailing

Words are only painted fire; a look is the fire itself
Mark Twain [1]

Emailing is part of modern life. No more need to wait for the postman, conversa-
tions in almost real time, live communications on the laptop, tablet, phone. Unlike
verbal communication, emails provide time to digest the information you receive
and consider your reply, yet give the option of a much faster response than traditional
letters. Treat emails with the respect that any other form of written communication
deserves. Use the same principles of communication as when meeting someone in
person.

In emailing you may consider:

* As in verbal communication, be polite and respectful. Consider the person
behind the email, rather than the email itself. Email rage has no place.

* Use them sparingly. Is it better to email someone or meet them in person? Is it
better to just pick the phone?

* Emails are just another form of communication. Should you be putting in an
email what you would not consider appropriate to say in person?

¢ Emails lack body language, facial expression, and tone of voice. Take this into
account as to how you phrase things. What you may consider as a sharp response,
may be perceived as uncaring by others.

¢ Who do you need to copy in emails? Is it necessary to copy all those people?
What effect will this have on the response you are seeking from the email
receiver? Are you copying someone to ask for action, to inform, or simply to
create impressions and gather support? Should you be Becing (blindly copying)
if all should be open and transparent?

¢ If you want your email to be read only by its recipient, naming it “strictly confi-
dential”, or “just for you”, may not suffice. Emails like letters may go astray. Is
there information there that can not be shared? If you really would not like what
you write to be seen by others, may be the safest option is not to write it at all.

¢ Reply promptly to your emails. Even if you can not give an immediate answer,
acknowledge receipt as good manners. If someone spoke to you in the corridor,
it is unlikely you would ignore them, why put off replying to that email?

Resendes et al. [36] evaluated the perceptions of surgical residents on received
emails, at the McMaster University in Ontario, Canada. They assessed receivers
with regards their preferred email formatting, their impression of the sender based
on the email, and factors that influenced their response. Coloured backgrounds,
difficult-to-read font, lack of a subject heading, opening salutations without using
the recipient’s name, or use of no salutation, were all negatively endorsed. Senders
of negatively perceived e-mails were considered inefficient, unprofessional and irri-
tating. Senders of positively perceived emails were more likely to be considered
professional, pleasant, and kind. Participants were almost threefold more likely to
respond immediately to emails they considered favourable, as compared to those
they disliked.
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Medical Reporting

Sick Leave/Fit Notes

Depending on where you practise, you may be asked to give a note to recommend
whether a patient should refrain from work, or restrict their work activities, due to a
particular medical condition. In completing such a note follow the law of the land,
and your regulatory body advice, but you may consider the following:

* Inability to work may be because:

— Certain activities would worsen an underlying medical condition (such as lift-
ing heavy weights following an acute disc prolapse).

— The symptoms of an underlying condition makes it difficult to carry certain
tasks (back pain from disc prolapse makes it difficult to lift weights).

— Inability to get to and from work (can not sit in bus too long or climb stairs
due to back pain).

— Returning to work may be unsafe (replacing tiles on a garage roof whilst get-
ting intermittent episodes of sharp back pain).

State as to what the reasoning is for advising to avoid work. Consider:

* One may be able to work without being in perfect health. One may work without
having to perform maximum duties.

e Check with patient as how much information they consent to providing with
regards their condition. Ensure no breach of confidentiality.

¢ Describe the condition in plain language, avoiding technical terms.

¢ Be accurate as to dating; the date you are assessing the patient, versus the date
you signed the sick note, versus the date from which patient may not have been
able to work from (such as when patient stumbled and broke both ankles).

¢ Be specific in your instructions with regards complete absence from work, grad-
ual return to work, ability to perform only certain activities.

* You may be able to advice about amending one’s work duties, working hours, or
workplace environment, to facilitate earlier return to work.

¢ If you are not familiar exactly with what the patient’s job entails (as it is likely to
be in many cases), state what activities, that could worsen the medical condition,
should be avoided.

In writing a report to an employer with regards ability of an individual to work Cott
and Goldeber [37] recommend answering five crucial questions, that will give clear
guidance as to one’s condition:

1. Is there a definitive diagnosis to explain complaints and symptoms?

2. Has optimal medical treatment been administered?

3. What irreducible limitations are imposed by the condition?

4. Are there any contraindications imposed by the condition? Distinguish between
“hurt” and “harm”, the latter being due to placing the individual at safety risk or
exacerbating the condition.
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5. Is the condition temporary or permanent? If temporary what is the time frame of
recovery, and if permanent or progressive what is its likely route?

Statements, Medical Reports, Insurance Forms

You may be asked to provide a note informing a third party as to the medical condi-
tion of a patient, for insurance or other purposes. Consider the following;

* Obtain consent from patient as to what information you are allowed to share.

* Check with patient if they want to see a copy of you report, prior to sending it through.

» State your relation and details of contact with patient.

» State the facts you know or you directly witnessed.

» If you are simply reporting facts stated by others (such as information provided
by patient collected through another doctors clerking), say so.

* Be accurate with dates.

* Avoid personal interpretations of events or assumptions.

» Use simple terms, easy for a lay person to understand.
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Consenting

Informed consent is the process of obtaining permission for conducting an interven-
tion on an individual. This may be an invasive or non-invasive procedure, other
treatment, or participation in a research trial. Consent should be given voluntarily
by an adequately informed individual, who is able to do so. Consent may be written
or verbal. If obtaining consent follow the laws of the land and rules of your regula-
tory body. In England there is no statute setting out the principles of consent.
However, it has been established, through case law, that touching a patient without
valid consent may constitute a civil or criminal offence or even battery [38].

Documentation of the consent process records the explanation of the proposed
procedure to a patient and the patient’s agreement. It includes:

* A description of the proposed intervention.

* Intended benefits of the intervention.

* Risks the procedure may entail.

* Additional interventions that may become necessary.

» Specifies the identity, professional title, or seniority of the healthcare profes-
sional carrying out the intervention.

In consenting it is necessary to recognise what constitutes competency for con-
senting, who can seek consent, and what risks must be explained. Such factors may
vary from country to country. In the United Kingdom (UK) guidelines by the
Department of Health [29] state that:

1. As per the Mental capacity Act [39] “a person lacks capacity if: they have an
impairment of disturbance (for example a disability, condition or trauma or the
effect of drugs or alcohol) that affects the way their mind or brain works, and that
impairment or disturbance means that they are unable to make a specific decision
at the time it needs to be made”.

2. General Medical Council guidance [40] states that the person obtaining consent
should be appropriately trained and qualified. The person obtaining consent
should have adequate knowledge of the proposed procedure and should under-
stand the procedure risks, to provide any necessary explanation.

3. It is recommended that any significant risks should be explained to the patient,
even if these are rare. This follows a case law judgement (Chester v Afshar) [41].
In that case the patient was not informed with regards the risk of cauda equina in
spinal surgery, and was left partially paralysed following the procedure. Hence,
it was held that failure to warn a patient of a risk related to surgery, no matter
how rare that may be, could deny a patient the ability to make a fully informed
decision.

Documentation of the consent process may be achieved through pre-designed
structured consent forms. Documentation provides a record of the consent process,
but also helps communicating the consent process to others involved in a patient’s
care. In completing a consent form, several principles may apply:
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Follow the rules of your institution or medical authority with regards using pro-
vided pre-designed forms.

If there are no pre-designed forms, or those provided do not allow for the essen-
tial information to be recorded, make a note in the patient’s records, document-
ing the consent process.

Eligibility in completing consent forms is vital, as these will be checked by vari-
ous staff (such as at various stages on the way to the operating room).

Avoid abbreviations that may confuse the reader. Use capital letters where neces-
sary to make reading easier.

Be clear as to who can sign a consent form, as per patient’s age, or next of kin. If
uncertain, check with your seniors, or the legal department of your institution.
Complete such forms well in advance of the intervention, thus giving adequate
time to the patient to consider facts and change mind is necessary.

Give a copy of the signed consent form to the patient.
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Writing a Business Case

The person who says it cannot be done should not interrupt the person who is doing it
Chinese proverb [1]

“Dragon’s Den” is a popular television series screened by the British Broadcasting
Corporation (BBC). In this, entrepreneurs present a new product or invention to a
group of successful millionaires, asking them for money and networking to help
build their business [42]. Successful investment bids rely on having a novel, likely
desirable product, but also upon an outstanding, well thought presentation, that
takes into account what the new product is, why it is needed, the cost implications,
and the risks of the business proposal.

As doctors we often want to introduce a new service or improve an existing one,
to advance care quality. Such changes may have substantial financial and resource
implications. Hence, thorough justification for such changes is warranted.

A business plan can allow you to put such a case forwards to the relevant
authorities of your institution or external bodies, asking for their support. Even if
you are self employed, and the final decision relies upon yourself, a business plan
may help put structure to your thoughts, to fully evaluate your ideas before you
proceed.

Writing a business case is an attempt to put in a clear, simplified way, a proposal
with its potential benefits, associated implications and risks. The following is a sug-
gested format for writing a business plan:

1. Summary of the proposal.

2. Background — what the clinical problem is, what the current status is, why there

is a need for change.

Describe the proposed implementation.

Potential benefits of new implementation.

Risks of implementation.

Alternatives — doing nothing, other options, what their benefits and risks are,

how they compare with your preferred proposal.

Resource and costs implications of proposal.

Timescales of introduction, achieving improvement.

Means of assessing outcomes of new proposal.

10. Alternative plans in place.

11. Conclusions.

12. Supporting references from published literature.

13. Additional information (details of a new technology, learning lessons from
other institution implementing proposal).
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Breaking Bad News

As a doctor you may find your self in a position of having to communicate bad news
to a patient, or patient’s relatives. In a managerial position you may have to com-
municate bad news to colleagues, peers, juniors, or other staff. You may be assessed
in communicating bad news as part of a postgraduate examination, or in attending
an interview for a new post.

Breaking bad news is a difficult, challenging, uncomfortable task, often
associated with high emotions. The skill of communicating bad news is hence one
to be developed and mastered. In doing so consider the following:

* Plan what you will say and how you will say it. Rehearse if necessary.

* Ensure the receiver will have someone to provide emotional support; a relative,
friend, other staff member.

* Have a clear plan, to communicate what arrangements have been made for the
future. Have a specific time plan. This plan may be for further investigations,
specific treatment, specific referral to another specialist with time and date con-
firmed. Communicate this once you break the bad news. If necessary delay
breaking the bad news until such a plan is in place.

* Use a venue where you can speak and be heard clearly, with no interruptions.

* Allocate sufficient time. Do not look or sound rushed.

* Break the news gently. Give cues as to what is coming, but avoid missing the
message for the sake of breaking the news gradually.

* The message must be clear and definite, with no uncertainties as to what has been
said. If needed, try and repeat the message in different verbal forms.

» Use plain language, avoid medical or managerial jargons.

* Enquire about the receiver’s understanding of your message.

e Give time for the news to sink in, and give the opportunity to be asked
questions.

» Offer to come back and discuss matters further.
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Chapter 4
Professionalism

Professionalism refers to the ability to work and behave in a manner that upholds
the standards required and set by one’s profession.

Several definitions of medical professionalism have been put forwards. The
Royal College of Physicians of London defined professionalism as a set of values,
behaviours and relationships that forms the basis of the trust that the public has in
doctors [1]. David Stern, Professor of Medicine of the University of Michigan,
United States of America (USA), and editor of the book “Measuring Medical
Professionalism”, describes excellence, accountability, altruism and humanism as
the four central principles of medical professionalism [2]. Professor Tim Wilkinson,
director of the Faculty of Medicine at the University of Otago, New Zealand, and his
colleagues, defined professionalism as consisting of adherence to ethical practise
(honesty, integrity), effective interactions with patients (empathy, respect), effective
interaction with other healthcare workers (team work), reliability (accountability),
and commitment to continuous self improvement (constant learning) [3].

Professionalism may be taught, but may also be acquired through observation of
behaviours of those around us, including juniors, peers, seniors, and role models.
Professionalism may also be developed through the ongoing reflection of our inter-
actions with other healthcare workers, patients and relatives.

Certain professional conducts may be unique to Medicine, but others may be
applied to a wide range of professions. This chapter addresses several behaviours
which may affect your professional image. It is not meant to be an exhaustive list
but a presentation of commonly encountered actions, which may shape one’s pro-
fessional standing.
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Respect All Staff, Medical and Non-medical Alike

Respect a man, and he will do all the more
John Wooden [4]

There is little scope in being respectful, friendly, and obedient, to your immedi-
ate seniors and other medical staff, yet being abrupt and dismissive of the ward
clerk, the receptionist, the porter, the nurse. Hospitals, like any other organisation,
rely not only on those at the top, but also on those lower down, the many unsung
heroes.

How fast your operating theatre list runs, may depend on how quickly the porter
brings the next patient from ward. How smoothly your clinic runs, may depend on
how quickly the receptionist checks in patients. Your assessment of a new ward
patient may rely on the ward clerk promptly locating and bringing you the patient's
previous records.

If you are not respectful to other staff, if you are rude or harsh, the word goes
round and your seniors may soon find out. Those you are rude to may complain and
then there may be trouble.

A well known surgeon, Lord Ara Darzi, Professor of Surgery at St Mary’s hospital
in London, UK, recalls going undercover, as a hospital porter doing a night shift [5]:

...the third year medical student looked right through me as he commanded, “You grab the
feet and pull . .. then go up to the ward and bring down the next patient, and hurry. . . it’s
because of you this list is running behind.” He certainly put me in my place...The moment
I put on the uniform and walked into theatres to transfer my first patient of the shift I effec-
tively disappeared from the view of my medical colleagues and now irreverent students. ...
my peers and students would no longer look me in the eyes, and I at once felt dismembered
from the close knit clinical team,

whilst the next morning, when back as a surgeon:

On arrival at theatre, now dressed in scrubs and clearly identifiable as a surgeon ready to
operate, I received quite a different welcome from that I had only hours before.

Being respectful to others and recognising their contribution, is not only the
noble thing to do. It helps get the most out of all, encourages them to give their best
self. By bringing all staff together, your patients will get the best deal.
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Respect Colleagues, Juniors and Seniors Alike

This is the first test of a gentleman: his respect for those who can be of no possible value
to him
William Lyon Phelps [4]

Respect your colleagues whether of the same level, junior or senior, whether or
not you are directly answerable or accountable to them. Mutual respect forms the
basis of team work and professional cooperation.

Your newly started juniors may not be very sleek at cannulation, not very quick
at taking medical histories, may need assistance for urinary catheterisation, may
have never plastered an ankle before, or may have just asked a question they ought
to already know the answer to. Show patience, understanding, offer guidance and
support. Wisdom, knowledge and slickness come with experience, with years of
training and learning. After all, it may not be long since you were junior. Treat oth-
ers as you would have liked to be treated at that level. You might have been much
brighter, flying high when at their stage, but still provide all necessary help.

Respect not only your immediate seniors and colleagues but also those you do
not usually work with, or are not directly answerable to. A senior from a different
specialty may visit your ward to see an outlier. Even though that senior is not
involved in your training, not someone to get a future reference from, offer assis-
tance if you can. In a busy environment, such gesture may reflect well on yourself,
your ward, your team, your specialty. And who knows, it may be that senior and
your boss are having lunch later on. A senior from a different specialty may try to
refer you a patient for assessment and admission. You may disagree with the need
for the referral. Rather than bluntly refusing and rudely arguing, make alternative
suggestions in a polite, diplomatic way. If there is still disparity of views, offer to
discuss this with your own senior to get back with an answer. You can thus stand
your ground, whilst offering a solution, and diffusing rather than escalating a tense
situation. Picking fights with those at a higher level is not necessarily a sign of
strength, a sign that you can punch above your weight. Being respectful in difficult
times is more of a sign of strength.
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Be Assertive

There is nothing intelligent about not standing up for yourself. You may not win every
battle. However, everyone will at least know what you stood for—YOU
Shannon Alder [4]

In a healthy workplace mutual respect is essential. You are expected to respect
others yet expect the same respect back. An environment whereby some workers are
passive and simply follow the demands of others is not healthy. Neither is an envi-
ronment whereby some workers get their way through aggressiveness and constant
confrontation. You are not at work to simply please everyone else or for everyone
else simply to please you. Assertion is described by Ken and Kate Back in their
book “Assertiveness at Work™ as “Standing up for your own rights in such a way
that you do not violate another person’s rights” and “Expressing your needs, wants,
opinions, feelings, and beliefs in direct, honest and appropriate ways” [6].

Assertion refers to resisting being taken advantage of, yet not being pushy to
others. It refers to saying “no” and refusing tasks you are not meant to do. The ten
rules of assertion described by Chris Williams [7], Senior lecturer at the Department
of Psychological Medicine of the University of Glasgow, UK, are:

Respect thyself.

Recognise your individual needs.

Use clear “T” statements to describe your feelings and thoughts.

Recognise you are allowed to make mistakes.

Recognise you can change your mind if you wish.

Ask to think over a request, rather than giving an immediate answer.

Enjoy your successes and wins.

Ask for what you want, rather than hoping others will notice what you are after.
Appreciate you are not responsible for how other individuals behave.

Support the right of being assertive.

SO RE LD =
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As in other environments, assertion is often needed in the healthcare workplace:

» It maybe that a peer trainee keeps joining your operating list, hampering your
training opportunities.

» It maybe colleagues keep passing all their work to you, rather than finishing it
themselves.

* It maybe your senior demands you help them in their private practise, on your
day off.

* It maybe your junior keeps coming late, for the morning ward rounds.

* It maybe that you are repeatedly called to the ward for non-urgent tasks, and no
justifiable reason.

* It maybe your weekly rota keeps changing at short notice, making it impossible
to plan your social life.

Whatever your seniority or level of training, stand up for yourself, for your
beliefs and profession.
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Avoid Public Arguments

Arguments are to be avoided, they are always vulgar and often convincing
Oscar Wilde [4]

Avoid arguments in front of other staff, your juniors, your colleagues, your
patients.

What would you think if on a social night out a couple start arguing in front of
you? Would you try to work out who is right and who is wrong, or would you think
they are both unwise, for not sorting their troubles at home?

What would the medical students or nurses think, if they see their ward doctors
having a go at each other, in front of them? What would a patient or patient’s rela-
tives think, if they were observers of such argument? What would the juniors,
nurses, managers, or other professionals think if they are copied in heated, impres-
sively constructed, point scoring, email exchanges between peers or colleagues?
Would one of the doctors score brownie points, or would they both look foolish?
Would they look respectful, worthy of their title, position and profession, or would
they simply give a bad impression? Would they stamp their authority, or look unable
to control their behaviour and emotions?

Arguments do happen, and on occasions you may have a frank talk, a heated
discussion, with a colleague or other staff. It may be better to try and have such
discussions in private, behind closed doors, away from the pressure of the eyes and
ears of all those around you. Sometimes, it is not what we say, but also in front of
whom we say it, that matters. Discuss to resolve, to find a middle ground, and
move on.
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Do Not Make It Personal

Fights begin and end with handshakes
Cameron Conaway [4]

You may have frank discussions, heated exchanges, or even arguments with
medical colleagues, or other staff. You may want to look forwards others keep look-
ing in the past. You may disagree to how things should be done, have strong differ-
ences in opinion. You may be in the right, the others may be in the wrong, they may
not want to reason, you may not be able to compromise.

You may prefer being ward based, others being attached to a single team. You
may want to swap teams half way through the attachment, others may want to stay
afoot. You may view a ward closure as loss of services, others as a cost efficiency
move. You may see moving to 7 day working as a revolutionary step for care provi-
sion, others as an antisocial move. You may feel a foot abscess warrants vascular
admission, others may consider it an orthopaedic condition. You may want more
time to assess a patient prior to admission, others may be pressing you for an imme-
diate decision. You may feel a CT scan is needed to help you reach a diagnosis, but
the radiologist may feel it is not justifiable. You may feel that a specialist cardiology
input is necessary, but your request is dismissed as non essential. You may feel that
the appendicitis case should go first to theatre, but the orthopaedic surgeons may
feel that the child with the nasty fracture should jump the queue.

Argue and fight your case, argue against what you disagree with. However, try to
treat such arguments as a matter of different opinions rather than a matter of person-
alities. You are not arguing against the bearers of opposite views but against the
views themselves. Heated discussions should not affect your relations with the other
side, together you may work on.
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Expect the Courtesy You Give

Remember, no one can make you feel inferior without your consent
Eleanor Roosevelt [4]

Be polite, courteous, respectful, and expect the same from others. If someone’s
tone of voice is intimidating, makes you feel uncomfortable, or they are rude, tell
them that you can not accept such behaviour, and ask them to stop. They may be
tired, overworked, overstressed. You may be junior, you may have just started your
new post, you may be finding your feet, you may have overlooked a task, or you
may have made an error. None of these can justify being shouted at, being talked
down, being pushed around.

You are a doctor, you are a professional, and you are there to do your job at the
best of your abilities. You are there to develop your skills, to learn and progress. You
recognise and accept any mistakes or deficiencies, and you are prepared to learn
from them. It is only right to demand the same courtesy and respect that you give
others.

If the other person is not prepared to treat you as you treat them, escalate this to
the appropriate authorities — your seniors, your clinical and educational supervisors,
the personnel department. Aim to stop it early before it gets out of control, before it
gets you down.
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Aim for Functional Relationships

You have to get along with people, but you also have to recognize that the strength of a team
is different people with different perspectives and different personalities
Steve Case [4]

Differences of opinions with other staff, may not be short lived, but may be part
of long term problematic relationships. Difficult relationships may arise for various
reasons, including conflicting personalities, conflicting priorities, competition for
resources, and competition for personal gain or progress. Being able to deal effec-
tively with such difficult relationships is a sign of professionalism, and an important
skill to develop. If not dealt with successfully, difficult relationships may prove
disruptive to the workplace, and may lead to overwhelming anxiety and distress to
those involved.

Psychiatrists Anthony Garelick and Leonard Fagin, in their article “Doctor to
doctor: getting on with colleagues”, describe their golden rules in dealing with dif-
ficult relationships [8]:

* Empathise with the other party. Try to see their point of view.

e Consider a quiet chat, or informal discussion, to explore and resolve
differences.

* Seek advice from a trustworthy, impartial colleague.

* Be prepared to use formal structures and processes if differences become disrup-
tive and if informal discussions prove fruitless. Such processes may be internal
or external to your organisation. Know what supporting services are available.

* Face the problem rather than avoiding it. Deal with it early, before it gets out of
control.

e Learn from any mistakes you made. Reflect on your behaviours and approach.

It is important to recognise that difficulties in getting on with colleagues and
other staff, can exist as part of working life and that Medicine is not immune from
these. It is also essential to recognise that not all relationships have to be perfect to
be functional. We do not have to be best friends, or friends, at all, with other staff,
for a working relationship to exist. Aim for a middle ground which can allow you to
get on enough with others, to support a constructive relationship.

A unique situation of difficult relationships is that between a trainee and a trainer,
where the differences in seniority and dependence of trainee on trainer for learning,
development and career progression may complicate matters. When it comes to a
trainer facing a difficult trainee, one may distinguish between behaviours which
affect performance, and those that do not. The “managing under-performance” sec-
tion of the management skills chapter, gives guidance on how to deal with under-
performance. If behaviours are not affecting performance, the rules of working
relationships may be employed.
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Similarly, in dealing with a difficult trainer [9], one may apply the rules of work-
ing relationships:

* Is the trainer right? Is the behaviour of the trainer justified? Could you be in the
wrong? Do you need help or support?

* Discuss with trainer in a polite and courteous matter. The trainer may not realise
that their behaviour is offending.

* Seek advice from colleagues, other seniors, professional support bodies.

* Escalate, if discussion with trainer is not successful, or if it feels impossible for
such discussion to take place. Escalate both with regards the workplace manage-
ment ladder but also the training system ladder (local training tutor, head of
specialty training, head of overall postgraduate training).

e Actearly.
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Get Involved in Good Politics

One of the penalties for refusing to participate in politics is that you end up being governed
by your inferior
Plato [4]

Politics is defined as “the activities associated with the governance of a country
or area, especially the debate between parties having power” [10].

You may feel like “I went into Medicine not politics, better leave politics to the
politicians”. Medicine is not only about looking after patients at the bedside, in the
clinic or the operating room. It is also about the bigger picture, the system and struc-
ture in which healthcare is delivered, the availability, and allocation of resources.
Some policies or decisions may initially look remote and not relevant to us, but may
eventually filter down and have a direct effect on our day to day clinical practise.

Decisions may have to be made about the allocation of funding, staffing, and
other resources in your hospital, city, region or country. Wards or hospitals may
have to be shut, services slimmed down, sites merged. Your working terms and
conditions may be under review, moving to shift work or 7 day working. Allocation
of funding for research in your subspecialty may be under threat. Changes may be
looming, with regards the length, structure, or aims of postgraduate training.

Keep an open ear, be aware of the current issues. Attend events and meetings to
express your views, vote for representatives who stand up for your case and will
fight for your beliefs, get involved in committees, try and influence the future from
inside. Have an opinion and express it when asked or needed. Try to be a participant
rather than a mere observer, bring ideas and make suggestions.

If you do not get involved in politics then politics will not involve you. Do you
want to have a say or let others decide for you?
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Avoid Bad Politics

Politics is the art of looking for trouble, finding it everywhere, diagnosing it incorrectly and
applying the wrong remedies
Groucho Marx [4]

Politics may also be defined as “activities aimed at improving someone’s status
or increasing power within an organisation” [10].

Avoid pitiful politics. Avoid plots and intrigues, manipulative behaviours, fights
for power and control, or hidden agendas, which may occur at workplaces. Avoid
making your actions or beliefs the tool of getting at others. Be honest and straight in
your beliefs, be clear about situations you do not like, but do not let these cloud your
mind.

Who will gain the trust of others? The plotter who says one thing but has some-
thing else in mind, who tries to turn others against each other? Or the one who what
you see is what you get, what you hear is what is meant, someone of high discretion
and integrity? Avoid gossiping or speaking badly of others, your juniors, peers, or
seniors. It does not reflect well on you. What you say may reach their ears; there
may be lots of “well wishers” aiming to spread the word.

During your career progression or training, you may move from hospital to hos-
pital, from department to department, spending only a short time in each of these. In
medical organisations, like any workplace, staff may have arguments, feuds, big
egos which may not compromise. If these do not directly affect you, avoid making
them your business. You will not score many brownie points by taking sites. Many
of those you see, or think are, arguing will be colleagues for many years, will have
their ups and downs. You are there to be trained, look after patients, and develop
your career.

Would you like to be remembered as someone who gave the best to their job, or
as someone who was taking sides, speaking badly of people behind their backs,
throwing oil in the fire? Even if you are driven into such situations, try to stay well
out.
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Agree in Advance

Good accounts make good friends
French proverb [11]

Agree in advance as to what the rules of engagement are so these are not ques-

tioned later. Avoid misunderstandings, avoid leaving issues un-clarified, and hoping
for the best. Your perception of an arrangement may be different from that of other
parties.

You may be setting up a research project. Who will be doing what? Who will
lead, who will follow? Who will be the first author, who will be last? What if
someone does not complete the assigned task?

You may have agreed to doing additional work or overtime. What will your exact
duties be? What is the remuneration? Will you be paid by the hour or session?
What if the session is cancelled, what if you finish early or overrun? Who will
confirm how much time you worked? When will you be paid?

You may swap your on call. When will it be paid back? What if your colleague
changes post?

You may be entitled 3 weeks of annual leave whilst rotating over three attach-
ments. Can it all be taken in one post or does it have to be split?

You may be asked to collect data for a departmental audit. Who is leading the
audit? Will your work be acknowledged? Will you be one of the authors on any
presentations or articles that arise?

You may be given a post for a year to be reviewed at 6 months. What does this
mean? Another interview? An informal chat? A formal assessment? Does it
depend on day to day performance or do you have to pass an exam? By when will
you know if you can stay on?

You may get funding from industry, for a research project. Who will own the
results? Will you be able to publish your outcomes no matter what the results
are?

Make clear transparent agreements, rather than trying to sort matters out at a later

stage. Know where you stand, before it is too late.
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Speak Out

If you don’t stand for something, you will fall for anything
Alexander Hamilton [12]

Speak out when things are not right. You are in a position of high responsibility,
you are answerable, above all, to your patients. If things are not right, and patients
are not getting a good deal, then say so.

It maybe patients in surgical wards can not receive prompt cardiology input. It
maybe out of hours there is not sufficient senior support. It maybe patients are wait-
ing too long for clinic appointments or surgery. It maybe patients can not be dis-
charged for lack of social services. It maybe nursing care is not up to scratch. It
maybe a colleague is under-performing.

Follow the formal procedures of your organisation or the procedures of the medi-
cal system you are practising in, to voice your concerns. This may involve commu-
nicating your concerns to your managers, your supervisors, your trainers, the
overseeing medical body, the health care regulators. Explain the situation, the prob-
lems encountered, the difficulties faced. If not heard by those you initially approach,
be prepared to take it further and speak out.

You may be worried about your job, the potential financial loss, the loss of col-
leagues’ loyalty, the loss of your employer’s support. But your main loyalty is
towards your patients, your main duty of care is towards them. Sometimes we have
to risk a lot, for what matters the most.
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Complain Aiming for Change

I like to complain and do nothing to make things better
Kurt Cobain [4]

You may be unhappy about how the department is run, about your heavy work-
load, about the quality of projects you are asked to take, about the lack of support.
In complaining consider the following:

* Be specific — for a problem to be identified, investigated, and resolved, the specif-
ics of the issue must be clear. Be specific as to what you are complaining about,
rather than generalise and group everyone the same. Is it fair to say that you do
not have any senior support when on call, when actually you are having difficulty
with only one senior to come and assess patients when needed? Is it right to
complain that all juniors are work shy, when you only have in mind someone
specific who spends most time in the coffee room? Is it fair to complain that the
teaching program is substandard, when you actually could not follow only one
specific lecture?

* Complain in a timely fashion — complain when problems arise. If you leave all to
pile up, and simply give feedback at the end when you are ready to move on, how
will things be improved? Will the person you are complaining about, recall those
events to give a fair answer? Even though it may help future doctors, that may
find themselves in that position, will it help you? Would it be right to complain
at the end of your attachment that you did not manage to join the cardiology
clinic, when you never raised it with your trainers prior to that? It may help oth-
ers in the future, but your training opportunities may have already been lost.

* Complain to those who can achieve change — should you be complaining to the
head of the training, if you have not raised those issues firstly with your trainer?
Should you be complaining to the hospital chief, if you have not raised those
problems within your department? Would it be right to report a trainee to their
head of training for under-performance without firstly discussing the issues with
the trainee? Raise your complains initially with the authorities which are at the
frontline of addressing your worries. Give them an opportunity to respond, and if
their actions do not suffice then take it further.

e If complaining about other staff, complain to their line manager. Inform your
senior of the complaint, but note that your senior may not be able to directly
influence the person you are complaining about.

Someone in high authority may know you, may be willing to support you, stand
by you in times of need. However, how would it look if at the first sign of trouble,
you turn to a higher authority for support?
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Do Not Jump to Conclusions Easily

People who jump to conclusions rarely alight on them
Philip Guedalla [4]

Give an opinion taking into accounts all facts. A colleague may have made the
wrong diagnosis, surgery performed by others may have led to complications, treat-
ment may have been delayed. The patient, your juniors or colleagues, may seek
your opinion as to whether things could have been done better. Could an alternative
diagnosis have been reached, given the information available at the time? If the hip
fracture were more rigidly fixed would it still have fallen apart? Were all those tests
really essential or could treatment have been commenced earlier? Was the decision
to proceed with cardiac surgery rather than stenting the correct one? Should the
fracture have been fixed or should have it been left alone?

Give a truthful opinion after taking into account all available and necessary facts.
Seek information and examine it carefully. If that means that you can not give an
opinion because you do not know all the details of what took place, then say so. If
it is hindsight that makes you wise, say so. If things could have been done better, if
an obvious mistake took place, again say so. You might have done things differently,
because your way of doing things is different. Nevertheless, if what was done, by
someone else, was also an appropriate way of acting, then again say so, and make it
clear.

Do not rush into condemning others, because you do not get on with them, or
because doing so makes you look wiser and better. Similarly, do not rush to defend
others, simply because they are close to you. Give an honest, fact based opinion.
Give a view that you would be prepared to stand up for, and defend if the need arose.
What you say is likely to be held tight, by those seeking your opinion.
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Team Member

Individual commitment to a group effort — that is what makes a team work, a company
work, a society work, a civilization work
Vincent Lombard [13]

Being a member of a team, is a term you will hear about lots. It does not mean

sacrifice self for team, put others above thy self. Instead, team working is about
meeting your obligations and duties, sharing a common goal, and cooperating with
others to achieve that goal. Restricted working hours, shift work, and fixed training
commitments, may threaten the coherence and continuity of team work. However,
certain behaviours may help you improve your team working performance:

If you are going on annual leave or if away on teaching, have you made sufficient
and robust arrangements to cover your duties? Will the colleague who agreed to
cover your duties be truly around, or will they be on nights, or on call covering
other wards? Have you given a proper hand over to the colleague covering your
duties and to other members of the team, seniors or otherwise? Have you
reminded your team you will not be around next week or do you expect them to
find out on the day?

If you are off to teaching but the lecturer does not turn up, will you see an oppor-
tunity for a day off, or will you return to your team’s duties? If your teaching
does not start until late morning, will you see it as an excuse for a lie in, or will
you attend the early morning trauma meeting?

Support other team members. If it is quiet in the ward and you finished your
duties early, would you spend the rest of the day in the coffee shop, or will you
go down to clinic to ask if an extra hand is needed?

Be reliable. You may be asked to do a thyroid screen, arrange an urgent doppler,
seek a respiratory opinion, contact the plastics in the nearby hospital, arrange a
social services referral. If asked to carry out a task, do so, and then inform the
rest of the team of its completion. Do not wait for colleagues to come to you,
asking again and again as whether the task has been carried out or not. The thy-
roid tests may take days to complete, the radiologist may be refusing a doppler,
the respiratory team may be too busy to attend, the plastics may be in the middle
of operating, the social services may need more time to plan a discharge. Even if
the task cannot be completed, it is important to let the rest of your colleagues
know of the difficulties encountered, and inform them that you are working on it.
Be punctual, turn up on time. Do not keep wandering around, with the rest of the
team looking for you. If you are supposed to be in clinic but you first have to
attend the ward, inform your colleagues of this. If you are based in a community
practise but an urgent home visit turns up, inform the team of your whereabouts.
Be flexible and helpful to your colleagues. Professional life is often about give
and take. A colleague may ask you to hold their pager whilst they take their son
to school, cover their on call at short notice. Try and be accommodative if you
can.
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Pay attention to detail, even in small tasks. You may have to gain the trust of oth-
ers and prove yourself on the small jobs, before you are assigned more complex
or more challenging tasks.

Know the roles of the other team members, know your own role.

Communicate clearly with the rest of the team (refer to communication
chapter).

Follow the hierarchy of your team as it is vital to ensure adequate team commu-
nication, to ensure that all are on board. However, get to know when to go straight
to the top.

Let it be known what you do. As doctors we may often be reluctant to state what
we do, fearful to sound as blowing our own trumpet. Unless you inform your
seniors of what you get up to, they will not be able to appreciate your hard work.
Just because all is running smoothly, it does not mean that everyone is laid back
and relaxed. Let it be known how you managed to get that urgent MRI scan, how
you taught the medical students to stitch the wound or take bloods, how you
coped with all those patients that turned up to your clinic, how you dealt with the
run of referrals from the Emergency Department, how difficult it was to go
through the microfilmed records and extract the data for your research project.
Stating what you do, can help the rest of the team appreciate the need of resources,
can help a team justify its role and existence.
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Respect the Job

Nothing is a waste of time if you use the experience wisely
Auguste Rodin [4]

At some point in your career, you may end up doing a post which you are not
very keen at. You may have to spend time in endocrinology until your respiratory
training program starts. You may have to do orthopaedics as part of your general
practice rotation. You may want to become a brain surgeon but you end up in psy-
chiatry during your pre-registration years.

The post may not have been your first choice, it may not have been your choice
at all. Respect the job, and give it your best self. You are responsible to the patients
you are assigned to look after, to the team you are working with. After all, you get
paid for doing the job.

If you put the effort, you may gain from each post, no matter how irrelevant to
your future you feel that post is. An aspiring physician may gain medical experience
looking after unwell patients in an orthopaedic ward. An aspiring Emergency
Department doctor may gain suturing experience in gynaecology. An aspiring
anaesthetist may learn arterial and central line cannulation in cardiothoracics.

But even if there is no direct clinical gain, learning to give the most, out of
respect to the job, is itself a gain. It shows professionalism and good character,
which should be recognised and appreciated by seniors and colleagues alike. If you
show you are not interested and not put the work into the post, it will be obvious to
all those around.
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Bring Answers Not Questions

Each problem that I solved became a rule which served afterwards to solve other
problems
Rene Descartes [4]

It is easy to come up with a problem or question, and ask someone else for an
answer. After all, in medical school, we often learn to look for the answer from a
book, our lecturers, or teachers. However, when faced with a problem, rather than
formulating a question, try and work out an answer. If there was no one around,
what would I do? If left by myself to solve this problem, what would my approach
be? When you take a question to a senior or otherwise, think it through, try to come
up with an answer or suggestion. In this way, you are not just asking but also offer-
ing a solution.

* You see a patient in clinic, take and present a clinical history. You could stop and
ask your senior what to do next. Alternatively you could try to formulate a diag-
nosis, suggest a management plan, suggest how you would investigate the patient
further or what treatment to initiate. Even if your thought process or suggestions
are incorrect, you would have learnt from the experience, and your effort will be
appreciated.

* You have a patient in the ward ready for discharge but you are struggling with
home arrangements. Liaise with physiotherapists, social services, occupational
therapists, for a workable solution, and present that, rather than throwing the
challenge on someone else’s desk.

Medicine, but also professional life, is about problem solving. Get into that
mindset early on. It is important to show that you put effort into solving the issue,
you thought about it and put work into it, rather than simply asking to be spoon fed.
The answer does not matter, right or wrong, as long as you can put forwards a logi-
cal argument to support it.

You may be in the receiving end, and your juniors or colleagues ask for advice.
Encourage them to come up with potential answers, rather than simply questions.
You may enjoy solving problems, giving answers, showing what you have gained
from years of hard work, learning and experience. However, empower others to
think for themselves, to try and work out a feasible solution, rather than simply
dictating them an action plan.
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It Is Ok to Say “I Do Not Know”

To be persuasive we must be believable; to be believable we must be credible; to be credible
we must be truthful
Edward Murrow [12]

If you do not know, it is better to say “I do not know” rather than guessing.

* You took a clinical history and you are presenting it. If questioned about a certain
detail you omitted asking the patient about, just say so. It is understandable to
omit some information, in a busy clinic, a busy on call.

* You may be asked about the blood results of a patient in the ward, the tests of a
patient you admitted. If you forgot to request them or to check if they are back,
say so.

o If asked how the ward patients are doing but you have not yet been in the ward
that morning, say so.

» If asked a question in an interview for which you do not know the answer, say so,
or ask for more information to help you formulate an answer.

* If you can not name the wrist bones, say so, rather than making up names which
do not exist.

You can not be expected to know everything, or have an opinion about all issues.
No one is expected to have all the answers, not even doctors, and for some questions
there may be no answer. Admit what you do not know. If you offer information you
did not collect, and you are caught out, your word and credibility may be on the line.
Once credibility is gone for such important matters, it is very difficult to regain. It
may sound acceptable to make an educated guess in an exam, to guess the most
likely correct answer in a multiple choice question, but it is not acceptable to do this
in your clinical, or professional practise. Be accurate and truthful, about the infor-
mation you give, to gain the confidence and trust of others.
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Understand Your Limitations

If you accept your limitations you go beyond them
Brendan Francis [4]

Act within your abilities and be safe. It is often a fine balance between ensuring
you act within your limits but avoiding looking non confident, not knowledgeable,
looking as if you are responsibility shy. Know the limitations of your knowledge,
clinical abilities, persuasive abilities, authority, expertise.

e If a clinical problem or procedure is beyond your skills, ask for help or refer
it on.

e If youreach a dead end in trying to make a diagnosis, ask for another opinion. A
fresh pair of eyes may help see things in new brighter light.

* Your position may not allow you to successfully refer a patient on or obtain a
radiological investigation. Escalate to your seniors, whose word may carry more
weight.

* You may be asked to give an expert opinion about the prospects of returning to
work following an injury. Are you really able to assess that? Would an occupa-
tional specialist be better equipped to do so?

Know when to escalate and know whom to escalate to. You will not be criticised
for asking for advice or help, but could be susceptible to criticism if you do not ask
and things go wrong.

You may be the first on call at hospital and your more seniors are on call from
home. It maybe late at night and your seniors may be asleep. If you need to ask, do
so. A common concern is that, if on call, for which cases should you inform your
senior? This will depend on your seniority, your capabilities, your specialty, your
local arrangements. Some situations to consider are:

e For an unwell patient the management of who requires a senior’s skills or
knowledge.

¢ For controversial issues, to discuss the best line of action.

¢ If a high profile person gets admitted; better for your senior to find out from you,
rather than from the newspapers the next morning.
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Ask Questions

The art and science of asking questions is the source of all knowledge
Thomas Berger [4]

No matter how simple the question may sound, no matter how obvious the
answer may look, if in doubt ask. Very likely, your trainers or seniors were in your
shoes at some point, even if they seem reluctant to admit it. Asking often means
learning, and it is important to learn the basics at an early stage, before you move up.

* You may see a patient with a finger tip open fracture. Do you wash it in the
Emergency Department or do you take them to theatre for that? If taking them to
theatre when do you do so? In the middle of the night? The next day?

¢ Someone may be having a heart attack. Do you start them on aspirin? If so how
much?

¢ The radiograph is reported as showing a pneumothorax. How do you distinguish
that from the surrounding air in the lungs?

¢ Someone presents with a large boil. Do you give antibiotics or do you slash it
open?

Ask and ask again. No matter how basic the question seems, no matter how obvi-
ous the answer may be. Even if it is just to confirm that you are right, ask if you need
to. Ask different people. You may ask several trainers to clarify the same issue.
Different people may be able to explain things in different ways, ask more than one
if needed. If in a lecture or group teaching, you may feel embarrassed to ask; what
will the teacher think, what will your peers think? If there is an area that you do not
understand, there is a good chance a substantial proportion of the audience does not
understand that either but are too worried to ask.



76 4 Professionalism

Avoid Cutting Corners

Never cut corners, or accept anything that’s second-rate
Bruce Oldfield [4]

We live in a fast world where rapid answers and actions are demanded. There are
time pressures, workload pressures, financial constraints.

If you feel that you need to further investigate a medical problem, do so. If you
feel that you need specialist equipment for operating, demand that is available. Be
safe, stick to the book, and you will be respected for it. The main aim is to cause no
harm, to give the best of your ability.

In August 2001, Air Transat Flight 236 flying from Toronto to Lisbon, suffered
complete power loss over the Atlantic Ocean due to its fuel running out. Its experi-
enced pilots managed to glide and safely land the plane in Azores. The Airbus A330
run out of fuel due to an engine fuel leak caused by an incorrect part installed in its
hydraulics system. Subsequent investigation reported several factors accounting for
this catastrophic failure. However, it was of note that during the engine change, the
lead technician relied on verbal advice rather than acquiring access to the relevant
engine service bulletin, a practise considered essential for proper engine installa-
tion. Time-pressures to complete the work in time for a scheduled flight, and to clear
the hangar for another use, were quoted as factors that may have influenced the reli-
ance simply on verbal advice [14].

If you do not feel at your best, then HALT [15]. This acronym, used to warn
those recovering from addictions as to when they are more vulnerable to relapse,
may also be used in the workplace. If you are:

H-ungry
A-ngry
L-ate

or T-ired,

take a pause, take a deep breath, take a step back. Avoid rushed decisions, rushed
actions, avoid cutting corners.
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Have a Plan B and a Plan C

If plan A doesn’t work, the alphabet has 25 more letters — 204 if you’re in Japan
Claire Cook [12]

Have a plan as how to do things your preferred way but have alternative plans, if
things do not work out. Have a back up plan. Follow your preferred route but be
prepared to take another road if you get stuck.

¢ You may be getting blood for a blood screen. What if you can not get any veins?

¢ You may be fixing a hip fracture. What if the fracture is too shattered and can not
be fixed?

¢ You may be taking an appendix out through a laparoscope. What if the appendix
has burst?

e What if you drop your saw on the floor in the middle of knee surgery? Do you
have another on the shelf?

* You may set up a randomised trial. What if recruitment rate is poor at 6 months?

e You are sitting your fellowship exams. What if unsuccessful?

* Going for a new post interview. What if you do not get it?

¢ You may be treating someone with asthma. What if inhalers are not good enough?

¢ You may be taking a child to theatre with a pulseless hand for fracture reduction.
What if the pulses do not return after you put the bones back? Should you warn
the vascular team well in advance?

A football coach may bring on substitutes if the team is not playing hard, a para-
chutist has a backup chute, a pilot may log in a divergent route; should you not have
an alternative plan? Try to predict the potential difficulties you may face for your
day to day tasks. Plan how to deal with these before they arise. Have, not just one,
but multiple alternate plans. To be prepared is professional, having alternate plans is
a measure of good judgement.



78 4 Professionalism

Strive for Excellence

Perfection is not attainable, but if we chase perfection we can catch excellence
Vince Lombardi [4]

Strive for continuous improvement. Aim high, aim for the best possible, in what
ever discipline you find yourself in, whatever tasks you undertake. Aim for the best
achievable, whether these are clinical skills, technical skills, teaching skills, mana-
gerial tasks, or research activities. The best achievable may vary according to the
system you are practising in, your support and resources. Consider the following:

* Train to the best standards — both for clinical and non-clinical skills.

e Learn from the best — the best may be on the other side of the world, or may
simply be next door, in your institution or department.

¢ Adopt successful systems and policies — learn from successful, well functioning
institutions. How did they achieve that? What are their systems and structures?
How can you adopt their success to your practise? Why start from scratch if oth-
ers have already led the way?

¢ Keep up with current evidence — long lasting questions are continuously getting
answered. Controversies and queries are resolved. Keep up to date with an evolv-
ing medical world. Use the best evidence in your day to day practise.

Set high standards for practise, aim for continuous improvement, and try your
best to achieve those.
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Seek and Give Feedback

Feedback is the breakfast of champions
Ken Blanchard [4]

Feedback is paramount in professional development. Your personal perceptions
for your performance may differ from the views of others. Ask for constructive
feedback for what you do. Ask for feedback with regards your clinical skills, com-
munication skills, professionalism, managerial or teaching skills.

Feedback may be verbal or written. It may be formal or informal. Seek feedback
from your seniors, juniors, peers. Seek feedback from patients, other doctors and
non-medical staff. Seek feedback not only from those you expect favourable views,
but also from those who may criticise you. Listen to feedback and address any areas
for further improvement.

In giving feedback be honest and frank, but try and be constructive. Praise the
positives, highlight what went well, whilst also acknowledging what could be
improved, what could have been done better. Giving feedback may fill you with
authority, you may be eager to express your opinion. However, consider giving the
individual concerned the chance to judge their own performance, in a critical way,
before you rush to say what you think.

You may be asked by a junior to assess their clinical examination skills, history
taking, surgical performance, presentation in the departmental teaching. You may
be asked by a peer for feedback as how they managed the last departmental meeting,
how they handled a difficult situation, how they dealt with a difficult colleague.

An approach of giving feedback is the following:

¢ Ask the individual

— “What do you think went really well?”
— “Is there anything you would do differently next time?”

 State your evaluation of the performance

— Start by pointing out the good things.
— State what could have been done better.
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Keep an Open Mind for Change

To improve is to change; to be perfect is to change often
‘Winston Churchill [4]

We live in a fast world. Standards are rising, the public is becoming more
demanding, redundant practises are scrutinised. The aim is not only to provide high
quality safe medical care, but also provide care that is cost effective, and easily
accessible. Technology is advancing rapidly and the medical workplace can not stay
immune from such advances. Keep an open mind for new ways of working, for new
applications of technology.

It maybe that printed radiographs are to be replaced with electronic equivalents.
It maybe that traditional letter dictating and typing is to be replaced by voice recog-
nition systems. It maybe that medical records move from a written to an electronic
format. It maybe that requests or referrals have to be sent via email rather than
through the post. It maybe consultations are to be done over the phone to reduce
unnecessary hospital attendances. It maybe that out of hours working gives patients
easier access to clinics. It maybe that outcome results will be audited through a
national database. It maybe that new anaesthetic techniques can reduce post-surgery
hospital stay. It maybe that braces and splints can be custom made with three dimen-
sional printing. It maybe that technically challenging surgery can be performed
more safely with computer guided or robotic assistance.

Keep an open mind in facing potential change, rather than dismissing it at first
glance. The process of change may be challenging, but its outcome may well worth
it. Engage in the change process, as that may help you shape the new order. As a
frontline doctor you are in a unique position to facilitate that, since you know first
hand what your patients are asking for, and what the challenges of the workplace
are. Whatever your seniority, you may make a positive contribution, showing that
you have the common interest at heart, as an integral team member. Give construc-
tive suggestions that will help ensure changes are workable, applicable, and
effective. If you distance your self, you may stand by as a mere observer. Most
likely, change will still happen.
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Respect the Resources

Too many people spend money they haven’t earned, to buy things they don’t want, to
impress people they don’t like
Will Rogers [4]

Costs of healthcare are rising. Life expectancy is increasing. New, more costly
treatments are becoming available. Pressures on healthcare systems are mounting.
In the USA, costs of health care rose from $253 billion in 1980 to $2.6 trillion in
2010. Up to $700 billion of this, could be eliminated, without compromising quality
of care [16-20].

Whatever your role in healthcare provision, whatever stage of career you are,
respect the resources available. Question expenses, identify areas of wastage, pro-
pose and implement cost efficient care. Lower cost does not necessarily mean lower
quality care. The skill is to distinguish between cost reducing, but quality maintain-
ing measures, and cost reducing measures which may impair clinical care.

Simple ideas can result in massive savings. Should you be opening disposables
unless you definitely need them? Should you not be turning off the lights and com-
puter after you finished? Could some equipment you are about to throw away, be
recycled and used again? If it were your own money would you be spending it
differently?

Question the cost of new medicines, the cost of new implants. A survey of 503
Orthopaedic surgeons in the USA, showed that participants were able to estimate
the cost of implants they used, only about 20 % of time [21]. Medicines and implants
are produced by an industry which invests in them, and is looking at making a profit.
Many of these companies are on the stock market, and are accountable to sharehold-
ers. Representatives of such companies may visit you to try and promote their
products.

Much of the money industry spends is on marketing rather than the development
of new products. It was estimated that in 2004, the pharmaceutical marketing expen-
ditures in the USA mounted at $57.5 billion as compared to $31.5 billion for
research and development [22].

A lot of new developments may be industry driven, as old patents are running
out. New treatments many not necessarily improve outcomes. Question the cost of
new products and new developments, rather than taking them for granted, seek evi-
dence to support their effectiveness and superiority over traditional treatments.
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Stick to the Rules

You have to learn the rules of the game. And then you have to play better than anyone else
Albert Einstein [4]

Follow the regulations and rules of your employer, your team, your department,
your institution, your training program, your regulatory body.

You may not agree with some of these rules, you may feel they do not make
sense, that they are counter-productive, short sighted, and unfair. You may be oppos-
ing the rule of having to give 6 weeks notice before you can go on holidays, that not
all juniors can be away at the same time, and that you can not transfer holiday days
from one attachment to the next. You may not agree with the rules of having to do
countless work based assessments, or having to get published in order to complete
your training.

If so, express your opinion, campaign to change those rules, but follow them in
the meantime. Rules may at sometimes look lax or loosely applied. However, if
rules are clearly laid out and you decide to go your own way, you may leave yourself
open to criticism and be held to account.

If the circumstances demand to seek an exemption, follow the appropriate routes
to put your case forwards, well in advance, and ask for such lineage. Breaking the
rules with retrospective explanations, may simply look as coming up with excuses.

If unsure what the rules are, seek clarification, and follow them to the line. For
any system or organisation to function, in a cohesive way, the rules ought to be
respected and obeyed.
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Dress Appropriately

Whether it’s because of how somebody looks or because of what they’re wearing, you kind
of assess a person in the first five minutes before they even speak
Shemar Moore [4]

How we dress, how we look, may influence how we are viewed, both by patients
and other staff, with regards to our authority and credibility. How we dress may also
reflect how we perceive and respect our working environment, the organisation we
work in, our colleagues and patients. How you decide to dress may depend on per-
sonal and cultural preferences, which part of the world you practice in, your exact
duties, whether you are based in wards or clinics.

There are no hard rules as how to dress, but consider:

» Follow the guidance of your employer, if one exists. There may be a requirement
for a uniform, a ban on ties and long sleeves (as a policy of infection control,
despite the lack of sound scientific evidence behind it [23, 24]), a ban on jewel-
lery and makeup.

* Dress comfortably to facilitate your daily duties. You may cover wards throughout
the hospital, you may be on the crash call, are high heels really the best choice?
You may look good in tight trousers, but should you worry about the buttons
bursting undone, every time you kneel to take bloods?

* Be guided by your patients. If your patients dress smartly to visit you in clinic,
would it be appropriate for you to turn up in jeans, T-shirts and flip-flops?

* Be guided by the rest of the team. If all seniors turn up in shirt and trousers, how
would the most junior look turning up in black suit and bow tie?

Sotgiu et al. [25] surveyed 765 Italian medical and surgical patients. Most pre-
ferred doctors wearing formal attire with a white coat. Casual or semi-formal attire
were the least preferred. Respondents felt that it was inappropriate for doctors to
have long hair, visible tattoos, body piercing, or excessive makeup. Rehman et al.
[26] evaluated 400 patients and visitors at a medical outpatients clinic, in the
USA. Seventy six percent favoured professional attire with white coat, followed by
surgical scrubs, business and then casual dress. Their trust and confidence with the
doctors correlated with their preference for professional attire. Respondents reported
that they would be more willing to share personal issues such as social, sexual or
psychological problems with a doctor who is professionally dressed. Aitken et al.
[27] evaluated patients and relatives views in an orthopaedic outpatients clinic. The
most popular preference for doctors’ attire was smart casual clothing. Patients
reported that cleanliness and good personal hygiene may be more important than
clothing style.

If still in doubt dress smartly, look tidy and respectable, blend in with the crowd.
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Use Social Network Sites Wisely

Social media is changing the way we communicate and the way we are perceived, both
positively and negatively. Every time you post a photo, or update your status, you are con-
tributing to your own digital footprint and personal brand

Amy Jo Martin [4]

Recent years have seen an explosion of social network sites. Face book, Twitter,
LinkedIn, YouTube, and Blogger are only some of those to mention. Facebook has
about 1.32 billion active users, of whom 829 million are daily users [28]. Profiles
may be accessed by anyone, especially if privacy settings are not applied. Even
when such settings are applied, a profile may still be accessed by friends of friends,
estimated for an average USA user at 45,000 other users [29].

Social media allows you to keep in touch with friends and family, sharing
moments, news, and events, but can also provide beneficial healthcare uses. They
allow discussions between professionals with regards healthcare, research and front-
line developments, sharing of information with regards upcoming educational events.
At the same time, social media provide an easy access to the public with regards
information about medical conditions. Social media may also provide easy access to
information about medical professionals, their clinical interests and expertise.

However, when it comes to doctors, social media may carry some challenges [30—
35]. Moments of lapse may allow postings that could adversely affect how the indi-
vidual doctor is viewed, or how the medical profession is perceived. Comments may
be taken out of context and give unintended impressions. Once information is out in
the public it may be very difficult, if not impossible, to retract. Rocha and de Castro
[36] examined the frequency with which students from a Brazilian medical school
came across unprofessional online behaviour of other medical students or physicians.
13.7 % of participants reported witnessing acts of violating patient’s privacy, whilst
85.4 % reported witnessing photos showing consumption of alcohol. Clyde et al. [29]
evaluated the impressions of professionalism given by different face book profiles of
medical doctors in the USA. Profiles that contained healthy behaviours (such as read-
ing or hiking) were rated as the most professional. Unhealthy profiles (picturing
behaviours such as overeating or sleeping in) were rated as the least professional.

Recently, several professional or regulatory medical bodies, have produced guid-
ance with regards social medial use [37, 38]. In using social media consider the
following:

* Avoid posting unprofessional material — offensive jokes, self embarrassment
photos, unhealthy activities.

* Avoid posting confidential information about patients, colleagues, workplace.

* Ensure that any security settings, limiting who can access the posted informa-
tion, are set on.

» Keep patient doctor boundaries clear.

Social network sites are essentially another form of public communication. Treat
it as you would treat any other means, with the professionalism they deserve.
Freedom of expression applies to the web for all individuals, medical and non-
medical professionals alike. However, as in verbal communication, it is not only
what is said that matters, but also how it is said, and how it is perceived.



References 85

References

1.

2.

10.
11.
12.
13.
14.
15.
16.
17.
18.

19.
20.
21.

22.

23.

24.

25.

26.

27.

28.

Royal College of Physicians of London (RCPL). Doctors in society: medical professionalism
in a changing world. London: RCPL; 2005.

Stern DT. A framework for measuring professionalism. In: Dt S, editor. Measuring medical
professionalism. New York: Oxford University Press; 2006.

. Wilkinson TJ, Wade WB, Knock LD. A blueprint to assess professionalism: results of a sys-

tematic review. Acad Med. 2009;84(5):551-8.

. Famous quotes at brainy quote. www.brainyquote.com. Accessed on 23 Sept 2014.
. Darzi A. Undercover surgeon: the night porter chronicle. BMJ. 2013;347:£7277.
. Back K, Back K. Assertiveness at work: a practical guide to handling awkward situations. 3rd

ed. London: McGraw-Hill Publishing Company; 2005.

. Williams C. Overcoming depression and low mood. A five areas approach. 3rd ed. London,UK:

Hodder Arnold; 2012.

. Garelick A, Fagin L. Doctor to doctor: getting on with colleagues. Adv Psychiatr Treat.

2004;10:225-32.

. Faruqui RA, Ikkos G. Poorly performing supervisors and trainers of trainee doctors. Psychiatr

Bull. 2007;31:148-52.

Oxford dictionaries. www.oxforddictionaries.com. Accessed on 23 Sept 2014.

Living language. http://www.livinglanguage.com. Accessed on 25 Sept 2014.

Goodreads. http://www.goodreads.com. Accessed on 25 Sept 2014.

Vince lombardi quotes. http://www.vincelombardi.com. Accessed on 25 Sept 2014.

All engines-out landing due to fuel exhaustion. 2001. http://www.fss.aero/accident-reports.
Accessed on 25 Sept 2014.

Zomerland G. H.A.L.T.: a self care tool. http://www.chinnstreetcounseling.com. Accessed on
25 Sept 2014.

Logio L, Dine CJ, Smith CD. High-value, cost conscious care: Less is more. Acad Intern Med
Insight. 2013;11(1):16-7.

Cooke M. Cost consciousness in patient care—what is medical education’s responsibility?
N Engl J Med. 2010;362(14):1253-5.

Weinberger SE. Providing high-value, cost-conscious care: a critical 7th general competency
for physicians. Ann Intern Med. 2011;155:386-8.

Nand B. Doctors should be taught to consider the cost of their practice. BMJ. 2014;348:22629.
Brody H. Medicine’s ethical responsibility for health care reform: the top five list. N Engl J
Med. 2010;362:283-5.

Okike K, O’Toole RV, Pollak AN, Bishop JA, McAndrew CM, Mehta S, Cross 3rd WW,
Garrigues GE, Harris MB, Lebrun CT. Survey finds few orthopedic surgeons know the costs
of the devices they implant. Health Aff (Millwood). 2014;33(1):103-9.

Gagnon MA, Lexchin J. The cost of pushing pills: a new estimate of pharmaceutical promo-
tion expenditures in the United States. PLoS Med. 2008;5(1):el.

Burger A, Wijewardena C, Clayson S, Greatorex RA. Bare below elbows: does this policy
affect handwashing efficacy and reduce bacterial colonisation? Ann R Coll Surg Engl.
2011;93(1):13-6.

Willis-Owen CA, Subramanian P, Kumari P, Houlihan-Burne D. Effects of ‘bare below the
‘elbows’ policy on hand contamination of 92 hospital doctors in a district general hospital.
J Hosp Infect. 2010;75(2):116-9.

Sotgiu G, Nieddu P, Mameli L, Sorrentino E, Pirina P, Porcu A, Madeddu S, Idini M, Di
Martino M, Delitala G, Mura I, Dore MP. Evidence for preferences of Italian patients for phy-
sician attire. Patient Prefer Adherence. 2012;6:361-7.

Rehman SU, Nietert PJ, Cope DW, Kilpatrick AO. What to wear to-day? Effect of doctor’s
attire on the trust and confidence of patients. Am J Med. 2005;118(11):1279-86.

Aitken SA, Tinning CG, Gupta S, Medlock G, Wood AM, Aitken MA. The importance of the
orthopaedic doctors’ appearance: a cross-regional questionnaire based study. Surgeon.
2014;12(1):40-6.

Facebook newsroom. http://newsroom.fb.com/company-info/. 17 Aug.


http://www.brainyquote.com/
http://www.oxforddictionaries.com/
http://www.livinglanguage.com/
http://www.goodreads.com/
http://www.vincelombardi.com/
http://www.fss.aero/accident-reports
http://www.chinnstreetcounseling.com/
http://newsroom.fb.com/company-info/

86

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

4 Professionalism

Clyde JW, Domenech Rodriguez MM, Geiser C. Medical professionalism: an experimental
look at physicians’ facebook profiles. Med Educ Online. 2014;19:23149.

DeCamp M, Cunningham AM. Social media: the way forward or a waste of time for physi-
cians? J R Coll Physicians Edinb. 2013;43(4):318-22.

DeCamp M, Koenig TW, Chisolm MS. Social media and physicians’ online identity crisis.
JAMA. 2013;310(6):581-2.

Greysen SR, Kind T, Chretien KC. Online professionalism and the mirror of social media.
J Gen Intern Med. 2010;25(11):1227-9.

Gholami-Kordkheili F, Wild V, Strech D. The impact of social media on medical professional-
ism: a systematic qualitative review of challenges and opportunities. J Med Internet Res.
2013;15(8):e184.

Azu MC, Lilley EJ, Kolli AH. Social media, surgeons, and the internet: an era or an error? Am
Surg. 2012;78(5):555-8.

Ross S, Lai K, Walton JM, Kirwan P, White JS. “I have the right to a private life”: medical
students’ views about professionalism in a digital world. Med Teach. 2013;35(10):826-31.
Rocha PN, de Castro NA. Opinions of students from a Brazilian medical school regarding
online professionalism. J Gen Intern Med. 2014;29(5):758-64.

Doctors’ use of social media. 2013. http://www.gmc-uk.org/guidance/ethical_guidance.
Accessed 27 Sept 2014.

Farnan JM, Snyder Sulmasy L, Worster BK, Chaudhry HJ, Rhyne JA, Arora VM, American
College of Physicians Ethics, Professionalism and Human Rights Committee, American
College of Physicians Council of Associates, Federation of State Medical Boards Special
Committee on Ethics and Professionalism. Online medical professionalism: patient and public
relationships: policy statement from the American College of Physicians and the Federation of
State Medical Boards. Ann Intern Med. 2013;158(8):620-7.


http://www.gmc-uk.org/guidance/ethical_guidance

Chapter 5
Learning and Teaching

A doctor’s life is often one of continuous learning. With the progress of Medicine it
is important to stay up to date with developments and advancements. New roles
with career progression means that further knowledge has to be acquired, new skills
(clinical or non-clinical) to be mastered.

As doctors we learn from didactical teaching, whereby we are told or shown how
to do things. We learn from discussions with colleagues and peers, through doing,
and through teaching those around us. Each of these methods has its place and mer-
its in the long journey of continuous learning.

Similarly, as doctors we aim to disseminate knowledge or pass on skills. We may
thus find ourselves teaching other healthcare practitioners, medical students, junior
doctors, peers or senior colleagues.

This chapter examines the various learning methods. Advice is given as how to
make the most of each learning opportunity, and how to deliver well constructed,
successful teaching. Advice is also given about preparing for post-graduate exams,
assessing trainees, and organising medical courses.
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Slide N 100

And now we are coming to the most exciting part of the
lecture. Many thanks for your close attention
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Principles of Learning and Teaching

Tell me and I forget. Teach me and I remember. Involve me and I learn
Benjamin Franklin [1]

In learning and teaching consider the following principles:

¢ Individuals may have different learning preferences, that is particular ways of
learning.

e Previous knowledge and experience can act as the platform for acquiring new
knowledge.

» Different teaching methods exist, both active and passive.

¢ Learning and retention of new knowledge may be influenced by the teaching
methods employed.

¢ There is a learning curve in acquiring a new skill.

Learning Preferences

Educationalists Rita and Kenneth Dunn proposed that a number of factors may influ-
ence the ability to learn [2, 3]. These factors may be environmental (environment
of learning), sociological (whom we learn with), emotional (attitude to learning),
physiological (how we engage with learning) and psychological (how information
is processed). In considering physiological factors, learners may be described as:

1. Visual — preference for learning through seeing — pictures, charts, graphs,
illustrations.

2. Auditory — preference for learning through listening — lectures, tapes, listening
to someone explaining it, listening to own self repeating it.

3. Kinaesthetic or tactile — preference for learning through handling things, touch-
ing and feeling — practical workshops.

Not all factors are important for all individuals, and each learner may have a
unique combination of preferences. You may recognise what type of learner you
mainly are. Appreciating what type of learner you are is important, in trying to
reach out for those learning tools and methods, that will allow you to maximise your
learning efficiency, and hence play at your strengths.

When teaching, understanding your learners preferences could enable you to
individualise the teaching methods you employ. However, if dealing with a large
group of students, such an individual approach may be difficult. Nevertheless, by
incorporating teaching methods which provide for several learning styles, you may
influence more of your learners.
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Experiential Learning

The value of experience is not in seeing much, but in seeing wisely
William Osler [1]

David Kolb, an American educationalist, believes that “learning is a process
whereby knowledge is created through the transformation of experience” [4]. In the
theory of experiential learning, Kolb described a four stage model of learning
(Fig. 5.1). In the initial stage, we experience a learning event, and in the second
stage we reflect on what took place and what we observed. In the third stage, we try
to analyse and come up with a model as to what we learnt, whereas in the final stage,
one plans how to act in the future based on the model or theory developed. This can
then be applied in practise, leading to further encounters and experiences.

In Medicine, we often refer to the importance of gaining experience. We aim for
gaining experience through volume, encounter of unusual cases, repetition of tasks,
observations of events. Yet, as Kolb’s cycle suggests, experience is not a passive
process, one to be assimilated simply by our mere presence, but is an active process,
requiring input and reflection on the learner’s part.

The theory of experiential learning also suggests that learning is effective when
based on previous experience. In trying to work out as what to do in a new situation,
one can look back at previous experiences as a guide of further action. Principles
acquired through participation in one event may help one to work out a solution,
when faced with a new problem. Aim to learn principles and concepts that may
allow you to work out the answer to a question or the solution to a problem, rather
than simply trying to memorise and recall detailed facts.

[ Concrete experience ]
Plan and test in Reflect
new situations

Fig. 5.1 Kolb’s cycle of
learning (Adapted from Kolb Form abstract concepts

[4D

—
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Learning Styles

Learning may be either passive or active. In passive learning, the learner acts as the
mere receiver of transmitted information, whilst in active learning, the learner is a
participating player. Three commonly used approaches for teaching, and hence
learning, are the didactic, Socratic, and facilitative [5]:

* Didactic — passing on of information or facts, with very little participation on the
learner’s part.

* Socratic — mastered by the Greek philosopher Socrates, it describes a method
whereby the teacher uses a step by step questioning, to help lead the learner
towards the solution to a problem.

» Facilitative — the learners per se take an active role, in deciding as to what to be
learnt, and the learning approaches to be used. The teacher facilitates, helps, and
supports this learning environment. Problem based learning is increasingly used
in medical education. Learners are given a clinical or other scenario based on
which they identify areas to explore and set their learning objectives. Learners
look for the information that will allow them to meet these objectives, and then
meet and discuss this information as a way of learning. A facilitator may ensure
that learners cover all expected areas, according to syllabus or curriculum, and
do not deviate from what the scenario aims to achieve.

At different times you may use one or a combination of these learning styles, both
when you are yourself learning, or as a teacher in trying to engage your students.

Pyramid of Learning

The Pyramid of Learning (Fig. 5.2), describes how the degree of retention varies
according to the way we receive information (teaching methods). According to this,
we remember 5 % of information gained from lectures, 10 % of what we read, 20 %

Lectures
5%

Reading 10%
[ Audi-visual 20% ]
[ Demonstrations 30% ]
[ Discussion groups 50% ]
[ Doing 75% ]
Fig. 5.2 Learning Pyramid —
learning methods and )
retention rates (Adapted from Teaching 90%
Masters [6])
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of information presented with audio-visual means, 30 % of what we see and hear in
demonstrations, 50 % by participating in discussions, 75 % of what we do, and
90 % of what we teach [6].

The Pyramid of Learning is attributed to research by the National Training
Laboratories for Applied Behavioural Sciences, USA, but with no published data to
support the proposed proportions [7]. Even though the origin of the Pyramid and the
actual proportions have been questioned, it demonstrates that the more actively we
engage in learning, the more likely it is to retain new knowledge and information.
Doing and teaching allows us to engage deeply with a learning event and hence
retain knowledge better, than when simply spoon fed with information.

Recognising the Learning Curve

Most skills, clinical, technical, or otherwise, have a learning curve. This curve
essentially describes how performance varies with time, and with the accumulation
of more and more experience.

A steep curve means that fast learning can be achieved over a short period of
time, whilst a shallower curve requires more time to reach a plateau of effective
performance (Fig. 5.3). It is important to recognise the relationship between the
slope of the learning curve and the complexity of the skill to be mastered. It is a
misnomer to refer to complex activities as ones that have a steep curve, as it is the
difficult tasks that may take more time to acquire and hence have a more gradual

Performpnce

Fig. 5.3 Learning curve.

Skill A has a steeper curve,
but is acquired much faster
than skill B Experience

A 4
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ascend. Easy tasks may be learnt more quickly, hence, giving a quick, steep rise, to
skilful practise.

In acquiring a new skill it is important to recognise this curve. Be realistic as to
how hard a skill is, and how much time is needed to acquire a new skill. When
things do not go smoothly, appreciate that you may still be on your learning curve,
and there is still potential for further learning. Appreciate that whilst ascending the
curve, support from peers, colleagues or seniors may be needed.

Learning from Teaching Events

Certain behaviours may help you improve your learning experiences through differ-
ent means of teaching (didactic, Socratic, facilitative) and also in different settings
(lectures, courses, workshops, large group, small group, one to one teaching):

* Choose courses and other educational events wisely. Examine their contents,
seek advice from colleagues or seniors as whether they are worth attending.

* Choose teaching events that will provide knowledge you can soon apply in prac-
tise, and can enhance your day to day performance.

— If doing an endocrinology post in a medical rotation, attending a thyroid sym-
posium may be of greater value than attending a heart auscultation course.

— If doing a knee surgery post, attending an arthroscopic knee course may help
you follow arthroscopic procedures or improve your day to day surgical skills,
and be more relevant than attending a hand course.

* Do pre-course reading. Go prepared to get the most out of it. View the event
almost like a revision, rather than initial learning. Have queries you need clarify-
ing, questions you need answered. It may be a unique opportunity to meet and
directly question the originator of a concept or other experts in a particular field.

* Revise what you learnt shortly after the event, when all is still fresh and clear in
your mind.

» Make notes, either during or after the event, something concrete to refer to at a
later stage.

» Learn simple concepts early, get the basics cleared first, before advancing on.

* Learn from colleagues, seniors and juniors alike. Do not concentrate simply on
your trainer’s professional title, but rather on their knowledge, message and
skills.

* Set your learning needs. Make it clear as what you expect from an educational
event, and give feedback if not up to standard.

* Enjoy learning. Look at questioning as thought provocation rather than uncom-
fortable interrogation.
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Continuity of Care and Learning

Continuity of care refers to a stable, continuous relationship between patient and
doctor. Continuity of care may improve patient satisfaction and enhance communi-
cation [8], but is also important in a doctor’s learning and training.

Follow patients through. With reduced working hours and shift work, it is becom-
ing more and more difficult to follow the journey of patients through the healthcare
system. Yet continuity of care is a vital learning tool. Continuity of care may pro-
vide one of the most direct feedbacks you get in clinical practise.

* You admitted a patient with shortness of breath whilst on night shift. When next
back at work, enquire as to what happened. Was your diagnosis of heart failure
right? Was the treatment you started appropriate?

* You made a diagnosis in clinic and sent the patient for more tests. Did you get it
right? What was the outcome of the investigations?

* You assessed a patient but the clinical findings were inconclusive. What did it
turn out to be?

* You operated or assisted in an operation. Did surgery help? Did symptoms
improve? Any post-operative complications? How did the patient do day by day
whilst in hospital? How long did it take for the symptoms to get better?

* You reported the MRI scan of a patient’s abdomen who then had surgery. What
did the surgeons find, how did it relate to your interpretation of the scan?

* You referred a patient to the Emergency Department. What was the outcome?
Could the patient have been managed in the community?

* You excised a skin lesion. Did the histological examination of the lesion confirm
your clinical diagnosis?

Learning Through Simulation

The reduction of working hours, legislation fears, and targets for service provision,
have reduced, in many settings, the learning opportunities encountered in clinical
practise. Simulation refers to the artificial representation of a real life process [9].
Simulation can provide an invaluable tool, in preparing you in how to act when
encountering a new situation, in preparing you for the real event, in allowing you to
practise and develop your skills.

Pilots do not learn how to deal with in-flight emergencies only when in the cock-
pit, musicians do not learn how to play instruments only through live concerts, the
military do not learn how to fight only when in battle, astronauts do not practise
their landing gear only when on the moon. Why should doctors only practise our
skills in real life situations?
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Simulation may enable you to acquire new, and improve existing skills, whilst
moving the learning curve away from the clinical environment, away from the
patient. It allows you to make mistakes and learn from them, with no harm occur-
ring. With simulation the “see one, do one approach” [10-15] to learning and expe-
rience becomes redundant. Amongst others, simulation may help in developing:

e Technical skills (life-support techniques, cannulation, urinary catheterisation,
intubation, surgical procedures).

* Clinical examination skills (chest auscultation, breast, pelvic, rectal examination).

* Clinical management skills.

e Communication skills.

» Crisis management skills (crash call, failure of the anaesthetic machine, plane
crash landing in nearby airport with many injured).

* Team working, people management, leadership skills.

Even if you do not have access to expensive high technology simulators, pristine
manikins, or shiny simulating centres, you can still make the most of simulation.
You may ask the representative of the company providing the bone fracture fixation
plates to bring some saw bones to practise fracture plating. A trip to the local butcher
may provide specimens to help your chest drain insertion techniques. Constructing
and practising a crisis scenario may improve your team building skills.

Make the most of simulation, practise and practise again.
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Learning in Training Posts

Learning, regardless of how it is defined, is ultimately the responsibility of the learner, not
the teacher
Bob Kizlik [1]

In your training years you may work in formal or informal training posts. In
making the most of such training posts, it is important to get to own your training.
Set your goals, identify your needs, request the processes that will let you meet
those needs. Have an initial, mid-attachment, and end of attachment meeting with
your supervisor. Prepare for these and use them effectively.

* Initial meeting

— Establish who is, or are, facilitating your training.

— Help your supervisor to establish a clear understanding of your career stage,
knowledge level, experience.

— Identify areas that may have been highlighted in previous attachments, that
need to be addressed.

— Identify what you aim to get out of the post.

— Explore learning opportunities — attending specialised theatre lists, attending
chronic pain clinics.

— Identify special circumstances, plans for holidays or study leave.

— Agree to specific targets.

— Know whom to contact if any difficulties.

— Set days for middle and final meeting.

e Middle meeting

— Assess progress

— If things not progressing as you would expect bring this to your trainer’s
attention early. Raising such issues at the end of your post may help future
trainees, but may not directly help you.

— Assess achievements and identify further areas of improvement.

— Contingency plan to meet original targets.

* Final meeting

Reflection of how the attachment went.

Complete all necessary paperwork on time.

— Which training targets have you met.

What needs to be addressed in your next attachment.
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Postgraduate Exams

Examinations are formidable even to the best prepared, for the greatest fool may ask more
than the wisest man can answer

Charles Caleb Colton [1]

For many the primary aim at medical school was studying, learning, attending

teaching, and passing exams, with some of us having to work on the side to help
fund our studies. After graduating these roles often reverse. It is likely that most of
you will be working, whilst at the same time having to study as part of continuous
professional development, or for preparing and sitting postgraduate exams.
Postgraduate exams are often in the form of written papers, demonstration of clini-
cal skills or oral questioning (vivas). Each of these examination types may require
different preparation and learning techniques. As the time available for studying is
often limited, efficient exam preparation is essential. In preparing for postgraduate
exams you may consider:

Decide well in advance as to when to sit the exams. Factors to take into
account are:

How well prepared can you be by the exam date?

What post will you be doing at that time? Is it likely to be a busy post? Is it
going to be a job where you want to get as much clinical experience as pos-
sible or a quieter one where you can afford to take more time out for
revision?

How many times are you allowed to take the exam? If there is no limit is it
worth considering sit the exam as a form of practise? If there is a limit on
times allowed should you not be sitting it until fully ready? Even with the best
preparation exams may not go as planned. Better not sit an exam until there is
a good chance of passing. Failing an exam is an uncomfortable experience,
and may hinder morale and motivation for further preparation.

Give ample time to prepare for the exam. Try and put aside some time every
day for revising. Leaving it all for the last 2 weeks might have worked in the
medical school, but may not be the best option in postgraduate assessments.

Passing exams is not just about knowledge but also about technique. Tailor your
revision to the exam. Preparing for multiple choice questions, where detailed
factual knowledge is essential, is different from preparing for a clinical viva
where communication skills, ability to answer with confidence, and ability to
give well constructed, structured answers are more important. If taking a clinical
exam, are the examiners looking for demonstrating a structured examination
technique or is making the correct diagnosis an essential requirement?

Identify relevant exam related courses and apply for these well in advance, as
popular ones are often oversubscribed. Look around as course quality may vary.
The amount of learning such courses can provide may be invaluable.
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You may be highly competent and safe, in doing your day to day job, but that
may not be enough for passing exams. Exams aim to test knowledge and skills
required not only for commonly encountered scenarios but also for the unusual
rare ones. Examine the syllabus to be tested and work though that in a systematic
way.

Speak to those who previously sat the exam. What questions did they get? How
did they revise? Which courses did they find relevant and useful? Speak to those
who flew through the exam, and those who failed it or encountered difficulties.
What do they think went wrong?

Inform your senior colleagues at work about your upcoming exam and ask them
to quiz you and test you in clinics, ward rounds, and theatres.

Ask your peers and seniors to let you know if they see any unusual or interesting
clinical signs in clinic or ward.

Service provision, learning, and exam preparation, are not mutually exclusive.
Try and treat those clinical cases you encounter daily in your practise as an exam
case. If you take a history and clinically assess a patient in clinic, try and do so
as if you were in an exam. It is unlikely it will take much longer, and, if anything,
it may make your clerking more structured. In presenting that case to your senior,
do so as if talking to an examiner. In describing a radiograph use the approach
you would use in an exam.

Get in study groups. Find peers who are also preparing for the exam, and arrange
to meet at regular intervals, share knowledge, discuss poorly understood topics,
or examine patients in front of each other. Be prepared to give and receive
feedback.

Know your strengths and also weaknesses. When revising, concentrate on the
things you are not good at, rather than on those you are confident. Concentrate
on your weaknesses rather than your strengths. Breath of knowledge is as impor-
tant as detailed knowledge in exams.

Study exam related books.

Access candidates’ discussion forums on the internet. What questions were
asked before?

Consider taking a few days off work before the exam, to rest and focus your
thoughts. Sitting an exam after a night on call, may not be the best option.

If a clinical exam is organised at your hospital offer to help, even if it is still a
long time ahead for you to do that exam. It may give you insight on how examin-
ers think, what types of cases are chosen, how different candidates perform.
Enjoy the revision. In the medical school you may have to study and pass exams
in areas of Medicine which might not greatly interest you. Postgraduate exams
are usually in an area you have chosen as a prospective career, and hence revising
and getting better at it, should be enjoyable.
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Postgraduate Degrees

As part of your postgraduate learning and training you may consider doing a post-

graduate degree. A wide variety of options are available varying from Diplomas, to

Masters, to Doctorates. Such degrees may be, amongst others, in a clinical, scien-

tific, research, or teaching area. Postgraduate degrees maybe part time, or full time.
Reasons for doing a post-graduate degree:

. Gain more knowledge in a clinical or scientific area that interests you.

. There is a subject you are very passionate about and want to study in detail.

. Gain research experience.

. Develop skills not easily acquired in your working environment (teaching,
managerial).

. Improve your CV and aid career progression.

6. May be an essential requirement of your training program for career

progression.

B O R S R
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Consider carefully as to whether to undertake such a task, when you want to do
it, and in what area. Postgraduate Degrees can offer an invaluable experience. Like
professional exams, postgraduate degrees, may provide you with a qualification to
stay with you for ever. Job titles and appointments may not exist or have the same
weight in different parts of the world, as degrees do.
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Teaching

Those who know, do. Those that understand, teach
Aristotle [1]

As a doctor you may be involved in teaching. You may be involved in bed site

teaching, formal teaching, one to one, small group teaching, large group teaching. If
taking on a teaching role consider the following:

Understand the aims of your learners, what they are aiming to gain, and gear the
teaching to that. One way, is asking the students at the beginning what they are
trying to get out of the session, as a guide of what you should aim to present.

— If you are teaching at an exam revision course the attendants are likely to be
looking at potential exam questions and answers, rather than a long detailed
explanation of facts that are not part of the exam syllabus.

— If you are teaching fractures to Emergency Department juniors it is likely they
will be looking for methods of splinting and plastering for when fractures first
present, rather than the details of complex surgical fixation.

Establish what the starting knowledge of the learners is and build on that. If the
learner is not aware of the basics and principles, there is little scope jumping to
the complex stuff.

Engage the audience through questions, or assigned tasks. Try and include all,
not just the very proactive ones. If you are to question go round the group, rather
than concentrating on the person offering the answer every time.

Try and teach principles rather than mere facts. Help the learner to work out the
answer. Bring examples from their previous experiences and use them to help
solve new problems.

Respect those you are teaching, do not make them feel uncomfortable for lack of
knowledge. Get to know their names, level of training, get an interest in them.
Consider testing, both prior to and after delivery of teaching, to see what the
learners have gained.

Give teaching that you enjoy, topics that you know well.

If you do not know the answer to a question, promise to look it up and get back
to them. Alternatively, agree with the student for both of you to seek the answer
and discuss it at a later stage. It is not difficult to see when someone is guessing
the answer and that could affect your credibility, even for facts you truly know.
A teacher does not have to know all.

Attend formal teaching courses, to improve your teaching skills.

Devote time to preparation.

Teach by example, as juniors and trainees learn lots through observation of
behaviours and actions. Put your best performance in front of them, in how you
deal with patients, colleagues, situations and problems. Juniors may look at you
as a role model and their impressions may be long lasting.
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» Test that your message is getting across. Give facts, and then question the learner
as to what they understand. Show a procedure and then ask them to demonstrate
it back. A learner nodding at what you say may not be one who fully
understands.

* Demonstrate the limitations of what you are teaching. Make it clear when knowl-
edge is grey, rather than trying to paint it all black or white.

* Be considerate to the patient, respect their confidentiality, ask for permission to
involve them in teaching, consider asking for their feedback.

* Continuously evaluate your teaching methods. Either by feedback from the train-
ees, or colleagues and other peers. This will help you further develop your train-
ing methods, but may also help you gather evidence for you professional
development.

* Do not view questions or queries by the students as doubting your knowledge or
authority. If you explained something but it is not understood, knowing that may
help you rethink how to present it next time. Questions may also help you recon-
sider concepts you long thought were clear and obvious. We often learn from our
trainees as much as they learn from us.

* Give handouts to facilitate attention, so that learners do not spend all time mak-
ing notes. Allow space in handouts to take limited additional notes. Handouts
with your slides would of value. Be aware of copyright regulations in distributing
copied work.

* Provide specific advise about further reading (textbooks, articles).

Many of us may still recall an outstanding teacher from our early school days,
someone we respect, admire and on occasions miss. We may recall a trainer at uni-
versity or postgraduate training that we saw as a role model, someone we hoped to
match one day. How did that teacher or trainer behave, why was that teacher inspir-
ing? As a teacher now yourself, what behaviours can you adopt to infuse those feel-
ings to your students or trainees?
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Lecturing

Lectures form a vital part of medical education as they allow a large volume of
factual information to be conveyed to large groups of learners. Lectures can be of
great value or of minimal educational value, depending on how they are delivered
and how the message gets across.

In giving a lecture consider:

Give a clear aim as to what the lecture aims to achieve.

Give a plan of your lecture, outlining the structure of your presentation. Set the
layout of lecture with planned breaks.

Keep it simple, use easily understood language.

You may not be able to provide all essential information or give detailed facts as
part of the lecture, but can give pointers as to where to find that information.
These may be articles or books for further reference.

Use repetition for important concepts. Use different ways of explaining one con-
cept to ensure the message gets across.

There are several techniques to maintain interest and attention throughout lec-
tures. It has been shown that the maximum attention during a lecture (as assessed
by note taking) is within the first 15 min, with concentration levels gradually
declining after that, only to go up again towards the end [16, 17] (Fig. 5.4).
Hence, avoid very long lectures, and give your important messages early on, or
leave them till the very end. Try to arouse interest at regular intervals, to re-start
the attention curve. Several techniques may be used to engage the audience,
encourage active learning, and stimulate attention [18, 19]. These may include:

t

Note taking

Fig. 5.4 Fluctuation of note
taking, as a marker of
learners’ attention, during a
lecture over time (Adapted
from Bligh [17])

Time
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. Questioning

. Brainstorming

. Small group discussions

. Problem solving

. Peer teaching

. Role playing

. Regular breaks, stand up, stretch legs

~N NN R W=

e Summarise at the end of the lecture, stressing important take home messages. If
students were to remember one single thing from the lecture, which one would
that be?
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Assessing Trainees

Everybody is a genius. But if you judge a fish by its ability to climb a tree, it will live its
whole life believing that it is stupid
Albert Einstein [1]

There may be a structured assessment process that you need to familiarise your-

self with. Devote time to giving feedback, respect the assessment process. The
trainee may have put all the effort and preparation for this assessment, and your part
is to give it the attention it deserves.

Give positive feedback followed by constructive criticisms.

Give feedback soon after the assessment process.

Describe the good and not so good things you observed.

Described what you observed in detail, rather than simply giving an overall
impression, to allow the individual to specifically learn.

Give details for areas of improvement.

Have a clear understanding in the assessment tools and get trained in them. If a
formal assessment process or evaluation tools are not available, consider using
Miller’s pyramid [20] (Fig. 5.5). This provides a structure for assessing clinical
competence. It describes the various clinical competencies in four stages as
“knows”, “knows how”, “demonstrates” and “does”. “Does” refers to action
taken in real practise.

View assessment tools as a way of putting structure to the assessment process,
rather than another piece of paperwork.

Shows how

Knows how

Knows about

Fig. 5.5 Miller’s pyramid of
assessment (Adapted from

Miller [20])
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Organising a Course

As a doctor you may organise a medical course or a workshop, as part of your train-
ing activities. Organising a successful course is a challenging task that requires
careful thought, planning and preparation. In organising a course consider the
following;

e Need -

— Is there a true need for the course?

— What is this course trying to achieve? Address a local audience, fill a vacuum
of courses on the topic to be covered, improve on content and style of an exist-
ing course?

¢ Audience —

— Who will be the target audience? Will it be local, regional, national or
international?

— Level of training? Is it aimed at medical students, junior doctors, senior doc-
tors or allied health professionals?

— How many attendants aimed at? What if too many or too few apply?

* Why would the audience attend? Will they attend aiming to aid exam prepara-
tion, improve knowledge or develop new skills?

» Format — What will the format be? Will it be lectures, small group discussions or
practical workshops?

* Location — Where will it take place, what facilities are necessary and what are
available?

* Faculty —

— Who will deliver the course?
— Availability of faculty?
— Interest and reliability in participating?

e Costs —

— Paying for venue, administrative support, faculty attendance or travel, adverts.

— Sponsors?

— Delegates paying fee? If course is free, how can attendance be ensured?
Paying fee to be returned upon attendance may facilitate attendance.

* Timing of course — Is it clashing with other courses? Is it in time for upcoming
exams, holidays, faculty availability?

e Accommodation — For faculty or attendees. Will this be provided as part of the
course fee? Can a list of local accommodation facilities be constructed?

* Advertisement — How will the course be advertised?

e Plan in advance.
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— Advertise in advance but also closer to the course.
— Confirm faculty attendance well in advance.

» Registration process — Have a clearly identified contact person for attendees and
faculty.

* Involvement of patients — How will they be identified and asked for participation,
travel to and from hospital?

¢ Course material — Printouts, booklets.

» Feedback — Obtain feedback at end of the course and use it to improve further
courses.
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Chapter 6
Procedural Skills

As a doctor you may have to perform practical medical procedures which may vary
from technically simple to technically complex tasks. No matter how technically
simple a procedure may seem, it is still a significant event for a patient and should
hence be approached as such.

Procedures may be carried out in clinic, ward or theatre, in community or hospi-
tal settings. Some procedures are widely used by doctors of various specialties (can-
nulation, catheterisation, venepuncture, joint injection or aspiration), whilst some
are more specialty or sub-specialty specific (intubation, chest drain insertion, frac-
ture reduction and fixation).

Being able to learn and perform a procedure is a skill to be developed, whatever
the procedure may be. Like other tasks, procedural skills have a learning curve. The
slope of such learning curve may be influenced by the procedure per se, but also by
the planning, effort, training and perseverance of the operator.

This chapter describes a cycle of procedural learning, and discusses what one
must consider prior to, during, and after carrying out a procedure. An outline as how
to document invasive procedures is also given.

© Springer International Publishing Switzerland 2015 109
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Learning a Procedure

A long apprenticeship is the most logical way to success
Chet Atkins [1]

Becoming able to carry out a medical procedure is, to some extent, equivalent to
mastering any other technical skill. It requires knowledge, but also manual dexter-
ity. In developing a procedural skill the cycle of procedural learning LOAD (Fig. 6.1)
may be applied. LOAD describes the essential steps in acquiring a new technical
skill and stands for:

L-earn about the procedure — initially using passive ways of learning- reading,
lectures.

O-bserve the procedure — watch the video, watch in real life.

A-ssist in the procedure — as a first or otherwise assistant, in simulator or real life.

D-o the procedure — in simulator or real life, in full or in small progressive steps.

In going through the LOAD cycle for a particular procedure, consider the
following:

e Make the best of every training opportunity. Observe different practitioners per-
forming the same procedure. Learn from the skilled and less so skilled. What
could you have done differently? What would an alternative approach be?

¢ When it comes to hands on experience simulation may be of high value, both in
assisting or carrying out the procedure. Simulation allows you to practise and
make mistakes, without worrying about any actual harm to the patient.

¢ For complex lengthy procedures break the procedure into smaller components,
and learn how to do those one at a time. Once you master each step, you may
then proceed to performing the whole of the procedure.

* Even though LOAD refers to a progressive cycle of procedural learning, one may
need to go back and forth. In particular, once you start doing the procedure go
back and read about it. Similarly go back and again observe or assist someone

[ Learn about ]
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Fig. 6.1 Procedural learning
cycle - LOAD
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else doing it, to help you clarify queries arisen whilst doing the procedure your-
self. Hence, assisting in a procedure you are able to do, is itself of educational
value.

* When you start doing the procedure do so with a more senior assisting you or
closely supervising you. Build your confidence in doing the procedure, gradually
doing it under less and less supervision, before undertaking the task completely
on your own.

* Develop alternative approaches, as a backup, if a procedure does not go accord-
ing to your initial plan. Anticipate and prepare as how to deal with complica-
tions. Discuss with more experienced operators what complications they have
encountered, and how they dealt with them.
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Preparing for a Procedure

I would like to see the day when somebody would be appointed surgeon somewhere who
had no hands, for the operative part is the least part of the work

Harvey Cushing [2]

Being able to carry out a medical procedure is not simply about inserting the
cannula, inserting the urinary catheter, stitching the bowel, screwing the bone. In
doing a procedure one must take into account the patient as a whole, as well as the
environment in which the procedure takes place. In learning, observing, assisting or
doing a procedure you may consider:

* Indications for performing the procedure.

Is the procedure needed?
Is an alternative available?

* Resources needed — equipment, staff.

Equipment — what equipment do you need? Type and size of suture, type and
size of urinary catheter, what cannula will you use?

Know your instruments and equipment. You are in charge of a procedure you
are doing. Do not rely on the ward nurse, the scrub nurse, or theatre staff, for
passing you the correct instruments or knowing which instruments to use. It
maybe they are new too, they may not have been involved in this procedure
before. You are in lead, you are in charge, you need to know your instruments
to guide the rest.

Availability of your instruments — Are they still on the shelf or have they run
out? Should you get them nearby to avoid running back and forth?
Sterilisation of your instruments before you start- Are the equipment steril-
ised, has the sterilisation run out of date, is there a breach to the sterilisation
pack?

What staff do you need? What assistants? How skilled does the assistant has
to be?

Equipment support — do you need the equipment company representative to
be there, if using new unfamiliar equipment?

¢ Anaesthetic issues —

Local, general, regional?

Is anaesthetist available?

Is anaesthetist able to deliver what you expect? Able to intubate an infant, do
a specialised nerve block?

 Patient preparation

Bowel preparation
Anxiolytic
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» Patient consenting

Written
Verbal

* Positioning

How will you position the patient?

Where will you stand, where will the assistant stand?

If under X-Ray control which way will the image intensifier approach the
operating table?

What operating table will you need? Is it radiolucent?

* Draping

Cloth, disposable
Extent of draping

* Haemostasis — how will you minimise bleeding?

Tourniquette
Diathermy

Local adrenaline
Controlled hypotension

* Infection prevention

Prepping
Antibiotic prophylaxis
Operator’s clothing

e Thrombo-prophylaxis

Mechanical
Chemical

» Physiological parameters

Glycemic control
Temperature

* Wound dressings

Bandage?
Splint or sling?

* Post procedure management

Monitoring

Anaesthetic wearing off

Mobilisation, commencement of eating
Wound inspection, discharge
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Doing the Procedure

When it comes to the procedure it self, a structured approach is needed. You may
split the procedure into:

Approach

Which part of the body?
What skin incision is required?
What are the planes of deeper dissection?

Procedure steps

Core of procedure

Wound closure

What layers to close?
How to close them?

The following may help you go through the procedure:

e Plan who will do what. What will you be doing? What will your assistant be
doing?

If cannulating, an assistant may calm and distract the patient.

If catheterising, an assistant may open and pass you the catheter and other
equipment.

If reducing a fracture, an assistant may counteract your pull.

If removing an appendix, an assistant may retract the soft tissues.

* Know your anatomy — Normal and variations.

* Keep it simple — Avoid converting a simple task into a complex multi-step pro-
cedure. The outcome matters more than the complexity of getting there.

* Learn what you can accept.

The vein you cannulated is small and thin — can you accept that or do you
need to look for another one?

The screw you inserted is not central in the bone —can you accept that or does
it need repositioning?

The chest drain is not reaching the lung apex. Can you accept that or does it
need further insertion?

*  Which are the essential steps, which can you skip?

* The learning curve relies not only on the technique or steps of the procedure but
also on the use of specific instruments. When new instruments are used, a new
learning curve may apply. Use instruments you are familiar with. Avoid keep
altering the equipment you use, unless there is a good reason.
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Post Procedure

After participating in a procedure, reflect on what was done and what has been
learnt. What was done well, what could have been done better? Make notes, write
down what you observed or what you did. Every time you are involved in a similar
procedure you can add further notes as to what else you have learnt. This can help
put a structure to your learning, but also act as a revision tool prior to doing the
procedure again. Document the procedure in a structured way. Follow the patient
through. How did the patient do? Any complications related to the procedure?
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Recording Invasive Procedures

Whether inserting a urinary catheter in a ward patient, administering a steroid injec-
tion in clinic, inserting an arterial line in critical care, or carrying out complex sur-
gery in theatre, a record of performing an invasive procedure should be clearly
made. By recording this you are communicating what the procedure was, why the
procedure was carried out, what happened during the procedure, and what the post-
procedure plan is. This communication is particularly important in continuity of
care, such as if a complication of the procedure arose, but such documentation is
often poor [3, 4]. The exact length, format, and subheadings of a procedure record
may vary according to your working environment, and the procedure per se, but this
could include:

* Title of procedure.

* Anatomical site (including left/right if applicable).

* Date and time of procedure.

¢ Indication (such as acute retention, fracture).

* Details of operator.

¢ Details of assistant, scrub nurse, anaesthetist.

* Method of anaesthesia.

* Aseptic precautions.

* Position of patient.

» Tourniquet use, antibiotic prophylaxis, thrombo-prophylaxis, bowel preparation.

» Skin incision, deeper exposure.

* Findings.

* Procedure — stepwise description of what was performed.

* Closure of wound — types of sutures used per layer, method of suturing, glue or
clip usage.

* Post procedure instructions (antibiotics, timing of reduction of dressing and
wound inspection, conditions to be satisfied for removing chest drain or wound
drain, thrombo-prophylaxis, timing of suture removal, mobilisation status, phys-
iotherapy, postoperative diet, further procedures needed is symptoms do not
improve, discharge plans, follow up appointment).

* Details and signature of person documenting procedure.



118 6 Procedural Skills

References

p—

. Famous Quotes at BrainyQuote. www.brainyquote.com. Accessed on 23 Sept 14.

2. Wikiquote. http://en.wikiquote.org/wiki/Surgery. Accessed on 25 Sept 14.

3. Tijani KH, Lawal AO, Ojewola RW, Badmus TA. Quality of documentation of urethral cathe-
terization in a Nigerian teaching hospital. Niger Q J Hosp Med. 2010;20(4):177-80.

4. Conybeare A, Pathak S, Imam I. The quality of hospital records of urethral catheterisation. Ann

R Coll Surg Engl. 2002;84(2):109-10.


http://www.brainyquote.com/
http://en.wikiquote.org/wiki/Surgery

Chapter 7
Research and Audit

Research is defined by the Oxford dictionary as “the systematic investigation into
and study of materials and sources in order to establish facts and reach new conclu-
sions” [1]. Clinical audit is defined as “a quality improvement process that seeks to
improve patient care and outcomes through systematic review of care against
explicit criteria and the implementation of change” [2].

In clinical practise research may be considered as the process through which we
try to determine what the ideal practise is. In contrast, in audit the ideal practise is
known and we try to determine whether our current practise meets that ideal.

Participation in research and audit may form integral components of a doctor’s
training and practise. They are important in advancing knowledge and improving
the quality of care we provide.

This chapter aims to answer commonly asked questions about research and audit
and help you develop the necessary related research and audit skills.

© Springer International Publishing Switzerland 2015 119
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Another example of non-evidence supported practise.
No randomised trial to show that parachutes work
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Should Clinicians Get Involved in Research?

Research is creating new knowledge
Neil Armstrong [3]

Research is the process through which new developments and discoveries are
made, and through which knowledge advances. Clinicians are often in a central
position of understanding the clinical needs for new developments. Hence, clini-
cians are vital in driving clinical improvement innovations and this can be achieved
through participation in research.

As clinicians we are practising in the era of evidence based Medicine, whereby
we aim to use the best available evidence in guiding us to provide high quality clini-
cal care. We must thus be able to analyse and interpret the available published evi-
dence, and draw clear conclusions based on that. Carrying out research may allow
you to gain first hand experience with regards the challenges and limitations of
research, and hence place you in a better position for critically appraising the avail-
able evidence. It helps you appreciate that our knowledge and understanding is
often not black or white, but somewhere in a gray zone in between.

The problem solving skills and thought provoking processes required for
research, may provide you with enjoyment and stimulation other than that gained
from direct clinical care.

Patients are increasingly becoming aware of research, and patient driven research
is on the rise. Even if you are not carrying out research projects yourself, your
patients may want to discuss ongoing national or international studies and the mer-
its of entering those.

Participation in research may be essential for career progression. Carrying out
research and publishing your work may give extra weight to your CV, making you
more competitive for job applications.

Research paper interpretation and analysis is often an integral part of postgradu-
ate exams and assessments, and participation in research helps further develop such
skills.
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When to Do Research?

The best time to plant a tree was 20 years ago. The second best time is now
Chinese proverb [4]

You can get involved in research at any stage of your career. It is never too early

or too late. As long as you can put the effort, and devote the time, you may take
it on.

As an undergraduate you may get involved in research, through research mod-
ules or electives at medical school. You may join ongoing research projects of
your science or clinical supervisors alongside your university studies.

You may take a year out from medical school studies intercalating in a basic sci-
ence or other degree, which has a research component.

You may think of research at postgraduate level when considering your next job
application, and you are trying to further improve your CV.

You may look into research when you become aware that it is a requirement of
your postgraduate training program.

You may decide early on in your career that you want to become a clinical aca-
demic, where research forms a large part of your work practise.

You may consider research at a later stage in your career, as a break from or as a
complement of clinical work.

You may consider research post retirement from clinical work, to use the knowl-
edge and experience accumulated over the years to identify questions that may
be answered through research.

Decide why you want to get involved and whether you can give it what is needed.

Any time can be a good time for research.
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What Type of Research? How Big Project?

If you can’t do great things, do small things in a great way
Napoleon Hill [3]

Research may be basic science, clinical research (bed site, translational, epide-
miological), or literature based. It may be part time research, alongside your main
clinical work, or full time, with no clinical work attached. You may do a research
post with some clinical sessions to maintain a clinical touch.

In deciding what type of research to do, or how big project to take, you may
consider:

¢ How much time are you prepared to devote? How much time will you realisti-
cally be able to devote? Can you devote a fixed regular time, or are you looking
for more flexibility?

* What are you aiming to achieve? Understand research principles, publish, boost
your CV, or making a huge discovery?

¢ What research options are available? This may be available by your supervisors,
your institution, your local universities.

* Can it be seen through? Taking on a simple project that stands a good chance of
completion and publication, in your allocated time, may be better than a much
larger complex project, which you are unlikely to complete. When applying for
a new job or post, many interview marking schemes have marks allocation for
research, according to its stage of progress. A completed project may score
higher that one in the pipeline. Published (or accepted for publication) research,
may score more than research that has yet to be analysed and submitted for
publication.

e Is it relevant to your needs? If planning to become a brain surgeon, should you
be looking into a research project in neurosurgery rather than gynaecology?

e Is your research needed? What will your research findings add? Will your
research provide something novel or original? A similar study may have already
been done, but repeating it may be of value in validating previously reported
results, or in assessing how one intervention behaves in different settings.

If a project does not seem right for you, if you feel you may not be able to com-
plete it, be honest and say so at the beginning. Giving promises you know you may
not be able to keep, is not fair on those who may be able to offer that research proj-
ect to someone else. Similarly, if you are considering what projects to allocate to
your juniors, consider meeting with them, see what they are aiming to achieve, how
much time they can devote, how much experience of research they have (a copy of
their CV could help) and then allocate a realistic project.



124 7 Research and Audit

Will the Chosen Research Be Good Enough?

Do what you can, where you are, with what you have
Teddy Roosevelt [3]

Will you research be good enough, valued as high quality research?

For clinical studies, the quality of research may be summarised according to the
quality of evidence it provides. Multiple schemes for describing levels of evidence
exist [5-7] but these could be simply described as the Research Ladder (Fig. 7.1).
In the Research Ladder description of personal opinions is the first step, climbing on
to reporting single or limited number of clinical cases, retrospective studies (such as
case-control studies), prospective studies (such as cohort studies), randomised con-
trolled trials and finally systematic reviews and meta-analyses. This order of ascend-
ing is however not absolute. A well designed large prospective cohort study may
give better evidence than a small, poorly designed randomised controlled trial. A
randomised controlled trial may give more reliable information than a meta-analysis
of several cohort studies.

When you enter research, you may start at the bottom of the Research Ladder or
jump to any other step. It is a skill to realise that any research may give valuable
information, no matter how small it seems. We initially develop thoughts and con-
cepts or make noticeable observations, before we embark on testing them with large
trials. Hence, expression of opinions or description of isolated observations has a
merit of its own. Randomised controlled trials are often considered the gold stan-
dard of clinical research [8]. However, resources, practicalities and ethics may not
allow us to address every question with a randomised trial, and other designs may
be more practical and acceptable. Do not rush to dismiss a project, as it is not high
up in the ladder. When you initially try to develop your research skills, the review
of a case report or small case series maybe a reasonable starting step. It may help
you develop skills of study design, data collection, analysis, making sound conclu-
sions, manuscript preparation, presentation and submission for publication.

Is it better to have completed a research project, no matter how small it may
seem, or wait for the huge idea or the best trial to come along? Is it better to put a
step on the ladder, or simply sit on the side watching others ascend?

Meta-analyses

Randomised trials

Prospective cohort studies

Retrospective studies

Case reports

Fig. 7.1 The Research Personal opinions
Ladder —
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Who to Do Research With?

Personal brands are determined by a track record of actions, not a track record of plans
Ryan Lilly [3]

When considering as to who to do research with, there are certain factors to con-
sider, depending on what you aim to achieve. It maybe that you are at the beginning
of your career, aiming to get a basic understanding of research principles. It maybe
that you want to join a research program, to complete a postgraduate degree through
a research thesis. It maybe that you want to research a specific topic, close to your
heart, and in which you want to make a real contribution. It maybe that you want to
do research in a world known institution, to strengthen your CV and aid career pro-
gression. It maybe that you want to get published for improving your chances at the
next job application. Location may be a factor. You may be looking for research
close to home, or a project that can be done from home.

Before committing your self to a particular research program, supervisor, or col-
laborator, explore what is available. Seek information and advice from colleagues,
who may have done research previously, or may have worked with the group you
want to join. Meet the potential research lead, to discuss what you are aiming to gain
from your research, and whether that could be met through their research program.
Some of the factors you may need to consider:

e Will you get the necessary support and supervision? Will your project get the
time and attention you are looking for?

¢ Is it feasible to be done given the time constraints?

¢ Is funding needed and if so is it available?

¢ Will you enjoy working with your potential collaborators?

e Will the proposed project lead to a successful thesis?

¢ Is your research likely to get published? If your aim is to get published it would
be reasonable to check your potential supervisor with regards to their publication
track record, and the web makes that easy. How many articles have they pub-
lished, what journals did they publish in, when was the last time they published?
If you want to learn how to auscultate heart murmurs you would join a cardiolo-
gist’s clinic; if you want to get published should you not be joining someone with
a high publication output?
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Research Process

The process of research may be described in the form of the Research Cycle
(Fig. 7.2). It involves developing a research idea, reviewing the available literature
to determine what is already known, identifying areas that need further investiga-
tion, and formulating a clear aim as to what the new research aims to achieve. This
is followed by designing and delivering the methodology that will allow the research
question to be answered. This involves data collection, analysis and interpretation.
Conclusions based on findings are then made, and new areas that need further inves-
tigation are identified, leading to further research, and hence a new beginning of the
Research Cycle.

Research idea The research idea may be yours, or someone else’s, your supervi-
sor’s, your juniors’, your patients’. In reviewing the literature you need to determine
what is known about the subject, has your question been investigated before, what
new could you be adding? Search medical search engines/databases (such as the
National Library of Medicine, National Health System Evidence, Excerpta Medica)
and also general search engines (such as Google, Yahoo, AltaVista). Initially carry
out a broad search, to avoid missing out relevant information. Based on what you
find, you may decide whether to further pursue your research idea or not. Even if
your idea has already been tested you may still pursue it, to validate or dispute pre-
viously reported results, use methodology that will give more robust results (better
design, larger sample size), or determine whether findings can be applied in differ-
ent contexts and populations.

Aims Based on what you are planning to investigate formulate your research ques-
tion, and clearly state your aims. If you have more than one aim, clarify which is the

primary and which are the secondary objectives.

Conclusions Literature review

Research idea

. Aims
Analysis of results

Fig. 7.2 Research cycle g Methods <::g
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Methods Choose the appropriate methodology that will allow you to answer your
question, taking into account the resources you have available. This includes study
design, ethical issues, costs (time, personnel, other resources).

Study design With regards to study design, this will depend on the specifics of
your research project. For clinical research you may consider:

* Prospective/retrospective study?

e Catchment population, identification and recruitment of participants, inclusion
and exclusion criteria.

* Sample size. How many participants will you need to demonstrate the presence
or confirm the absence of differences amongst groups? Which of the outcomes is
used to estimate sample size? Can such samples be achieved?

* How will the intervention be applied?

*  What outcomes will be assessed and how?

* Will the participants, researchers and analysts be blinded with regards interven-
tions administered?

* How will bias be minimised or avoided?

Research team Define the members of the research team and their specific roles
and responsibilities. The exact team members will vary, depending on the research
study, and may include:

e Medical personnel.

¢ Research nurses.

* Allied health care professionals.
¢ Basic scientists.

e Statistician.

¢ Health economist.

* Lay person.

¢ Administrators.

* Research manager.

Analysis and presentation of results Collected data will need to be analysed to
aid understanding and interpretation. They will then have to be presented in a suit-
able, easily understood form (written, tabular, graphic). You may consider:

* Decide in advance how results will be analysed and presented, but re-examine
whether given the data collected the exact analysis needs to be reconsidered.

* Are data quantitative or qualitative?

* Will the raw data or variables calculated from the raw data, be used in analysis?

* How will participants lost to follow or dropping out of the study be dealt with in
the analysis?

* Are you looking for a difference between groups in any direction, or do you
know which direction the results will go?
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Interpretations and conclusions Once analysed, data are examined, interpreted
and conclusions made. Consider:

e What do the analysed results show?

* What is the significance of the findings?

* Are the results expected or surprising?

* Does statistical significance equate to clinical importance?
* How far can the findings be extrapolated?

e What are the limitations of the results obtained?

e Are the aims of the study met?

e What new questions arise?

e What further research is needed?

Research Ethics As part of the methodology you need to consider research ethics.
The Declaration of Helsinki (developed by the World Medical Association) was
described initially in 1964 and has since been revised on multiple occasions. It is a
set of ethical principles regarding human research [9] and is considered the gold
standard on human research ethics. Various professional associations, government
bodies, healthcare research institutions, universities, and funding bodies, have also
developed codes of research practise and ethics [10-13]. In designing your study
you must ensure that the rights of research participants are protected and their well
being, safety, and dignity are respected. Some ethical issues to consider are:

e Do any potential benefits of the proposed research outweigh any risks to
participants?

* What measures are taken to minimise risk of harm to participants and what
actions will be taken if that were to happen? What compensation arrangements
are in place?

e Will vulnerable patients (children, people with learning disabilities or dimin-
ished cognition) be included, and what specific measures are taken to protect
them?

* How will informed consent be secured? How will participants be given clear
information to allow informed consent for entering the study? What about
patients who can not give informed consent?

» How will participants’ confidentiality be protected, and how will data collected
be secured? What will be the period of data retention?

* How will funding sources, researchers’ affiliations, or conflicting interests, be
declared? What measures are taken to ensure that these do not influence the con-
duct of research, or the report of its outcomes?

* What measures are taken to ensure outcomes are disseminated no matter what
they are?

* What measures are taken to ensure researches are properly trained and compe-
tent in conducting research?

Approvals What approvals are necessary for your research to start? You may need
your institutions research review board approval, Ethics committee review and
approval, service and financial managers’ approval. Make a list of what is needed
and get them early.
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Obtaining Funding for Research

Research studies can be costly with regards staffing costs, capital expenses, dispos-
ables. How will the research be funded? There are several sources for obtaining
research funding and include:

Research charities.

Training overseeing bodies such as medical postgraduate colleges.

National or government funding streams (such as the National Institute for
Health Research in the UK, or the National Institute of Health in the USA).
International public funding streams (such as the European research Council).
Commercial (implant, pharmaceutical).

University scholarships, studentships.

Self pay.

Identify potential funding sources for applying to by searching the web, advert

sites for research grants, speaking to peers or seniors who may have previously
applied. In deciding where to apply you may consider:

What is the remit of the funding stream? Does your proposal falls within that?
What studies have been previously funded by that organisation?

What grants are provided? Will it be enough? Are only large studies funded?
How often are grants awarded?

What is the application process (how many stages, average length of decision
time)?

Applications for funding can be time consuming and often highly competitive.

The following may help you prepare an application for a funding stream:

Put together a well designed, scientifically sound study, justifying your method-
ology choices.

Have a clearly written, well structured, succinct proposal that follows the rules
and guidelines of the funding body.

Clearly demonstrate what is the specific value of the proposed research and how
does this fit within the remit of the funding stream? Whom will it benefit? How
will it benefit? Why is it worth of funding?

Use simple, plain language, with minimal technical terms — some reviewers may
not be experts in the area of your research, but should still be able to understand
what you propose.

Demonstrate that what you propose is feasible and achievable. Anticipate poten-
tial issues such as low recruitment rates and specify how you plan to overcome
this. Funders are looking for projects that can be delivered within the time and
budget allocated.

Try and put together a strong, reliable application team (team with strong track
record with regards to previously obtaining funding, successfully completed
funded projects, well published). If this is not possible remember that we all have
to start somewhere. Justify the choice of each proposed team member, for their
unique contribution.
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Involvement of patients or the general public in research design, is increasingly
sought in funding applications. This may vary from the concept of idea, to study
design, to patient information leaflet design, membership of study steering com-
mittees, dissemination of findings. State if such contribution has been made or is
proposed. The questions that you may consider important in answering through
research, may be different from those that patients consider important, hence
their views are highly valued; you may consider important the exact position in
which a bone fracture heals, but patients may consider more important the time
they have to take off work whilst in plaster.

If required give a lay summary of your study. Make it short, emphasising the aim
and potential gains from this research.

Give a summary of how your results will be disseminated.
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Writing a Research Protocol

Write a research protocol, a predefined plan as to what you set out to do. Once this
is done, it can be used as the basis for writing an Ethics committee application,
funding application, institutional board application, and even later on, in writing up
and publishing your research. This should contain sufficient information for some-
one else to pick this research study up at any stage and follow what you set out to
do. You may consider the following layout in writing a research protocol.

» Title
* Background

— Rationale

— What is known?

— What is unknown?

— What needs to be known?

— Why is research necessary?

— Who will benefit?

— What will the specific benefits be?

* Aim — primary and other objectives
* Methods

— Study design
— Data collection
— Data analysis

 Ethical considerations — local, regional, national application process. How often
does ethics committee meet? When is the next application deadline?

* Resources needed

¢ Cost analysis

» Time scales for research progression and completion

* Dissemination of results (conferences/meetings, departmental, local, national,
international, publications)
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Audit

Audit is a process through which we aim to improve our practise, clinical or other-
wise. In audit, we compare our current practise against an ideal practise, to allow us
to identify deficiencies and areas for improvement (initial audit). We then introduce
changes to address such deficiencies to try and meet that ideal. After introducing
these changes and allowing time to be implemented and sustained, we re-examine
our practise, to see whether we now meet the predefined ideal (re-audit). The audit
loop (Fig. 7.3) is thus completed.

Standards of ideal practise may be set by the government, by healthcare organ-
isations, by specialised medical bodies such as national medical or surgical associa-
tions, by patients or the general public, but some others, applicable to your direct

practise, may be set by yourself.

Compare current

Re-compare against practise to ideal
ideal practise practise

Ideal Practise

Fig. 7.3 Audit loop Change of Practise <::| Identify deficiencies
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Why Get Involved in Audit?

Audit acts as a mechanism of continuous service quality evaluation and improve-
ment. It is the process that will help you evaluate and, if needed, further enhance
your practise. Hence, the ability to identify areas that need auditing, and the ability
to design and carry out an audit are important skills to develop. Getting involved in
audits may help you develop such skills.

Audit allows you to quantify deficiencies and weaknesses of healthcare provi-
sion, and hence provides the justification for introducing changes. Such evidence
may be essential in supporting the need for further resources, greater funding, better
staffing, or new working patterns.

Audit is the process that may reassure you with quantified evidence, that your
practise meets high quality standards. This can be used in personal evaluations, such
as appraisals. Similarly, clinical audit is important for patients’ and public reassur-
ance. It gives confidence that individual doctors and healthcare organisations con-
tinuously assess their performance and strive for better care.

Carrying out an audit and implementing changes, may help you further develop
your team working, leading, organisational and management skills.

Auditing may be an essential, government directed requirement of healthcare
organisations, in healthcare systems of countries such as the UK [10].

For individual doctors getting involved in audits may help to strengthen your CV,
and hence aid career progression. Audits are often considered essential or desirable,
in job applications. Identifying an area to examine, leading and carrying out the
primary audit, introducing changes, and finally leading and carrying out a re-audit,
is considered the gold standard. Even if you can not carry out and complete the audit
loop, carrying out an initial audit or a re-audit in isolation, may also be of value.
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What Type of Audit to Do?

In your day to day clinical practise there are many areas that you may choose to
audit. There are several types of audit:

* Audit of resources — availability and utilisation of resources such as staffing lev-
els, skill mix, equipment, technology, space, time allocation, finances. Do we
have the necessary critical care nurse numbers, midwives, junior doctors? Is
there sufficient theatre time allocation for the number of surgeries we perform?
Do we need more clinic space to reduce patient waiting times? Do we need more
cubicles in the Emergency Department to avoid lengthy waits of patients in
ambulances? Are resources used appropriately? Is there wastage of disposables
in theatres, late starting and early finishing times of clinics, is specialised radio-
logical imaging used responsibly, are costly non-evidence proven medications or
surgical procedures utilised?

* Audit of process — Do our processes meet high standards? Such processes may
include clinical assessment, communication with patients and staff, invasive sur-
gical interventions, medical therapies, clinical tests, prescribing, documentation.
Do we provide a smooth, fast medical service? What are the waiting times in
clinics, Emergency Department, wait for surgery? Is there continuity of care? Do
our patients receive essential prophylactic antibiotics or thrombo-prophylaxis?
Do we make the correct diagnosis? Is the documentation in medical records eli-
gible and thorough? Do we prescribe correctly? Do we follow institutional pro-
tocols and pathways?

* Audit of outcomes — Do we provide high quality care? What are our mortality
and morbidity rates? Patient satisfaction and complaint rates? Patient reported
outcomes? Hospitalisation length? Length of implant survival? Rates of stent
occlusion? Rates of return to work, return to independent function, return to pre-
injury activity levels? Do preventive measures achieve the desirable risk
reduction?

You may audit the practise of one individual or a group of individuals, in one or
multiple institutions. Audits may be local or more extensive, carried out at regional,
national or international levels.
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How to Identify an Area to Audit?

There are several ways in which you may identify a suitable area for auditing.

Observation — You may notice an area in your daily clinical environment where
things could be done better, and decide to assess it further. As a junior doctor you
may spend more time in the ward than your seniors, and hence be in a central
position to identify areas of potential improvement that your seniors may not be
aware off. You may see an unusual complication and try and get to the bottom of
why it happened. You may encounter the same issue over and over again, and
decide to quantify the problem with the aim of initiating change.

You may ask your seniors, colleagues, or juniors, for areas that they feel need
looking into. Ask your patients as to what they feel needs improving or exam-
ined, as their perception of priorities may differ from yours.

Your organisation may have specific audit priorities, audits that need to be car-
ried out, as part of ensuring the provision of safe, high quality care. Your depart-
ment’s audit lead or audit department may advise you further.

Complaints, near misses, or critical incidents, may indicate lapses in care, iden-
tifying areas to be further assessed.

National/international published guidelines for clinical care, may give you ideas
for audits to perform. Such guidelines may be produced by medical societies and
government bodies. In the UK, the National Institute for health and Care
Excellence publishes guidelines with regards the use of health technologies
(such as medicines, treatments and procedures), clinical practice (appropriate
management of certain diseases), health promotion, and social care. In the USA,
the Agency for Healthcare Research and Quality provides medical guidelines.
The Guidelines International Network also provides an international guideline
library.
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Audit Steps

Like in research, construct a plan, as how the audit (initial or re-audit) will be car-
ried out, and write an audit protocol. This may be used in applications for institu-
tional audit approvals and also for any funding applications.

You may consider the following generic layout for an audit protocol:

» Title.
e Background.

— What practise is to be audited?

— Why is an audit of this practise essential?

— What is the current practise?

— Guidelines against which the current practise will be audited.

— Origin of these guidelines (international, national, systematic reviews, local).

e Audit design.

Define specific parameters/outcomes to be examined.
How will these be assessed and by whom?

— Prospective/retrospective data collection.

Planned analysis of data.

e Users (such as patients, carers) involvement —from topic selection, to setting
standards, implementing change.

e Audit team.

* Cost analysis, need for funding (institutional, government).

» Ethical considerations — patient and staff confidentiality, are data appropriate,
data protection, length of data retention? Is any intervention above that used in
normal clinical practise? Are patient surveys properly designed? What if you
discover that harm has been done?

* Time scales for audit progression and completion.

» Dissemination of results (conferences/meetings, publications).

* Plans for introducing change if applicable — at individual, departmental, organ-
isational level.

* Plans for sustaining change (regular monitoring).

* Plans for re-auditing (timeframe, audit team).
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Chapter 8
Publishing and Presenting

Carrying out research or audit is essential in gathering new knowledge and informa-
tion. However, such knowledge must be disseminated for the wider medical or sci-
entific community to really learn and benefit from it. This chapter describes the
Research and Audit Dissemination Cycles, and discusses how to publish your find-
ings. The need for determination and perseverance is emphasised. This chapter
finally concentrates on those skills required for successfully presenting your find-
ings in scientific meetings, both through podium or poster presentations.

© Springer International Publishing Switzerland 2015 139
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SCREEN

I am glad | brought my binoculars. | knew sitting in the
first row would not be close enough.
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Research Dissemination

Dissemination of research findings could be described in terms of the Research
Dissemination Cycle (Fig. 8.1), whereby research is carried out, and the results are
then presented at local, national or international meetings. Research presented in
such meetings may be subsequently published in a journal in abstract form, as part
of an arrangement between the meeting organisers and the journal. The full research
may also be submitted and published in a peer reviewed journal. Full publication
further aids dissemination ensuring that generations to come will be able to access
and benefit from that work. The published work may be read by other researchers,
but also cited in future publications. Dissemination of research may provoke further
research questions, leading to further research and re-starting of the cycle.

Unfortunately for much research the cycle is not completed, and often does not
go beyond the research completion stage or presentation stage. A recent study
showed that only about 37 % of presentations at the British Neurological Surgeons
Society’s meetings were eventually published as full articles [1]. This is consistent
with a previous systematic review examining the fate of abstracts presented at bio-
medical meetings [2]. Some of the factors cited by authors for not proceeding to full
publication are lack of time, low priority, anticipation of rejection and failure of the
study to show positive results.

However, if you carried out a research project, collected the data, analysed your
results, presented your findings and conclusions in meetings, then try and see it through
and get it published. Why rush to starting a new research project if you have given up on
publishing the last one? Getting an article published may show determination, and abil-
ity to see things through, rather than just taking on a task and leaving it half finished.

Even if unsuccessful in getting to present your research at a scientific meeting, it
may still get published in full. Although presentation of research at a scientific meeting
is strongly associated with subsequent full publication, it has been shown that about
30 % of research abstracts rejected from such meetings subsequently get published in
full [2]. Acceptance in a meeting often depends on the popularity and size of the meet-
ing, the number of podium or poster presentations allowed, and the number of submis-
sions received, rather than simply on the quality or interest of your research.

Research
:
L] i !
L]
Citation in . Presentations
further qeesammannn (local, national, international,
publications . poster, podium) & meeting
. abstract publication
L]
Fig. 8.1 The Research ;

Dissemination Cycle. Dashed %
arrows indicate that stages of Publication of

the cycle may be bypassed full articles
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Audit Dissemination

Like research, dissemination of audit findings is important to inform and educate
stakeholders. An Audit Dissemination Cycle may thus be described. The main dif-
ference from the Research Dissemination Cycle is the strong local application of
any findings which is highly relevant for many audits. However, presentation of
findings through national or international meetings is also important, as other insti-
tutions or practitioners may learn from such experiences. Healthcare systems ben-
efit through learning from each other’s strengths or weaknesses. Some audits are
performed at national or international level and hence they can be reported as such
(Fig. 8.2).

Audit %
o Local Presentations
Citation in (departmental, institutional,
further poster, podium)

publications

- Wider audience presentations
E“belllﬁf:lgg of <:| (other institutions, national, interna-

Fig. 8.2 Audit tional, poster, podium) & meeting
Dissemination Cycle abstract publication
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Publishing

You may be disappointed if you fail, but you are doomed if you don’t try
Beverly Sills [3]

Carrying out research or audit and collecting data is only a small component of
getting published. From data collection and analysis to full publication, there are
several steps (Fig. 8.3). These steps include writing up an article, getting it checked
and agreed by the various co-authors, and then submitting it for publication to a
suitable journal.

A submitted article is usually initially checked by the administration of the
journal, to confirm that is written according to the journal’s instructions for authors
with regards to, amongst others, layout and referencing. Its content is also initially
assessed in house to determine whether it meets the scope of the journal, and hence
whether it is suitable for publication in the journal.

Once these requirements are met, the article is usually sent out to two or more
independent reviewers. The reviewers read the article, and advise on the potential
suitability for publication. They take into account factors such as the originality,
quality, relevance, importance and priority of the presented research study.

The journal editor then assesses these reviews, based on which a decision is
made for the article to be rejected, accepted, or invited for revision and resubmis-
sion. If there is substantial disagreement between reviewers, the article may be sent
out to another reviewer. Articles revised and resubmitted may have to be sent again
to reviewers, depending on the level of revisions required (minor or major) or may
simply be reviewed by the editor before a final decision is made. If finally accepted,
the article will join the queue of articles awaiting publication in the journal. A fast
track to publication may be available for some journals, where there is a need to
disseminate a research message urgently. Prior to publication, the corresponding
author is sent proofs of the article for final check and approval, where any typo-
graphical or grammatical changes may be made.

It can thus be seen that the review to acceptance and publication route is a
lengthy, time consuming process. A recent study [4] looked at manuscripts pub-
lished in the Australasian Medical Journal and found that the median duration of the
review process was 74 days. Articles were returned to authors on average 1.7 times
for revision. In about 36 % of papers instructions to authors were not adhered to,
whilst about 30 % contained substantial grammatical errors. In 70 % of articles the
invited reviewers did not return their reviews on time. A systematic review of the
fate of abstracts presented at biomedical meetings and assessing the ones that finally
got published in full, estimated that 27 % were published in full after two, 41 %
after four, and 44 % after 6 years from presentation [2].
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»f
'[ Article submission
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Fig. 8.3 The submission to publication process
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Even though there are several steps in the submission to publication route there

are only few, yet important steps, that you can directly influence to speed up the
process:

Submit your article promptly. Plan in advance, taking into account realistic
timeframes.

Ensure that your article adheres to the journal’s instructions for authors. These
may vary from journal to journal and the article must be adjusted according to
the journal under consideration. Particular attention should be paid to style of
referencing, format of figures and tables, use and explanation of abbreviations,
layout of abstract and main text.

Use simple, easily understood language, and avoid grammatical errors. If the
journal language is not your first language, then get appropriate help.

Make your article attractive to the reviewers.

Choose the journal carefully, as further discussed below.

Promptly re-submit, if asked to revise your article.

If time goes and you have not heard back with regards your submission, a gentle
email reminder, asking to trace your submission may speed up the process.
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Which Journal to Publish In?

Once you write the article, the next decision is to which journal to get it submitted
to be considered for publication. This will depend on the type of article and the
quality of evidence the article provides. Given the length of the review process,
journal choice is important in avoiding wasting time. In deciding which journal to
submit to, you may consider:

» Discuss it with your seniors or colleagues.

* Does your article fall within the journal’s scope and aims?

* Look at current and past issues of the journal. Does it publish articles similar to
yours? If the journal has a policy against publishing systematic reviews should
you be thinking of submitting one there?

* Reputation of the journal amongst researchers.

» Readership size and diversity of the journal.

» Target audience of your article — are you targeting a specialist or generalist
group?

* Review time.

* Journal acceptance rate.

* Impact factor — this describes the average number of citations per article pub-
lished in the journal in the previous 2 years. It is calculated by dividing the num-
ber of citations in the current year by the number of citable articles published in
the last 2 years [5]. Although this is considered a crude measure of comparing
quality of journals [6, 7], it is widely quoted. It does not take into account a jour-
nal’s readership and the clinical impact published articles may have.

Do not be disappointed by rejection. An article may be rejected for several reasons
and it does not necessarily mean that the quality of your research is poor. All that a
rejection says, is that it was not judged suitable for publication by those specific
peer reviewers and editor of a specific journal, at a particular time. It is possible for
an article rejected by one journal to be subsequently successfully accepted in a more
prestigious journal. Persevere and do not give up. Learn from any unsuccessful
submissions, use any constructive feedback of reviewers to improve your article,
and try again.
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Publication Ethics

There are several ethical considerations in publishing. Some are plain obvious,
some are more controversial:

Absolute nos

Fabrication of results, methods — this is fraud.

Misinterpretation of data, manipulation of images.

Dual simultaneous submission — the same work can not be submitted to more
than one journal simultaneously. This might increase your chances of a quicker
publication, but is not acceptable.

Duplicative publication — the same work can not be published in more than one
journal.

Plagiarism —this refers to using the work of others without appropriate referenc-
ing. The same applies to referring to own work, previously published elsewhere.
Plagiarism check software can help you ensure this does not happen.
Submission without prior agreement of all authors — get the final article version
seen and agreed to by all authors, to avoid misunderstandings and subsequent
need for retraction. Do not just assume that all authors will be glad to have their
name on a published article.

Fail to declare conflicts of interest — such as publishing an article reporting excel-
lent results for a new medicine or implant, without declaring that you are a paid
advisor for the company manufacturing the medicine or implant.

Use of patient identifiable data without informed consent.

Controversial issues

Authorship — It is essential to agree amongst collaborators of a research study, as
to who will be the authors of any emerging articles, and what the order of author-
ship will be. The International Committee of Medical Journal Editors [8], gives
guidance with regards authorship according to which authors should make sub-
stantial contribution in all the following domains:

— Designing or running the research study

Preparing the article

Approving the final version of the article

— Agreeing to be accountable for the work submitted

However, even though, in an ideal situation all research members participate in

all of the above domains, it is also possible that other workers, with particular exper-
tise, are brought in at a later stage, as the need arises. If in doubt about authorship,
clarify this with the editor of the journal you are submitting to, early on.

Salami slicing —this refers to splitting data gathered from a single research proj-
ect, and presenting and publishing those separately. This can lead to multiple
smaller publications rather than a single wide publication. Such a practise is not
appropriate simply for generating a greater publication volume. However, on
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occasions, it may be necessary to split data for presentation purposes. Such slic-
ing may ensure that important messages are not lost or overseen as might happen
in a wider publication [9-13]. If splitting data ensure this is clearly stated in your
submitted article, and other publications related to the submission are clearly
cited. If in doubt, discuss with journal editors prior to submission.

Stick to the rules, not only because it is the right approach, but also to avoid get-
ting in trouble and putting your reputation at risk. If such practises are discovered
journals may retract articles, ban authors from further submissions, and report
authors to their institutions or professional regulatory bodies [14, 15].
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Presenting Research in Meetings

Aim to present your research before it gets published. Many meetings will not
accept presentations of research which has already been published in a journal.
Presentation in meetings and conferences is important as:

» Itis a vital stage of the Research Dissemination Cycle.

* Allows an initial presentation of your findings, giving you an indication as to
how they are received by the wider research/scientific community.

* Questions raised in such meetings may help you prepare your article for full
publication. Questions raised by the audience at such meetings may be similar to
those raised later on by journal reviewers.

* Helps you improve your presentation skills.

Identify potential meetings early on. Application for presentation takes place in
the form of abstract submission. Meetings open for abstract submission about a year
in advance, with submission closing several months before the meeting. This allows
reviews of the submitted abstracts, selection of those to be presented, notification of
the authors, and finalisation of the program. Presentations may be in the form of
podium or poster presentations. Some meetings require you to specify as to what
you are submitting for, whilst others allow submission for either.

Identify potential meetings according to:

e Scope/aim of meeting.

e Target audience.

* Acceptance rate — size of meetings.

* Location of meetings — can you afford travelling to them?

» Regulations for submission — some meetings require the most senior author to be
present if it gets accepted. Will that be possible?

* Have you presented elsewhere? — The same presentation can be submitted to
multiple meetings, unless the meeting specifies otherwise.
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Podium Presentations

Giving a scientific presentation is like telling a story, a tale story, a bedtime story.
You set the context (background), you then describe what happened (methods),
what was the outcome (results), and then you give the moral of the story (conclu-
sions). However, unlike bedtime stories, you try to engage and enthusiase your audi-
ence, rather than talking them to sleep.

The ability to deliver a successful podium presentation is a skill to be developed

and cultivated. The following may help you in this:

Use a short, catchy title for your presentation.

Keep your presentation simple, use plain language, keep it to the level of your
audience.

Succinct — many of us have a tendency to give all facts, make sure we did not
leave anything behind. However, even though you may have spent 3 years on
your research project, hove tons of results and lots of conclusions, it would be
unrealistic to try and fit all that in a 5 or 10 min presentation. Concentrate on the
most important aspect of your work, or the part relevant to the meeting and sim-
ply present that.

Slides:

— Be minimalistic

— Avoid slide overcrowding

— Be consistent on font type and size

— Ensure font size can be clearly read from the back of the room
— Choose eye friendly background and text colours

— Use contrast between text and background colour

Graphs:

— Keep graphs simple
— Well labelled
— Use easily read axes

When you show a slide with a graph pause momentarily, and give your audience
time to digest it. Point to the axes and demonstrate what they stand for.

Avoid videos that may not run on the day.

Take backups of your talk. Email your presentation to yourself as a backup too.

Dress for the occasion.

Know your equipment — microphone, pointer, projector control (how can you
move to next slide or go back one).

Get to the venue early, dry run your presentation, ensure that the format of your
slide does not change due to incompatible software.

Body language is important. Look confident, upright posture.

Use confident strong voice.

Prior to starting your talk, thank the chair person. The chair person will usually
introduce you to the audience, and hence further verbal introduction of your self
is not essential.
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* Look at your audience. Rather than looking to the ceiling or the floor look at
audience members.

* Speak slowly enough to be understood and be followed, but fast enough to keep
your audience engaged.

» Use pointers with caution. Pointing to every word as you read it adds nothing.
Use pointers to highlight facts, explain graphs, and demonstrate relevant parts of
figures or pictures.

* At the beginning of your talk, as you put up your first slide, look at the screen,
and ensure the slide has appeared on the screen. Do not go half way through your
talk, until you realise there is a problem with the projector and slides are not
showing up.

* Watch your pace. Avoid being too slow or too fast. Use the time needed to pass
the message of each slide. The pace may vary from slide to slide. Spend longer
on those slides that may be more difficult to understand, less on the straightfor-
ward ones. Spend more time on slides that are vital in communicating your over-
all message.

» Stick to the time — you really do not want the chairman of the meeting to stop you
half way through. Imagine a day program of 10 min talks, equal to 42 talks in
total. If each presenter overruns by 2 min, by the end of the day you will be run-
ning 1.5 h behind.

* Avoid reading your slides. Your audience, in most cases at least, should be able
to read. Talk about your slides in a different way. After all, if all you are doing is
reading your slides, you could have posted them to the audience with no need to
turn up.

* Avoid speaking from notes. It may be better to say less, but appear as if words
come from your heart, rather than say lots from paper sheets. It gives confidence
to the listener that you know what you are talking about, and that what you are
telling them is second nature to you. After all you did the research hence you
should be able to talk about it.

» Have confidence and passion.

* Enjoy the talk. You are fortunate enough to have your presentation accepted and
your research to be presented. It is an opportunity to tell others about what you
have achieved, an opportunity to disseminate your research.

* Practise your presentation- if you are due to present in a national conference, try
and present your findings to your department or other peers beforehand. Apart
from allowing practise of all the skills described above, such a dry run is likely
to raise questions similar to those asked later by the conference audience.

* Anticipate questions and practise answers.
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Poster Presentations

Posters may be in the form of printed paper or electronic format. Printed posters are
put on display on walls and boards in the conference venue. Electronic posters may
be in the form of slides, such as power-point, and are viewed in computers or tablets
in the venue. Attendants walk by and view the posters. You may be required to for-
mally attend some of these viewing sessions, where you stand by your poster and
answer questions.

In preparing a poster the first step is to ask the meeting organisers for their poster
preparation guidelines. Closely follow those guidelines with regards to poster size,
format, layout, and content presentation. Nevertheless, whatever the meeting’s reg-
ulations, there are several steps that you can take to ensure that your poster is well
presented, clearly transmits the necessary message, attracts attention, and is hence
read by a wide audience.

A poster is like a painting. Art galleries have numerous paintings on display, yet
only a few of these may attract enough attention of walkers by, to make them stop
and devote time to view and admire them. The following may improve the appeal of
your poster:

* Short catching title.

* Plain background.

¢ Minimal text, text boxes.

* Good font size, easy to read.

* Contrast between text and background colour.
* Lots of pictures, graphs, figures.

* High quality illustrations.

e Simple layout.

¢ Clear aim and conclusion.

¢ Succinct methods section.
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Chapter 9
Managing and Leading

Managing and leading often form an integral part of a doctor’s daily work life.
Apart from managing yourself, your own time and affairs, you may get involved in
managing others, your team, your clinic, your department, your hospital or institu-
tion. You may manage a process, a project, the rota, the teaching program, the the-
atre list allocation. You may manage a conflict, a meeting, or manage change.

You may be called upon not just to follow, but also lead. You may lead your
juniors, your team, your colleagues, your department, your organisation. You may
lead the resuscitation team, the theatre operating team, the clinic team, the discharge
multidisciplinary team.

There are certain skills that may help in such challenging roles. Managing and
leading require good communication and interpersonal skills. This chapter aims at
describing these skills that you may try to develop early on.

At the same time, you may find yourself on the receiving end of management.
Even as part of a formal managerial role you may have to deal with more senior
managers. The ability to deal effectively with management, in a constructive and
mutually respective manner, is an additional valuable skill to acquire.

© Springer International Publishing Switzerland 2015 155
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What type of leader shall | be today?
King, DEMocrat, or leave them to it?
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Inter-personal Skills

Governing a great nation is like cooking a small fish — too much handling will spoil it
Lao-tzu [1]

Whether managing or leading, certain skills are essential. Unlike a few lucky
ones, many of us are not born natural managers or leaders, but these roles need to be
cultivated and developed. Management and leadership involves closely working
with people, and certain skills are essential in such interpersonal relationships.

Different styles of management/leadership have been described [2, 3] but three
well known ones are:

1. Authoritative — leader decides and followers do.

2. Democratic — leader and followers share decision making.

3. Laissez-faire — leader delegates the tasks to the followers, who are allowed to
take control and influence how things are done.

The type of management/leadership you choose is likely to be influenced by your
status, your personality, followers, and tasks to be accomplished. The style chosen
does not have to be rigid and may vary according to the situation, individuals or
processes you are dealing with. The decision as to what type of leader to be is yours,
but you may consider the following in trying to develop your managerial and leader-
ship skills:

Lead by Example

Lead by example and inspire others. Encouraging others to do as you do is more
effective than simply asking them to do as you say. If you are the first to turn up to
the ward, if you are hands on and do not shy off seeing patients in clinic, if you rush
to help colleagues when in need, if you do not hesitate to stand up and take respon-
sibility for your actions, if you easily acknowledge when things have gone wrong,
if all your actions have in heart the good of patients and your organisation, others
may be inspired and follow promptly.

Involve

As a doctor, you are likely to be managing other highly motivated individuals, such
as doctors or other healthcare workers. These, alongside you, are striving for pro-
viding the best of care. Consult them for their opinions and listen actively to what
they have to say. Involve all those you manage, all those you lead. Hear the argu-
ments, encourage discussions. Do not use listening as a mere exercise, but as an
improvement process. Decisions taken by consensus or majority, through construc-
tive discussions, may be more likely to be respected and followed.
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Be Straight

Be honest, direct, and straight, in trying to pass a message across, or convince oth-
ers. Attempts to pass a policy on the side may simply cause loss of trust and confi-
dence, when the whole picture is established. Even if you have to give awkward
news, be honest, direct and truthful.

Respect Your Followers
Respect your followers. Avoid talking bad about your followers, in front of others.
This will encourage trust, and your followers will know that you will not fail them.

Support

Support and stand by those you manage or lead at the time of need. It may be your
juniors have just started and are trying to find their feet. It maybe, a colleague is
going through difficult times at home, and needs to take time off at short notice.
This is the time to stand by them, help, and support them.

Have a Vision

Have a clear vision as to what you are trying to achieve and work for it. Communicate
this to your followers. Give a clear goal to work towards.

Enable

Trust your team. If they are safe, keen, competent and skilled, let them get on with
it. You do not have to micromanage, check and control all they do.

Give Clear Instructions

Give clear instructions so that others can understand easily and follow. You may
communicate your reasoning and your thinking, but aim to give a clear direction,
explicit details of what has to be done, and how it is to be achieved.
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Give an Answer Rather than Options

As a doctor you may be seen as a leading figure, both by medical but also other
healthcare professionals who will come to you for answers. Give them what they
ask for, rather than a list for options to choose from.

Appreciate the Diversity of Those You Manage or Lead

Appreciate that your followers may have different priorities, personal beliefs, differ-
ent backgrounds, previous experiences. The world is a global village. Your follow-
ers may originate from different ethnicities, or cultures. It is unlikely that one
approach, one solution will fit all situations or all individuals.



160 9 Managing and Leading
Rely on Systems, Not Just Individuals

Set up well structured, functioning, self relying systems, policies, protocols and
pathways, rather than just relying on individuals doing their best. People may move
on, progress in their career or retire, their duties may change, may go off sick, may
be on leave, may be off shift. Aim for systems, procedures, and protocols that are
easy to grasp, simple to understand, and plain to follow through. Some of the staff,
such as those in training posts, may rotate regularly, spending only a short time in
your team, department, or institution. Well structured systems should ensure that
new starters settle in quickly, fit in their new role, and service lapses and interrup-
tions are kept to a minimum.
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See the Big Picture

Concentrate on the details, but also see the big picture. Do not lose sight of the for-
est for the trees. The Seven S model, may put a structure, into how you assess the
resources available within your team, organisation or department. It may help you
determine as to whether all resources are working towards achieving the overall
goal, working in line with the overall vision [4]. The seven S model stands for:

S-tructure

S-trategy

S-ystems

S-taff

S-kills

S-tyle

S-uper ordinate goal
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Be Lean

As a manager or leader you may face longstanding procedures or processes which
may not be cost or time effective. Challenge these, aim to improve efficiency, and
maximise value. Lean principles were initially derived from the car manufacturer
Toyota, but have widely been adopted in health care [5, 6]. Lean principles put the
provision of high quality service (or care) to the customer (or in a healthcare setting
the patient) central to the organisation’s aim. Processes that work towards providing
that high quality service are identified, enhanced and smoothed out, whilst any
unnecessary steps or processes (waste) are eliminated. Reducing low yield steps and
processes may thus reduce the time and resources needed for providing high quality
care [7-9].
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Aim for Big Wins

Aim to solve those problems, and tackle those challenges, that can make a substan-
tial difference, and achieve huge improvements. According to the Pareto principle
(80-20 rule), 80 % of problems may be caused by 20 % of causes. Vilfredo Pareto
was an Italian economist early in the 1900s who noticed that 80 % of land in Italy
was held by 20 % of the population. Interestingly, he then went on to notice that
20 % of pea pods in his garden gave 80 % of all peas. Joseph Juran, an engineer,
reported that this principle also applied to engineer defects (20 % of defects causing
80 % of problems), and named this the Pareto principle [10—15]. This principle has
since been applied to other settings. Even though the exact application of this in
healthcare remains to be established [16], it helps to remind that some problems
may cause more trouble than others and tackling those can have a much greater
effect. It does not mean ignoring the remaining 80 % of causes, but prioritising
according to potential influence and importance.
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Use Targets Wisely

Talent hits a target no one else can hit; Genius hits a target no one else can see
Arthur Schopenhauer [1]

Targets are often set as a guide of what we are aiming to achieve. When applied
correctly, targets aim to bring forwards changes in service provision, and work pat-
terns, to improve care quality. They may be self imposed, set by your organisation,
the government. Understand what targets aim to achieve, and work towards that.
Use the target as a means of improving your service, as an empowering tool for driv-
ing the essential care improvement, rather than altering your service to improve
your target performance.

In the National Health System of the UK, multiple health care targets were intro-
duced by the government. These included a 4 h rule for either admission or dis-
charge from the Emergency Department, an 18 week target to reduce surgical
waiting lists, 2 day target within which patients should be able to see their general
practitioner [17].

Meeting such targets would ensure that patients do not wait long for a decision
in the Emergency Department, have easy access to their family doctor, and do not
face unnecessary delays in having elective surgery. Keeping patients in ambulances
to stop the Emergency Department clock start ticking, admitting patients
unnecessarily, discharging patients too early, offering patients surgery on days or at
venues that they are unlikely to meet, or focusing on patients who have not missed
the target at the expense of those that missed the target, is not a wise or ethically
correct way of target use [18-21].

Targets are important in setting a well defined structure as to what you are work-
ing to, hence make the most of them. But do not miss the point trying to meet the
target. Much of Medicine, much of the service you provide, much of what you do,
day in and day out, may not be easily measured or quantified. Do not overlook qual-
ity, or true caring, for running after a target.
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Value Productivity Rather than Time

Stressing output is the key to improving productivity, while looking to increase activity can
result in just the opposite
Paul Gauguin [1]

Often what counts more, is not how much time or effort goes into achieving a
goal, but the achievement of the goal per se. Output may be more important than
input. This may be a metric in evaluating people or processes you manage or lead.

Output rather than input, may apply not only to individuals but also to systems of
whole countries or huge organisations. Figures from the Organisation for Economic
Co-operation and Development suggest that in 2013 the average Greek worker
clocked 2,036 h whereas the average German worker only about 1,387 h [22]. Yet
the economy of Germany has recently been thriving, whilst that of Greece has gone
through substantial turmoil. Many successful organisations have moved from count-
ing minutes of their employees to assessing their output. The Results Only Work
Environment (ROWE) refers to a management approach where performance and
results, rather than mere presence, is rewarded [23]. ROWE was initially introduced
at the electrical retailer Best Buy, to increase productivity, and was adopted by sev-
eral institutions since then, including GAP, the clothing retailer. Staff were given the
freedom to work whenever they want and wherever they want, as long as the work
gets done. Not all activities in healthcare can be arranged like that, yet some, like
administrative or teaching tasks may be.

Consider judging others based on their achievements, rather than the time they
put in. It maybe your junior can finish the ward work quickly and then relax in the
coffee shop. It maybe a colleague is a fast surgeon and can finish the operating list
quickly. It maybe a colleague can evaluate patients much more quickly in clinic and
hence finish early. Consider concentrating on results, not the clock.

In healthcare, remuneration by results has been questioned, but this may be due
to the metrics used. If all that is counted is the number of patients one assesses, or
the number of operations one performs, without taking into account the outcomes
achieved, or the complexity of cases dealt with, then obviously the process may be
flawed.
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Be Flexible and Accommodative

Nothing is softer or more flexible than water, yet nothing can resist it
Lao Tzu [1]

As a leader or manager it is essential to bring everyone on board, to motivate
your followers. Being flexible and accommodative may help you do so. Appreciate
that the values and requirements of one team member may be different from those of
others. Treat everyone as an individual and try to accommodate their specific needs.
If you can accommodate their individual needs without compromising the overall
service, then try and do so, as that may further motivate them and encourage them
to give their best self.

¢ It maybe that one junior wants to work with a specific team, to improve their
surgical skills in a particular procedure.

¢ It maybe that your junior wants to come in early and finish early, to pick the kids
from school.

¢ It maybe that a junior wants to have their holidays just before their upcoming
exam, for better preparation.

¢ It maybe a colleague wants to take time off clinical work, to get that research
project started.

Do not assume that all your followers are guided by the same motives, do not
assume that your followers’ motives are the same as yours. Something looking triv-
ial to you may be highly important to others. Something that makes you tick may be
of low importance to your followers. It has been shown that once people get enough
food on the table, other factors may become important for job satisfaction. Daniel
Pink in his book “Drive: the surprising truth about what motivates us”’[24] dismisses
the traditional models of motivation based on monetary rewards or fear of punish-
ment, and describes three other elements as important in motivating individuals to
give their best self at work. Quoting research done at the Massachusetts Institute of
Technology, USA, Pink proposes that for complex, mind engaging activities, the
three most important motivators are:

e Autonomy.
* Mastery.
* Purpose.

Indeed, you may recognise that the freedom to innovate and develop one’s own
work, the drive to excel professionally, and the feeling of making a real contribu-
tion, is the driver and real motivators for many healthcare workers in your
workplace.
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Along similar lines, more than half a century earlier, Abaraham Maslow, pro-
posed a hierarchy of needs, in his paper “A theory of human Motivation” [25]. This
is an idea widely depicted to today as Maslow’s pyramid (Fig. 9.1). In this pyramid
the most physiological basic needs are placed at the bottom, which once met, higher
levels of needs are desired. It reminds that once there is enough bread on the table,
then security, friendships, respect, and a drive to achieving one’s full potential may
become more important aspirations.

Self
actualization

Esteem

Belonging

Safety

Physiological
Fig. 9.1 Maslow’s pyramid needs
of hierarchy of needs
(Based on Maslow [25])
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Delegate

Few things can help an individual more than to place responsibility on him, and to let him
know that you trust him
Booker Washington [10]

Delegation is not only important when it comes to sharing individual work, but
is also an important skill of management. You may delegate the roles in your team,
department or institution, the various roles in an audit or research project, the roles
in an educational program. The skill is to delegate to those that will stand up to the
challenge and will successfully complete the task. You may look for the 5As in
deciding whom to delegate specific roles:

A-ble. Chose someone who has the ability, knowledge, skills, qualifications to fulfil
the assigned task. Some of us may be excellent communicators, some are nego-
tiators, some have an academic incline, some shine technically. Choose the most
able person according to the task required.

A-uthorised. Choose someone who has the stature or authority to complete the role.
This may be based on the chosen’s seniority, experience, status, position, reputa-
tion, influence.

A-vid. Choose someone who is keen, enthusiastic on taking on the task. A genuine
interest in the proposed task may encourage one giving best self. Not all tasks
can be equally exciting and inspiring. Not all tasks will attract someone’s atten-
tion, and on occasions you may have to allocate tasks to those who are not keen
to take them on.

A-ttested — someone reliable, with a track record of delivering.

A-ccountable — someone who can take responsibility for the successful completion
of the task.

Once you delegate, trust those taking on the task to see it through. Offer access,
support, guidance and assistance, but have the confidence in those you chose.
Delegating tasks, but still running the show, may defeat the purpose. The aim is not
simply to have an additional pair of hands, but share development and
responsibility.
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Managing a Meeting

If they can’t start a meeting without you, well, that’s a meeting worth going to, isn’t it? And
that’s the only kind of meeting you should ever concern yourselves with
George Huang [26]

As a doctor you may have to manage or lead a meeting, a meeting of your col-

leagues or team, to discuss business matters, to set policies and direction. Leading a
meeting is an important skill to develop, and you may consider the following:

Give ample notice about the meeting taking place.

Send out, well in advance, documents relevant to the meeting, to allow partici-
pants to fully examine them.

Invite only those relevant to the agenda and who will have a direct contribution
to make. Attendants are not there for making up the numbers, but for making a
real contribution.

Avoid distractions, mobile phones, bleeps. Ask attendants to address these.
Have a clear agenda for the meeting.

Have a clear target for each agenda item (discuss or make decision) and aim to
achieve that.

Be clear who will deal with each item.

Set realistic time frame, for each item, and stick to it. You do not want partici-
pants leaving halfway through.

Decide how decisions will be made. If this is by majority, how many attendants
are required?

Keep clear records (minutes) of what is said at the meeting.

Following the meeting, check the accuracy of the minutes with everyone who
attended.

Choose a place where interruptions are unlikely. A note on the door or a locked
door may help, if you can not find a location away from the floor.

Respect all those attending, their views and opinions, the time they put in attend-
ing the meeting. Give them the chance to speak and listen wisely. For a meeting
to happen, for you to lead, others must turn up.
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Managing Change

The only way to make sense out of change is to plunge into it, move with it, and join the
dance
Alan Watts [1]

Healthcare is a dynamic environment. Changes often have to be introduced and
you may find your self in a position where you have to manage and lead such
changes; the introduction of a new rota, new working patterns, new team structures,
new letter dictation system, new patients’ charts recording system, departments
merging, services tailored down or expanded. Managing change is a challenging
task, often due to the anxiety of the unknown.

In introducing change, try to demonstrate clearly the need for change (Why
change), the destination you are aiming to reach (Where), and the process (Way) by
which this will be achieved (Fig. 9.2).

Recall the last time a change in practise was thrust upon you. You might have
been told that this is how things should now be done, or told off for not doing them,
without having been informed of the change in the first place. How engaged did that
make you? How keen did that make you in joining and following the new
practise?

In managing change consider the following:

* Engage others in understanding the need of change. If you get them on board as
to why change is needed, it is more likely that you will achieve cooperation.
Even if you can not engage all, the more the better. Jo Owen in his book “How to

Way

Fig. 9.2 The change
pyramid — the base (or
foundation) of achieving
change is often to
demonstrate the need for it. Why
The destination must be
clearly defined, and the way
to it clearly characterised
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Fig. 9.3 Distribution of
enthusiasm for change
amongst potential followers
(Adapted from Owen [27])
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lead” [27], describes a bell shaped distribution of enthusiasm amongst those
involved in a change process (Fig. 9.3), and argues that the main aim is to engage
the main mass, rather than the few who regularly provide opposition. To engage
this mass and gain core support, communicating the need for change and provid-
ing constant progress information are crucial.

Explain to all, what is in it for them. The more winners out of a change, the more
widespread its acceptance is likely to be.

Consult wisely. Listen to what others have to say, and where possible follow their
advice. If you achieve consensus, or reach an acceptable middle ground, it may
be more likely for change to work.

Demonstrate clearly the pathway to change. How will it be achieved, timescales,
reviews of process. Reduce uncertainty to the minimum possible. Reduce fears,
concerns and anxieties, through an open and transparent process.

Be honest, do not overplay the situation, explain the limitations of any new
undertaking, and acknowledge anticipated problems.

Following introduction of the change, have regular reviews, to assess progress.
Be flexible. If things do not work out as initially planned be prepared to adjust
the course.

Be aware that an early enthusiasm may wear off, and at the first difficulties
doubts may mount. Keep the direction and drive.

Communicate — maintain regular effective communication as to the progress,
difficulties, and diversions from the original plan.

Collect evidence — collect data to assess progress. Share these with all those
involved.

Take into account the expected responses when encountering change. Elizabeth
Kubler-Ross, an American psychiatrist, developed in the 1960s [28] a model to
explain five stages of the grieving process of terminally ill patients learning their
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diagnosis. These stages may be also be seen in individuals undergoing major
change [29] and has led to the development of the change curve, to help predict
performance following the announcement of change [30]. The five stages
(Fig. 9.4) are shock and denial, anger, bargaining, depression, and acceptance.
Some individuals may not go through all stages or in that particular sequence.
However, appreciating that those involved may go through these stages, may
help you understand what to anticipate and thus help them through. The change
curve helps to realise that after some initial enthusiasm, as the reality sinks in and
despair predominates, there may be a time of real opposition to the occurring
change. Anticipating this, and communicating to those involved, may help you
push through, rather than giving up [29].

Performance

r 3

Denial

Acceptance

Despair

Fig. 9.4 The change curve
(Adapted from The Change

Curve, University of Exeter Time
[30D
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Managing a Project

The only way to do great work is to love what you do
Steve Jobs [1]

There may be times when you take on a project, and you have to see it through.
It is likely that implementation does not rely solely on your input but needs the
contribution and participation of others. In taking on and managing a project con-
sider the following:

¢ Have a clear definition and understanding of what the project involves. Break it
down into small parts to get a better grasp of what is required.

¢ Time management. Have clear starting and finishing targets, with milestone
dates in between.

¢ Have a structured way of assessing or tackling a proposed project, rather than
just jumping straight in. Different assessment systems have been used but PEST
[31] and SWOT [32] may be useful.

PEST analysis refers to taking into account the

P-olitical
E-conomic
S-ocial
T-echnological

factors that may influence your endeavour. Inclusion of environmental, legal, ethi-
cal, and demographic factors have also been added, giving a wide range of
acronyms.

SWOT analysis involves assessing the new project with regards its:

S-trengths — advantages over others

W-eaknesses — weaknesses compared to others
O-pportunities — what could the opportunities be?
T-hreats — what could cause trouble?

* Determine what resources you will need. Are these available? Can they be
obtained? Do you have to put other tasks on the side to take this on?
¢ Set achievable, realistic, but also testing deadlines.
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Managing Crises

Close scrutiny will show that most ‘crisis situations’ are opportunities to either advance, or
stay where you are
Maxwell Maltz [1]

As a doctor, you are likely to face crises, in direct clinical care or otherwise.

A patient may crash in the ward or start bleeding profusely in the middle of surgery.
The Emergency Department may be overwhelmed following a bus crash, or the
medical ward may be overwhelmed following a flu outbreak. Your department may

be

short staffed due to skill shortage and poor recruitment. The financial situation

may be dire, close to the brink of closing wards, and losing services.

How to deal with a crisis may require knowledge, technical skills, foresight and

advanced preparation. Institutional patient pathways or protocols may already be in
place to deal with anticipated crises. It is necessary to ensure you are familiar with

the

se. However, in times of crises a set of appropriate behaviours is also essential.

In dealing with crises consider:

Keep your composure.

Appear and sound confident — think of the pilot’s voice, last time you went
through a bad bout of turbulence.

Show that you are in control. Others may be looking to you for leadership, and
direction. If you can not be in control or lead, then let someone else take over.
Assertive communication — ensure that you are listened to and everyone is
focussed on the task.

Delegate, give clear instructions and roles to all those involved.

Communicate — explain what the plan is, give a running commentary, so that all
can recognise you are on top of things.

This is not the time to shout, complain, assign blame. Reflection may be neces-
sary, but at a later stage.

Anticipate crises, and practise how you would behave, if found in the middle of
one. Simulate for crises. Practise talking or giving instructions as if you are under
pressure.
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Managing Conflict

Conflict is very much a state of mind. If you’re not in that state of mind, it doesn’t bother you
Yotam Ottolenghi [1]

Conflict may be defined as a “disagreement within oneself or between people
that causes harm or has the potential to cause harm” [33]. As a doctor, you may find
yourself managing conflict. This maybe with an upset patient, an angry colleague or
other staff. It may be your own or someone else’s conflict. It maybe that your juniors
can not get on with each other, that a junior is struggling with a nurse in the ward,
or that two colleagues keep arguing.

You may approach conflict in a three step way (de-escalation triangle) whereby
you firstly try to calm the tense situation, followed by finding out what the issues
are, and then negotiating/working towards a solution [26]. However, beware that
this may be an evolving process and you may have to move back and forth between
steps. You may be negotiating but tempers may rise again. You may be negotiating
only to find out that there are still facts to learn (Fig. 9.5). In dealing with conflict,
consider that give and take is part of professional life. Try and find a mid-solution,
if that is possible. Each of the three steps of conflict management requires certain
approaches:

NEGOTIATE

Fig. 9.5 The de-escalation ( \
triangle for conflict CALM \,—‘/ LEARN
management
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Calm: de-escalate the situation
change environment to help tempers settle
acknowledge the frustration
empathise
sympathise
Learn: stop and listen.
find what the issues are
why is the other party upset?
hear the other side of the story
Negotiate: What does the other party want?
What are you after?
What can you give?
What is essential to take?

Can an acceptable solution be reached?

A commonly used tool for assessing self awareness, the Thomas-Kilmann
Conflict Mode Instrument [34], describes five ways of dealing with conflict:

Competing — one puts self over others.
Collaborating — work together for a solution.
Compromising — one considers both self and others.
Avoiding — one ignores self and others.
Accommodating — one puts others over self.

Which approach you take may depend on the situation, on what the issue is, and
how much it matters to you. It is a skill to be able to pick your fights carefully, to
decide which are worth fighting, and which ones are to be ignored. Decide when
you have to win, when you can accept a draw, and when you can just let go.
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Managing Underperformance

As a leader you may have to manage under-performance of a trainee, a colleague or
other staff. Under-performance may take several forms:

Clinical.
Conduct.
Professional.

Several behaviours may warn of under-performance, especially when it comes to

a trainee (Table 9.1) [35].

In dealing with under-performance [35-39], consider the following:

View the under-performance of an individual in the wider context in which it
occurs (working environment and personal life).

Establish the true facts. Gather specifics, rather than rumours. Gather informa-
tion from a wide range of relevant sources. Gather information in confidence,
without ending up spreading rumours yourself.

If there is any threat of patients’ safety, then act immediately. Ensure that all
measures needed to ensure patient safety are taken, and eliminate any potential
harm.

If there is evidence of criminal activity, report this to the appropriate employer’s
authorities and law enforcement authorities, such as the police.

Seek help rather than acting alone. Consult the training bodies, human resources,
employer.

How you approach this further and who to involve may depend on what the con-

cerns are, and the role of the person in question (trainee or otherwise). Understand
the regulations of the healthcare system in which you practise and follow these.
Know the escalation pathway, if your attempts to correct things prove fruitless.
However, as a start you may consider the following:

Table 9.1 Early signs of trainees in difficulty

The disappearing act: not answering bleeps; disappearing between clinic and ward; lateness;
excessive amounts of sick leave

Low workrate: slowness at procedures, clerkings, dictating letters, making decisions; coming
early and staying late and still not getting a reasonable workload done

Ward rage: bursts of temper when decisions questioned; shouting matches with colleagues or
patients; real or imagined slights

Rigidity: poor tolerance of ambiguity; inability to compromise; difficulty prioritising;
inappropriate ‘whistle-blowing’

By pass syndrome: junior colleagues or nurses finding ways to avoid seeking their opinion or
help

Career problems: difficulty with exams; uncertainty about career choice; disillusionment with
medicine

Insight failure: rejection of constructive criticism; defensiveness; counter-challenge

From Paice [35]. Reprinted with permission
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e Is there indeed a problem? Are the performance concerns something that mat-
ters, or is the behaviour within the expected spectrum and diversity one may
encounter amongst staff?

*  Would an informal talk help? Do not underestimate the value of an informal chat.
An informal talk may elucidate what the underlying issues are and allow plans
for improvement. It may also avoid unnecessary escalation of the situation which
might cause a defensive behaviour and disengagement of the other party. The
decision to have an informal talk may depend on whether you anticipate a suc-
cessful outcome on the concerns and issues raised, and on the potential insight of
the person involved. However, be prepared for those cases, where there is a real
problem but no insight on behalf of the party involved. Offer the chance to an
individual to explain, using open ended questions such as:

— “How are you managing?”’

— “How are things going?”

— “How are the on-calls? Any difficulties with the on call referrals?”

— On occasion such simple questions may be all it takes for the walls to fall
away and all issues to be revealed.

If an informal talk is unsuccessful or deemed inappropriate, then set up a formal
meeting. In doing so you may consider the following:

* Inform the person as to the reason for the meeting in advance.

* Allocate sufficient time and avoid any interruptions.

* Have any relevant staff present (human resources).

* Present the facts; initially summarise and then proceed to give specifics.
 Identify underlying problem and consider plans of action:

— Clinical knowledge or skills — close supervision, re-train

— Behavioural attitude — close supervision, regular feedback, anger manage-
ment course, communication skills course

— Health issues — referral to occupational medicine

* Try and reach an agreement as to the need for further action.
» Set targets for improvement using the SMART model [40]:

S-pecific — what to do? whom with? where? how?
— M-easurable — how many, how much?
A-ssignable — targets that can be assigned
R-ealistic — achievable given constraints

— T-time related — by when? clear deadlines
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Being a Follower

He who cannot be a good follower cannot be a good leader
Aristotle [1]

This chapter has up to now concentrated on managerial or leadership skills that
you should aim to develop. However, the ability to be managed and follow where
others lead are also important skills to acquire.

In your professional life you may end up having your own practise, or work as
part of a bigger institution. Whatever the setting, it is likely that you will deal with
management either directly or indirectly. Such management may be made up of
other doctors, or individuals who are not medically trained, or have no clinical back-
ground. Even when management has clinical background, that background may
differ from your specific clinical activities.

If you have your own practise, management could be on your payroll, but if you
are an employee you may be accountable to the management running your employ-
ing institution. Even if you are “your own boss”, you are still likely to be influenced
by local or national healthcare policies, set out by the government or other organisa-
tions, and have dealings with the management running those. If you are in a well
defined managerial or leadership post of your institution you may have to deal with
those higher up, or other colleagues in the same position.

As a doctor you may concentrate on individual patient-doctor relationships,
striving for high quality care. However, such relationships rarely exist in isolation.
True “independent practise” is rarely encountered in many systems and countries. It
is important to recognise early on that the survival of the healthcare system you are
practising in, or the viability of the organisation you are employed by, may be essen-
tial, for you to be able to provide the best of care. Such survival may not only
depend on doctors clinically doing their best, but also on meeting costs, meeting
targets, ensuring that regulations are followed and standards are maintained, publi-
cising the good work the institution does to make it more attractive and competitive.
Many of these non-clinical tasks often have to be carried out by those in managerial
positions. Hence their role and contribution should be understood and appreciated.
Develop the skill of being able to see the big picture, share your institution’s vision,
and work along with management to improve the organisation’s services.

Try and understand the management structure of your institution or other organ-
isations you have dealings with. There may be parallel management arrangements
for different employee groups, and recognising these may guide you as to whom
you need to appeal to in trying to influence policies. The management structure to
who the doctors report is likely to be different to those for nursing staff, theatre staff,
clinic staff, or allied healthcare professionals. Hence, simply asking one of the other
professionals to alter practise, may not be as straight forward as it may initially
sound. Follow the management hierarchy in your requests, but also be prepared to
jump up and escalate if not heard.
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In dealing with management, aim for mutual respect. You may see yourself as
the facilitator, who allows non clinical staff to recognise clinical priorities, but also
the gatekeeper who ensures that the actions of management are always in patients’
best interests.

As a follower criticise when there is a need, but also praise when things go par-
ticularly well. Question your managers or leaders, voice your concerns when they
may seem to deviate from what is best for your patients, but also acknowledge and
highlight their achievements and wins. Standing by your leaders when they are
doing well is needed to give them the stature to fight your case, and the case of your
department or organisation.

On occasion you may disagree with decisions taken or you may feel strongly that
you could do things much better. But on occasion, we have to follow even when we
disagree, for an institution to function, an organisation or society to stay cohesive
and survive.
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Chapter 10
Obtaining the Next Post

Career progression in Medicine often involves multiple job applications for posts to
help improve your clinical knowledge, diagnostic and management skills, and posts
to equip you with the necessary experience for a safe practise. Even when you finish
your training and you reach the final aspiring level of your career, job applications
are still often essential.

Choosing, applying and successfully getting your next post, is a challenging task
that requires time and effort. It requires advance planning as many posts are adver-
tised several months in advance, and some posts such as specialisation fellowships
are filled years in advance. The ability to chose and apply for the right post or
training program, the ability to develop and present a clear and attractive CV and
portfolio, and the ability to shine and impress in interviews, are important skills to
develop. This chapter explores all these career progression areas, and gives advice
how to best prepare for success. Factors that may guide you to career choice are
also discussed. Finally, skills that a doctor acting as an interviewer may require, are
presented.
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Good morning interviewers. Where
would you like my portfolio?
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Choosing a Post

In choosing a post, first decide what you are looking for. Are you looking for a
post that will help enhance your clinical training, enhance your technical or surgi-
cal skills, educate you better for upcoming exams, help you in career progression
through an influential reference, enhance your research portfolio, give you better
pay, or more free time. Are you looking for a post nearby, for family and social
commitments, or are you able to travel and relocate where the post requires? How
long are you looking to stay at such a post, and will you have to go through the re-
application process after some time? These are only some of the factors to consider.

Once you decide what post you are looking for, the next step is to search for it.
You may look at medical job advert sites (internet, medical journals), but valuable
information about suitable posts can also be obtained by talking to colleagues and
seniors. They may have done such a post in the past that are keen to recommend it,
or they may be able to steer you away from non-reputable posts. They may know of
suitable posts coming up before they are advertised, thus giving you the opportunity
to look into them further, arrange for a site visit, and if necessary wait for them to
become available.

Medical post adverts are useful for identifying a potential post, but do not rely
solely on them to decide whether the post suits you. In a competitive market where
doctors, particularly juniors, are highly sought after, adverts aim not only to inform
potential applicants of a post, but also make the post attractive. Hence, once you
identify a potential post, try and get first hand information about it. Try and deter-
mine if what the post offers is what you are really likely to get out of it:

* Will you be able to get the experience of dealing with acute medical admissions,
by being the first to see such admissions when they reach the hospital, or will you
be ward based and only see them once they have been dealt with and stabilised
by other members of the team?

* Will you be able to attend theatre and operate, or will you spend most of time in
the ward clerking elective admissions?

* Do you get dedicated time for research or are you expected to make time for it
out of a busy clinical schedule?

There are several ways you may find out more about the post:

* Speak to someone who is currently doing the post, or has done that post recently.
Speak to several people to get a balanced view.

* Try to visit the department and have a meeting with the person in charge of the
post, to get a better picture as to how the post is viewed. If you are aware of a post
coming up, arrange for such visits before the post is advertised. Once the advert
goes out, visits may not be possible until completion of the shortlisting. Such a
visit may increase your chances of getting shortlisted. Some candidates may
simply apply to multiple relevant posts as they get advertised and only look into
the details of the post only when shortlisted. Hence, it is not uncommon for some
shortlisted candidates not to attend for interview. When it comes to shortlisting,
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appointment panels may look not only for eligibility and qualifications, but also
at how likely the person is to turn up for interview, take and start the post if that
was offered. Someone who has visited the department and expressed an interest
in the post, may thus have a higher chance of getting shortlisted.
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Applying for a Training Program

Unlike a lone post, a training program (or rotation) is usually designed to take you
through multiple posts, in one institution or multiple institutions. A local, regional
or national appointment process may be utilised. Commitment to a training program
may be for much longer, than that required for a lone post.

In deciding which training program to apply for you may consider:

e Will the training program provide the training you need?

e Will the training program provide the qualifications you need for progressing to
the next level of your career pathway?

* Quality of training. What are the success rates of passing exams, and career pro-
gression of those completing the program?

e Specialties and sub-specialties rotated. Do they meet your specific
requirements?

* Reputation of the training program.

* Is an academic pathway with both clinical and research options available?

* Requirements for successful progression. Completion and drop out rates?

e What are the requirements for entering the training program?

* How many posts are available?

e What is the usual applicant to appointments ratio?

e What is the potential competition like?

e What if unsuccessful this time, can you reapply and if yes when?

* How are the various posts of the training program allocated?

* Geographical region covered, need for frequent relocation or daily long
travelling.

* Can you relocate to a different part of the country if the need arises?

* Does the training program allow career breaks or flexible working if necessary?
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Applying

Once you find out as much as possible about the post and you decide that it suits
you, the next step is to apply for it. Some applications simply involve the submis-
sion of your CV, whilst some may require completion of a more structured applica-
tion form. You may consider the following when drawing up your CV or completing
post application forms:

Highlight your qualifications that are essential, as per the advert, for being eli-
gible for the post. Someone reading your application should be able to identify
these easily.

Highlight your qualifications that are not essential, but are desirable for the post.
Again someone going through your application should be able to pick these out
easily.

Tailor your application/CV to the specific post you are applying for. If applying
for an orthopaedic post emphasise the previous posts you did in orthopaedics or
other surgical specialties, rather than the time you spent as a junior doctor in
respiratory medicine. If applying for a cardiology post, ensure your application
gives priority to your recent cardiology audit, as compared to your audit in
urology.

Ensure that any statements on your application/CV are accurate and not over-
played or exaggerated. If anything, it is better to understate an achievement
rather than endanger being accused of inaccuracies. If you are planning to do a
course but have not done it yet, say so, rather than simply listing it on your CV’s
courses section. If the research article you submitted for publication is still under
journal review, say so, rather than simply listing it as one of your publications. If
you obtained a so called “green card” for performing well in your gynaecology
final exams at medical school, call it so, rather than calling it a “medal” or
“prize”. Anything you state on your CV could be scrutinised in future interviews,
and inaccuracies could raise concerns of trust and probity.

Some application forms ask for examples where you demonstrated your ability
to work as part of a wider team, ability to deal with difficult situations, ability to
work under pressure, ability to lead others. Choose simple, real life examples
you have experienced and which you have a lot to talk about. See the positive
side of these and emphasise what you learned and gained out of such encounters.
Try to avoid simply highlighting deficiencies of other players in such scenarios
as they are not present to give their own account.

Clearly state not only what you aim to gain from the post, but more importantly
what you will be able to offer. You may be able to offer your ability to provide
acute medical care for hip fracture patients which may thus help give better all
round care in orthopaedic wards. You may be able to offer your ability to operate
unsupervised and hence allow the smooth running of operating lists even when
seniors are away. Alternatively, it maybe that what you offer is your ability to
practise safely, your enthusiasm, and willingness to work hard and learn fast.
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Choose your referees carefully and, if possible, choose ones directly relevant to
the post. If applying for an obstetrics post an obstetrician may be able to give a
better account for your abilities in that field. A combination of referees that
would account for both clinical and academic achievements is preferable. Better
to choose referees that you have recently worked with and hence can give a more
up to date account of your performance. Indeed some posts require that one of
your referees must be from your last job. Consider asking any potential referees
not only if they would be able to give you a reference, but also whether they
would be specifically prepared to support you for the post you are applying for.
Giving a reference may be different from giving a supportive reference.
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CVs

One Look is Worth A Thousand Words
Fred R. Barnard [1]

CV Format

The exact format and layout of your CV is a personal preference but the following
may be considered:

* Keep it simple and succinct, easy to read.

¢ Avoid long text paragraphs.

* Clear and easy to read font.

» Consistent use of font type and size.

¢ Avoid excessive use of bolds, italics, underlining, colours.

* Consistent use of subheadings.

* Present events (jobs, publications) in reverse chronological order (most recent
first). Particularly, when it comes to jobs, make it very clear as to what your
current post is, followed by previous posts.

e If possible start each section on a new page or middle of page, rather than at the
last page line.

¢ You may modify the sequence of presenting information, particularly research,
audit, teaching, or management, according to the type of post or role you are
applying for. For example if applying for a research post, give your previous
research experience priority, putting it after your medical posts. If applying for a
management position, give your previous managerial experience priority, putting
that after your medical posts.

CV Content

The content of your CV will depend on what you have done up to that point and
what level of your postgraduate career you are at, but the following may be included:

¢ Personal details: name, contact details.

¢ Qualifications — professional exams, postgraduate, undergraduate.
¢ Academic achievements — prizes, honours, distinctions, awards.

* Hospital posts —

— Current post
— Previous posts

You may include a summary of your job duties for each post, such as on-call
commitments.
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» Postgraduate education — courses, meetings, conferences.
*  Membership of professional bodies —

— National medical organisation, medical indemnity organisation, postgraduate
colleges, specialty societies

e Research —

— Publications — give full reference
— Submitted articles under review, articles in preparation, ongoing research

For each project give the names of the collaborators, with your name and their
names in the order they would appear in any future publication.
e Audit -

— Initial audit, re-audit, closed the loop audits
— May give a brief summary of standards assessed, results, and change in
practise

* Teaching and other educational activities —

— Whom you taught
— Format of delivering teaching (one to one, small group, lecture, course)
— Regular or opportunistic

* Administrative/managing experience

— Management courses attended
— Management duties — such as on call rota master, organising journal club

e Other positions of responsibility —

— In work
— Out of work

e Interests — anything unique, anything to stand out?
* Referees —

— Names
— Position
— Contact details
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Portfolio

Portfolio is a collection of evidence of academic or career progression [2—4]. Unlike
your CV which summarises your achievements, the portfolio contains evidence to
support each of those. The portfolio should be thorough yet succinct. You may con-
sider the following sections as a generic order, along with examples of supportive
documents for each:

* Personal details.

* Contents page.

* Qualifications — original university or exam certificates.

* Academic achievements — certificates of prizes.

* Hospital posts — certificate of completion of pre-registration years, training
program.

* Postgraduate education.

— Personal development plan — statement

— Certificates of courses or meetings attended

— Appraisal meetings — confirming documentation

— Assessments of competence — completed work based assessments
— Logbook of procedures

*  Membership of professional bodies — up to date certificates of membership.

» Research — copies of full articles published (or at least the first page of those),
copies of abstracts published. For presentations given in meetings a copy of the
program showing details of the presentation, and a copy of the slides of the pre-
sentation fitted on a single page.

* Audit — if presented, a copy of the slides fitted in one page, or a letter from the
audit lead confirming the audit was done.

* Teaching and other educational activities —letter from head of teaching confirm-
ing those activities, copy of slides, feedback from students.

* Administrative/managing experience — confirming letters from head of depart-
ment or other seniors, short description of role, achievements of that role.

* Other positions of responsibility — confirming letters from relevant authorities.

 Interests — supporting certificates such as violin grade reached, martial arts belt
obtained.

* Feedback from colleagues — structured feedback or letters.

* Feedback from patients — survey result, complaints (summary of complaints
received, action taken and outcomes), compliments — copies of thank you letters,
cards.

If going for an interview, ask whether there is a marking scheme for portfolio
which gives marks according to various domains, and adjust the filing of your port-
folio as per those domains. It should be easy for an interviewer to extract informa-
tion from your portfolio for marking purposes, rather than having to go back and
forth through the folder.
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It may be that portfolio marks are given for demonstrating your team building
skills. This may involve examples from multiple areas such as running a research
team, carrying out a multi-centre audit, organising a vene-puncture course for medi-
cal students, running the resuscitation team. Rather than expecting the assessor to
search for these in the research, audit, teaching and management domains, make
a new domain labelled as “team skills” containing confirmation of all the above
activities.
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Shortlisted for Interview

Give me six hours to chop down a tree, and I will spend the first four sharpening the axe
Abraham Lincoln [5]

¢ If shortlisted for an interview, consider asking again for a visit to the department
and, if possible, a meeting with members of the interview panel. Whether this is
allowed or forbidden may vary from institution to institution. However, there is
no harm in enquiring. Such a visit could allow you to have any remaining ques-
tions clarified. It may also give you and interviewers alike, the opportunity of
meeting outside the artificial and often stressful environment of an interview.
Such visits may further help to show that you are truly keen and enthusiastic
about the post, as you have taken the effort and time to explore the working envi-
ronment and its people. If applying to posts far away from your current base, or
applying for a post abroad, the above may be achieved over the phone or over the
internet.

e Apart from visiting members of the medical team consider also meeting mem-
bers of the extended team, such as nursing staff, management staff, rota-master,
all of whom may be able to give you an all round picture of the post.

¢ Have a look around the hospital or practise where the post is located to see how
would you feel working in that environment? Is it a brand new modern hospital
with nice surroundings, where you can enjoy nice lunch at its lustrous restaurant,
or is the roof leaking and are the walls peeling? Does the place lift your spirit or
does it make you feel miserable? Is it near the countryside with its long weekend
hikes or near the city centre with its buzzing nightlife?

e If the post involves relocating explore any potential accommodation that you
may have to take. Will it be liveable by your standards, and will it be affordable?
Is accommodation provided along with the post? Does the post assist with
relocation expenses?
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The Interview

Eighty percent of success is showing up
Woody Allen [5]

Performing well at an interview relies on adequate communication skills, knowl-
edge, but also, importantly, thorough preparation. Interviews can be in various for-
mats, including panel interviews or station interviews. In panel interviews, a
candidate is interviewed by a panel of interviewers who may take turns to ask ques-
tions. In station interviews, a candidate attends multiple stations, each of which
concentrates on a particular area. The latter is similar to OSCE stations that you may
have encountered in your undergraduate exams. In panel interviews, the whole
panel sees and can thus assess the whole of your interview performance, whereas in
station interviews, the interviewers of each station are usually not aware, at that
stage, of your performance in other stations.

Interview questioning may take several formats. You may be asked questions
that look for direct succinct answers, or look for more elaborate, logically structured
thinking and answering. You may be asked to interpret medical charts, investigation
results, or demonstrate your technical and surgical skills. There may be role play-
ing, whereby you are asked to take a medical history, break bad news, counsel or
consent. You may even be asked to solve a non-medical puzzle! Keep a broad mind
and expect the unexpected!

Know your CV and application inside out but take a hard copy with you, to refer
to if necessary. Take with you a hard copy of your portfolio and any documentation
that would support the accuracy of your CV and application form.

Make sure you know where the interview is taking place, and give sufficient time
to be punctual. It is easy to get lost in massive hospitals, where all corridors look
alike. Even if you work at the institution where the interview is carried out, treat the
interview itself as if taking place away from your usual workplace. Taking some
time off from a busy clinic, or attending the interview after a night on call, may not
work out as planned.

Before you enter the room ensure that your mobile phone is silenced. Introduce
yourself and shake hands if offered. Stand next to the chair and sit down when asked
to do so. Try and keep calm, smile, look and sound pleasant, appear determined.
Speak slowly, confidently, be concise. Answer in a polite way, using formal but
simple terms. Maintain an upright posture and eye contact with the panel members.
Avoid distractions, avoid looking through the window. If interviewed by a panel,
answer looking at the person asking the question, but intermittently look and address
the other panel members too.

If you have not understood the question, ask if the interviewer could re-phrase it.
If asked about a topic, a recent political event or policy, that you are have no knowl-
edge of, say that you are not familiar with it and ask for some more information. The
examiner may be able to give you more information to allow you to answer the ques-
tion. Often, what is looked for is an opinion or a logical approach to a problem, rather
than knowledge per se. Avoid making up terms or words that may not even exist.
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You may be asked about controversial issues. You may be asked about the role of
staff not medically trained as theatre assistants, about shortening the length of train-
ing, or other controversial issues. Be open minded even if you have strong personal
views. Look at both sides of an argument, both positives and negatives. Try and give
the positive side, then address the downside, and finish on a positive note. This may
indicate ability to compromise, and a positive attitude even to difficult situations,
important attributes for the workplace.

Look and behave professionally. In particular, dress for the occasion and keep
formalities. It maybe you know some of the panel members, they may be working
with you, they may know all about your work, but they still ask about it. Answer
such questions as if each panel member has not met you previously, assume they do
not know anything.

Areas that may be examined in a medical interview include:

» Portfolio — what stage of your career are you at, previous undergraduate and
postgraduate education, what previous posts have you done, how much clinical/
surgical experience do you have, what technical/surgical skills have you acquired,
what can you do with minimal supervision, have you kept a logbook for techni-
cal/surgical skills, logbook of assessments of clinical skills?

* Achievements — what achievements are you proud of, honours, merits, distinc-
tions, prizes, exams. Say what you are proud of and why.

e Commitment — examples that demonstrate your commitment to the specialty,
such as went into hospital in free time, joined the doctor on call, or attended extra
operating lists in free time to improve surgical skills.

* Research — what research have you done, which is your best research project and
why, what have you published, what presentations have you given, what is the
value of research, should clinicians get involved in research? In choosing which
of your research studies to describe as your best, consider using the one highest
up on the research ladder; it may be more difficult for interviewers to argue
against a randomised trial rather than a large case series, even if you spent more
time and effort in the latter.

¢ Audit — what is audit, what is the difference between audit and research, what audits
have you done, which was your best audit and why, did you initiate or lead the audit,
did you do the initial audit, re-audit and close the loop, how did you improve prac-
tise? If you have closed the loop in one audit, then better talk about that.

* Clinical scenarios — scenarios that may be encountered when on duty, emergency
scenarios. What would you do, when would you inform your seniors? Start from
the basics, ALS, or ATLS guidelines [6, 7] rather than jumping to the obvious
problem. Show that you have a system in your approach, keep an open mind,
demonstrate you are safe, that you will not miss something important.

e Management — examples demonstrating your managerial skills, examples of
closely working with management.

* Why you? Why should you get the post? What will you bring to the post?

*  How much homework have you done about the post, what do you know about the
post? What do you know about the department? Why are you applying for this
post?
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e Alternative plans — What plans do you have if you do not get this post? Are you
applying for other posts? Alternative plans, do not necessarily mean that you are
looking around and you are not committed to the post you are applying for.
Instead, they may show you recognise that there is always a chance of not getting
the post, no matter how good you are, and you have a contingency plan if that
were to happen. Make it clear that you are not someone who will give up, simply
because you were unsuccessful in your particular post application, but someone
who is determined to pursue their goals, and will live to fight the next day.

* Questions — it is not unusual for the interview to end by being asked if you have
any questions to make. Have a question prepared. However, if your queries have
already been answered by all those you met and spoke to previously, it is accept-
able to say so. This may not be the best time to ask whether you could be paid
through your offshore company in Monte Carlo.

Try and anticipate questions. Write down potential questions, and prepare
answers to them. Practise answering these questions Ask a friend or your partner, to
ask you questions and answer them as if in a real interview. Ask for their feedback.
Construct answers that are short and simple. Try and answer, as when you speak to
your peers or seniors on a day to day basis, rather than using complex language.
Avoid using unusual terms or language that you do not normally use, and hence will
be difficult to remember and recall.

No matter how the interview went, thank the panel, stand, shake hands, if offered,
and walk out closing the door behind you.

You may be told of the outcome at the end of the interview or you may be con-
tacted at a later stage. Try and find about that from the administrative staff prior to
the interview. If offered the post, be clear as to whether you want to accept it or not.
If you applied for other posts and you want to wait for their results, say so, and ask
for time to consider before giving your final answer. It is not considered appropriate
to accept the offer, simply to turn it down shortly afterwards. If you do that, you may
still be required to start your post and work your notice time.

Even if you do not get the post, it maybe useful to ask for feedback. It maybe that
you were up to scratch, but a better candidate happened to turn up. Alternatively, it
maybe that there are weak areas on your CV that could be improved, or interview
skills that could be further polished.

In interviews, like exams, there are things that we can control and things that
we can not. You can improve your qualifications, you can build up your portfolio
and boost your CV, you can anticipate and practise answering potential questions.
However, there will be the odd question that you have not thought of, something
unexpected. Accept this and aim to reduce the unexpected to as minimum as
possible.
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Starting a New Post

The very first step towards success in any occupation is to become interested in it
William Osler [5]

You were successful and got the post of your choice. Any new post, any change,

is a challenge, but certain actions may help smoothen that transition. Before you
start you may consider:

Visit your future senior or department to remind them of your arrival. This may
be the time to mention upcoming leave, inform them that you may be in induc-
tion for a couple of days at the start, or that you are starting on nights, so they do
not keep looking for you, wondering where you are.

Speak to the person currently doing your future post. What are the exact duties,
what is the normal week like? What should you be particularly careful about?
Any tips as to what the seniors like? What do they dislike?

When turning up for the post there may be a formal induction, a structured way

of introducing you to the institution, the department and the post. However, even if
a formal induction does not take place some information is important to establish
early on:

Consider asking:

Who can you ask for help? Do you refer medically unwell patients to the outreach
intensive care unit team, the acute medical team, the anaesthetist? Whom do you
refer to during normal working hours? What about during on calls?

What is the distinction between specialties? What gets referred to acute medi-
cine, cardiology, geriatric service? What gets referred to plastics, orthopaedics,
general surgery?

Why if an emergency arises? Where do we keep the crash trolley, the pelvic
external fixator, the compartment pressure monitor, the cardiac pacing
equipment?

What procedures can be done in the Emergency Department and what must be
referred on?

What ages do we take? Do we admit young ones or do we send them to the
specialist children’s hospital?
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Shortlisting and Interviewing

I’ve learned that people will forget what you said, people will forget what you did, but
people will never forget how you made them feel
Maya Angelou [8]

As a doctor you may attend interviews, not only as an interviewee, but as an
interviewer too. You may interview applicants for a junior post, a colleague,
employee, or even a more senior post. The task may feel daunting. What questions
to ask? How to be fair? How to choose the best? Give your role the seriousness it
deserves. Someone’s career, progression or well being may be at stake. As with all
other tasks you may undertake, follow the rules, treat all as equal, be consistent,
open, and transparent.

Consider the following if shortlisting or interviewing for a post:

Shortlisting

* Define essential and desirable qualifications.

» Establish a clear marking scheme.

* Keep good documentation of the reasoning for shortlisting or not shortlisting an
applicant.

Interviewing

* Practise how you will be asking questions — wording, tone, sequence.

* Avoid behaviours that disrupt candidate (answering phone, chatting to other
panel members).

* Body language — should you be leaning backwards, hands behind head, when
asking questions, should you be shaking head, pulling hair in response to every
wrong answer?

» Keep good documentation of applicants responses.

e Clear marking scheme. What would you consider the pass mark to be? What
should an excellent candidate get?

* Transparent marking scheme.

* Similar questions may help differentiate candidates.

* Avoid body language or expressions that may make the candidate uneasy. Do not
humiliate or make fun of the candidate.

» Disclose relations with candidates follow the rules as what to do if you know one
of the candidates.

e What if candidate has no response? How do you move on?

e What if they give a wrong answer? Do you correct the candidate or say nothing
and just move on?

e What if you know a candidate? Do you excuse yourself and ask someone else to
interview or continue as normal?
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Choosing Specialisation

Don’t feel guilty if you don’t know what you want to do with your life. The most interesting
people I know didn’t know at 22 what they wanted to do with their lives. Some of the most
interesting 40-year-olds I know still don’t

Mary Schmich [9]

Becoming a doctor is only the first step in your long term career. Soon after
graduation you may need to make a decision as to which career path to follow. You
may want to become a generalist, a specialist, or even a subspecialist. You may want
to look after little people, young persons, elderly people. You may like short encoun-
ters with patients, or may thrive at establishing long close relations. You may want
to become a physician, a surgeon, a pathologist. You may want to be hospital based,
community based, lead a huge team, or be a one person team. You may want to
leave clinical work altogether, decide to become an academic, work for a commer-
cial company, a pharmaceutical company, a medical indemnity organisation.

Apart from the above, in deciding which career path to follow you may also
consider:

e Will I enjoy that job?

e What is the job likely to be? Is it a stressful or easy going environment?

e What are on call commitments like?

e Tam I good at this? Play to your strengths. If you enjoy talking to patients is
pathology the best career? If you do not like technical skills should surgery be
your first choice?

* Intensity of work.

*  Working hours.

* Remuneration.

* Training required, length, intensity, need to pass postgraduate exams, need to
take time out for postgraduate research, or postgraduate degree. How competi-
tive is it to get into a training program?

» Career path, career breaks.

* Chances for employment. How competitive is it likely to be? However this may
not be the a very reliable indicator as the job market may change, and where
there is shortage today there may be a surplus by the time you complete your
training.

* What if I decide to practise in a different part of the world?

To help you decide you may:

* Speak to various people doing the specialty, at various stages of their career to
get a balanced view. Speak also to those not in the specialty, to get an outsider’s
view.

* Work in the specialty you want to follow, in as high a grade as possible, before
committing to it. The picture we may get of some specialties as medical students
may be distorted. Not all specialties get a fair balance in medical school, and
often we do not really know what working in such specialties involves. Similarly,
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the picture you may get as a very junior doctor, who is mainly ward based may
not be truly representative of the overall job. Do on calls, in that specialty, see
how busy they are.

* If you can not work in the specialty you are considering, shadow someone who
does, to get a real taste of what it involves.

*  Work with different teams and people before you finally decide. You may have a
good time in one attachment because your seniors are easy going and very sup-
portive. However, you may have a completely different experience if working
with a not so supportive team. The opposite is also true, as a bad experience does
not necessarily mean that is the specialty or career area to blame.

You may still be undecided, not sure what to do. Others around you may have a
clear plan, others may really know where they want to be, and what they are work-
ing to. Take time, do not rush. You are likely to spend more years in the final career
you chose as compared to your training, hence make a good decision. Consider
taking some time working in a generic post such as the Emergency Department, or
the intensive care, where you may acquire transferable skills that can be of use in
many of the possible career pathways you are considering.
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Chapter 11
When Things Go Wrong

No matter how hard we work, how well trained and committed we are mistakes do
happen, and on occasions things do go wrong. Often it is not an individual but the
underlying system to blame, the underlying processes or lack of them.

The ability to respond appropriately when things go wrong and the ability to
investigate and address such events, to minimise the chance of them occurring
again, are important skills to develop. An approach for dealing with adverse events
is initially presented. The root cause analysis methodology is then introduced with
the five Whys and cause-effect methods discussed. The skills of learning from mis-
takes, encouraging a no blame structure, and recognising error prone situations, are
explored. Ways of dealing with complaints, malpractise or medicolegal action, are
also presented.

© Springer International Publishing Switzerland 2015 203
C. Panayiotou Charalambous, Career Skills for Doctors,
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Managing Adverse Events

As a clinician you may encounter or be involved in a medical error or adverse event.
The World Health Organisation defines adverse events as “an injury related to medi-
cal management, in contrast to complications of disease. Medical management
includes all aspects of care, including diagnosis and treatment, failure to diagnose
or treat, and the systems and equipment used to deliver care” [1].

Administration of the wrong medication, transfusion of incompatible blood or
blood products, pressure ulcers due to inadequate hydration and skin care, wrong
site surgery, infection due to failure of antibiotic prophylaxis, clostridium colitis due
to unnecessary prolonged antibiotic treatment, failure to pick an early tumour on a
mammogram, not recognising malignancy on a skin biopsy, are only some of poten-
tial adverse events that may be encountered in clinical practise.

About 10 % of patients in acute hospitals in the developed world may experience
one or more adverse events, with about 50 % of these being potentially preventable
(Table 11.1) [2-5]. A study evaluating hospital patients in Portugal, reported that
10.8 % died and 5.4 % experienced permanent disability as a result of an adverse
event. In the USA the total national costs due to adverse events are estimated at
4-6 % of national health spending [6].

Being able to deal with an adverse event is an important skill to develop. You
may have to deal with such an event in the acute setting, when this is first recog-
nised, or you may contribute to investigating the event and determining what went
wrong and the reasons behind it.

An approach used by the author and described using the acronym SAFEST
(Stop, Antidote, Find, Explain, Sorry, Transform), may help you deal acutely with a
harmful event. This is summarised below:

Table 11.1 Inc'idence .Of Country Incidence (%) Preventable (%)
?dverse events in hqspltals UK [2] 10.8 52

in developed countries,

and proportion of these New Zealand [3] 11.3 61.6

considered to be preventable Portugal [4] 11.1 53.2

Denmark [5] 9 40.4
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S-top any further harm from occurring, discontinue the inappropriate medication,
inappropriate fluid administration or blood transfusion.

A-ntidote any harm that already took place. Reverse any damage that has been done.
Treat the venous thrombosis that occurred due to failure to prescribe thrombo-
prophylaxis, reverse with fresh frozen plasma the anticoagulation effect of
inappropriate anticoagulant administration, reverse the opioid overdose.

F-ind why this happened. Root cause analysis. Why did the error happen? What is
the underlying cause? What system failures allowed this to happen?

E-xplain the event to the patient or relatives as needed. Be open and transparent.

S-orry. Sympathise to the patient for what went wrong and apologise if there is any
specific regret, oversight or mistake.

T-ranform your practise to ensure the harmful event is un-likely to happen again.
Learn from the event and introduce long lasting prevention changes. Make plans
as how to deal with such an event if it were to reoccur.
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Find the Real Cause

To make no mistakes is not in the power of man; but from their errors and mistakes the wise
and good learn wisdom for the future
Plutarch [7]

In analysing what went wrong try and get to the bottom of things. If you do not
identify the real underlying cause, then you will only be addressing its manifesta-
tions. As in Medicine, you will be treating the symptom rather the underlying disor-
der. Root cause analysis is a term used to describe this approach. It does not
concentrate on the most apparent cause of an adverse event, but explores what lies
beneath. It has been used extensively in the engineering and aviation industry and
more recently in healthcare.

Multiple investigation systems have been described to help examine adverse
events. The five Whys (Fig. 11.1) [8] and the cause-effect analysis (Fig. 11.2) [9]
are two of these. These try to put structure into the investigation of the underlying
problems. Both suggest that, when things go wrong, it is often not due to an indi-
vidual’s fault, but due to absent or poorly performing underlying processes or
systems.

PROBLEM

L=
Ll
CLE
o
&> WHY?

Fig. 11.1 The five whys ROOT
approach for root analysis |l:> CAUSE
(Based on Taiichi [8])
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Fig. 11.2 Fishbone diagram  Equipment Process People

used in root analysis of an

error or adverse event (Based
on Ishikawa [9])
Materials ~ Environment Management

yProblem

The Five Whys

The five Whys was initially described by Taiichi Ohno, pioneer of the Toyota
Production System, to help identify problems in the manufacturer’s production line
[8]. In this method, you keep asking “why?”, until you get to the root of the prob-
lem, and identify the process that needs rectifying, to ensure similar events are not
repeated. The answer to one “why?” usually leads to a further “why?” until the bot-
tom cause is reached. The number 5 is only arbitrary and a smaller or larger number
of “why?’s may be needed to get to the real cause, depending on the problem
examined.
An example of the five Whys approach may be:

» Patients are waiting too long in the emergency room — Why?
e Junior doctors take too long to see them — Why?

* Not enough juniors doctors roistered — Why?

* New doctors not recruited on time — Why?

* Advertisement for new doctors delayed — Why?

* Advert posted rather than emailed to advertising journal.

The root problem in this situation was that traditional posting was used for set-
ting up an advert for junior doctors. An upcoming post-office strike was not taken
into account. Unless prompt advertising and appointment of juniors occurs in the
future, the same problem is likely to reoccur.
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Cause: Effect Analysis

The cause and effect diagram (also known as Fishbone diagram due to its shape or
Ishikawa diagram as credit to its initial descriptor) provides a structured way of
assessing the underlying causes of a problem.

This was originally described by Professor Ishikawa at the University of Tokyo
[9]. It looks at the problem, and classifies its potential causes into groups of factors,
that may account for the problem occurring. Such factors may be:

¢ Available resources (materials).

e Surrounding environment and context.
e Management and supervision.

e Equipment.

* Processes, pathways and protocols.

* People involved.

The cause and effect diagram is presented as a horizontal line pointing to the
problem (the hard backbone of the fish!) with branches or sub-branches (lesser
bones!) arising from this, and pointing to potential causes. Just dealing with the
obvious hard backbone is not enough. One must find and remove the small, but
sharp tiny bones, to avoid further choking trouble!!

The initial step is to write down the problem, and then brainstorm, to gather infor-
mation as to the possible real causes. The five Whys method can be used alongside
Ishikawa’s cause-effect diagram to get to the bottom of each contributing factor.
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Learning from Mistakes

From the errors of others, a wise man corrects his own
Publilius Syrus [7]

Developing the skill of encouraging a no blame structure and learning from
mistakes, may help avoid further similar adverse events or errors. Being able to
recognise error prone situations, and hence approach these appropriately, may also
minimise the risk of adverse events.

Encouraging a No-Blame Culture

Accept that mistakes will happen, things will go wrong, even in healthcare. James
Reason, Professor of psychology at the University of Manchester, UK, and author
of the book, “Human Error” [10], stresses the importance of acknowledging the
role of both individual and systemic failures due to an error or accident
occurrence.

James Reason suggests that, normally, there are several layers, or barriers, that
protect against an error. Each of these barriers may have potential holes or weak-
nesses. If one barrier fails, the next barrier may provide protection. However, if the
weaknesses of several barriers coincide, then an error may occur. This is known as
the Swiss cheese model (Fig. 11.3), whereby each barrier acts like a slice of Swiss
cheese, each slice having one or more holes (inherent weaknesses). Catastrophic

Some holes due
to active failures

Hazards

Other holes due to
latent conditions

(resident “pathogens”)
Losses

Successive layers of defences, barriers and safeguards

Fig. 11.3 The Swiss cheese model or error causation (From Reason et al. [11]. Reprinted with
permission)
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failure may occur, when the holes of multiple adjacent slices align, and thus nothing
can stop the error passing through [11, 12].

When an error occurs, the tendency is to immediately blame frontline staff or an
individual, blame their specific actions (active failures). However, it is important to
recognise that usually there are underlying weaknesses in the system (latent condi-
tions) that must be identified and addressed [13—15]. Hence in root analysis, one
must look at both the actions of individuals but also the effectiveness of the underly-
ing barriers, the underlying systems, processes, pathways.

Use adverse events as stimulators for addressing system defects, rather than
opportunities for blaming individuals. Reason challenges as myths the concepts that
bad things (errors) happen only to bad people, that people freely choose to behave
and act in unsafe ways, and that errors occur randomly. Reason stresses that errors
can happen even to the best individuals, that choosing between safe and unsafe
behaviours is not simply a matter of an individual’s free choice but is often influ-
enced by the context in which events occur, and that errors often follow certain,
anticipatable patterns.

Reporting of adverse events, or near misses, can help us learn from each other’s
experiences and has reduced errors in the aviation industry. In the preface to the
World Health Organisation’s draft guidelines on adverse event reporting, Sir Liam
Donaldson, Chair of the World Alliance for Patient Safety, raises the orange wire-
test as a way for promoting safety in healthcare [1] and questions:

Imagine a jet aircraft which contains an orange coloured wire essential for its safe function-
ing. An airline engineer in one part of the world doing a pre-flight inspection spots that the
wire is frayed in a way that suggests a critical fault rather than routine wear and tear. What
would happen next? I think we know the answer. It is likely that — probably within days —
most similar jet engines in the world would be inspected and the orange wire, if faulty,
would be renewed. When will health-care pass the orange-wire test?

The recent problems encountered with Boeing’s Dreamliners’ lithium batteries
and the grounding of the planes shortly after launch, until technical issues were
resolved [16], help remind how accurate Sir Donaldson’s words are.

Learning from the experiences and encounters of other individuals, departments
or organisations is invaluable. We all learn from our mistakes, but we may not afford
to learn solely from our own mistakes.

A no-blame culture where the individual does not feel threatened, may encour-
age disclosure of adverse events, errors and near misses, and help encourage dis-
semination of such experiences. Heard et al. [17] surveyed anaesthetist consultants
and residents in Victoria, Australia. Amongst 433 respondents, the statement “doc-
tors who make errors are blamed by their colleagues” was the one that most respon-
dents considered vital in discouraging the reporting of adverse events due to error.
Fear of litigation, blame, fear of getting into trouble, disciplinary action, not want-
ing the case discussed in meetings and unsupportive colleagues, were also perceived
as barriers to reporting adverse events. Having senior colleagues who openly
encouraged reporting was considered one of the most favoured factors promoting
disclosure of adverse events.
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Fig. 11.4 The three bucket
model for recognition of error
prone situations (Based on

Reason [18])
< < S <

Aim for a no blame culture, where individuals are encouraged to come out and
report what went wrong, viewing this as a learning lesson rather than trying to hide
their mistakes. Learning from mistakes and putting systems in place to minimise the
chances of mistakes recurring should be the main priority.

James Reason stresses the importance of:

* Accepting that errors can occur and will occur.

* Assessing potential hazards before commencing a task.

» Have plans to deal with any encountered problems.

* Seek help as needed.

¢ Checking the experience and knowledge of colleagues or other staff, especially
if they are strangers to you.

* Avoid false assumptions.

Develop the ability to recognise situations with a high probability of error occur-
rence. Reason proposed the three bucket model [18] (Fig. 11.4) for recognising, and
hence appropriately approaching situations, that have a high potential for error
occurrence. One bucket relates to the current state of the participant (limited knowl-
edge, inexperience, being sick or tired), the second to the context in which the task
occurs (lack of time, interruptions, malfunctioning equipment), and the third to the
error potential of the task per se (complex task, multiple steps). Bad stuff in each
bucket should make alarm bells ring, concentrate attention and focus minds.
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Complaints

...God created the world in six days. On the seventh day, he rested. On the eighth day, he
started getting complaints. And it hasn’t stopped since
James Scott Bell [19]

At some point in your career it is likely that a patient, relatives, other staff or
someone else may complain about you. Indeed complaints in healthcare seem to be
on the rise [20-22]. It may be a complaint about attitude, inadequate communica-
tion, clinical judgement, clinical management, unnecessary waits, cancellation of
treatment, the list is endless. Complaints may arise, no matter how professional,
clever, careful, or committed you are. Complaints may be verbal or written, infor-
mal or formal. Patients may complain asking for explanations as to what happened
or an apology for what occurred. The complaint may aim at enforcing accountabil-
ity or ensuring that bad experiences are not faced by others.

Receiving a complaint against you can be a difficult and stressful event. As doc-
tors we may work hard, strive for perfection, aim to give the best we can. Yet a
complaint may cause anxiety or self-doubt as there may be an implication that you
did not give your best. A complaint may cause fears of personal consequences, dam-
age of reputation, impact on time and resources.

Try and shine a bright light on a dark situation. View a complaint as feedback, as
an educational learning exercise, as a positive rather than a negative event. It may be
time consuming investigating and responding, but it is an opportunity to identify
potential weaknesses or deficiencies in your practise. It may be an opportunity to
further improve yourself and practice. Can you learn from it? Can the complaint
help you gain knowledge, experience, or wisdom?

In guiding you as how to handle a complaint, try and remember, what you
expected, last time you complained about a matter outside work — about that parcel
that went astray, your car which broke down shortly after its annual service, the
hotel room which did not meet what the advert said, the bank overcharge, the res-
taurant food that was not fresh, your passport application which has still to come
through. In dealing with such complaints you might have expected to be listened,
understood, taken seriously, be given a prompt response, a clear explanation and
action that would rectify the situation. If these are the standards we may set for non
health matters, should we not at least aim for similar standards when it comes to
resolving complaints of healthcare issues?

You may consider the following in dealing with a complaint:

* Do not belittle the complaint, no matter how insignificant it may sound, no mat-
ter how obvious the explanation may be. It is important enough to the person
complaining.

* Deal with it in a professional way. Organisations are often judged by the public
in the way they deal with complaints. How can one be persuaded that an organ-
isation or individual are doing their best, when even a complaint process is not
handled to the highest standards?
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* Give a prompt response. Acknowledge the complaint promptly and reply that
you will investigate and give a response. If you fail to acknowledge it or give a
delayed response you may give the impression, rightly or wrongly, that you are
avoiding it. If you seem to be running away from the complaint someone could
infer that you have something to hide. Set a target time for giving a response to
the complaint and stick to it.

* Break down the complaint into specific questions that can be more easily dealt
with.

» Investigate by obtaining reports of those who were involved.

* Reply to the complaint using plain language that a non medical person can easily
understand.

» Resolve rather than escalating a tense situation. You may not be able to reach an
agreement, your account of events may be different to the complainant’s account,
your messages may not be getting through, you may have different opinions as
to how things should be done, and your explanations may not suffice. Do not be
antagonistic, do not pick a fight. You may simply acknowledge that you
disagree.

* Seek help from your seniors or other appropriate authorities of your institution
(such as complaints department) to guide you in how to deal with a complaint.

* Seek emotional help from friends and colleagues if you are finding the experi-
ence too hard.

The five Es approach (Establish, Empathise, Explain, Embark, and Escalate)
used by the author, may help you put a structure as to how to handle a complaint. It
may help you deal with a verbal complaint in clinic or the ward, construct a written
response to a formal complaint, or plan and run a complaint resolving meeting.

E-stablish: establish the exact complaint. What is the complaint about? Establish
the facts. Why is the complaint happening? What went wrong? Take into account
all available information and listen to the complainant’s story. Their account may
differ from yours. Identify the events for which you and claimant agree.

E-mpathise: express your sorrow for what happened. Express your understanding of
the complainant’s concerns, of what they are going through.

E-xplain: give your explanation as to what happened and apologise for what went
wrong or for what could have been done better, if applicable. Make it clear where
things went right but try and explain why these were not perceived so. Explain
any learning points for yourself or the organisation, and changes put in place to
ensure things are not repeated.

E-mbark: on the future with a clear agreed plan with the complainant, if such a plan
can be reached. This may involve an agreed acceptance that the issue has been
resolved, an agreed plan for further management, or agreement that there is still
disagreement.

E-scalate: inform the patient as how the complain can be taken further if still no
resolution. What other avenues are available at local or higher level, how can
they be accessed?
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Legal Action

Fall seven times and stand up eight
Japanese proverb [7]

And if you thought that dealing with a complaint is challenging enough, what if
you find yourself in the middle of legal action for medical malpractice or negli-
gence. The chances of being in the centre of a medical malpractice action are high,
being higher in some specialties and some parts of the world than others. Jena et al.
[23], in the New England Journal of Medicine, looked at malpractice claims against
physicians of different medical specialties in the USA and estimated a cumulative
risk for being sued at least once for malpractice by a given age. Overall, each year
of the study, 7.4 % of doctors had a claim and 1.6 % had a claim leading to an
indemnity payment. There was variation of the risk amongst specialties, being
highest in neurosurgery (19.1 %) and lowest in psychiatry (2.6 %). Thirty-six per-
cent of physicians in low risk specialties, and 88 % of those in high risk specialties,
were projected to have their first claim by the age of 45. Seventy-five percent of
physicians in low risk specialties, and 99 % of those in high risk specialties were
projected to have a claim by the age of 65 (Fig. 11.5).

You may be informed of a malpractise action either directly or through the legal
department of the organisation or institution you are practising in. Being in the cen-
tre of such action can be a difficult and stressful event. Like complaints, malpractise
actions may carry a huge burden in terms of time, and fears of damage to one’s repu-
tation. Malpractise actions may also lead to defensive Medicine.

It is important to acknowledge that legislation risks exist, no matter how careful
and safe we are. Anticipating these may equip you better to deal with them when
they arise:

¢ Maintain good documentation which you can refer to if needed.

¢ Practise safe but do not let the fear of ligitation guide your management.

¢ Seek advice from the legal department of your institution or defence union at the
earliest opportunity.

* You may be asked to give your version of events. Give a factual report referring
to the documentation in the patient’s notes.

Fig. 11.5 Estimated
proportion of physicians
facing a claim by the age
of 65, according to
specialty risk (Based on
Jena et al. [23])

Low risk specialty High risk specialty
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* If you recall events which happened, but were not documented at the time, write
areport of these and keep it for your own records, as you may refer to it if needed
at a later stage. Under no circumstances modify or change the patient’s records,
as it may be viewed as an attempt to falsify those.

e Speak to family, friends and colleagues about your worries of a legal action,
without disclosing details of a particular case. Emotional support and a listening
ear maybe of great help in such situations.

You may want a quick resolution but in some countries, and some legal systems,
such actions may take a long time to resolve, especially if the claim is to be con-
tested. Seabury et al. [24] analyzed data from 40,916 physicians covered by an
insurer in the USA, and found that the average physician spends 50.7 months
(equivalent to about 11 % of an assumed 40-year career) with an unresolved, ongo-
ing malpractice claim.
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Chapter 12
Looking After Yourself

As a doctor, as a dedicated professional, it may be easy to get absorbed into hard
work and ignore yourself, your health, your social life. Work patterns with shift
duties, in hospitals with limited food options, long working hours, sleep depriva-
tion, work pressures and stressful situations, can be detrimental to your work-life
balance.

The ability to devote time to relax, eat well, exercise, and keep a healthy, bal-
anced lifestyle, are important skills to develop. This chapter addresses these issues
and stresses the importance of looking after yourself. At the same time it discusses
how to approach controversial situations as well as the need to join a workforce
union and a medical protection body.

The sketches (figures) included in this article were drawn by Robert Brownlow, commissioned by
CP Charalambous. The copyright is held by CP Charalambous.
Copyright of Acronyms SAFEST, LOAD, 5Es, are reserved by CP Charalambous.
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This questionnaire will help us
work out, if you are experiencing
“burnout”

1

Queshonaive
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Personal and Private Time

The time you enjoy wasting is not wasted time
Bertrand Russell [1]

¢ Does sharing your social life with all at work help bonding with colleagues or do
you prefer keeping your personal life private?

¢ Do you thrive at the challenge of sorting out work matters anytime of the day and
night or do you want your out of work time to be truly yours?

¢ Does receiving work emails in your private account allow you to stay on top of
work or do such emails stop you from relaxing when off duty?

¢ Does receiving a phone text from your senior about a bright research idea make
you feel a valued team member or would you rather not be disturbed whilst out
on a romancing date?

Whichever route you choose will be right as long as this is what really full fills
you and gives you mental and physical peace. Work life balance is truly a balance
but make sure you set the balance. It is your work and it is your life. Like anyone
else you are entitled to your personal time, your private life, you worked hard, you
earned it.

If you decide that private life is private and personal time is personal, then stick
to your ground and demand that. Others may want to know all you get up to when
not at work, as it is a good talking point for their lunchtime gossip. Others may feel
you should be available to their requests at any time; you may be well paid after all.
But you make the decision as how much you can give.

The car manufacturer Volkswagen agreed to stop sending emails to some of its
employees when they are off-shift, following complaints of disruption of family life
and burnout. Other companies, such as Henkel the maker of Persil washing powder,
announced an email “amnesty” between Christmas and New Year, with messages
sent to its workers only in emergencies [2, 3]. According to recent French rules,
during out of office hours employees in the digital and consultancy sectors will have
to turn off their work phones and avoid opening work email, and firms cannot pres-
surise employees to check messages [4].

Work life balance is what it says. Asking for respect of your personal time is not
a sign of lack of motivation or lack of enthusiasm. In contrast, it may signify that
you are an all round human being who has interests and an enjoyable life outside
work.
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Eating

Too many people just eat to consume calories. Try dining for a change
John Walters [1]

As a doctor you may a lead a busy schedule, often having to eat on the go. You
may work unsocial hours or shift patterns when most food outlets are closed. You
may practise in hospitals or other health care institutions, away from city centres
and food stores, with limited food purchase options. There is often much publicity
about the quality and nutritional value of hospital food available to patients, yet lit-
tle is said about what food is available for staff and visitors. Take aways, food vend-
ing machines, hospital cafeterias, and restaurants, with processed food that is rich in
sugars, fat, and calories may soon become a way of life.

The Hospital Nutrition Environment Scan for Cafeterias Vending Machines and
Gift Shops is a scoring system assessing hospital food providers. It takes into
account factors such as the availability of healthy foods, prices of healthy as com-
pared to un-healthy foods, and promotion of healthy foods [5]. A recent study utilis-
ing this scoring system examined 39 hospitals in Southern California, USA, and
found that hospitals scored poorly, achieving on average only one quarter of the
maximum possible score points. Only 15 % of cafeterias surveyed kept unhealthy
foods away from the checkouts [6]. A survey of hospital cafeterias’ managers in
New York, USA, showed that less than one third of respondents had training in
nutrition, and less than one quarter of hospital cafeterias followed nutrition stan-
dards for their food [7]. Simon Stevens, the chief executive of National Health
System (NHS) England recently stated that “A lot of the food in hospital canteens,
not just for patients, but for staff is chips and burgers” and promised plans of health-
ier food in NHS hospitals [8].

Eating well and having a balanced diet, is part of healthy life. Look after your-
self, and make healthy choices when it comes to food. It may mean preparing and
taking your own food from home or taking time to walk out of hospital to a place
for a healthy lunch. Invest the time and put in the effort needed.
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Sleeping

There is a time for many words, and there is also a time for sleep
Homer [1]

Medical care is a 24 h calling. At some stage of your career you may work at
night as part of shift work or on-call duty. Night work, shift work and prolonged
hours can disrupt your circadian rhythm, cause sleep deprivation and fatigue. Our
body’s circadian rhythm runs over a period of about 24 h and is influenced by
changes in light and dark. Working at night or trying to go to sleep during the day
means fighting against this circadian rhythm. Most of us need about 8 h of sleep a
night and if any lost sleep is not repaid soon afterwards, fatigue may ensue [9].

Sleep deprivation and fatigue may lead to poor performance, impair profession-
alism, undermine safety, and reduce learning. Sleep deprivation may lead to depres-
sion and hurt life quality. Shift work is associated with an increased risk of
cardiovascular disease; elevation of blood pressure, dysrythmias, and increased
blood cholesterol during and after night shift are well documented [10-25].

But even classical 24 h on call duties can lead to an increased risk of cardiovas-
cular disorders. Baldwin and Daugherty looked at sleep deprivation and fatigue
during residency training. They reported that residents getting fewer than 5 h of
sleep per night, were more likely to report serious accidents or injuries, conflict with
other professionals, and significant medical errors. They also had an increased
chance of being named in a malpractise suit [26].

A working group of the Royal College of Physicians of London, published sim-
plified, well written advice, as to how to prepare for, survive and recover from a
night shift [9]. Their advice can be summarised as follows:

Preparing for a night shift

» Establish a good sleep routine. Get extra sleep before the first night shift (go to
sleep early the night before, lie in late the morning prior to shift).
¢ Have a 2 h afternoon nap before the first shift.

During a night shift

» If possible, take 20—45 min naps rather than simple relaxation breaks. Avoid
sleeping for longer durations to maintain alertness upon awaking.

¢ Eat regularly (prior to coming on duty, halfway through and at end of shift).

¢ Get exposed to bright light during nightshifts, such as light lamps.

» Avoid excessive caffeine.

Recovering from a night shift

» Consider the risks of driving after a night shift. If you have been up all night do
you really need to hit the motorway or should you get some sleep first? The
increased risk of motor accidents amongst interns and residents following a night
shift is well reported.

* Get to sleep as soon as you get home.
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e Sleep well during the day.
* Pay back your sleep debt as soon as feasible.

If you are about to start a stretch of night shifts, plan as how to tackle it. Do not
underestimate the effects of shift work, long duties, lack of sleep. Catch up on your
days off, lead a healthy lifestyle, look after yourself.
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Exercise

Take care of your body. It’s the only place you have to live
Jim Rohn [1]

Exercise regularly, keep healthy and fit. As doctors we well know the benefits of
exercise, both physiological and psychological. We advocate such benefits when it
comes to advising patients, yet we may not ourselves do as we preach.

In the UK, the department of health recommends that an adult does 30 min of
exercise at least five times a week [27, 28]. Shorter bouts of exercise may have an
accumulative benefit, similar to single bouts. However, Gupta and Fan [29] evalu-
ated the exercise patterns of junior doctors in England and reported that only 21 %
met these exercise recommendations. This proportion was much lower than the
national average of the general population of a similar age group which was at
44 %. Interestingly, 64 % of this cohort of doctors met the guidelines as medical
students. Lack of time was cited as the most common cause of not participating in
regular exercise, followed by lack of motivation and lack of facilities. Similar find-
ings have been reported in other parts of the world. A study of resident physicians
in the USA, found that the likelihood of being overweight increased with the year of
training [30]. A survey of medical consultants in Ireland, found that one in five took
no exercise [31]. Only half of Catalan physicians surveyed exercised regularly, and
57 % of male physicians reported being overweight or obese [32]. A survey of pri-
mary health care professionals in Saudi Arabia, reported only 40 % having a normal
body mass index, and only 21 % being physically active [33].

A doctor’s job is often a sedentary job, even in those specialties that you might
consider very active. Josephson et al. used pedometers to assess the number of steps
taken by Emergency Medicine residents, in the USA [34]. They tried to determine
if these residents satisfy the daily walking recommendations of the Centres for
Disease Control and Prevention [35-37]. They reported that 90 % of residents did
not meet the target number of steps for their shifts. This may come as a surprise to
someone who has watched “ER” [38].

It may be easy, in a busy medical schedule, to overlook regular exercise and
keeping fit. Over exhaustion and fatigue, due to a hectic workload, may also be
important contributing factors. Participation of residents and fellows at the Mayo
clinic in Rochester, Minnesota, in a team based, incentivised exercise program, was
shown to significantly improve physical activity and life quality [39]. A trend
towards reduced burnout was also observed. Consider the following in ensuring that
you keep active and fit:

¢ Allocate time for exercise, the gym, for a run, for playing tennis or golf, or for
any other physical activity you really fancy.

» Join the hospital gym or exercise classes if available.

» Take the stairs rather than the lift.

¢ A brisk walk down the hospital corridor may help if nothing else is possible.
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Supportive Friends

Lots of people want to ride with you in the limo, but what you want is someone who will
take the bus with you when the limo breaks down
Oprah Winfrey [1]

Have good supportive friends. Friends will be there in difficult times when pres-
sures are mounting. Friends will be present when you need them, put in the time and
effort, it is a worthy investment. It is easy in a busy doctor’s schedule, with unsocial
working hours, to lose contact, to drift apart. You may work when others are out
partying, you may be revising when others are relaxing. Make an effort to keep in
touch, to keep connecting lines open.

It is not uncommon to mainly have friends from work, meet and talk about work,
discuss those challenging cases you dealt with, boast about those clinical signs you
picked, those rare diagnoses you made, moan about the management pressures and
other job hassles. Having friends at work helps interpersonal relationships, lets you
see the human side of each other, and provides an understanding ear for what you
daily go through.

However, having friends outside work, of different professions, interests and
backgrounds, is of great value too. It may help you keep in touch with the rest of the
world, keep in touch with reality. You may be complaining that your study leave
budget is reduced, when your high school mate has no job to go to. You may be
boasting about your new surgical skills, when your best friend is proud of her new
Tango skills. You may be worried about not getting a place in the surgical skills
course, when your friends are worried about not getting tickets for the next derby
match.

Have lots of friends, keep old ones and make new. Have an interesting life.
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Look After Your Health

A sound mind in a healthy body Satire X of the Roman poet
Juvenal [1]

How can you give the best to your patients if your own health is failing? As doc-
tors we may be reluctant to seek medical advice for our own health, we may self
diagnose, try self prescribed remedies, hope that with time all will get better. We
may seek corridor consultations from peers and colleagues rather than following the
formal routes. There may be several reasons for this; not wanting to disrupt our
routine or take time off work, fearful of making it known to others, concerned about
the risk to our career.

Amongst doctors registered in Barcelona, 49 % reported not having a family
doctor. Fifty-two percent had asked colleagues for health advice, but only 48 % fol-
lowed their suggestions and 82 % admitted self-prescribing [40]. Amongst 4,198
medical practitioners registered in Hong Kong who responded to a postal question-
naire, two-thirds looked after themselves when they were last ill, with 62 % self-
prescribing medications [41]. Amongst New South Wales doctors in Australia only
42 % had a general practitioner, and most self-prescribed. Of these 18 % reported
emotional disorders, 3 % alcohol problems and 1 % drug abuse. However, not many
discussed such problems with their doctor. Although 26 % had a condition that
needed a medical consultation, they felt inhibited from consulting a doctor [42]. In
the UK 10-20 % of doctors may become depressed during their career. Rates of
addiction to drugs, alcohol abuse, and suicide are also alarmingly high [43, 44]. In
a survey of about 8,000 surgeons in USA, 30-50 % reported burnout, anxiety or
depression. Six percent had experienced suicidal thoughts, with those having made
a medical error, being more likely to have such thoughts [45].

McKevitt et al. surveyed general practitioners and hospital doctors in the UK
[46]. Amongst more than 1,200 respondents, about 85 % reported having continued
working when it might have been better to take sick leave. Factors cited as reasons
for working through illness included having work that could not be delegated, fear
of burden to colleagues, commitment to the job, disapproval of taking sick leave,
and costs for covering absence. Perkin et al. assessed whether junior doctors in a
teaching hospital in the UK stayed at work inappropriately, whilst having an infec-
tious illness (such as gastrointestinal disturbance, upper respiratory tract or skin
infection) [47]. More than 60 % of junior doctors continued to stay at work during
such an illness episode. Concern about colleagues having to do more work, per-
ceived pressure from seniors, and the belief that the illness would not influence their
ability to work and would not be transmitted, were cited as reasons for such
behaviours.

If you are not well should you be going into work? Is it worse to take time off, or
find your self in a situation where your performance is suboptimal and can not offer
the best to your patients? If you were picking a flight what would you think if the
pilot turned up with bad flu, sneezing, coughing, shivering? Would you feel proud
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of the pilot for putting duty above self, or would you be really worried about your
safety and question the judgement?

As a doctor you may be dealing with patients’ safety, or directly with patients’
lives. You may be reluctant to take time off, being concerned about your patients
whose appointments may have to be postponed, your peers who may have to cover
your on call, your seniors who may have to cope without you, the potential financial
loss. But if you are not well should you be really going to work?
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Dealing with Stress

There’s going to be stress in life, but it’s your choice whether to let it affect you or not
Valerie Bertinelli [1]

Stress may be considered a reaction to outside demand and pressures. A certain
level of stress is good for maintaining alertness. Indeed, as the stress efficiency
curve suggests, low levels of stress may lead to higher productivity. However, as
stress levels rise and pressure mounts, performance and productivity may drop,
leading to the typical inverse U curve (Fig. 12.1) [48-50].

Being a doctor often carries high pressures. The high workload, need for speedy
decisions, implications of actions taken, dealing with life and death, breaking bad
news, challenges of career progression, awkward or competitive colleagues, con-
tinuous professional development, constant evaluations and exams, are only some
of the potential stressors. Stress can build up and have adverse effects, leading to
negative feelings, loss of enthusiasm and motivation, memory difficulties, lack of
concentration, mood swings, and sleep loss.

Lam et al. [51] assessed the psychological well being of interns in Hong Kong
and found that about one third experienced abnormal levels of depression, anxiety
and stress. Long working hours, being frequently called during a night shift, and
high workload, were cited as the most important stressors. Holidays, peer support
and sleep, were quoted as giving substantial stress relief.

Prolonged high level of stress can lead to a pathological state known as burnout.
Occupational burnout has three components, which may coexist at various levels of
severity [52]. These are:

Performance

Fig. 12.1 The stress perfor-

mance curve (Adapted from Stress
Diamond et al. [50])
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1. Emotional exclusion, whereby an individual’s energy levels are depleted.

2. Depersonalisation, whereby an individual gets detached from the job, with feel-
ings of cynicism predominating.

3. Feelings of inefficiency, feelings of lack of personal achievement.

Christina Maslach, Professor of Psychology at the University of California,
developed a structured measure of burnout, known as the Maslach burnout inven-
tory [53]. This has been used to assess burnout rates in different professionals.
Using this inventory, about 30—70 % of physicians, oncologists, surgeons and obste-
tricians, have been reported to experience burnout [54-60].

Trying to analyse the aetiology of burnout, Leiter and Maslach [61], developed a
model which described the degree of match or mismatch between an individual and
six domains of their working environment. They considered that the greater the
mismatch, the greater the risk of burnout. Understanding the domains where mis-
match occurs can help target potential interventions. These domains are:

* Workload — excessive workload.

* Control — lack of control of one’s working environment.

e Reward - reward of work not matching expectations.

e Community — poor relations with colleagues and other staff.

e Fairness — lack of perceived fairness with regards personal development,
promotion.

* Values — values of the organisation may not meet or may contradict individual’s
core values.

Deal with stress, do not crumble under it.

* Identify the stressor. Is it a person, behaviours, events, volume?

e Can you eliminate the stressor?

* Can you change your response to the stressor? Think of the bigger picture. Is this
worthy getting so worried, so concerned about? A look at the “pale blue dot”, a
photo of Earth, taken by the spacecraft Voyager from 3.7 billion miles away on
its journey to the unknown [62], may help you put all in perspective.

* Find healthy coping mechanisms to help you relax. Do something you really
enjoy to get your mind away from all pressures. It may be you enjoy swimming,
running, watching a movie, going to the opera, going to the pub, going out club-
bing. Try and switch off, devote time to your self, away from thoughts of work.

* A well balanced diet, social support, comforting relationships may truly help.

* Avoid unhealthy coping mechanisms (alcohol, caffeine, smoking).
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Ask for Support

You are never strong enough that you don’t need help
Cesar Chavez [1]

We may all go through difficult times in life, and doctors are not immune to
these. It may be your father is unwell and your really worried about his health, it
may be you just had a new baby which keeps you up all night, it may be you are
between houses sleeping on the floor until the new mattress gets delivered, it may
be your parents are splitting after 30 years together, or your own partner is leaving
you for someone else. If you have personal troubles that affect your work perfor-
mance, consider being proactive and asking for help.

A young resident in a famous institution was once contemplating not to attend
his grandfather’s funeral, as he was worried that taking time from work might be
frowned upon by seniors. A friendly chat with a secretary made him realise that not
attending his grandfather’s funeral might be something to always regret. It made
him realise that his seniors would, if anything, be very supportive of him. Asking for
help is not a sign of weakness, but a sign of an individual being a strong profes-
sional, being able to recognise and acknowledge that a problem exists. Is it better to
admit such problems when others question your performance, or disclose them
yourself first? Unless you divulge such problems, others will not know. You may
view your seniors as high flyers, ambitious, strict and demanding players, but after
all they are all human beings, whose years of life experiences should allow them to
offer the necessary support. Speak to your colleagues, peers, seniors, employer.
Discuss the problem, ask for advice and help. Look with them for solutions, coping
mechanisms.

It may be that you need to take some time off, it may be that your work intensity
needs to be temporarily reduced or it may be that you need to be given a substantial
work task to help take your mind away from worries. Different situations and differ-
ent individuals may require custom made solutions. Acknowledging the problem,
letting others know, is the first step towards a solution.
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Do Not Bite Off More than You Can Chew

It is kindness to immediately refuse what you intend to deny
Publilius Syrus [1]

Sometimes you may be overwhelmed with work and yet more tasks may be
thrown at you. Consider the following situations:

e You are in a full time clinical post, whilst revising for the upcoming membership
exams, finalising the thesis for your Masters, organising the journal club, plan-
ning the juniors’ weekly duty rota, and preparing for your upcoming appraisal.
You have just finished a week of night shifts, you are tired, short of sleep, feel
exhausted and you are asked to cover the next weekend on call as overtime,
double the normal pay.

¢ You are leading a randomised research trial at your current hospital whilst you
are writing up an article for publication, and getting ready to present in your
specialty’s annual scientific meting. You just started a new post, you are finding
your feet in the wards, and your new boss asks you to lead a new exciting multi-
centre study.

* You are leading a busy clinical service, your week is filled with clinical commit-
ments, and the hospital director asks you to take on the management of the whole
department.

If it is too much do not take it on. If you are going to lose your sleep over it,
politely decline. Learn to say no. If you find the volume, or level of work is affecting
your well being, then reconsider. Should you be cutting down, should you be refus-
ing any additional tasks? In a diplomatic way you can explain why you are unable
at the moment to take anything else on. If you could take new tasks on, only by
dropping other activities then say so. If you could take new tasks on, only if addi-
tional resources became available then ask for those.

If you refuse, the person you are refusing to may be momentarily disappointed,
but, if wise, will understand that is the reasonable course of action. Is it better to be
honest and refuse or take it on and not deliver?
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Stay Away from Controversies

Integrity has no need of rules
Albert Camus [1]

As a doctor you may encounter situations where decisions are controversial,
where right and wrong may not be immediately apparent. Consider the following
situations:

* A knee replacement course is run in the skiing resort of Davos. You will be
attending, and your employing hospital will pay for your return flight to Davos,
as part of your study leave budget. You are considering taking a week annual
leave at the end of the course to spend it skiing there.

* A pharmaceutical company is offering to fly you to the sunny island of Santorini
for an international meeting, where the early results of its new anti-hypertensive
drug will be presented. Seafront accommodation for you and your partner is
included. You are considering whether to accept the offer.

¢ You will be attending a medical meeting in London and accommodation is paid
by your employing hospital. The hospital’s accommodation office is booking
your stay, and offers you two hotels to choose from. Both are close to the course
venue, one is a 4 star hotel at £200 a night, and the other a chain brand hotel at
£70 a night. You are contemplating as to which one to choose.

The ethical, legal and philosophical arguments, as to what is the right approach,
in the above and other similar controversial situations could be endless [63]. Follow
the rules of your institution, the rules of your overseeing medical body, follow the
law of the land.

However it is also worth considering whether just following the rules is suffi-
cient. Is it just the letter or also the spirit of law that matters? What would your
patients think if they knew? What would the general public think? What would you
think had you been an outsider, rather than the central player? If such practises were
questioned, are you prepared to go through the process of having to justify your
actions, or would such a defence process cause you distress and upset? The decision
as to what to do is yours.
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Medical Indemnity

In the end, you have to protect yourself at all times
Floyd Mayweather [1]

No matter how knowledgeable, careful, and committed we are, things may still
go wrong. Patients may not only complain, but also take legal action asking for
compensation. Legal action may also be taken even when things have not gone
wrong, but such claims still have to be defended. Legal action may cause unbearable
stress, and legal expenses can impose a huge financial burden, potentially leading a
doctor to financial ruin. Seabury et al. [64] analyzed defence costs, associated with
26,853 malpractice claims, made between 1995 and 2005 among 40,916 physicians
in the USA. They reported that the average (+standard deviation) cost associated
with such claims was $22,959 (+41,687). Claims in which an indemnity payment
was made had higher defence costs than those resulting in no payment ($45,070 vs.
$17,130). Hence these authors demonstrated that there is a substantial cost of
defending even those cases that never result in a payment.

Medical indemnity aims to provide cover for such legal actions. It is essentially
a form of insurance, to help cover legal defence and representation costs and also
make compensation payments. Consider the following situations, where medical
indemnity cover may become essential:

e If you work for the government or a hospital your employer may provide
indemnity for the work you do for them. However, the legal department of such
employers aims to protect your individual needs but also the organisation’s
needs, and the two may not always coincide. Additional help may come in handy.

¢ You may do additional work to that of your regular employer’s or may be fully
self employed.

¢ Someone may collapse on your holiday flight or in the street. As a good Samaritan
you may rush to their help, only to find yourself in the receiving end of legal
action.

* You may be attending an inquest for a patient’s death, a potentially daunting
experience, even for the most hard-hearted. Advice and support may help you
meet the challenge.

¢ Someone may have complained to the press about your performance, and your
face is flashed all over the news. You may need a spokesperson to put forwards
an alternative view.

* You may be giving a written response to a complaint, and need independent
advice on its structure and wording.

¢ You may be facing ethical or legal dilemmas at work, and need additional advice
and help.

* You may be facing disciplinary action taken by your employer, or overseeing
medical body, for your clinical or non-clinical conduct, and need advice, support
or representation.
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Which medical indemnity provider you choose may depend on what is available,

which part of the world you practise, the stage of your career, and what you exactly
need from cover. Factors to consider in making such choices are:

Amount covered. Is there limit or an excess?

Length of cover, if you were to leave the provider.

Length of time that legal action can be taken against you after an event.
Indemnity arrangements required by your regulating medical body.

Will you be covered definitely or is cover discretionary?

Is any other support provided? Are training about legal aspects of Medicine,
assistance with the press, assistance with disciplinary hearings provided?

Does it cover all aspects of your work? Such as treating high demand patients
like sports professionals, or high risk patients?

Does it cover only clinical work, or does it also cover report writing, such as
medico-legal reports?

Medical indemnity helps protect you in difficult times, but equally important, it

ensures that your patients will not be disadvantaged and left short of compensation
if harm were to happen. Appreciating the value of medical indemnity and choosing
the one that meets your needs, is a skill to develop.
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Chaperoning

Depending on your speciality and your exact medical role, you may have to perform
intimate examinations of patients such as pelvic, or breast examinations. Some
examinations may not be so intimate but may require partly undressing a patient,
such as listening to a patient’s chest, examining a patient’s hip, palpating the abdo-
men for tenderness, examining the spine. You may have to palpate a patient’s hands
for tenderness, or feel the groin, knees or feet for pulses. You may test leg sensation,
as part of neurological examination.

A third party, a chaperon, present in such examinations, helps to protect the
patient and provide reassurance that nothing untoward happens. Medical regulatory
bodies, specialist societies, and medical indemnity organisations, advise for the use
of chaperones in intimate examinations, but previous studies showed that their use
is often sparse [65-67].

Rosenthal et al. [65] reported that only 37 % of surveyed general practitioners in
the UK had a chaperoning policy, whereas Jones et al. [66] showed that 95 % of
general practitioners surveyed in Melbourne, Australia, had never or only occasion-
ally used a chaperone. A survey of lead clinicians in Emergency Departments in the
UK, reported that less than 4 % of departments had a formal chaperoning policy
[67]. In that study, it was concerning, that about a quarter of respondents reported
incidents of complaints about inappropriate examination by doctors. Sinha et al.
[68] evaluated the attitudes of patients in breast examination. They reported that
most patients consider the offer, or use, of a chaperone as a sign of respect. Patients
did not consider having a chaperone as harming the patient-doctor relationship,
breaching confidentiality, or causing embarrassment.

Consider having a chaperone present in your consultations, or examinations of
patients, as a way of protecting your patients but also looking after yourself too. A
chaperone may help protect you against false allegations of misconduct, or inap-
propriate behaviour. Such allegations may not be the result of malaise, but may arise
due to poor communication, patient’s misunderstanding as to what the examination
involves, or patient’s mental health problems.

Being rushed for time, staff shortages, or lack of resources, are not justifiable
reasons for not using a chaperone. Consider the stress and impact upon yourself, if
allegations were to happen. Consider the time and effort you would have to put in
for your defence.

What ever your sex, or the patient’s sex, consider a chaperone for most consulta-
tions and examinations. It helps protect both the patient and yourself. Use an inde-
pendent, third party chaperone, someone who understands what medical
examinations involve rather than simply a patient’s friend, relative or medical
administrator. Document the offer and presence of a chaperone, but note that
“merely offering a chaperone does not protect either the patient or the doctor” [69].
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Join a Union

The 40-hour work week, the minimum wage, family leave, health insurance, social security,
medicare, retirement plans. The cornerstones of the middle-class security all bear the union
label

Barack Obama [1]

You may turn up to work with great enthusiasm, best intentions, put all effort and
hard work, try and improve the service, provide high quality care, or give lots of
unpaid time, but your management, co-workers or boss may not appreciate it. They
may decide to cut your pay, increase your working hours, introduce antisocial work-
ing. You may be picked on, targeted, harassed. You may be signing a contract with
an employer but you don’t understand the fine print, the legal language.

The government may introduce changes to your pension scheme, remuneration,
or holiday allowance. Jobs may be cut, redundancies made. You may be self
employed but regulations and restrictions are mounting. You may be in a training
program, and the training may be shortened, experience diluted. You may need
advice about ethical decisions, or simply a shoulder to cry on.

Organised groups have a bigger say, more power, are more resistant to pressure.
It may be better not to fight the cause alone. Unions may be able to give you legal
advice, truly confirm your rights and obligations, join you in employment or other
dispute meetings, negotiate terms and conditions, take industrial action. Do not wait
until problems arise, join a supporting group or two.

The following are some of the factors you may consider in choosing which group
to join:

* The size of the union’s membership.

* The degree of representation of the union amongst other healthcare workers in
your workplace.

» Its reputation for giving easy access for prompt advice.

 Its reputation in providing representation in person, in workplace disputes.

*  Whether it would support you with legal aid, in dealing with disputes.
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Stay Positive

Keep your face to the sunshine and you cannot see a shadow
Helen Keller [1]

Medicine, like many other professions, may have its ups and downs. There may
be times when you feel despair, when the physical, or emotional pressures take their
toll. There may be times when the workload, tiredness, and fatigue are mounting.
There may be times when things seem gloomy, when the future is uncertain, when
long term plans are difficult to make. There may be times when you may have to
keep trying to pass that vital exam, when you may have to keep searching for that,
well sought after, post. There may be times when you may have to, once more,
relocate around the country for that important job, or even migrate for a better
future.

There may be times when you question the red tape, the regulations, the unfair
cover of the profession by the media, the lack of mutual courtesy and respect, the
blurring of roles and titles.

It may be easy to get cynical, adopt a pessimistic approach, and just go with the
general bleak mood. However, even in days of despair, at times of crises, keep a
positive outlook. Being positive may be essential to pull not only yourself, but also,
all those around you, through the challenges faced. Others may look at you for
strength and support.

Stay positive. Medicine is a great profession. Becoming a doctor is a great
achievement, an accomplishment to be proud of. In difficult times, reflect back on
what you attained, and what you went through, to reach where you are. Reflect back
on the great enthusiasm of the new start, the goals you met through hard work and
perseverance, the skills you gained through enthusiasm and determination. Remind
yourself of the situations where you improved someone’s life, made someone feel
so much better, when you comforted and reassured others.

Stay positive and stick to your principles. Ensure that all you do is your choice.
Ensure that all you do, you are comfortable with.
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Communication (cont.)
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inter-personal skills (see Inter-personal
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Miller’s pyramid, 104

N
Night shift, 221-222
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Organisation skills
anticipation, 10-11
delegation, 15
planning skills, 5
prioritisation, 13—14
procrastination, 9
routines/system, 17
time efficiency, 6-8, 16
to-do lists, 12
ward round, 18-19

P
Panel interviews, 195
Pareto principle, 163
Patient-doctor interaction, 23
Patient-doctor relationships, 179
Personal health care, 225-226
PEST analysis, 173
Phoning, 43
Planning skills, 5
Podium presentations, 150-151
Politics, 63-64
Portfolio, 192-193, 196
Post-graduate degree, 99
Postgraduate exams, 97-98
Procedural skills
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post procedure, 116
preparation phase, 113-114
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Procrastination, 9
Professionalism
agree in advance, 65
ask questions, 75
assertion, 57
avoid public arguments, 58
back up plan, 77
complaining, 67

continuous improvement, strive for, 78

courteous, 60

credibility, 73

definitions of, 53

do not make it personal, 59
dress appropriately, 83
feedback, 79

follow regulations and rules, 82

functional relationships, aim for, 61-62

give fact based opinion, 68
HALT, 76
open-mindedness, 80
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Professionalism (cont.)

politics, 63—-64

problem solving, 72
respect resources, 81
respect to colleagues, 56
respect to job, 71

respect to staffs, 55

social network sites, use of, 84
speak out, 66

team work, 69-70
truthful, 73

understand limitations, 74

Publishing

ethical considerations, 147—-148

journal, 146

meetings and conferences,
presentation in, 149

podium presentations, 150-151

poster presentations, 152

steps in, 143-145

S

Seven S model, 161

Shift work, 221

Simulation, 94-95

Situation, background, assessment,
recommendation (SBAR), 30, 31

Sleep deprivation, 221

SMART model, 178

Social media, 84

Social network sites, 84

Station interviews, 195

Stop, Antidote, Find, Explain, Sorry,
Transform (SAFEST), 205-206

Stress, 227-228

Subjective, objective, assessment, plan
(SOAP), 30, 31

Swiss cheese model, 210-211
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Pyramid of Learning, 91-92 T
Targets, 164
Teaching

R didactic, 91, 93

Referral letters, 39-40
Relational communication, 2627
Research

experiential learning, 90
facilitative, 91, 93
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