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INTRODUCTION
This section is about methods that help to enrich
learning. Formal training has a very limited “time
budget”, so that making the most of any learning
opportunity is crucial.
The considerations described here provide ways
to enrich sessions, so that each one offers more
“bang” for the educational time “buck”.
The ENRICH section is laid out with some
preliminary information about what educational
enrichment is, and some thoughts on using
different planning methods, (the “what and
why” issues). Then the following chapters
describe some enrichment methods, (the
“how” issues). I have tried to “enrich” the
chapters in this section with some interesting or
thought provoking quotations. Some of the
chapters are enriched, by being a little longer
and more discursive. I hope this will enable
educators to explore some of the deeper and
more complex ways in which we can use formal
training time.
What does enrich actually mean? Here some
definitions.
1. To improve or enhance the quality or
value of something, including ideas of
enhancement, adding to, supplementing,
boosting, upgrading or reinforcing.
“Her life was enriched by going to the
theatre and museums”
2. To make someone better off though the
acquisition of cash or other resources.
Enriching may have the connotation of making
more money, but this is not the concept being
considered here. Enrichment is an idea widely
used in education in general, with the expected
benefit that it makes learning more substantial,
more rewarding and more interesting. It is
sometimes considered only for those who have
already mastered basic curriculum matters.
However, enrichment opportunities can help all
participants pursue learning in their own areas

of need, interest or strengths. The provision of
extended learning opportunities and challenges
can deepen engagement with learning and take
participants to higher levels of achievement.
Even simply exposing weaker participants to
more challenging ideas can help them to
become more ambitious.
This may be done by adding educational
content, by signposting new learning
opportunities, or, by identifying learning
activities that take participants to areas above
and beyond their current achievement level.
Several different approaches are described, and
educators will surely feel empowered to design
methods of their own too.
One can choose to go back toward
safety or forward toward growth. Growth
must be chosen again and again; fear must
be overcome again and again.
Abraham Maslow
When training clinicians, we are training for two
distinct phases in their careers. Firstly, we are
offering education that will help them succeed
in their current roles and pass their relevant
examinations. However, we must also provide
education that enables them to succeed in
the future, as their careers continue to develop.
This second aim of education can focus on developing self- awareness, reflective capacity and
improving learning skills. These elements
are especially important in the context of educational enrichment.
When thinking about planning educational
events or even whole courses like a Study
Release Course, our initial approach is usually a
linear one; what will we start with? What will
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come next and then how will we finish things
off? This approach is very important in setting
up the bare bones, the structure of the
education, and, like bones in the body, provides
a firm basis for everything, the means of
movement and progress and something reliable
to build on.
However, we all know from our own learning, or
from listening to our participants, that deep
learning and true change, often seem to come
from something that happened on the side; a
chance remark, an unexpected happening, even
from something that went wrong. These “side”
events can provide real illumination for
participants. Can we build this in? Or do we just
rely on happenstance and the “wisdom of the
group” to bring these things out? How do
enrichment activities “fit in”?
Enrichment activities can help participants feel
that they belong, because many enrichment
activities promote deeper relationships between
participants and between participants and their
educators. When learners know each other,
and their teacher and have a good rapport,
enrichment activities can really take off so that
participants can engage at the level that is right
for them and in ways that enable them to
deepen and extend the scope of their learning.
Enrichment activities allow flexibility in relation
to learners’ agendas, so that their needs are
taken into account. This matters because what
participants are ready, able and needing learn
next, is more important than what the Educator
wants to teach next. Enrichment activities also
reinforce the value of a community of practice.
This is a group of people brought together by a
learning need, whose collective learning
becomes a bond amongst them, and whose
interactions affect their clinical practice in ways
that vary with individual. Their learning
experience helps them in a variety of ways:
individuals are able to develop in the direction
that is necessary for them.
Educators can enrich learning experiences, and
make them deeper and more embedded, if a
variety of different methods are used, so that
the bones of a linear plan, are fleshed out with
interesting and “out of the box” approaches.
This involves tolerating a certain kind of
uncertainty, because as we provide an enriching
variety of experiences, different participants will
digest these in different way and with different
outcomes at different times. Our educational
aims become “offering opportunities, to
experience and think about…” rather than
“Participants will be trained to…”

If general planning is linear, the enrichment
principle is to LAYER the learning horizontally
over time, so that different aspects and greater
depth, ”flesh out” the learning described by the
bare bones. The dividends are huge. Creating
enriched learning experiences makes them more
exciting, more memorable, more influential…
and more unpredictable. As with other methods,
educators need to plan carefully, so that they
think through how, and when, their chosen
technique is to be used, and so that they are
meticulous in the way that experiences are set
up, debriefed and linked to other aspects of
education. Language matters, so that educators
need to be clear and positive about the expected
benefits of enrichment activities, and so that
they can also be honest that different
participants may see things differently, and gain
different value from the education on offer. This
open approach makes enrichment more
successful. Walk your talk; if preparation is asked
for, then make sure it is incorporated into the
session. If a non-medic is involved do not be
apologetic or undermining, rather be really
positive about what they can contribute and
how we can learn from them, (see ENRICH
Involving patients in education and ENRICH
Artist in residence). If you think reading poetry
can be a thrilling way to process emotion, be
excited when you explain what is on offer (see
ENRICH Poems to process suffering).
Educators also need to consider the support
offered to participants, especially that which
helps with their sense of belongingness and
their ability to recognise the flexibility in the
educational offering. This is so that increasing
the challenge of the educational experiences,
does not overwhelm participants, because they
feel themselves to be in a supportive and
cooperative environment. Many of the methods
described in the ENGAGE and ENERGISE sections
help to provide this sense of cooperative,
supportive learning environment. This is an
important precursor to most enrichment
activities, so that participants feel confident that
they can respond to more challenging, or more
complex, material.
Enrichment activities can be explicitly linked to
the requirements of participants’ future
workplaces, so that skills like team work, the
development of resilience and professionalism
and the value of transcendent experiences in the
arts and culture are seen in context. These
experiences are valuable in their own right, and
also as key ways in which we develop
professionally over time. Enrichment means
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going beyond knowing the right answers, so
that participants develop an appreciation of the
importance of asking the right questions. True
expertise in continued professional development
terms rarely involves neat and tidy “right
answers”. Rather participants need to be
exposed to the uncertainties faced by the
mature practitioner, so that they are able to
develop their skills in a relatively protected
professional environment, so that they develop
the right skills to manage the challenges of
independent practice (see also Reference 2).
Enrichment needs to be contextualised to the
type of clinician. For example, a session on
screening, with General Practitioners, could
include basic information about what screening
programmes are, and be extended to cover the
criteria that the National Screening Committee
use to establish the benefits of proposed
screening programmes. Enrichment could go
deeper by inviting participants to apply such
knowledge to existing screening programmes or
proposed ones. This could be extended by
considering which stakeholders are involved in
screening programmes and whether they have
conflicts of interest. Going further could
examine the ethical issues (contrasting autonomy
with justice and use of resources use for
example), and could then extend in a variety of
directions: breaking the bad news of a screen
detected abnormality accurately, perhaps, or
developing explanatory leaflets listing the harms
as well as benefits of screening, or perhaps
developing the formal shared decision making
skills of participants.
Error in judgment must occur in
the practice of an art which consists
largely of balancing probabilities.
Sir William Osler
To a group of cardiologists “screening” may
have different connotations and they may
consider screening for atrial fibrillation or
depression post MI to be unproblematic and
sensible. The criteria for effective screening and
the national arrangements for assessing
proposed screening programmes could be
enriched by examining the uncertainties
involved, the potential for harms, or the
sensitivity and specificity of screening tests when
they used outside hospital, in populations where
the prevalence may be much lower.
Enrichment may also mean addressing some of
the “informal and hidden curriculum” areas that
may contribute to the stress of clinical practice,

(see General Introduction for a description of
what the informal curriculum and hidden
curriculum may contribute to educational
activities). Addressing the hidden and informal
curricula is important, so that participants can
recognise some of the “dark sides” of clinical
practice, so that they can develop relevant
coping skills, professional behaviours and the
ability to work with others effectively before
they become independent practitioners.
Educators can use training time to help
participants engage with issues such as failure,
things going wrong, knowing what to do “when
we do not know what to do”, illness, stress, or
criticism and complaints. This is so that they get
some practice in dealing with these before they
happen (which is inevitable), so that they can
begin to develop helpful strategies for dealing
with the demands of clinical practice.
Furthermore, if educators have offered
participants the opportunity to work in a
supportive environment, and in action learning
sets where they have learned to work together,
they are more likely to be able to build and
develop supportive communities of practice in
their own working life, after becoming fully
qualified.
Another aspect of the ”dark side” of
professional practice, comes from the context
we work in. Clinical work inevitably exposes us
to the deeper issues that our patients are forced
to encounter. These include attachment and
loss, fear, the changes wrought in our lives by
birth, aging, approaching infirmity and death.
Many art forms offer us enjoyable ways to
process and understand these challenges
through transcendent experiences of all kinds.
Using the Arts, offers us tools for reflection,
using holistic, right brain approaches that differ
from the analytical, cold, left brain thinking that
may dominate “scientific” practice. The arts can
help clinicians process their own experiences of
clinical work, unconsciously, so that they can
also understand the experiences of their patients
at a deeper level.
Using creative writing, exposure to the visual
arts, cinema and even dance and theatre have all
been used to enrich the educational offering, so
that clinicians are supported to deal with the
emotional and relationship aspects of their work,
not just the decision making and knowledge
based aspects.
Finally, another “dark side” of clinical practice is
the bullying atmosphere that sometimes prevails
in some of the high stress environments
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clinicians work in. Prejudice, racism, sexism and
failures of teamwork and leadership, all feature
here. One step is to equip participants to
recognise these issues when they occur. This is
only a preliminary. Educators need to offer
training in effective teamwork and collaboration,
so that teams and organisations move away
from blame cultures, towards collaborative,
collective solutions. The purpose of training in
resilience and teamwork skills is precisely to
develop these aspects of professional work (see
ENRICH Weaving in resilience techniques and
ENRICH Teamwork styles).
Success is not permanent; failure is not
fatal. Sir Winston Churchill
Complex matters of teamwork, failure and
difficulty are ignored at our peril. If we pretend
they are not there, they will not disappear:
rather, what will happen is they slide into the
territory of the hidden curriculum. If a helpful
hidden curriculum is not provided, the “dark
side” of clinical practice is simply expressed in
off message outcomes: do as little as possible,
patients are demanding and horrible, we are
powerless to change anything. This is a harmful
curriculum. Our informal and hidden curricula
need to transmit hope, inspiration and educational
“nutrition”, so that our participants are
orientated to a “growth mindset” (Reference 1).
Our enrichment activities should make us, as
educators, redundant, so that participants take
increasing control of what they think, what they
do and how they develop. Participants should
understand what “good looks like”, and have
the tools to work with others to achieve positive
change in their work and in their own true
professional development.

Here are the basic methods, educationalists
can develop their own and be really creative in
this area.
Enrichment methods to
enhance learning
1. The power of preparation
2. Using taxonomies 1 – KSA and
Miller’s Pyramid
3. Using taxonomies 2 – Bloom’s Taxonomy
4. Making rounds effective
5. Making experiential learning of new
skills effective
6. Enhanced educational speed dating
Enrichment methods to prepare
for professional practice
7. Using a film to teach professionalism
8. Weaving in resilience techniques
9. Teamwork styles – red, green,
yellow and blue
10. Using sculpts
11. When a clinician becomes the patient
12. Endings
Enrichment methods that widen
the view
13. Conferences and how to make them
enjoyable and effective
14. Enrich with a gift
15. Creative writing
16. Artist in residence
17. One-to-one meetings
18. Involving patients in educational sessions
19. Using poems to process suffering
References
1. Black Box Thinking: Marginal Gains and the
Secrets of High Performance: The Surprising
Truth About Success, Matthew Syed.
ISBN 978-1473613805
2. John Launer has a useful blog on the
importance of the arts here:
https://pmj.bmj.com/content/84/995/504
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1// THE POWER OF
PREPARATION
Preparation methods can enable participants to achieve
maximum benefit from an educational session, by
directing their attention to key issues before they arrive.
He who is best prepared can
best serve his moment of inspiration.
Samuel Taylor Coleridge

What it is for?
Wise words from a great poet and Lakeland
explorer. Sometimes whimsically called the
“flipped classroom”, methods that enable
participants to prepare beforehand, can really
enrich the educational process.
When to use it
Preparation methods work best when the
participants are a known group, for example a
cohort on a Structured Training Programme, or,
attendees at a team training event, and when
the topic is planned in advance. This means
preparation can be sent to participants ahead of
time, or listed in the course programme.
Clearly educators will usually plan ahead. This
method is to consider the various ways in which
participants can plan ahead and be better
prepared for the content of the session, so that
they will understand any basic knowledge
required, so that they can brush up on anything
they feel uncertain about, (enabling them to
contribute more comfortably in the group), so
that the session itself can use the power of the
group learning to address more complex areas.
This could mean going beyond “knowledge
transfer” and addressing attitudes and values,
or, higher levels of learning, such as analysis,
evaluation, critical appraisal or application of

learning to the workplace. This offers more
interaction and more opportunities for feedback.
See also ENRICH Using taxonomies of learning.
This approach is called the “flipped classroom”;
study and learning are done beforehand, so
that classroom time is used to enrich, reinforce,
develop and anchor the learning through
discussion, feedback and practice (Reference 1,
page 9). In Miller’s Pyramid terms, (Reference 4,
page 9), this means that the “knows about”
part happens before the session and the
“Knows how and Shows how” elements can be
the focus of learning during the session.
As we might anticipate, preparation is most
often actually done by the stronger participants,
and in a virtuous circle, they get more benefit
from their educational sessions. However,
studies in schools suggest this approach is
particularly beneficial for weaker students. When
they are orientated to the material they feel less
at sea during the session and also benefit more
from it. Find ways to encourage the weaker
students to do the preparation, perhaps by
inviting reflection on it at the start of the
session, or asking participants in small buzz
groups to use the preparation as a trigger to
thinking about what they consider their learning
needs for the session are, (see ENGAGE
Establishing learning needs at the outset). When
Educational Supervisors are included in the loop
and receive course programmes in advance, they
could also nudge participants to do any
preparation by using tutorial time to talk about
their preparation on that topic.
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The set up: how to use this method
When considering the aims, objectives and
intended learning outcomes of any session,
educators can also consider what advance
preparation would help participants. Ensure
they get adequate notice so that they do have
time to prepare. Preparations can be graded in
complexity from simple thought experiments to
active gathering of information about the topic,
or simple audits or diary keeping. Even having a
good title for the session, can help participants
think ahead and orientate themselves to the
possible challenges of the subject matter.
If the session subject matter is “Breaking Bad
News”, the subject line could be made more
intriguing if it is called “When Breaking Bad
News is hard to do: challenges, skills and ethical
dilemmas”, or, “Breaking Bad News; the good
skills, the bad feelings and the ugly truth”. This
paves the way for more formal preparation.
Suitable preparation, can start with simple, low
effort exercises, and grade up to more complex,
high effort tasks. Bloom’s taxonomy can be used
as a guide to complexity (Reference 3, page 9).
Some options for preparation are listed here,
with the relevant Blooms Taxonomy level in
brackets for guidance.
Reflection (Remember)
“Before the session reflect/think about the
problems you encounter with Breaking Bad
News”
Thought experiment
(Understand … what it is like)
“Before the session, think about a time when you
had to break Bad News; how did it go and what
would have made things run more effectively.
Have you ever received Bad News yourself?
What helped you hear it appropriately?”
Hyperlink to suitable background
information (Applying Principles)
“Before the session look at this link about how
to give Bad News:
https://patient.info/doctor/breaking-bad-news
https://www.medscape.com/
viewarticle/856955_3

Hyperlink to the patients’ point of view
(Analyse, Differentiate)
“Before the session read these accounts by
patients of what it was like to receive bad news
and reflect on what is was like for them; reflect
on your own experiences of receiving bad news”.
https://www.researchgate.net/
publication/23238740_Receiving_Bad_
News_A_Phenomenological_Exploration_of_
the_Lived_Experience_of_Receiving_a_Cancer_
Diagnosis
https://experiencelife.com/article/when-yourdoctor-says-i-have-bad-news/
https://www.kidney.org.uk/perceptions/kidneyfailure-a-presonal-account/
Background Reading (Evaluate)
“Before the session read the Chapter about
Breaking Bad News in Skills for Communicating
with Patients by Kurtz Silverman and Draper;
which elements of this chapter have been most
helpful to you?”
Deeper Material (Analyse)
“Before the session, read “What doctors Feel”
by Danielle Offri (Reference 2, page 9), and
consider what effect breaking Bad News might
have on the doctor as a person”.
Investigate practice (Create)
“In the week before the session keep a diary of
the patients you see where you have had to
break bad news to them (i.e. any news that
“significantly alters their view of the future”)
with brief notes on what happened”.
Obviously these are possibilities; it would be far
too much to suggest all of these before one
session! In practice, its best to choose between
one and three pieces of possible preparatory
work, to enable choice, while being realistic
about what some participants will manage.
It is very unusual for all participants to do
preparation, even if the educator tells them it is
essential. Roll with that and work with the
majority of the group.
Preparation can be especially helpful for more
introverted members who may have Reflector or
Theorist learning styles. Activists may enjoy
doing something or be content to “wing it” on
the day. Pragmatists will be selective and identify
something they think will work best for them.
The point is to have some choices.
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Explanations/timings
Apart from the debrief, the time used is in
advance of the session. Educators must consider
how much time they think is feasible, realistic
and acceptable to spend on preparation and to
take into account that different learners may
have different levels of engagement with the
preparation. Identifying suitable preparation or
reading in advance is also a way to use educator
time more effectively because the participants
are doing some of the work in their own time.
The debrief: maximising the benefits
Bear in mind that participants may have done
some, all, or none, of the preparation.
Participants’ reflections on what they gleaned
from the preparation can be incorporated into
the ENGAGE Hopes and Fears and ENGAGE
Establishing learning needs at the outset parts
of the session.
Allude to the preparation in advance:
• next week we will be covering…
• preparation could include…
and refer to it at the beginning of the topic:
• what did you make of the links to … that were
in the preparation?”
Then, even if some participants have ignored the
preparation they know that the educator will be
addressing it and bringing up the relevant issues.
This may increase motivation for next time.
Preparation can be labelled in the programme as
“preparation and further reading” so that
participants can fill in gaps after the session, as
their needs dictate.
Equipment/resources needed
It is helpful to use a variety of preparation
methods over time. Online sources, books,
articles or activities such as diary keeping,
thought experiments, or simple audits, can all
find their place, so that there is variety in the
nature and intensity of potential preparation, so
that participants will be able to find something
that suits their personal approach.

Skills to make this work even better
It can be useful on occasions to make some
preparation “essential”, for example, bringing
case notes of a patient with a specific problem
or a diary of experiences. In this case it is
essential to refer to and use that material during
the session. If this is omitted participants will
become demotivated.
Some topics are intrinsically difficult; talking
about errors, ethical dilemmas, or controversial
matters such as Assisted Dying. Anonymised
preparation can make discussion of sensitive
subjects easier and less threatening. For
example, each participant types a brief account
of an error or upsetting incident to bring to the
session. These accounts are then gathered
together and mixed up. Each participant then
receives an anonymised, random account for
discussion. This means that the issue is discussed
without the specific person having to account
for themselves (Reference 5, page 9).
ENRICH Speed dating sessions require specific
preparation or else they do not work properly.
Participants need to know this expectation in
advance. In some situations the group can be
divided to prepare specific aspects (for example
part of the group might bring information from
the clinicians point of view, another sub group
from the patients point of view and a third sub
group from a commissioning point of view). If
smaller sub group Action Learning sets already
exist (see ENERGISE Creating action learning
sets), they might be tasked with preparing
different aspects of the topic.
Pitfalls/when NOT to use this method
If the participants are not known beforehand it
can be hard to allocate preparation
appropriately, so this will not work for a
conference. If participants are expected to be
too busy to do preparation, giving it will only
induce a demotivating sense of guilt if it is not
done, (so that people may even fail to turn up at
the session). Offering preparation as an
“optional extra” is one way round this.
Preparation works best if it is feasible and
realistic in quantity.
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Applications in other areas of
the session
Depending on the subject matter and the type
of preparation, participants can be invited to
share their prepared contributions at different
stages of the session. This can be one way to
maintain engagement throughout the session.
How does this help to build
relationships?
Creating preparation options, even if not all
participants do them, demonstrates that the
educator recognises the agency of the learner
outside the session and reinforces that they are
seen as active participants, not passive recipients
of information. This demonstration of respect
may help to build relationships and also implies
that the educator is “bearing the participants in
mind” between sessions, which also help to
reinforce the learning relationship.
How does this help to structure
the education?
Preparation can help to bring everyone up to the
same level before the session starts. This offers
weaker participants the opportunity to become
familiar with some material beforehand, which is
likely to enhance learning. If the preparation is
structured with some simple, and some more
complex options, learners will be able to access
material at different “Blooms taxonomy” levels,
suitable to their own learning needs. Weaker
participants will also be alerted to the possibility
of “deeper issues” even if they are not currently
engaged at that level. When stronger participants
do the preparation they contribute at a higher
level during the session, which acts as subtle peer
pressure/role modelling. Having “preparatory”
material available in the programme can act as a
resource, to help participants identify where to
look for future learning.

References and resources
1. More information about the flipped
classroom concept is available here:
https://www.heacademy.ac.uk/knowledgehub/flipped-learning-0
and there are of course many other sources
of information online.
2. What doctors feel; how emotions affect
the practice of medicine by Danielle Offri,
ISBN 13 978 0807 33302
3. A basic introduction to Bloom’s Taxonomy is
here:
https://en.wikipedia.org/wiki/Bloom%27s_
taxonomy
4. There is a good introduction to the concept
of Miller’s Pyramid here:
http://www.gp-training.net/training/
educational_theory/adult_learning/miller.htm
and more information in The Essential
Handbook for GP Training and Education by
Ramesh Mehay ISBN 978 1 84619 593 8
5. This method is described in Educ Prim Care.
2014 Mar; 25(2):114-8. Medical error: a dirty
little secret or a great learning opportunity?
Lea A, Danczak A.
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2// USING TAXONOMIES OF
LEARNING 1 – KSA AND
MILLER’S PYRAMID
This method is used to enhance the planning
of educational sessions. Educators can consider
different types of knowledge and understanding,
so that participants can engage with “enriched”,
more advanced, content.
When to use it
The educator offers new approaches to thinking
about the subject matter, so that participants
can grapple with complexity, so that new ideas
come to the fore and so that participants who
are reflecting at deeper levels, gain opportunities
to explore issues more fully.
When the pupil is ready, the master
appears. Mabel Collins
Planning that goes beyond a straightforward
analysis of the “knowledge, skills and attitudes”
required, can unobtrusively enrich the
educational process so that learning can be a
transformative experience for those who are
ready to take their professional development to
the next level. Planning in this way moves
further away from the “fill up the bucket”
educational approach and helps participants to
develop their learning skills.
The set up: how to use this method
When planning educational session the educator
refers to a taxonomy of learning to help identify
the areas in which the education can go beyond
“knowledge transfer”. A “taxonomy of learning”
is simply a way of classifying and subdividing
different aspects of what is to be learned.

A very familiar example would be learning
to drive; there is a “theory component”,
knowledge, including the Highway Code, which
is normally learned by private study, and is tested
with a formal, computer based examination. This
knowledge is insufficient on its own. A learner
will only become a successful driver if they get
supervised practice in an actual car, in actual
traffic. The skills for driving a vehicle need to be
learned at the wheel. Moreover, appropriate
attitudes to driving, for example, agreeing to
drive only when sober, or, being considerate of
other road users, will require both practical
experience and the opportunity for reflection,
discussion and feedback.
This example shows how different types of
learning need different educational approaches.
An educator can consider knowledge, skills
and attitudes in planning, so that educational
sessions cover all these aspects, using
appropriate methods.
However, there are other taxonomies that can
be used to enrich and develop learning further.
Many educators will be familiar with Miller’s
Pyramid. This way of thinking about skills
proposes that there are stages in skill
development: different educational (teaching)
methods work best at different levels of
learning.
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Miller’s Pyramid describes skill acquisition
proceeding as participants “know about, know
how, show how, and actually do” the skills.
These stages can be used when assessing skills.
However, this approach is just as useful in
planning education, so that skill acquisition is
approached in a methodical and structured
manner. The stages are described in detail here:
1. Knows about the skill in question:
participants first have to recognise skills,
and see them as being “learnable”.
This includes naming the skillset, (for
example, “driving a car safely”) and this
includes many subskills, such as steering
accurately, changing gears smoothly, and
obeying traffic signals correctly.
In a clinical context, this could mean
knowing about the skillset of “performing
an appropriate physical examination”.
Examination includes many subskills. A few
examples could include, deciding which
examination is required, explaining it to the
patient and answering any of their concerns,
ensuring the patient’s comfort during the
examination, discussing and providing any
chaperone that is needed, using the
examination techniques correctly. Initially,
recognising the nature of the skill to be
learned may be achieved in a classroom,
using a “knowledge transfer” approach,
accompanied by a practical demonstration
or simulation.
2. Knows how to perform the skill in question:
practising the skills of manoeuvring a car
safely to the satisfaction of the instructor,
could happen away from real traffic, on a
private road or car park, for example. The
learner could explain to the instructor how
those skills could apply when driving on
public roads.
In a clinical situation, a learner could develop
their examination skills using simulated
patients or real situations, but very closely
supervised, with opportunities for feedback
and improvement. The educational method
here is experiential: the learner actually does
something, experiences it and reflects upon
it with feedback and discussion. Effective
skills development needs to go even further.

3. Shows how to perform the skill in question:
a learner driver develops their skills, and
shows what they can do, by driving under
supervision, in real traffic, being in control of
the vehicle themselves. The driving test uses
the principle of “shows how” in that the
examinee is driving independently, in a real
traffic. However, the learner remains under
the direct supervision of the examiner or
instructor, who also may have access to
“dual controls” in case of danger.
In a clinical situation, learners “show how”
by performing real clinical examinations in
“live” situations, while being responsible to
a senior who may check or repeat their
findings, and who may give feedback where
required. Most clinical examinations use
“shows how” as a method of assessment.
However, passing a driving test is only the
start of a driver’s developing experience on
the roads. What needs to happen next?
4. Does do the skill in question in usual
circumstances: the driver now demonstrates
their skills daily, even when not under
supervision. This may be the time when their
attitudes are tested too. Do they drive
carefully all the time? Or do they break
speed limits if they think they will get away
with it? The awareness courses that
speeding drivers are offered include
attitudinal issues as well as increasing formal
knowledge.
In a clinical situation, a qualified practitioner
is expected to perform the skills in question,
as a matter of course. This is assessed using
work place based assessments such as direct
observation or video assessment of real
situations, 360 degree appraisal using the
observations of patients and colleagues, and
by techniques such as audit. The educational
methods here tend to relate to appraisal,
reflection methods, mentoring or “deep”
CPD such as Balint groups. These are not
aimed at “knowledge transfer” but rather
are intended to encourage self-awareness
and increase the motivation of practitioners
to appraise and improve their own practice.
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How can educators use Miller’s Pyramid
to enrich the sessions they are offering to
participants?
Firstly, in planning, educators can decide which
of “knows about, knows how, shows how, or
does” is the most important level to be aiming
at, so that they can choose an appropriate
educational method. In postgraduate education,
educators will be aiming to move rapidly from
“knows about and knows how”, to using
methods that enable participants to “show
how” they perform skills, in a protected
environment or simulation, so that participants
can get feedback to improve their skills. It
follows that the methods used will be
experiential, and provide opportunities for
feedback and repeated practice. See ENERGISE
Energisers for consultation skills education and
ENRICH Making skills rehearsals effective.
The development of skills in formal postgraduate
educational sessions is arguably more important
than ”knowledge transfer”. Postgraduate
participants should have sufficient private study
skills to acquire the formal knowledge required
in their curricula. In the age of the internet, the
acquisition of information has never been easier.
However, participants may lack the skills to
implement knowledge in practice.
At one level this requires effective consultation
skills, which can only be acquired experientially
with appropriate feedback. However, other skills
are needed for effective clinical practice. These
include clinical reasoning skills, so that diagnosis
and management plans are approached
methodically, critical appraisal skills, so that new
evidence can be understood and used
judiciously, ethical reasoning skills, so that clinical
decision making is underpinned with sound
moral and ethical principles and shared decision
making skills, so that patients can be true
partners in their own care. Using the “knows
about, knows how, shows how and does” can
assist educational planning for all these
important skills areas.
An incremental approach, which proceeds to
practical skills practice and feedback, is needed
so that participants get beyond basic levels and
apply and use their skills in practice.

Maximising the benefits of
this approach
Educators can use this method as described
above to carefully select the content of skills
training and to select methods that will
encourage participants to the higher levels,
i.e. “shows how, and does”. This means
incorporating experiential methods and
feedback. The benefits of this approach are
increased if the educator shares this approach
overtly with participants, so that they
understand what experiential methods are, and
why they are used, so that they understand how
experiential methods will help them develop
their skills. Focusing on the development of a
wide range of skills, using appropriate methods,
is more use to participants in the longer run.
Knowledge gets out of date. Skills once learned
can be continuously developed through practice
and reflection.
In spite of many years of this approach in
postgraduate GP training, the message is not
always clearly understood by many participants.
When they seek CPD they often continue to
seek disease-based knowledge transfer
approaches (“what are the new drugs available
for x diseases”) rather than a skills-based
approach such as “what skills do I need to
critically appraise the usefulness of new drugs”,
or, “what new skills do I need to manage my
time more effectively?” or “what new skills do I
need now, to ensure that my team can
implement change effectively.”
Educators can facilitate the long term CPD of
their participants by sharing their thinking and
planning methods explicitly.
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3// USING TAXONOMIES OF
LEARNING 2 – BLOOM’S
HIERARCHY OF
EDUCATIONAL OBJECTIVES
Sometimes we need to change the language
we use and the paradigms we are thinking with,
to really enhance learning.
When to use it
This method is used to enhance the planning of
educational sessions. Educators can consider
different types of knowledge and
understanding, so that participants can engage
with “enriched”, more advanced, content. This
method of planning can be very helpful when
dealing with groups where participants are at
different stages of training, or when participants
vary a lot in their current level of achievement.
Planning sessions that include learning of
different forms and levels, can enrich the
educational process unobtrusively, so that
learning can be a transformative experience.
Including material of varying levels of complexity
means that every participant is likely to be able
to take their professional development to the
next level.
Planning in this way moves further away from
the “fill up the bucket” educational approach.
The educator can be explicit about the changes
in the nature of the learning on offer, so that
participants understand how learning evolves,
so that they, in turn, develop their own
learning skills.
A linguistic contour may be in use,
which no longer matches the landscape;
this signals a paradigm shift is needed.
Brian Friel

The set up: how to use this method
When planning an educational session the
educator refers to Bloom’s taxonomy of
learning to help identify the areas in which the
education can go beyond “knowledge transfer”.
A “taxonomy of learning” is simply a way of
classifying and subdividing different aspects of
what is to be learned.
There a variety of ways of describing Bloom’s
taxonomy (Reference 1) and a short video
summarising it, (see Reference 2).
Briefly, Bloom’s approach proposes different
levels of learning, the domains of cognition,
emotion and actions. In the cognitive domain
the levels are:
• Knowledge, in which information is
defined, memorised, duplicated, but may
not be fully understood or applied.
• Comprehension in which ideas are
described, discussed explained or
classified.
• Application in which concepts are
demonstrated, used to solve problems or
use concepts in novel situations.
• Analysis involves understanding the
component parts and relationships
between them, making inferences, finding
evidence for generalisations.
• Synthesis involves combining, compiling,
modifying or re-organising, putting things
together to make a new whole.
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• Evaluation involves constructing or
designing something new, forming
judgements in relation to evidence and
external criteria.
An example of this in action is given in ENERGISE
Creating action learning sets.
How can educators use Bloom’s
taxonomy to enrich the sessions
they are offering to participants?
Firstly, in planning, educators can use the
different levels to plan different kinds of activity
at different parts of the session, or series of
sessions. This approach can also be used to tailor
sections of the session to the needs of different
participants.
Participants who are more advanced could be
asked to define an area to be considered and
transmit knowledge about this to participants at
an earlier stage. This is revision for some
participants (which reinforces learning) and new
learning for others.
Then Comprehension can be tested by inviting
the application of new knowledge to solve
problems defined either by participants (using
problems they have encountered) or by the
educator (who proposes “typical” or illustrative
problems or scenarios). Putting component parts
together in new ways, or to create a new whole
allows Synthesis and Evaluation. This is
summarised in more detail in the Resources
section below, with a practical example.
Skills to make this work even better
Educators commonly ask participants to prepare
short presentations for other members of the
group. Teaching others is an excellent way to
learn, as many educators will attest. Educators
can direct participants towards a formal method
of deciding what to “teach”, (such as the
Knowledge, Skills, and Attitudes framework,
Miller’s Pyramid or Bloom’s Taxonomy), so that
they begin to understand educational
approaches more fully. This is so that their
planning will be improved, and also so that their
skills in learning will be enhanced for the long
term. Anything educators do to promote skilled,
lifelong learning will potentially enrich
participants’ professional development long after
they have completed training.

Applications in other areas of
the session
Some familiarity with taxonomies of learning is
useful for educators during sessions. It can make
questioning more effective, by taking the
discussion to a higher level, (So now we are
familiar with applying audit skills in practice,
how could we use audits in different ways?), or
to change the emphasis, (How useful are the
audits we routinely do? How well do they relate
to the concerns of patients?).
How does this help to structure
the education?
Good educational planning skills can help
education to be suitably incremental,
developmental and develop deeper
understanding and skills over time. Taxonomies
assist the educator, in that they highlight a
structured approach, so that elements can be
prioritised, so that planning is easier and more
rational. Taxonomies enumerate different
elements of learning, so that, if uncertain of
how to approach a particular topic, an educator
can ensure that all aspects are covered, or select
those aspects which will take participants to a
more advanced level.
References and resources
1. https://en.wikipedia.org/wiki/Bloom%27s_
taxonomy
2. There is an amusing video summarising
Blooms taxonomy using examples here
https://www.teachthought.com/criticalthinking/blooms-taxonomy-according-tojerry-seinfeld/
3. An example of how to use Bloom’s
taxonomy in practice to enrich a session, see
also ENERGISE Creating action learning sets
for another example.

15

A practical guide to medical education

Here is an outline of a session considering respiratory infections in General Practice.
(Bloom’s Taxonomy levels given in brackets in bold)
1. Assess Learning needs/hopes and fears about RTI in clinical practice.
2. What RTI are the ones most commonly dealt with in GP? (Knowledge – revising previously
learned information). What are the difficulties posed by making a diagnosis in GP?
(Comprehension – discuss, give examples, classify).
3. What consultation skills are required to assess an RTI correctly? (Knowledge – revising
previously learned information and also Application – use knowledge and skills in new
situations).
4. What are the principles used to develop hypotheses about RTI symptoms and
what clinical reasoning is employed? (Analysis – breaking into parts, justifying generalisations,
critically considering and discriminating amongst models of thinking
5. What skills are needed to explain and justify treatment plans to patients, ensuring safety?
(Application – use knowledge and skills in new situations and Synthesis – bringing
component ideas into a whole, propose new solutions to the problems identified earlier.
6. During the next session, after new skills have been tried in practice:
–– How did “Breaking good news” go?
–– What effect did changes to positive language and increased active listening have?
–– What further explaining skills would you like to develop now? (Evaluate – assessing,
comparing and evaluating)
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4// MAKING ROUNDS
EFFECTIVE
Clinical care is a team game. In education we
can ensure that everyone gets to contribute, and
that everyone stays awake during a “round” that
everyone is invited to join in.
When to use it
There are times in a session, when the educator
aims to have a brief contribution from everyone,
so that the “state of play” of the whole group is
shared, so that the educator can be sure that
they can move on to the next section of the
session appropriately.
This could be an introduction, it could be when
assessing initial learning needs, it could be
reporting back on experiences after a skills
rehearsal or other exercise. By using the variety
of methods described here, everyone gets
involved.
The set up: how to use this method
Explain the task (this might be introductions,
feedback about the task or learning points
from the day). Options to complete that
task include:
• Doing a “sweep”. This approach means
asking everyone in turn. This risks participants
near the end of the round failing to listen,
while they decide what they are going to say
themselves, and risks participants near the
beginning of the round switching off, once
they have contributed. It can work with a
smaller group.

• Talking stick. Explain that everyone will
contribute. Everyone will listen without
comment until the speaker has finished.
The speaker will then throw/pass some kind
of “talking stick” object on to the person
who is going to speak next. The next
participant to speak is asked to begin by
repeating something the person before them
has said, building on that when adding their
own contribution. This enhances listening,
and can link contributions together.
• Ideas bring and buy. Ask participants, by
themselves, to identify the key learning points
from the task under discussion. Then ask them
to walk around, talking to other members of
the group so that they share their own
learning and so that individual can acquire
new learning points from others, until
everyone thinks they have the full set of key
learning points
Explanations/timings
Explanation should only take less than a minute.
Introductions many only need a short time.
If debriefing an activity say there will be one
(or two minutes maximum) minutes per person.
The time taken will then depend on how many
participants there are.
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The debrief: maximising the benefits
Have a clear question and ensure that everyone
does the task accurately. Debrief might be a
short summary for a sweep/talking stick,” A lot
of ideas came out there”. For Ideas bring and
buy ask one person to read out their list of
points; then ask if anyone has any extras to add.
Equipment/resources needed
Any small object that can be used as a talking
stick type token (see ENGAGE talking sticks).
This approach usually works better if the group
is in a proper circle, as this embodies that
contributions from everyone are valued.
Skills to make this work even better
Consider using this method to trigger reflections
afterwards about the group process. In a think,
pair, pause, share sequence (see ENERGISE using
questions effectively for details), or in simple
buzz groups, ask participants to consider
questions like:
• How well did the outcome link to the aims of
the session agreed at the start?
• What input did you have to the outcome of
the discussion?
• What were the valuable inputs others made?
This helps participants to reflect on the process
of learning and will help them to anticipate what
will help in future, how they might use such
methods for future learning.
Pitfalls/when NOT to use this method
Rounds are rarely fully effective in very large
groups (over 25) although can be used very
sparingly in groups of around 25 to 30 in the
context of introductions. In larger groups, the
bring and buy method or a pause, pair, square,
share method works best.

Applications in other areas of
the session
Summarising in this way can be useful to
punctuate a session, to reinforce learning and
signal the way into the next part of the session.
How does this help to build
relationships?
Listening to each other and sharing learning,
explicitly encourages conversations, which builds
relationships. Seeing how other people take
different things from an exercise can help open
up participants to relishing and cherishing
differences within the group, seeing differences
as resources rather than sources of frustration.
Being exposed to the learning of stronger
participants (which may be more detailed,
deeper or more nuanced) can help to raise the
learning ambitions of weaker participants.
How does this help to structure
the education?
Reinforcing learning acts like a summary in the
consultation, it brings things together and can
then be used as punctuation and a signal that
another section of the session is going to start.
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5// MAKING EXPERIENTIAL
LEARNING OF NEW
SKILLS EFFECTIVE
This section describes techniques to make
training in specific skills both effective and
enjoyable for participants.
When to use it
In General Practice, this will most frequently be
in the context of developing consultation skills.
When discussing what participants dread most
about practical training, (see ENGAGE Hopes
and Fears), role play often crops up as an issue:
many participants dislike, or fear, “role play” and
are resistant to its use. Yet, educators know that
skills training, away from patients, offers a safe
place to experiment, in a kind of “skills
laboratory”. This enables practice, without any
patients being subject to early attempts, so that
skills can be gradually improved in the company
of sympathetic peers.
So why is there such a disconnection between
what educators know, and what participants
feel, about “role-play”?
Effective approaches to setting up and debriefing
skills training are explored below. However, it is
worth considering the “dreads” that participants
have about these experiential methods of
learning. Here are some commonly expressed
concerns from participants, with an educational
perspective and some suggestions about how
to overcome these particular fears. The basic
approach is to have an accepting response, then
an explanation of possible benefits, followed by
discussion with participants about how that
particular concern can be overcome.
• It is not realistic. This is of course completely
true. Practising a skill, such as shared decision
making, with peers is not realistic. However,
realism is not the point. What we are aiming
for, when learning practical skills, is to break
them down into component parts, understand
and practice those subskills in isolation, so that

when those skills are needed in a clinical
situation, the clinician has had some basic
experience of recognising the skill needed,
practising it and getting feedback to help
them improve. Ask participants if they know
of any other “unrealistic” situations that are
used in training. CPR training is one such.
Although simulated CPR is not like the panic
driven “real thing”, it helps to have done it in
training, so that some aspects are second
nature when the emergency happens.
• I cannot act. It is true that most people are
not great actors, which is why we pay good
money to go and watch actors on the stage
and screen. However, fortunately, when we
practice skills in a training context we are not
“acting”. We are being ourselves throughout,
developing an interpersonal skill that will be
useful to us when we are doing our daily
clinical work. We all encounter difficult
situations, such as the patient who responds
to every suggestion with “yes, but”. Ask
participants if they have encountered such a
difficulty. Would they now be interested in
learning a few different ways to overcome that
particular consultation problem? Are they
interested in learning new skills to help with
the particular issue that is your topic for the
day? When choosing the “set up”, it can also
be useful to ask both parties to be themselves.
Further details of suitable exercises for this are
given in Resources at the end of this section.
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• It feels clunky. Indeed, this is true. Practising
new skills does feel very clunky. We can
probably all remember learning a new skill that
seemed artificial and weird at first, only to
become second nature once learned properly.
Can participants remember what it felt like the
first time they changed gear in a car? The first
time they put on skis? The first time they tried
to cook or play a musical instrument? Ask
participants what made those skills get better
over time. Usually it is a combination of
repeated practice PLUS effective feedback.
Feedback could simply be that when we get it
right, the gears stop crashing and the car
accelerates smoothly. Having the clunky part
of skills development away from patients is a
bonus: we get to make our early mistakes
amongst friends, rather than in front of
patients or impatient colleagues. Of course, it
is essential that the relationships between
participants have been built into a solid
foundation, to enable this. That is why most of
the methods described in this manual consider
the impact on building educational
relationships.
• It is embarrassing. This is an important point,
and often raised. It can be linked to other
concerns, for example, it was humiliating in
the past, or, it was an awful experience at
medical school. These concerns are
important, must be taken seriously, and
require educators to “spend time to make
time”. Thank the participants who have raised
this key issue. Emphasise that humiliation and
embarrassment are not helpful at all, because
such emotions impede learning, and that as
the educator, you will be wanting to avoid
this. Ask the group to explore their previous
bad experiences, (perhaps in pairs initially).
Explore the behaviours shown by the group or
the educator in the past, so that these can be
shared with the whole group, so that the
whole group can find solutions to these issues
in this present, different, situation.
Perhaps mistakes were laughed at. Can the
group agree to respect mistakes as part of the
learning process? Indeed, Japanese quality
improvement gurus say “every defect is a
treasure”. This is because when we identify
something that goes less well, we can also
start to develop ways to do it better next time.

Mistakes are to be welcomed, we never
develop if we stay in our comfort zone of
performance. As Nobel Prize winning writer
Samuel Becket said ”Try. Fail. Try again. Fail
better.” Ask participants to identify better
alternatives to any unhelpful behaviours that
they have seen in the past. Consider recording
the helpful behaviours on a flip chart as a
guide.
What behaviours can participants adopt if they
see their colleague struggling? Can they agree
to be supportive (rather than laugh)? Can they
agree to give helpful feedback about
behaviours which worked well or less well
(rather than attacking the person)? Can a
participant have another go after feedback to
see if they can make things go better?
Convey the expectation that the group as a
whole will be responsible for creating a
supportive and helpful atmosphere.
• I hate doing role-play in front of
everyone. It is understandable that this
approach can feel exposing and
uncomfortable. Agree that no one has to
“perform” in front of everyone if they do not
wish to do so. Explain that the benefit of
practising skills in very small groups of two or
three, is that it is essentially private. This makes
it less anxiety provoking and makes learning
more effective. Ask the group how they would
like an observer in a group of three to behave
towards them, if they are clinician practising a
skill. Ask the group to abide by those
principles. A respectful non-judgemental
approach, specific feedback about behaviour,
not about the individual as a person, making
helpful suggestions rather than making critical
comments, are all approaches that usually
pay dividends.
While it might seem that these discussions
will take up valuable training time, this can
be an essential way to help participants “buy in”
to the concept of experiential learning for new
skills. See this as an investment at the start.
When fears are allayed, the payoff will be
enthusiastic participation. The educator must
remain calm, and able to explain the benefits
of this approach clearly.
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The set up: how to use this method
Before setting up the exercise the educator
needs to have done some preliminary planning.
Firstly, is the proposed exercise actually a “role
play” at all? A role play is where the party being
the clinician behaves as themselves (i.e. they are
not “acting”). The situation being worked
through is a whole scenario/consultation that
will include a number of subskills. For example,
participants could be practising “Breaking Bad
News”. This includes many skills. Here are just
some of the skills required to Break Bad News;
building rapport with the patient, establishing
an agenda for discussion, checking how much
information they need and their responses to
information as it comes along, and so on.
However, in many situations the educator will be
aiming for participants to practice specific skills,
rather than practicing a whole consultation.
For example, the emphasis could be on skills for
gathering information, or skills used in
explanations, or the skills needed to perform
“safety netting” effectively. When undertaking
this kind of practice it is more properly referred
to as a “skills rehearsal”. Using this term may
help some participants to feel more comfortable,
seeing the exercise as briefly practising a discrete
skill, rather than a prolonged experience.
Explain the exercise and the nature of the
skill to be practiced before splitting the
participants into groups of three. If you do
this after smaller unit formation, it is much
harder to get everyone’s attention. Ask the
group to identify behaviours that can be
observed when the skill in question is done
well, and have a checklist (see Resources at
the end of this section for examples). Give
everyone the checklist of behaviours
required to perform the skill. This will be
used to guide feedback so that it is objective
(Was that behaviour observed?) and SMART
(specific, measurable, achievable, realistic,
timely)
1. Use any suitable group sorting method (see
ENERGISE Group sorting methods) to divide
participants into groups of three. Tell them
to designate each person as A, B or C.

2. Ask person A to be the clinician, person B to
be the patient, person C to be the observer.
Ask the observers to use their checklist and
note which helpful behaviours are shown by
the clinician. Tell participants to start the
skills rehearsal on your cue so that everyone
is doing it together. This makes noise, and
makes each person’s skills rehearsal more
private to their group.
3. Time the exercise strictly. Skills rehearsals
normally only require up to five minutes. If a
role play is being done, then allocate 10 to
15 minutes for a whole consultation.
4. At the end of the designated time, ask the
participants to feedback in their groups of
three, commenting in the following order.
Firstly, the clinician comments on what went
well and what else they would have liked to
have tried. Then the patient comments on
what they experienced that was helpful or
could be done differently. Finally, ask the
observer to give them SMART feedback,
using their checklist as a guide to specific
behaviours.
5. Then ask participants to change roles so that
B becomes the clinician, C becomes the
patient and A the observer.
6. At the end of the designated time, ask the
participants to feedback in their groups of
three, commenting in the following order.
Firstly, the clinician comments on what went
well and what else they would have liked to
have tried. Then the patient comments on
what they experienced that was helpful or
could be done differently. Finally, ask the
observer to give them SMART feedback
using their checklist to guide the feedback
7. Ask participants to change roles so that C
becomes the clinician, A becomes the
patient and B becomes the observer.
8. At the end of the designated time, ask the
participants to feedback in their groups of
three, commenting in the following order.
Firstly, the clinician comments on what went
well and what else they would have liked to
have tried. Then the patient comments on
what they experienced that was helpful or
could be done differently. Finally, ask the
observer to give them SMART feedback
using their checklist to guide the feedback.
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Explanations/timings
Depending on how comfortable the participants
are with each other, and with experiential
methods in general, the introduction to the
exercise may take a few minutes or up to half an
hour if there are fears to be discussed. Educators
will normally only have to explore fears once
with any given group, saving time on the next
occasion. Allow at least five minutes for
feedback and discussion after each round of
skills rehearsal. This means that even a simple
rehearsal of one skill (say, safety netting) will
take at least 35 minutes; five minutes
explanation at the start, five minutes for each
rehearsal and five minutes debrief in small
groups. Allow a further five to 10 minutes to do
a whole group debrief with open questions such
as “which behaviours were most helpful? Which
was the most difficult?
The debrief: maximising the benefits
The benefits of a skills rehearsal are maximised if
clearly seen in the context of the whole
consultation, and if the skill in question is one
that participants recognise as being of value.
Starting the process with adequate discussion of
the difficulties posed by particular aspects of the
consultation (see ENGAGE Assessing learning
needs at the outset) will ensure that the
importance of the skill in question is highlighted.
Skills development should be done
systematically, starting with the skills required at
the start of the consultation, and moving on to
those required nearer to the end. Using a
curriculum for consultation skills (see The
Calgary Cambridge Process Guide in Resources
at the end of this section) can help educators
plan ahead.
Educators who are very confident that they can
teach any skill, any time, could work in a more
improvisatory style, asking participants to describe
a real difficult situation they have encountered.
Then the educator can “generalise away” from
an actual situation, create a suitable scenario for a
skills rehearsal, set up the ABC groups as above
and draw out the key behaviours, using
appropriate facilitation. However, this demands
high order skill and considerable confidence from
the educator. Most educators will plan ahead!

More complex skills such as Shared Decision
making, Breaking Bad News are described in
more detail in ENRICH Developing complex
consultation skills. Participants should be
confident in basic consultation skills before
moving on to these more complex tasks.
Equipment/resources needed
This approach works best if there is space for
each ABC group of three to be a little way away
from the others. Having a checklist of behaviours
to look for, (examples in Resources, below)
prepared as a handout gives observers
something to focus on and helps them to be
objective.
Skills to make this work even better
If the group remains anxious about learning in
this experiential way, then the educator can
model possible approaches first, (see ENERGISE
Consultation skills what do you say after you say
hello). It can work well if the educator
deliberately mixes up some helpful behaviours
and some unskilled less helpful behaviours and
invites feedback.
If there are willing volunteers, educators can
modify the skills rehearsal using a “phone a
friend or ask the audience” approach.
Participants are divided into two teams. One will
be the clinician, the other the patient. One
willing participant from each team starts the
skills rehearsal. If either of them feel it is not
going as they wish they can put a hand up and
ask for a time out. They can then ask a friend on
their team to take their place, or, ask the
audience for advice about what to do next. This
means no one has to do role play in front of
everyone, unless they are willing, but the whole
group gets to participate by helping the
members who are doing the skills rehearsal in
front of everyone.
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Participants sometimes think that doing the
rehearsal three times wastes time because ”we
know what is going to happen”. However, the
reverse is true. Participants being the clinician
tend to get better over time, because they have
seen what works and have been reminded of
effective behaviours when using the observer’s
checklist. This means that participants get to see
improving practice (thus demonstrating that
skills can be learned). Watching examples of
good practice helps weaker participants to
understand what is required. The effectiveness
of skills rehearsal can also be increased if it is
permitted for participants to stop if they feel it is
not going well, ask for advice and feedback
from colleagues and then “have another go”.
Feedback makes perfect; practice makes
permanent.
Working with this approach consistently, over
several sessions will increase participants’
confidence and skill in using this learning
method. Using the final debriefing time to
summarise key points and the key behaviours
that get results can be followed up by asking
each participant to note down “what they will
do differently” this week in their clinical work.
Making time to ask about this in a subsequent
session will reinforce learning and enable
discussion of any difficulties encountered. In the
latter case, invite the participants present to
say how they coped with a similar difficulty.
Hearing other participants’ solutions creates
powerful learning.

The Calgary Cambridge Curriculum for
consultation skills is a very useful guide when
planning
skills rehearsals and when creating checklists of
helpful behaviours to guide the observer
feedback.
It can be found here:
http://www.skillscascade.com/handouts/
CalgaryCambridgeGuide.pdf
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RESOURCES
Examples of experiential skills practice
A skills rehearsal after the group/educator have clearly identified the skills required
CLOSING SKILLS for a consultation
Patient; you have been diagnosed with Shingles, on your chest wall. The doctor has explained
the treatment and follow up plan to you (tablets for the Herpes virus, tablets for pain, a follow
up appointment in one week and a blood test) and will start the END part of the consultation
with the words: “Before you go, can we check that you are up to date with everything that will
happen now?
SKILLS CHECKLIST for observers to look out for
• End summary – i.e. doctor summarises briefly and clarifies plan of care
• Next steps – checks that the patient knows the next steps for patient and physician
• Safety netting – possible unexpected outcomes, what if plan doesn’t work, when and
how to seek help.
• Final checking – that patient agrees and is comfortable with plan. Asks if any final corrections,
questions, concerns at that point.

A role-play example to be used for “Shared decision Making”
Here is the patient information. You are a 56 year old woman, who consults with these questions
in mind.
Is breast screening compulsory? Do I have to go? I hated the last one, it hurt a lot and I feel scared
and anxious all the time now, thinking I have to go through all that again. My partner says I HAVE
to go, but am I allowed to opt out, what would happen? I find thinking about screening
preoccupies me a lot. What if I get something in between? To me it is much, much more important
to live life as it comes, free of worries. If I get a lump I will act straight away then. I read in the
newspaper that treatments for cancer are way better than they used to be, so screening not so
necessary anyway
You will start the consultation by saying “Is breast screening compulsory?” The other thoughts will
only be shared if you think the doctor is taking you seriously.
Information for the doctor.
Your next patient is a 56 year old woman. You have never met her before and she only has minor
illness in her notes.
Your background information
Principles of shared decision making:
• Identify clearly the decision to be made.
• Clarify how much the patient wants to be involved.
• Identify the patient’s own priorities and preferences, as well as what information
they have already.
• Find out what other information they might need e.g. a Cates plot, side effects
• Summarised as TEAM TALK/OPTION TALK/DECISION TALK.
Continued overleaf
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An observational study of the effects of screening in the United States suggests that 50 per cent of
screen-detected cancers represent over-diagnosis, and that while early stage cancer diagnoses
have doubled, advanced stage breast cancer is about as common today as it was before
mammography was in widespread use.
Screening mammography saves some number of individual lives in the sense that there are almost
certain to be women whose breast cancer is amenable to curative treatment at the time it is
identified by mammography, but not amenable to cure at the time it is identified by physician
examination or self-examination. However the number of cancers for which the window of
curative potential exists exclusively during this time is likely to be small. Potentially one in two
women could be harmed by a false positives, over 10 years of mammograms, one in five were
harmed by an unnecessary surgical procedure over 10 years.
Observers notes – look out for:
TEAM TALK – recognises the existence of alternative actions or options, the patient’s preferred
ideas; seeking the patient’s point of view using open questions, identifying that the decision is to
be shared not imposed
OPTION TALK – Identify advantages/disadvantages/benefits/harms from the patient’s point of
view. “What would be your reasons to say “yes” to this option? What would be your reasons to
say “no” to this? Clinician explains their reasoning and clarifies the patient’s understanding of the
reasoning. Benefits and harms; thinks widely including impact on relationships, self-image, other
constraints or values.
DECISION TALK – the patient’s preferences are articulated and integrated into the final decision.
The clinician does NOT say “you decide”, but helps to weigh things up. The clinician has a
responsibility to help the patient recognise what impact the benefits and harms could be for them.
Simply giving people information and asking them to make an “informed choice”, risks
abandoning them to indecision or poor decisions, if factors are not weighed up appropriately.
A suitable system for recording feedback could look like this Observer’s chart
Type of chat
TEAM talk

OPTION talk

FRAMING talk
How important is making this
change/taking this step for you?
How confident are you that you can
make this change/take this step?
DECISION talk

Phrases

Checked patient’s
responses?
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6// ENHANCED EDUCATIONAL
SPEED DATING
This method is helpful when the subject has quite a lot
of knowledge to be covered, has some “knowledge
transfer” components, and the educator is looking for
an approach that maintains engagement throughout.
When to use it
This method is especially suited to topics that
cross several curriculum areas, (for example,
nutrition has a part to play in many aspects of
clinical care), or when the focus is on applying
knowledge in a specific context, (for example,
eye disorders in primary care). The power of
preparation by participants is harnessed here,
so that the material is reinforced when they
teach it to others, (see ENRICH The power of
preparation).

The set up: how to use this method
Before the session, the participants need to
be divided into small groups of equal numbers.
It probably works best if the total group of
participants is 12 or more. Existing action
learning sets can readily be used for this method
(see ENERGISE Creating action learning sets).
The method works in several stages. Stages 1, 2
and 3 happen before the actual educational
session stages 4, 5 and 6 happen on the day of
the session.

Each individual is challenged to prepare a short
topic, so that they can “examine” other
participants’ knowledge, so that it can be
updated if necessary. Participants often have
more prior knowledge than they realise, and this
method helps them to access and deploy that
knowledge in unexpected contexts.

Stage 1
The educator prepares one question relevant to
the overall subject, for each participant, in
advance. Each action learning set is given a set
of questions, one for each member of the small
group. Each small group has different questions
i.e. there is one unique question for each
participant. By choosing questions carefully the
educator can ensure curriculum coverage and
highlight likely “unknown unknowns” in a way
that also uses the existing strengths of
participants. This also reduces the work for
educators: they control the content and ensure
relevance while not having to know all the
answers themselves. Examples of potential
questions are given in the Appendix, below.

This method also offers experience of “thinking
on your feet”, so that participants learn the skills
of using the knowledge they already have, by
applying it and extending it in new ways. This
method also gives participants insight into how
others tackle problems, so that they can learn
other ways of thinking. Finally, they even get
some insight into the minds of their examiners
so that they can perform better in practical
examinations such as Clinical Skills Examinations
or OSCEs.

Stage 2
In advance of the session, (say two weeks
before), all the questions are discussed in the
action learning sets. The members pool their
existing knowledge, so that they come up with
the best answer they can make as a group. The
“owner” of the question notes down the
information pertaining to “their” question.
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Stage 3
After the group session, each participant
researches their own question, and circulates the
full answer to all the members of their own
action learning set. This is so that, before the
session, participants will have fully learned the
material allocated to their group. The aim is to
get about 10 key points per question.
Stage 4
On the day of the session, the educational speed
dating takes place in “rounds”. The description
here is based on the assumption of three action
learning sets. Groups are designated as A, B
or C.
Arrange the chairs so that Group A sit in a circle,
facing outwards. They will be the “examiners”
and should have their questions and researched
answers ready. Each “examiner” should have
two chairs opposite them, one for a Group B
participant, (who will be the “examinee”), and
one for the Group C participant, (who will be
the observer and record the marks obtained by
the “examinee”). Ask each observer to have a
piece of paper on which they can note the
examinees scores.
Stage 5
Using strict timing, allow each examiner three
minutes to ask their question and for the
examinee to answer it. Use a bell, or similar
noise, to signal that time is up. Then allow a
further two minutes for the examinee to get
feedback from the examiner, who teaches the
examinee about any points they may have
missed. The examiner and the observer then
agree a mark out of ten, which the observer
notes on the examinees score sheet.
Then the examiners change seats, moving on to
the next examinee, where the process is
repeated. This continues until the examiners are
back with the examinee they started with.
At the end of this round, the material, already
familiar to the examiners, is known to the
examinees also.
In subsequent rounds the roles of examiner/
examinee/observer are rotated between the
groups ABC so that at the end everyone has
undertaken all the roles, and all the material,
known only to a third of the participants before
the session, has been transmitted to everyone.
The observers learn alongside the examinees.
See the diagram (Reference 1, page 28) which
shows the layout.

At the end of each round, ask the observers
what the highest scoring question was, and
what the overall highest score for the whole
round was. Another option, if some competition
between the action learning sets is thought
desirable, (not necessarily), ask the observers to
tot up the total marks scored by every examinee,
to get a “group score”. At the end of the round,
it can be helpful to identify any outstanding
learning needs, so that this can inform
subsequent private study.
Stage 6
When all the rounds are complete, invite
reflection from the whole group on their
experiences, perhaps using a “pause, pair,
square, share” approach (see ENERGISE Using
questions effectively).
The speed dating method is also discussed in
References 2 and 3 (page 28).
Explanations/timings
As this is a staged process, it works best if
participants are given instructions in stages.
First, the educator gives each group instructions
for the preparation phase, and one question for
each individual in the group.
On the day, the educator explains how to lay
the room out for the “examination stations”,
and explains the process. Moving the room can
take five minutes or so and explaining the
process another few minutes. The educator
need to time to stations equally.
The debrief: maximising the benefits
Debriefing at the end is useful, so that the
power of prior preparation is explored and
emphasised, and so that participants can reflect
on how they often “knew things” that they did
not readily transfer to other contexts. For
example, everyone knows that insulin lowers
blood sugar and that when you have a low
blood sugar you feel hungry and eat more.
However, participants may not link this together
to explain the benefits of reduced carbohydrate
intake for patients with diabetes, who need to
lose weight. Other educational benefits may
come to light in the discussion; see the section
“skills to make this work even better” below.

27

A practical guide to medical education

Equipment/resources needed
The educator needs to prepare questions in
advance. These need to be rich enough to
generate (say) 10 points in the answer, and yet
not so complex that three minutes is not enough
time to respond properly. Ideally, the questions
are all of similar difficulty. The room needs to
have enough space for the layout required. The
educator needs to bring paper for score sheets
and a hand bell or something similar to signal
the timings.
Skills to make this work even better
It can be very useful for the educator to sit in the
circle with the examiners, providing an
“educational reflection station”. The educators
question is “What are your reflections on this
method of learning”. This invites participants to
consider preparation, the value of learning
before the session and the value of sharing ideas
in a small group. Examinees often benefit from
the experience of “thinking on your feet”, so
that they practice applying knowledge to the
specific context of the question.
The observers benefit from watching a colleague
grapple with a question, so that they learn that
others think in similar, or different, ways when
tackling the challenge of the question. Observers
and examiners start to understand the process
of making judgments about colleagues.
Examiners may relish having mastery over one
particular question and are able to see how
different examinees approach things very
differently. This sometimes helps them to be
more systematic in their approach, or to see
how other participants can creatively use
their existing knowledge, in unfamiliar
contexts. Many participants find this is useful
examination practice, although that is not
the primary purpose.
When the participants are familiar with the
method, they could be invited to choose a
different topic and write the questions
themselves, researching the answers in the same
two stage way.
Pitfalls/when NOT to use this method
This method requires a stable group of
participants, who can work over a period of time
to discuss and research the subject matter ahead
of the session itself. Participants who are
unwilling or unable to do this will mean that the
session does not work. It works best if
participants already have a commitment to

working together that has been built in previous
sessions, using techniques from the ENGAGE/
ENERGISE sections.
Sometimes, participants may feel that the rapid
fire format is too fast and that some questions
need much longer to answer/feedback on.
Educators can use such responses to encourage
participants to see this as a way of identifying
knowledge gaps, so that their private study is
appropriately directed afterwards. Emphasise
that the aim is to reproduce the quick thinking
and creative use of knowledge that is required in
many clinical situations. Was Einstein correct
when he said “imagination is more important
than knowledge?”
Applications in other areas of
the session
A similar approach can be used during sessions
to discuss other questions or controversial issues.
For example, examiners could prepare questions
and answers about the work of a CCG or
practice manager, or could present situations,
asking “examinees” to articulate which ethical
principles are involved, or which regulatory
frameworks apply. This can help participants to
think on their feet more quickly, as happens
during real life consultations.
How does this help to build
relationships?
When participants work together ahead of the
session they build their relationships. During the
session, participants engage with nearly
everyone in the group and this promotes mixing
as they get to know each other. Quieter
participants get to participate fully, which
increases their confidence in talking with other
participants and this can increase their ability to
contribute to the group over time.
How does this help to structure
the education?
This method sets out the benefits of preparation
clearly, and the session itself has a structure that
participants can follow. It enacts the idea that
we build on existing knowledge all the time, and
shows how skills and knowledge can develop
with feedback.
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Resources and references
1. Diagram to show the movement of group members around the question stations.
There are just four illustrated here for clarity, although in practice there could be up
to eight or ten examiner stations.

A1
B

C

A2
B

C

A2
B

C

A4
B

C

2. Speed-dating: a novel approach to GP education. Education for Primary Care 2010
Nov: 21(6):392 by D Lashbrook
3. Teaching Exchange Enhanced educational speed dating: making education more
“nutritious” Education for Primary Care Teaching Exchange by A Danczak 2012
https://doi.org/10.1080/14739879.2012.11494154
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APPENDIX
Examples of questions that could be used for a nutrition session
There are some answers for the first two questions to illustrate the principle. When giving
questions to action learning sets, including one completed question/answer set will help them
to get the idea of what is required.
• What are the benefits/risks of a low carbohydrate diet and what might it consist of?
Where could patients get good quality information about this?
(Example answers could include; weight loss in those who tolerate carbohydrate poorly,
better blood sugar control especially in Type 2 Diabetes, reduced requirement for glucose
lowering medications and or insulin, if weight loss sufficient Diabetes may go into remission,
better blood pressure control, improvements in non-alcoholic fatty liver conditions. Diet could
consist of protein sources such as meat, eggs, fish, with green vegetables, low starch
vegetables and low sugar fruits (not bananas or pineapples for example) and no sugary
foods including many low fat foods such as yoghurts which have sugars added. Diabetes UK
has an online course explaining how to follow this with online support from others)
• Which ethnic groups may have specific nutritional problems and what kinds of problems
might they face?
(Examples could include: higher rates of G6PD deficiency in certain groups with consequent
restrictions on eating fava beans, red wine, various berries, and the use of many drugs is
contraindicated especially some antimalarial drugs, aspirin. Lactose intolerance is more
common in some black populations who need to avoid dairy produce, milky formulations of
nutritional supplements and products, some people may find the lactose filler in some tablets
affects them also, coeliac disease is said to be more common in those of Irish descent, and
requires avoidance of gluten in all forms, including processed foods which often contain
gluten from wheat flours)
• What are the nutritional requirements for a patient with acute copious diarrhoea?
Explain how to make a suitable rehydration fluid at home and how much should be given.
What advice about drug treatments should be given?
• What dietary advice would you give to someone wanting to reduce their cancer risk?
• What is a BMI and where do “normal” reference ranges come from? How did 29 million
Americans get to become overweight overnight in 1998?
• What are the potential benefits/risks of a vegan diet?
• What nutritional support is required for patients who have had Gastric bypass/banding
operations? Who should pay for that?
• How can food /eating interact with the treatment of patients with depression or
pulmonary embolus?
• What are the dietary needs of a breastfeeding mother? Any specific nutritional issues
for the baby?
• What are the obesity “paradoxes”? How would you respond if a patient says “I am fat but
healthy so stop harassing me to lose weight”.
• What nutritional advice could you give someone who wants to maintain bone health/
who has arthritis?
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Questions about “Eye disorders in Primary Care”
• Starting anteriorly, what are the layers of the eye?
• What eye testing equipment should a GP have at their disposal and give examples of how
they might be useful in practice.
• What are the ways in which acute glaucoma might present?
• Can you list some, commonly used, drugs which may cause side effects affecting the eye or
vision?
• What are the main likely causes of an acutely red eye? How can you use simple history and
examination techniques to distinguish between them?
• What information should be given to patients starting Hydroxychloroquine treatment?
• How can a practice use its IT system to ensure that patients on Hydroxychloroquine get
appropriate follow up checks?
• Which eye conditions tend to run in families? What actions should a GP take when a patient
gets a new diagnosis of one of these conditions?
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7// USING A FILM TO
TEACH PROFESSIONALISM
A film called The Doctor starring John Hurt
(Touchstone Pictures) is a useful way to teach
professionalism/fitness to practice/practicing ethically
in bite sized, enjoyable chunks.
What it is for?
Professionalism and Fitness to Practice are two
crucial, yet not directly clinical, aspects of what it
means to be a clinician in general, and a doctor
in particular. Clinicians have to cope with the
pressures of clinical work and the emotional
strain of death and suffering, while meeting the
requirements of Regulatory organisations.
Can we teach these aspects of clinical practice?
Often, this is not actually taught; it is simply
learnt on the job. Clinicians bring their idealism,
their intelligence and their years of training to
bear, and get on with their daily work.
• They watch other doctors and
choose role models – people they
would like to emulate
• They also choose negative role
models –people whose behaviour
repels or appals them.
These are some of the ways that the hidden
curriculum is transmitted (See General
Introduction, page 2).
Initially, I used an extract from a film called
The Doctor, to illustrate a caricature of doctor
centred consulting. This helped to identify some
simple ways towards more effective behaviour.
One participant, being very interested in the
film, said “can we watch the rest of it?”
Using good ideas from participants increases
their engagement in learning. So, we started
using the film like a soap opera. Every week we
watched another section, so that it could be
used as a trigger to short discussions about the
issues arising. There are natural breaks/cliffhanger moments, so it can easily be seen in

segments. This could happen over the course of
a single session, pausing at breaks for discussion.
An alternate approach is to show about 10 to 15
minutes of the film at the start of every session,
using it as a warm up activity over a period of
weeks.
Watching the film joins the group in a shared
experience, so that they have a punctuation
mark from their busy clinical time, into the
more reflective space of the Study Release
Course. It focusses their attention on the wider
issues of medical practice, beyond guidelines
or passing their exams, so that many interesting
reflections result.
Watching a drama directs attention to that
which could otherwise go unnoticed, or be
taken for granted as “how things are”. Fitness to
Practice issues arise insidiously, at the same time
the need to support colleagues is emphasised.
Emotions are portrayed sympathetically;
diagnoses and adverse events trigger fear and
angry responses, which need to be met with
kindness. Through facilitated reflection, a rich
picture of appropriate and sensitive behaviour
builds up, as we see all aspects of illness.
“Cum Scientia Caritas” as the RCGP motto says,
is shown in action.
Explain that reading a relevant book or watching
a film and writing a reflection on what you have
learned that will help you be a better doctor is a
valid form of CPD and can be put in your
ePortfolio or Appraisal Portfolio and will be
accepted and welcomed as long as you can
relate it to what you need to be learning about
at work.
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When to use it
Using a film is usually most effective when
participants have had some experience of
independent practice. This approach can be
used for a single session/whole day or shown in
sections like a serial or soap opera over the
course of a few weeks.
Discussion question: is part of a doctors
job, to contain and manage individuals and
society’s fears and anxieties, about death
and dying?

The set up: how to use this method
The educator needs to prepare by watching the
film beforehand, (nice cup of tea in hand?),
deciding on where to stop and have discussions.
Having the word pictures from the competency
descriptors for Fitness to Practice (see Appendix
page 36) to hand can help to create effective,
focused, questions.
Show the section of film to be discussed; then
pause and ask the group individually to consider
their response to what they have seen and what
they think is the most significant or interesting
part. Then, in pairs, ask them to discuss a trigger
question(s). A full description of the film and
possible segments is given in the Appendix to
this section (page 35). Select the aspects that
make most sense you and your participants.
Practice the IT set up beforehand; nothing is
more frustrating than finding that the DVD does
not work or the sound is off.
Explanations/timings
Start by explaining that the film is about a senior
surgeon who finds himself facing cancer. It is an
adaptation of a book called A Taste of My Own
Medicine: When The Doctor Is the Patient by
Edward Rosenbaum (see Resources and
references, page 34), also worth a read if you
have time. Explain that you will be watching,
then discussing, the film in sections. Sections of
about 10 to 15 minutes work best. Shorter
sections can be hard for participants to “tune
into” and longer segments can mean they get
too involved in the story and feel a bit
disorientated when you stop the film to talk.
Decide how long the discussion should be,
usually five to ten minutes is enough to raise
interesting questions and ideas. The total time is
then about 20 minutes – ideal for a warm up
activity as a prelude to the rest of the session.

The debrief: maximising the benefits
Have one or two clear questions for the
participants to discuss. After the pairs discussion,
ask a more open question such as “what issues
have you been talking about?” or “what kinds
of things are coming up in your discussions?”.
This avoids repetition of what each group has
been saying in discussions, so that the educator
you can “generalise away”. This is so that the
educator can introduce general principles, or
professional standards, or further challenging
questions, according to what comes up. You can
ask each pair to report if the group is small
enough or ask a general question to everyone if
the group is larger. In the latter case, to draw
out other contributions: explicitly call on pairs
who have not reported back by saying
something like “what were other pairs talking
about?” or “let’s hear from other people now?”
or “anything else that came up?”. This ensures
widespread engagement from all members of
the group, even quieter members and this
increases commitment to the learning process.
Sometimes key contributions come up very late,
as reflectors and theorists get their thoughts
together, after activists have initially plunged in.
Equipment/resources needed
A copy of the film The Doctor, a suitable player
and projection facilities with good sound. The
room needs to able be appropriately darkened,
although total blackout not required.
Skills to make this work even better
Referring to the competency framework and
descriptors can help educators create interesting
discussion questions. Participants could also use
a competency framework, so that they reflect
on “Excellence” criteria, as this is what they are
aiming at.
This method could be strengthened by asking
one participant to summarise the issues
discussed, so that they relate ideas to the
competency framework. This is so that after
sharing this with all members of the group (via
an email or similar link), all participants can
create effective log entries, providing evidence
of learning for their ePortfolio.
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Watching a film can also be used to sharpen
participants’ observation skills. For example, in
the scene when the surgeon comes home to a
kitchen in the middle of refurbishment, the ruins
of the old kitchen act as a sort of metaphor for
the upset in his life. When he and his wife talk
through a hole in the wall, the wall symbolises
the barrier that has sprung up between them
because of his illness. Ask participants to
describe what they see in a still frame, and to
reflect on what this is telling us about the couple
at that moment.
Play very short segments of just a minute or so,
(for example the row with his wife in the den).
Then challenge participants to repeat the
dialogue verbatim, so that they develop their
ability to listen intently, and remember
everything that is said, (a crucial consultation
skill, often lacking). Challenge participants to
notice every single thing they see in one image
(for example in the same scene in Jack’s den),
remembering that all the objects have been
deliberately placed by the director/designer. How
do they interpret the meaning of these objects?
What do they tell us about Jacks life/state of
mind? Such skills in observing the environment
are very useful on home visits too!
More information about using film is given
under Resources and references (page 34),
with some other possible films to use.
Pitfalls/when NOT to use this method
There are few downsides to using film as a
trigger for discussion; it may not work so well
if people are already familiar with the film,
although I have seen it many times with groups
and see new things every time. If participants
miss some sessions they may worry about
picking up the thread. In fact, the narrative
skill in a Hollywood movie, tends to make any
segment readily understandable.

Applications in other areas of
the session
If something crops up later, refer back to the
Fitness to Practice, Ethics or Professionalism
issues raised. This “looping” helps to link
learning together and reinforce it.
How does this help to build
relationships?
Watching a film in a shared space is a bonding
experience in itself. Sharing the issues raised in
the discussions also brings participants together.
Consider using a variety of ways to form the
pairs (see ENERGISE group sorting methods for
ideas) because this can also help people talk to
everyone in the group, even those they know
less well or who have different ideas. Try to
avoid Buzz groups that are always “who I usually
like to sit next to”.
How does this help to structure
the education?
Linking the discussion to the competency
framework is a useful way to fit learning into a
bigger structure. Using the film as a “warm up”
for as session in short segments breaks up the
day and gives participants a reassuring sense of
starting things off together as a group.

34

ENRICH

Resources and references
1. A Taste of My Own Medicine: When The Doctor Is the Patient by E Rosenbaum
ISBN 0 394562828
2. Cinemeducation: A Comprehensive Guide to Using Film in Medical Education by
Matthew Alexander Patrician Lenahan and Anna Pavlov Radcliffe ISBN 1 85775 692 4
3. Signs of Life: Medicine and Cinema Graeme Harper and Andre Moor. Wallflower Press.
ISBN 1 904764 16 9
4. Medicinema: doctors in films by Brian Glasser. Radcliffe ISBN 1 84619 157 2
5. Existential Psychotherapy by Irvine D. Yalom. Well written, if long, book full of fascinating
stories that illuminate the common life problems that patients have and the underlying realities
they are avoiding.
6. Watching a film attentively improves generalist “Biographical” skills see JRSM Short Rep. 2013 Dec;
4(12): 2042533313510155. Published online 2013 Nov 21. doi: 10.1177/2042533313510155
Examining the practice of generalist expertise: a qualitative study identifying constraints and
solutions. Reeve J, Dowrick C F, Freeman GK, Gunn J, Mair F, May C, Mercer S, Palmer V, Howe A,
Irving G, Shiner A, Watson J
Other films that have been used with GP participants to good effect include:
The Arbor
This film shows life on a deprived estate, using the words of real people, spoken by actors.
It is dramatic, disturbing and can be used to give new insights into the hardships faced in
some communities.
See The Arbor: a film that brought new insights to ‘community orientation’ by Avril Danczak and
Paul Westhead. Br J Gen Pract 2016; 66 (650): 479. DOI: https://doi.org/10.3399/bjgp16X686893
12 Angry Men
This is a gripping tale of how a jury deliberate on what verdict to give in a murder case. Starring Henry
Fonda, this film provides an effective demonstration of how evidence and reasoning can be subject to
serious biases. Could be used as a prelude to any teaching on clinical reasoning (see also ENERGISE
Warm up Critical Reasoning) and refers to the competencies of Maintaining Performance Learning and
Teaching, illustrated by the criterion “Judges the weight of evidence, using critical appraisal skills and
an understanding of basic statistical terms, to inform decision-making “.
How to die: Simon’s Choice
This is a documentary about one man’s journey through Motor Neurone Disease and how his
family and friends respond to his determination to go to Dignitas when he wants to end his life.
Made by Minnow Films who very kindly made a DVD available when I requested it –
info@minnowfilms.co.uk See http://www.minnowfilms.co.uk/contact.html
A very powerful film that can be used as part of ethics teaching, using the subject of assisted dying
as a trigger to reflection on ethical principles.
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APPENDIX
Summary of the film The Doctor and links to Ethical, Fitness to Practice and hidden
curriculum themes (Jack as a role model).
A cardiac surgeon, Jack McGee, develops laryngeal cancer, taking him on a journey from health and
success, into vulnerability, illness, loss and death. In a parallel story, his colleague, Murray, faces
litigation. Jack’s thoughts and feelings about health, disease, and his relationships, change and he
questions his values, and attitudes to patients; each section triggers discussions about ethics, fitness
to practice and the different world view of doctors and patients. Watching a film attentively improves
generalist “Biographical” and observational skills.
Ethical themes
Initially, we identify with Jack, a decisive surgeon, but his sexist, racist and judgemental behaviours to
colleagues and patients become increasingly apparent, unchallenged because of his high status. Jack
consults an ENT surgeon who is efficient, quickly making an accurate diagnosis, but she shows no
kindness or compassion. After watching the extracts, discussions flow easily, considering whether all
doctors behave like this at times, whether patients’ feelings matter if the correct diagnosis is made
quickly and what our behaviour towards less powerful people should be.
Hospital processes, by which Jack “becomes” a patient, compromise his autonomy, his confidentiality is
breached, he mistakenly receives an enema intended for another patient and he is subjected to
procedures with little explanation or consent. The casual lack of dignity, helplessness and frustration
imposed on our patients by our systems is exposed; participants sometimes find it painful to reflect on
their own unwitting collusion in such behaviours.
When Jack faces decisions about his treatment, we discuss the impacts of patient choices on resource
allocations. Another patient is refused a scan on cost grounds, highlighting issues about justice and
fairness. Jack is discomforted when a fellow patient describes her “missed diagnosis” and his colleague
wants him to lie in court and alter notes. Uncomfortable questions arise about our responses to error,
and whether we are willing to expose poor practice or criticise others.
Fitness to practice themes
Jack’s relationships at home are strained by long working hours and his lack of attention to family life.
Discussion could centre on how to honour both work and family and extends to consider our ethical
duties to family members. Jack escapes the city with a patient who is dying, betraying his wife’s trust.
His angry rejection of care and concern from family and colleagues is rendered understandable, if not
ideal, as Jack continues to work while having radiotherapy. He is grumpy with clinic staff, expecting to
be fast tracked because of his high status.
These scenes raise difficult issues; how should a doctor protect patients from the effects of his own
poor health? Do we offer support to sick colleagues, or exclude them? (See also ENRICH When the
doctor becomes a patient).
A senior person might expect to be seen ahead of other patients, although we see the potential for
harm when Jack gets his test results in a locker room. One colleague’s caring approach is initially
mocked by Jack; why does he then value that approach when he becomes a patient himself? As his
friend worsens, we confront universal questions about how to live and die well, and whether we can
be compassionate, while remaining effective clinicians.
Being a role model
Jack learns to show empathy to patients, understanding their concerns and fears, sitting instead of
standing in clinic. He chastises students for being impersonal and makes them dress in patients’ robes
and use bedpans to improve their empathy. Discussions could consider whether it is acceptable to hug
a patient, and whether Jack’s teaching method is another abuse of his power, or an acceptable way to
promote learning. Do we risk giving a doctor’s personal experience more importance than patients’
accounts of their indignities and difficulties?
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Film Title THE DOCTOR starring John Hurt Touchstone Pictures
Here is a summary of the story and links to RCGP WPBA competency framework. Each of these
sections could be broken into shorter 10 minutes sections for discussion. The total duration of the
film is 118 minutes.
The story begins
We see a senior cardiac surgeon operating and doing his rounds. He says a surgeon should be
detached, decisive, direct and is contemptuous of “a great deal of caring”. He is sarcastic to his
patients, a man who had attempted suicide and a woman whose husband is terrified by her enormous
chest wound.
The doctor is seen driving in his sports car up the hill to his home; he races an attractive woman who
turns out to be his wife. He tells her he will not be coming to the event she is speaking at as promised,
as he has double booked another event, to raise money. She is disheartened “not again Jack”.
Later he coughs while laughing and spits blood on his wife accidentally. His colleagues recommend a
young ENT surgeon. In the consultation she appears cold, doctor centred, doesn’t make much rapport
and bluntly breaks the bad news that he has a cancerous growth on his vocal cord.
Possible discussion points
• Whose commitments are more important – the doctor or his wife?
• What is it like when the doctor steps into the shoes of a patient and experiences a
brisk surgeon himself?
• Is what he metes out to others OK when he is on the receiving end?
• His child is summoned to say hello and picks up the phone – he is not used to his father
being at home. How do we integrate our home and work lives to honour both?
• Is his behaviour towards women, people from ethnic minorities, and his students
ethical or acceptable?
Competency framework word pictures
• Anticipates situations that might damage their work-life balance and seeks to minimise any
adverse effects on self or patients. Reflects on how their values, attitudes and ethics might
influence professional behaviour.
• Anticipates situations where indirect discrimination might occur. Demonstrates equality, fairness
and respect in their day-to-day practice
• Values and appreciates different cultures and personal attributes, both in patients and colleagues
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The story continues
The doctor has a biopsy which confirms cancer and he starts treatment. Initially he throws his weight
around, not wanting to fill in the forms, not wanting to be kept waiting. He is gently reprimanded by
another doctor, his oncologist and also by a fellow patient who says “don’t shout at June, it’s not her
fault”. We see him helpless strapped to a table having scans and DXT.
Possible discussion points
• What is it like when a doctor becomes a patient? (SEE ENRICH When a clinician becomes
a patient).
• We see him being treated with indifference. When have we behaved like that or seen others
do that? (It happens to all of us – why and how and how can we change that?)
• How do we come to be indifferent to the needs of the patients, failing to explain what we are
doing, or being cold or unkind like the people in the scan room?
• What is the emotional labour of caring?
• How do we help each other to maintain warm approaches and attitudes to each other and
to our patients?
Competency framework word pictures
• Encourages an organisational culture in which the health of its members is valued and
supported.
• Encourages scrutiny of professional behaviour, is open to feedback and demonstrates a
willingness to change.
The story continues
The initial treatment fails and Jack has to have surgery. His friend in chemo takes him up to the roof
like Jesus being tempted by the devil and says, well kill yourself if you want to… He has to make a
choice. He also has to decide what to do about a colleague who has acted fraudulently. As Jack faces
decisions about his treatment, he hears about a patient is refused a scan on cost grounds, highlighting
issues about justice and fairness. Jack is discomforted when a fellow patient describes her “missed
diagnosis”. His colleague wants him to lie in court and alter notes.
Possible discussion points
• Does a doctor have to have personal experience of illness to exhibit compassion?
• How do we cope with the spiritual/existential challenges of life:
–– that we have to discover what our life/work really means
–– that we have to make choices
–– that we suffer and die for ourselves (no one can die for us or suffer on our behalf)
–– that death is inevitable (See Existential Psychotherapy by Irvine Yalom in reference list).
Competency framework word pictures
• Reacts promptly, discreetly and impartially when there are concerns about self or colleagues.
• Provides positive support to colleagues who have made mistakes or whose performance gives
cause for concern.
• Reflects on and discusses moral dilemmas encountered in the course of their work, able to
analyse ethical issues with reference to specific ethical theory. Anticipates the potential for
conflicts of interest and takes appropriate action to avoid these.
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The story continues
Jack takes his friend for a trip without telling anyone and has some important experiences. He then has
to undo the damage he has caused to others and face the death of his friend. He has to reconcile with
a colleague and undergoes difficult surgery. Afterwards, he literally “loses his voice” and we start to
hear more from others as a result. He listens more too. He makes important changes at work.
Possible discussion points
• What does it mean to open up to others?
• What changes has Jack made at work? How do we live with integrity and honesty?
• What are the limits of loyalty to family/colleagues/friends?
Competency framework word pictures
• Uses mechanisms to reflect on and learn from complaints or performance issues in order to
improve patient care. Actively seeks to anticipate and rectify where systems and practice may
require improvement in order to improve patient care.
• Reflects on and discusses moral dilemmas encountered in the course of their work, able to
analyse ethical issues with reference to specific ethical theory. Anticipates the potential for
conflicts of interest and takes appropriate action to avoid these.
Jack as a teacher and role model.
We initially see Jack as the top surgeon, dominating his students and expecting them to “know the
right answers”. One colleague’s caring approach is mocked by Jack; how does he come to value that
caring approach when he becomes a patient himself? Jack learns to show empathy to patients,
understanding their concerns and fears, sitting instead of standing in clinic. He chastises students for
being impersonal and makes them dress in patients’ robes and use bedpans, to improve their empathy.
Discussions could consider whether it is acceptable to hug a patient, and whether Jack’s teaching
method is another abuse of his power, or an acceptable way to promote learning. Do we risk giving a
doctor’s personal experience more importance than patients’ own accounts of their indignities and
difficulties? If we “move towards” patients could this help us be more resilient? Fighting against human
connection takes a lot of energy. How do patients give back and help their clinicians? (see also ENRICH
Weaving in resilience techniques)
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8// WEAVING IN
RESILIENCE TECHNIQUES
This topic can be introduced in small chunks, in a
small strand of a session that offers some techniques
for increasing resilience.
What it is for?
Some topics or competencies can be daunting
or difficult to “teach”. Educators and trainees
alike think resilience cannot be specifically
taught or learned. A variety of experiences
build resilience and the links should be made
explicitly in sessions that harness creativity,
encourage new ways of looking at things and
greater understanding of the stress response.
See also ENRICH Artist in residence, ENRICH
Creative writing, ENRICH Using a film to teach
professionalism. Resilience can be increased
throughout training.
When to use it
During a study release course or in tutorials a
“bite sized” opportunity to consider and reflect
on different aspects of resilience can be useful.
This can be used as a warm up to any activity/
session, or used as punctuation if an issue comes
up in discussion. There are resilience issues
involved in many aspects of clinical care. When
the main discussion is about “teamwork” or
“managing chronic disease” discussing ways to
achieve sustainable practice includes resilience in
a natural way and in digestible pieces.
The set up: how to use this method
In this section there are some examples of
techniques that improve resilience. There are all
brief and can easily be “woven into” sessions,
either as warm ups, or when discussing a variety
of difficult issues. Try using just one of these in a
session. In a longer session on resilience, several
of them could be combined.

Infusing positivity
1. Three Good Things. Ask everyone to stand
up and move around the room. Greet each
person you encounter and then share three
good things that happened to you in the last
week. Even better if this is “three good
things that happened at work, or because of
work”.(for example, a pay cheque could be a
good thing!)
2. Be positive about the benefits of
gratitude. Ask participants to write down
three things that they were grateful for
yesterday. Share with participants on either
side of them. Encourage them to do this
daily at work, it improves mental health
(Reference 1). Even better if participants
focus on three things at work that they are
grateful for. It’s a good way to end each day
before you go home. Discuss what would
happen if this gratitude was sincerely
expressed at work. How would relationships
change if we said “thank you” more often?
3. Balancing strengthening activities and
draining activities. The educator begins by
drawing a simple bucket on a flip chart.
Create a small hole in at the bottom, draw
drops of water constantly trickling out. Ask
the group if this is what work feels like, the
energy in their bucket constantly draining
out as the demands of the day drain away
their inner resources. Usually everyone nods,
sometimes a pause is required, for
enthusiastic agreement to be ventilated.
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Ask participants to consider what fills up
their bucket with energy when they are at
work. Ask some participants to consider
what they do for themselves to “recharge
their batteries” when at work. Ask another
group to consider what our colleagues do
to help us, and what we do to help our
colleagues to “recharge the batteries”.
Another group could consider how
interactions with patients can also recharge
our batteries at times. This simple exercise
can help people recognise the re-energising
effects of the support and help that is
around us. Even better if we remember to
thank our colleagues for what they do
and ensure we do our bit to re-energise
them too.
Personal strategies
1. Be aware of your surroundings. In his
book “Attending”, Epstein describes a
number of ways to re-centre and calm
oneself in the middle of a busy day
(Reference 2, page 41). My favourite is his
advice to find one moment of exquisite
beauty every day. This could be a spectacular
sky glimpsed through a window, a lovely
smile when a patient gets better, or the
beautiful colour of someone’s scarf. Even
better if participants then make suggestions
as to how they could bring beauty into their
workplace, and what beauty they might
notice as they do their work.
2. Use your breath to build up your energy.
The simplest breathing technique to is
breath in for a count of four, hold the breath
for a count of four, breath out for a count of
four and hold the breath for a count of four.
Repeat this “Square breathing” four times to
re build energy between patients or at the
end of a clinic. Even better if participants
identify ways to do this regularly through
the day, to relieve stress and provide
moments of calm. Similar methods can be
powerful for patients too, as Venetia Young
so eloquently describes in her article
(Reference 3, page 41).

3. Use the Positive Mental Training
resources. Alastair Dobbin and Sheila Ross
have developed useful relaxation, pain
relieving and weight loss meditations that
patients find beneficial and which are just as
useful for clinicians to use for stress, sleep
issues and to develop resilience. Play one of
the short relaxations and or meditations to
the participants and let them experience the
benefits, in real time (Reference 4, page 41).
Even better if participants are invited to use
one such meditation every day and to report
back on the effects at a subsequent session.
4. Using non-work time for “Re-Creation”
of our energy. Non work time is for
relaxation, leisure activities, private study
and TV or sleep. Getting the balance right is
important. The burn in “burnout” requires
fuel and we often provide this by ruminating
and stressing about difficulties after work.
Ask participants to share what methods
they use to let go of work stresses at the
end of the day, to rebuild their energy
(“Re-Creation”) in their leisure time, and
how they promote good sleep. Good
sleep improves academic performance, work
performance and creativity (Reference 5,
page 41).
Explanations/timings
The explanation for each exercise needs to be
succinct and precise. Choose your words
carefully to be positive in tone, with the
expectation of benefit. Words can have a
placebo effect when chosen carefully; equally,
tentative or negative language can have a
nocebo effect too.
The debrief: maximising the benefits
Debriefing these exercises need only take a few
minutes. Ask what the experience was like? How
might the exercise might change their thinking?
How could these insights/exercises be
incorporated into daily work?
Equipment/resources needed
None, except for facilities to play the relaxation/
mindfulness audio tracks. Most postgraduate
centres will have suitable audio-visual equipment
in place.
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Skills to make this work even better
Plan ahead so that these resilience exercises are
slotted in comfortably amongst other material.
Sometimes participants are resistant to the idea
that resilience should be taught. They blame all
stress and difficulty on external factors such as
understaffing, lack of resources, difficult
patients, too much work….It can be stressed
that we all need to care for ourselves during the
day. These approaches refresh the mind in the
way that coffee, or lunch, or a stroll, refresh the
body. When the mind is calm and relaxed,
clinicians are more likely to talk to each other
and build good relationships so that they can
work together to develop solutions to problems
in their own workplaces.
Pitfalls/when NOT to use this method
This works best with a group that will meet
regularly. It could work in a conference or one
off session if there is time to follow up and
discuss the experience, or if the participants are
already experienced in this type of educational
method.
Applications in other areas of
the session
Refer back to what points come out when
covering other topics are relevant. This reinforces
that professionalism and Fitness to practice are
involved in all aspects of clinical care and are not
a separate entity.
How does this help to build
relationships?
Widening the view of the sessions on a
study release course to take a more holistic
approach can develop resilience, so that the
skills to create a sustainable practice are seen to
be learnable, so that the benefits to relationships
in study sessions and in practice teams are
highlighted. This is likely to strengthen
relationships between the group and the
facilitator. Relationships between participants
improve, as they share some of their own
successes in managing their energies.

How does this help to structure
the education?
Having brief warm up exercises helps to give the
session shape and interest. Planning ahead can
mean that these exercise slot in comfortably
between other sorts of material. They can be
used at the beginning as a warm up activity,
between topics to signal a change of pace, or
perhaps at the end of the day to send
participants away refreshed and relaxed.
References
1. https://www.psychologytoday.com/us/blog/
what-mentally-strong-people-dontdo/201504/7-scientifically-proven-benefitsgratitude
2. Attending: Medicine, Mindfulness
and Humanity Ronald Epstein
ISBN 978-1501121722
3. Reflections on Medically Unexplained
Symptoms in Older People. Venetia Young
Br J Gen Pract 2016; 66 (649): 423. DOI:
https://doi.org/10.3399/bjgp16X686317
4. see http://www.
foundationforpositivementalhealth.com/
for resources that can be used for clinicians
and patients alike. There are examples of
muscle relaxation and three-minute
mindfulness audio tracks here:
http://www.
foundationforpositivementalhealth.com/
listen-now/audio-tracks/
These can provide short, but extremely
refreshing breaks during the busy
working day.
5. Why we sleep: The new science of sleep
and dreams by Matthew Walker ISBN 13
978-0141983769 and The Business of Sleep;
how sleeping better can transform your
career Vicki Culpin ISBN 13 978-1472936578
Both these books offer compelling
information about the benefits of sleep and
the best times to sleep, for effective study,
learning and performance.
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9// TEAMWORK STYLES – RED,
GREEN, YELLOW AND BLUE
This is a method to help groups investigate
and understand teamwork in more depth.
When to use it
This is a method to help groups investigate and
understand teamwork in more depth. It is based
on the work of Merrill and Reid (Reference 1,
page 44), using an abbreviated version of one of
their team style questionnaires. This is a useful
way to deepen participants’ appreciation of
other people’s styles of working and interacting.
This approach is best used when they have
already had some experience of working
together, in action learning sets, perhaps, (see
ENERGISE Creating action learning sets) or in
their regular professional teams. By setting a
task in which participants with similar styles
work together, the features of that style are
highlighted, so that the value of diversity in
teams can be explored.
The set up: how to use this method
The educator needs to set the scene of the
session, which is to explore and understand
teamwork in greater depth.
Part 1
Participants are first asked, as individuals, to
respond to some scenarios and predict their
responses. Then they classify themselves into
four groups based on their typical responses.
These groups are red, green, yellow and blue.
The scenarios, and the method of sorting
participants into their “colour” is set out in detail
in the Appendix (page 45).
Then ask all the members of each colour group
to gather in one part of the room, so that they
can work together on the next task. This means
there will be a red group, a green group a
yellow group and a blue group. It does not

matter if the groups have unequal numbers in
them. In any given group of participants all
“colours” will be represented, but groups vary a
lot as the actual distribution. This method can
work well, even if there are only two people in a
sub-group.
Part 2
All the sub-groups are given the same task.
This works best if it not a clinical task, so that
participants are less likely to consider that
there is a “correct” answer, and so that the
content of the task enables them to work in
their preferred style.
A suitable task is:
The Queen is very impressed by the work of
your part of the health service (for example,
Primary Care or a Gastroenterology team).
As a reward she has instructed that you
must have a day off clinical work in the NHS,
the other sectors/teams will magically look
after all your patients.
This will give you a full “awayday”, to
develop your team. Your task is to plan
a great team development day, working
with the other people who share your
teamwork “colour”.
Alternative tasks are listed in the Appendix
(page 45).
During the planning stage, the educator should
move between the groups, noting down
behaviours or phrases that correspond to
“typical” colour styles (more details in the
Appendix, page 45)
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Part 3
Ask each group to feed back their plan in the
order green, blue, red, yellow. The educator
can then add a strictly non-judgemental
description of any typical activities or phrases
used by group members. For example, in the
blue group, the educator might report back
hearing phrases like “Will we need more than
one coach to transport everyone?”. In the green
group they might hear something like “This will
bring everyone together”. More details are given
in the Appendix, page 45).
Part 4
Invite reflection and discussion about how the
different groups approached the task. Educators
may like to facilitate discussions that include:
• What attributes did the different groups
bring to the task?
• Which groups had the “big idea”?
• Which groups had an “action plan”
• Which groups considered the
interpersonal relationships?
• Which groups had considered accurate
costings/numbers/timings?
Explanations/timings
The initial explanation of teamwork exploration
need only take a few minutes. The process of
assessing individual team work ”colours” takes
about five minutes. Allow 15 to 20 minutes for
the planning meeting and up to 30 minutes
for the feedback and debriefing discussions.
The debrief: maximising the benefits
After giving the participants the scenarios, and
telling them which “colour” each quadrant
corresponds to, allow a small amount of
discussion about how they chose their answers.
The setup is that individuals choose their own
preferences, knowing that there is no “correct
answer”, so that participants discover that other
people may make quite different choices to
themselves. This insight alone can help
participants begin to recognise that variations in
“style” are inevitable in teams, and that other
people may have different thought processes.
Equipment/resources needed
A PowerPoint presentation of the scenarios and
how to “score” the teamwork style makes the
separation of participants into groups much
easier. Having the task on a screen during the
discussions can be a helpful aide memoire.

Skills to make this work even better
The purpose of this exercise is not to create
“perfect” plans, nor to put across the idea that
people can only behave in certain stereotyped
ways. The purpose is more to demonstrate that
variations in preferred style of working exist, so
that participants can recognise that all the styles
can work together in effective team working.
Indeed, different styles and strengths are needed
so that teams work effectively.
Big ideas can be essential. To make them
happen, ideas people need to work with those
who develop good relationships, so that work
proceeds smoothly. Those whose strengths lie in
making suitable lists/detailed plans need to be
able to recognise and work with those team
members who are good at keeping on track and
getting things done, so that projects do not get
bogged down in detail. The educator can bring
all these points out with skilled facilitation of the
debriefing, picking up on the comments and
actions that support this line of thinking.
Pitfalls/when NOT to use this method
This method may not work if the participants are
not used to working in an experiential way, or
where participants have not had experience of
working with others in teams. It will usually
work best where groups are working together
over a period of time and have built up some
trust in each other.
It could work well as a standalone half day
session or as part of a team training day if care
is taken to introduce the purpose carefully
and to do the debriefing in a supportive and
non-judgemental way. Care must be taken to
“generalise away” from individual people to the
behaviours that are part of that colour. For
example, this may mean saying “Often people
with a blue style will contribute detailed
planning, for example, about menus” rather
than saying “ I heard M spend ages talking
about how many people might be allergic to any
nuts in the buffet”.
Clearly, many participants will have skills that
serve in several styles. The purpose of this
exercise to generate thought about how teams
benefit from diversity. The person who
irritates you the most in the team is probably a
different “style” from you. They are likely to
have something very useful to offer, that you
may well have overlooked because it is
“not your style”.
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Applications in other areas of
the session
Not applicable as such. However, in subsequent
sessions it can be helpful to refer back to
teamwork styles as needed. “We need a good
analyst to help us with this problem”.
If taking participants to a conference (see
ENRICH Conferences and how to make them
into enjoyable and effective education) it could
be useful to ask participants to organise the trip
themselves, harnessing the different styles. Blue
analysts are good at organising coaches, green
amiables can get social activities working well,
and so on.
How does this help to build
relationships?
Understanding how other people have different
attributes, strengths and preferred styles is a
good step towards more effective working
relationships, both amongst participants and in
the clinical teams they work in. Participants who
feel their particular strengths are welcomed feel
more valued. Understanding the strengths they
lack, can help participants positively seek out
those strengths in others, which also helps to
build stronger relationships.
How does this help to structure
the education?
This approach demonstrates that effective team
work benefits from diversity and that team
members can learn to value the styles of others.
This approach shows that this approach is a
learned skill, so that participants understand that
they can develop these skills systematically over
time. The educator can link this learning to the
curriculum and to relevant competency
statements, so that participants see how their
educational experiences are related to what is
required in a clinical context.

References
1. Merrill DW, Reid RH. Personal Styles and
Effective Performance: Make Your Style
Work for You. London: CRC Press; 1999
2. Other useful reading about teamwork
and management styles:
–– The 7 Habits of highly effective people
by Stephen Covey
–– Eat that frog!: Get more of the important
things done today by Brian Tracey
–– https://www.businessballs.com/
–– The One Minute Manager series
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APPENDIX
How to divide participants into a teamwork style “colour”.
Participants are asked to draw a box on their notepad, dividing it into four squares like this:

Ask them to consider these scenarios in turn, noting whether they prefer to answer A or B, L or R.
If you are late for a group or team meeting:
• Do you get upset, rush there as fast as possible, apologise to everyone there when
you arrive? (A)
• Don’t panic, call ahead to say you are a few minutes late, feel bad about keeping
people waiting? (B)
When speaking in front of a whole group:
• I am entertaining, humorous, or maybe relatively quietly spoken (A)
• I am clear, concise, direct, specific possibly loud (B)
My own space (work, office, home spaces):
• Looks disorganised, piles of stuff, arty, family photos, sentimental things on display (A)
• Looks tidy, organised, has to do lists, calendar, (B)
After these scenarios ask participants who mostly get A to shade in the two lower boxes in their
square, those with mostly B to shade the upper two boxes
If I need help with a problem from someone:
• I explain the problem in as much detail as possible, and how the problem makes me feel (L)
• I explain how I see the problem being solved, sometimes making my point by exaggerating
a bit (R)
When I am setting goals I choose
• Things I can realistically attain, make me feel good when I achieve them (L)
• Are challenging or exiting to achieve, perhaps part of a bigger objective (R)
When I am at education/meetings/presentations
• I get bored if it is too slow, I want it interesting as well as informative (R)
• I support the speaker as it’s a hard job, and look for the logic behind what they are saying (L)
After these scenarios ask participants with mostly L to shade in the left hand two boxes (top and
bottom) and those with mostly R to shade in the right hand two boxes (top and bottom).
When this has been done ask participants to note which of the quadrants has been shaded twice.
This corresponds to their “colour” as in the box here.
BLUE

RED

GREEN

YELLOW
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Possible Alternative Tasks
• Your group has to organise a fundraising event to raise money for your society/club/school
or faith organisation.
• Your group has to organise a day of activities for the non-clinical partners, of a group of
visiting clinicians from another country, who want to learn about our local culture.
• Your group has to organise a one day outing, for a family reunion of 35 family members
of all ages.

Summary of the Characteristics of the colour types to share with participants AFTER
the task debrief and to facilitate discussion of diversity in teams.
GREEN sometimes called AMIABLE
Strengths – calm, team player, seek harmony, encouraging, sharing, caring, relaxed, get on with
the job in hand.
Drawbacks – will submit to avoid making waves, avoid hassle, may become passive.
BLUE sometimes called ANALYTICAL
Strengths – formal, measured, systematic, seek accuracy, precise, deliberate, formal, cautious, and
questioning.
Drawbacks – get over-focused on detail, may withdraw themselves from participation if
overwhelmed.
RED sometimes called DRIVER
Strengths – business like, fast, decisive, seek control, purposeful, determined, demanding, and
energetic
Drawbacks – assertive can feel controlling, may become ruthless
YELLOW sometimes called EXPRESSIVE
Strengths – flamboyant, fast, spontaneous, seek enthusiasm, demonstrative, persuasive,
expressive, sociable and dynamic
Drawbacks – rise to the challenge at first, but can get stressed, may flip and become
ruthless drivers
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10// USING SCULPTS
This is a good method to introduce any session
that is concerned with the relationships between
people, in particular between team members,
between organisations or between different parts
of an organisation.
When to use it
It could be helpful when education is about
partnerships or clinical teams, or when
considering the relationships between primary
care and secondary care, or between different
component parts of a larger organisation like a
CCG or even a hospital. The aim is to use a
variety of non-clinical objects to create an image
which describes the organisation and its
relationships.
It is the artist who tells the truth and the
photographer that lies. Auguste Rodin

The set up: how to use this method.
The example described here is used to help
participants in training reflect on the team they
work in, and how the relationships are
structured.
Before the session the educator gathers
together a large number of random objects,
ensuring that there at least ten potential objects
per participant, maybe even more. Suggestions
are given in the equipment/resources paragraph
below. These should all be placed at random on
a large table or tables at the side of the room.
Ask participants to arrange their chairs in a
circle, with the seats facing outwards. If there is
insufficient room for this, ask participants to
arrange their chairs in two equal rows, back to
back. If they sit in the chairs they should be
looking outwards.

Ask participants to look at all the objects and
choose some of them to represent the people in
their team. Then the objects should be arranged
on their own chair, so that they demonstrate
what the team is like and how people relate to
each other. When complete, participants will
take turns to talk through their “sculpt”.
Explanations/timings
First, before moving any chairs or explaining the
specific task, ask participants, individually, to
reflect on all the professional teams they have
ever worked in. Then, with a partner, ask them
to discuss the differences between those teams.
Were some friendly, or merely efficient? How did
the newer or more experienced members of the
team relate to senior members? What was the
overall feeling of the team like?
Then, ask them to reflect on their current team,
again individually.
Then, explain that the objects on the table are
to be used to create a representation of their
current team, using their chair as the frame.
Emphasise that there are no right or wrong ways
to represent a team, that no one will be asked to
reveal anything that they do not wish to discuss,
and that the sculpts that result are private to the
group. Explain why you have chosen this
approach (to illustrate what teams feel like, and
as an introduction to the topic of the day, to do
with teamwork skills).
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Ask them to move the chairs into a suitable
arrangement. Then allow 10 to 15 minutes for
participants to select their objects and create
their “sculpt”. Explain that objects must be used,
not words, so that participants will use the
holistic, integrating and emotionally aware right
side of their brains, so that the image produced
will be more true to life. As Rodin said, “It is the
artist who tells the truth and the photographer
that lies”.
Allow one to two minutes for each participant to
explain their team representation. If the group
size is large, this may benefit from having two
educators present and dividing the group into
two for the debriefing.
The debrief: maximising the benefits
Model an accepting, non-judgemental approach
right from the start of the debriefing, by
thanking participants for their enthusiasm and
the interesting sculpts they have produced.
Ask each participant to talk through, how they
chose the objects, and how they chose the
arrangement. Allow questions from other
participants, asking them to avoid making
judgements, but just to ask about matters of
fact. Ask the participant if they have any
thoughts about their team or sculpt that they
would like to share.
It is useful to link the relationships of the
“sculpts” to any other work that has been done
on this relationship in the group beforehand.
This might mean simply commenting on how
varied the teams seem to be, or how many
interconnections there are, (or not), using the
same active listening skills as used in
consultations to draw out any interesting
thoughts.
Equipment/resources needed
This method works best if the room allows for
the chairs to be rearranged, such that the whole
group can walk round and see each other’s
“sculpts”.
Suitable items for the resources table could
include some, any or all of:
• Natural objects found lying around such as
pebbles, leaves, flowers, twigs, feathers, (on
one occasion when doing this exercise on a
residential, the participants collected objects
from the beach to do the sculpts with).

• Objects that naturally come in multiples
such as playing cards, loose change, pens and
pencils, chess pieces, jigsaw pieces.
• Objects that can have many uses such as
string, straws, BluTak, sticky tape, sticky notes.
• Tools such as spoons, scissors, paper clips,
bulldog clips, bags, wires, phone chargers.
Educators can use their imagination here, or just
empty that drawer that everyone has in their
kitchen where all these sorts of things migrate
to! This is a good use for that pack of cards that
has a few missing.
It works best of there are lots of things to
choose from, so that every participant can find
as many objects as they need to represent their
team and its members.
Skills to make this work even better
Having completed a “sculpt”, participants could
be asked to consider what a “sculpt” of their
previous team might have been like, and to
reflect on any differences/similarities. When
everyone has explained their team
representation, ask participants to consider:
• How the team came to be that way?
• Who drives that?
• What team processes hold their team
together?
• If they were to invent a totally new team,
what would it look like then?
• How would we set about achieving that?
These kinds of discussions can lead into any
session on aspects of teamwork, partnerships, or
practice team development.
Alternative approaches could be to ask
participants to model the relationship between
their current team and all the other organisations
that their team interacts with. This could include
other parts of the same organisation, other
organisations that impact on healthcare such as
the GMC, NMC, CQC, or other parts of public
service such as NHS England or the Treasury. This
could help participants orientate to sessions on
organisational matters.

49

A practical guide to medical education

Sculpts do not always require objects.
Participants could be asked to “model” a
particular relationship by asking fellow
participants to represent the other parties.
For example, a difficult clinical situation, with
angry family members, frustrated team
members and a complicated patient, could be
represented by other participants, The person
doing the “sculpt” moves the other individuals
into the positions they occupy, (near to the team
or far away), and their significance, (small and
crouching down? Hiding behind others?
Shouting from a distance?). This can illuminate
the dynamics of a situation clearly.
Pitfalls/when NOT to use this method
This method usually works best if a group has
worked together for some time, or who have
gathered to consider team issues, such as
participants on a leadership course. It could work
well with a group who were meeting for the first
time if they were wishing to discuss organisational
issues, or if they had some previous experience of
group working. It may not be the best technique
to use if participants are only meeting you once,
or if they are very unused to group work,
expecting a formal lecture.
Applications in other areas of
the session
A sculpt can be used spontaneously, perhaps
asking participants to use other members of the
group as the “pieces”. This can illustrate a
complex difficulty or facilitate a case discussion.
Objects in the room could also be used.
Educators can even ask participants to use the
contents of their pockets or bags as the raw
material for a representation. The more
imagination used the better.

How does this help to build
relationships?
Discussing representations that come from the
participants imagination helps participants to
see each other ”in the round”, accepting each
other’s differences. This helps to build more
respectful and deeper relationships. Seeing how
others understand things in different ways, is a
powerful way to widen the view.
How does this help to structure
the education?
This approach is a useful punctuation, whether
used at the start of a session or later on. It can
precede or follow ENGAGE Hopes and fears or
ENGAGE assessing learning needs at the outset.
This method encourages participants to use their
imagination and to reflect on an issue, so that
they consider their learning needs.
An activity of this nature naturally attracts the
keen enthusiasm of “Activist” learners, so that
their involvement acts to encourage and inspire
those of a less forward nature. Theorists and
Reflectors often find that this method is a useful
way to start getting their thoughts in order.
Pragmatists will usually go with the flow!
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11// WHEN A CLINICIAN
BECOMES THE PATIENT
Discussing clinicians’ own health has perhaps
become less of a taboo than in the past, when
all too often clinicians own mental and physical
health needs could be ignored or minimised.
When to use it
We all become patients at some point. Helping
clinicians to think about themselves as the
“patient” creates opportunities to explore
important issues about caring for oneself and
colleagues properly. Becoming a patient
generates difficulties for a knowledgeable
clinician, who is not used to being on the “other
side of the desk”. However, looking after a
colleague who is ill can be challenging too!
The physician who looks after
himself has a fool for a patient.
Sir William Osler
This session is best used towards the end of
training, or in situations where a team regularly
cares for other clinicians. It is helpful to face
these issues in a training environment, so that
when participants become ill themselves they
will be better prepared, and so that they will be
more skilful in managing some of the difficulties
that can occur when they are caring for sick
colleagues.
The set up: how to use this method
Tell participants in advance that the session is
coming up and ask them to do some
preparatory reading. Some possible reading
is suggested in the References and Resources
section below, some of it readily available online
(References 1 and 2, page 52). This enrichment
session is usually best done in small groups
of six to eight participants, facilitated by a
colleague who has experience of caring for
colleagues. Most GP Trainers will be able to
fulfil this role admirably.

Ask participants to familiarise themselves with
the GMC guidance on practitioner health, or
any guidance from their own professional body,
if clinicians from other disciplines are present
(see Reference 3, page 52).
Introduce the topic and share the GMC
guidance. There are two parts to this session.
Part one: invite participants to consider
these questions:
• Have they had to care for other doctors/
doctors families in their role as a GP?
• What was that like?
• What problems did they encounter?
• How were they tackled?
Part two: invite participants to examine issues
from the other side with these questions.
• What happens if you are ill yourself?
• How do we behave as clinicians when
we are ill?
• What do we need from our doctors?
• How can we help them?
• How can we avoid making things worse?
• Which part of our professional guidance on
health is the hardest to follow? Why?
• Do we all have GPs of our own?
• What are the barriers to getting effective
health care for clinicians?
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Explanations/timings
The explanation need only be brief, and could be
preceded by a brief ice breaking introduction
round, (acknowledging that this is an
uncomfortable topic for clinicians) and ENGAGE
Establishing learning needs at the outset. If
participants are already familiar with each other,
introductions need only be brief, but enough to
ensure that the educator facilitating feels that
they have developed some relationship with the
participants. This encourages discussion of
potentially difficult material.
The debrief: maximising the benefits
The key points to explore are the challenges of
caring for other clinicians. This includes
examining the assumptions we make about
clinicians knowledge, finding that there are
issues around maintaining appropriate
boundaries while also acknowledging the special
vulnerability of clinicians, and negotiating
appropriate care without simply yielding all
clinical control to the clinician themselves.
When discussing the impact of sickness on
clinicians themselves there may be many emotive
issues including clinicians’ concerns about
whether their treatment is correct, and being
unsure how to approach seeking help, yet
wanting to be “cared for”. There can be difficult
issues for the sick clinician to face, including loss
of power and identity, shame, stigma and
loneliness. Allowing free discussion will normally
allow these issues to be ventilated. The educator
could summarise these at the end.
Equipment/resources needed
Participants can benefit from looking at the
resources, there is an information sheet for
clinicians seeking help in the References and
resources section to give as a handout at the
end (Reference 4, page 52). The group needs a
private space to meet in, as sometimes
discussions can become emotional.
Skills to make this work even better
Groups may begin by talking in generalities.
Sharing specific experiences can often be more
helpful. The educator should regularly ask for
specific examples, or ask what direct experiences
participants have had themselves. Asking if
anyone feels comfortable sharing a bad
experience can be fruitful. Allow participants to
talk with each other across the group, not just in
dialogue with the educator. Aim to let at least

two or three participants speak before adding
facilitation. If there is a short silence, it is OK to
stay with it for a while. Participants will soon
jump in without specific encouragement.
Educators will make careful judgements about
what they share about their own experiences of
illness; the educator’s role is to facilitate the
group discussion, not necessarily to be part of
the discussion itself.
Finally, the group may wish to consider to what
extent it is acceptable for a clinician to share
their own experiences of illness with patients.
What are the pros and cons of doing so?
Educators can also extend the discussion
to prevention:
• How could participants look out for their
colleagues and provide support when needed?
• What are the best ways to ask for support
and help?
The scope of the discussion could be extended
by considering these questions where relevant:
• How would we tackle it if one of our
partners was:
–– Drinking too much?
–– Suffering from depression?
–– In constant pain because of arthritis?
• How would we know?
• What can teams do to maintain awareness
of each other’s needs?
Pitfalls/when NOT to use this method
Small groups discussing potentially difficult
topics work best when there are experienced
group members who already know and trust
each other, or if participants already used to
group working methods, such as those who may
have attended a Balint Group.
Care needs to be taken if the educator knows
that some participants are vulnerable because of
existing health issues and negotiating some
“group rules/expectations” may also be helpful.
Participants should always have the possibility of
“opting out”, if things become too painful for
them.
Applications in other areas of
the session
N/A
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How does this help to build
relationships?
Discussion of sensitive subjects such as illness
means that participants give of themselves and
this deepens relationships. If participants go
away with the idea that we need to support,
and be supported by, our colleagues in an
atmosphere of mutual concern, then working
relationships could be improved also.
How does this help to structure
the education?
A serious subject like this can signal that training
is coming to an end and that participants need
to prepare themselves for being full members of
the workforce.
References and resources
1. Articles that shed light on the challenges of
caring for fellow clinicians include:
Domever-Klenseke and Rosenbaum in Fam
Med 2012 Jul Aug 44 p 471–7. When doctor
becomes patient: challenges and strategies
in caring for physician patients. A good
abstract is available here: https://www.ncbi.
nlm.nih.gov/pubmed/22791531
and describes difficulties with boundaries,
avoiding assumptions and negotiating care.
Jonathon Tomlinson’s article in the BMJ has
much useful information and insight based
on clinicians own experiences, see Lessons
from “the other side”: teaching and learning
from doctors’ illness narratives. BMJ 2014;
348 doi: https://doi.org/10.1136/bmj.g3600
(Published 02 June 2014) BMJ 2014;
348:g3600
This interesting blog from abetternhs.net
which covers important issues including
shame, loss of identity and stigma, while
having many useful links and resources, see
When doctors become patients https://
abetternhs.net/2014/01/27/dr-patients/

2. A comprehensive account is in When
Doctors become Patients by Robert
Klitzman ISBN 9780195327670
3. GMC information about managing one’s
own health is available here: https://www.
gmc-uk.org/concerns/information-fordoctors-under-investigation/support-fordoctors/managing-your-health
4. A potential handout to be given at the end
of the session as an aide memoire.
Key GMC points from
Good Medical Practice.
77. You should be registered with a general
practitioner outside your family to ensure
that you have access to independent and
objective medical care. You should not
treat yourself.
78. You should protect your patients,
your colleagues and yourself by being
immunised against common serious
communicable diseases where vaccines
are available.
79. If you know that you have, or think that
you might have, a serious condition that
you could pass on to patients, or if your
judgement or performance could be
affected by a condition or its treatment,
you must consult a suitably qualified
colleague. You must ask for and follow
their advice about investigations, treatment
and changes to your practice that they
consider necessary. You must not rely on
your own assessment of the risk you pose
to patients.
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Handout for after the session. Many thanks to Dr Tim Greenaway who produced this.
Being a good patient and getting the best from your doctor
• Register with a GP who is not one of your partners
• Avoid treating yourself or those close to you with prescription only drugs (GMC and BMA
guidelines). N.B. Chemists will now question this if it is obvious.
• Doctors tend to worry about their health! Checking out problems and fears with close friends
can help get things in perspective before a formal consultation.
• Avoid formally referring yourself to non-emergency secondary care where ever possible. If you
feel for some reason that it is necessary then inform your GP, i.e. “Do as you would be done by.”
• Consider an initial phone or email consultation with your GP: “I have got a problem I would
like to come and talk to you about …” may lead to a more timely appointment and a more
effective consultation.
• Respect your GP’s time and privacy – e.g. avoid ringing at home or in the middle of surgery
if at all possible.
• Follow the convention of the consultation – allowing your GP to maintain routines will prevent
error and lessen risk.
• Ask questions – don’t forget you need to share your ideas, concerns and expectations,
• Explore management options and agree treatment plans like everyone else.
• Don’t feel foolish if you don’t understand something but ask for more information.
• Talk to your colleagues as seems appropriate and remember to provide support to other
colleagues if they are the ones suffering illness.
• If you have a problem you are uneasy discussing with your usual doctor, consider contacting:
–– BMA advice line: 0330 123 1245 (you can remain anonymous)
–– The Doctors Support Network (www.dsn.org.uk) is a self-help group available to doctors
–– There is now a practitioners support service and there is full information available
at http://php.nhs.uk/
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12// ENDINGS
This section is not so much a single method, so much
as an invitation to educators, to consider that how we
finish off training and training programmes, requires
attention in the same way as how we begin them.
When to use it
The need for induction to a training programme
or placement is generally accepted. What
happens at the end of training programmes?
Groups and teams who work together over time
go through the stages of “Forming, storming,
norming and performing” as discussed in the
General Introduction to this manual. The final
phase, “mourning”, can be understood as the
means by which participants gain a sense of
completion, so that they understand it is “OK to
say goodbye”, so that a change in the
relationship between the participants and the
educator, (who may have worked with them for
some time) is recognised. Informally, many
groups will arrange some kind of social event to
mark this process. However, not all participants
may attend, and there may be celebrations, with
little opportunity for reflection.
What can educators do to highlight the
important closing moments of a course or
programme? Psychologists have studied the
planned “endings” of therapeutic groups and
recognise several components.
• Denial – participants may “forget” that this is
the last session, or “arrange to do something
else”. Participants may simply agree to carry
on meeting and focus on reunions or ongoing
meetings outside the formal programme.
While this can be an extremely useful facet of
Continuing Professional Development, the
existing group also needs to be attentively
disbanded, as any future group will not be the
same group.
• Regression – while this may apply more
to therapeutic groups, some training groups
will exhibit regression by pointing out how
much there is still left to learn, or asking for
“extra sessions”.

• Flight – participants may leave the group
early, or seek to join another CPD programme.
Sometimes, they may express frustration or
anger about the perceived shortcomings of
their training, although this may not always be
brought to the attention of educators.
• Reviewing – participants go over past, shared
experiences and use them to make sense of
where they are going next. Reminiscence or
evaluation can also prepare the participants
for the weakening and breaking of their bonds
with each other, as they say goodbye and
move on. These processes help to fully
integrate the learning that has been shared,
into the minds of the participants (Reference 1,
page 56).
The set up: how to use this method
It is worth planning ahead for the end of the
course. One way to orientate participants
towards “endings” is to arrange visits to other
places where education can be obtained. For
example, visits to conferences, or to alternative
providers such as Art Galleries, (see ENRICH
Conference and ENRICH Artist in residence).
Build in activities that help participants to focus
on their next workplace, (such as career
planning, interview preparation, considering the
management or financial skills they will require),
so that participants are already thinking about
“what happens next?”.
When planning final sessions, ensure that the
title for the day promises interesting content, so
that as many participants as possible actually
attend. I have found that if the programme says
“Evaluation and close”, participants may not
bother to turn up. This may represent a mixture
of “denial” and “flight” as above.
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Labelling a session as, “career planning”, or,
“the future of your place in the NHS”, or, “how
to survive and thrive in your career”, is more
likely to get everyone’s attention. Having a high
profile visiting speaker for part of the session can
also increase motivation to attend.
The end of a course should also offer time for
evaluation and reflection on the content and
process of the course. There are a variety of
methods to help achieve this in the EVALUATE
section of this manual. The aim will be to invite
reflection on changes that have occurred in
individuals and in the group. The kind of
questions may be triggered by questions, such
as, “where did we start from, what have we
been experiencing together, where are we now
and where are we going next?” In effect this
invites a “look how far we have come!”
response, so that participants can more readily
accept that ”our work here is done”, while also
acknowledging that there will always be more
learning to do in future.
Having some a formal process or ritual can also
be helpful. Creating opportunities for everyone
to formally shake hands and say goodbye, to
produce a work of art commemorating their
work, or, perhaps, having a gift or certificate
giving ceremony, can all highlight the
importance of ending the group well.
Explanations/timings
Explaining that the group is nearing its end, and
whatever process is chosen to highlight this, may
only take a few minutes. Participants may
require considerable time to express their
understanding of what they have learned, and
where they will take it next. This could be
facilitated though a creative writing exercise (see
ENRICH Creative writing).

The debrief: maximising the benefits
Much as in a consultation, the educator will
need to use sophisticated listening skills so that
the participants are enabled to express, fully and
freely, their thoughts and feelings about the
ending of their work together. The educators
own feelings and thoughts need to
acknowledged (perhaps privately first), and
expressed appropriately. If the main feeling is of
relief at never having to see these participants
again, then that is best discussed with a senior
colleague rather than participants themselves! It
is legitimate to acknowledge what the ending of
this group will mean, and what the educator
themselves has learned/gained from being with
that particular group of participants.
Equipment/resources needed
There sources for endings will depend on the
educators chosen method, and could include
“gifts”, objects or pieces of writing developed
during the session.
Skills to make this work even better
Some groups reach a stage of maturity, such
that, they themselves can contribute to the
organisation and planning of the endings session
or sessions. Being able to articulate the life of
the group and the boundary that marks the end
of the group, can actually be helpful to
participants, who will benefit from the clarity
that the educator brings.
Pitfalls/when NOT to use this method
Ending and mourning methods can only be used
with groups that have met regularly for at least
some weeks. These methods are not applicable
to one off sessions as a rule. There may be
elements of this approach that are applicable
where groups of participants at different stages
of training attend a “rolling programme”. This
may mean that participants do not all complete
the programme at the same time. However,
when participants in such groups reach certain
stages, pass specific hurdles or reach the end of
their training, then having some kind of marking
process will help all participants to feel that their
progress is valued, and that their achievements
are recognised.
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Applications in other areas of
the session
N/A
How does this help to build
relationships?
Although these approaches may seem only to
signal the end of relationships, respectful
partings are the reverse side of the coin of
respectful beginnings, discussed in the ENGAGE
section. Helping participants to realise that
working together means introductions and other
engagement strategies, helps them to
understand that leaving requires attention too.
Nobody wants to leave a team without anyone
taking any notice at all! This approach models
appropriate team behaviour for the future.
How does this help to structure
the education?
Having an explicit ending process provides a
containing and boundaried structure to the
programme, where appropriate.
References
1. Jarlath Benson. (2001) ‘Work at the ending
stage of the group: separation issues’,
chapter 7 in Benson, J., (2001) Working
more creatively in groups, pp. 145–54,
Abingdon, Routledge.
https://www.open.edu/openlearn/ocw/
pluginfile.php/465018/mod_resource/
content/1/e118_ol_reading_2.pdf
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13// CONFERENCES AND HOW
TO MAKE THEM ENJOYABLE
AND EFFECTIVE
If you stay inside your comfort zone it will just get
smaller and smaller … and more and more
uncomfortable: find ways to stretch your comfort zone.
When to use it
This method is about helping participants to
seek out conferences as part of their Continuing
Professional Development (CPD), by taking them
to a conference as a group during training, so
that they are offered education about how to
get the most out of a conference.
Educators use enrichment methods to help
participants learn in the here and now, and also
to enable them to have effective learning skills
lifelong. Thinking of learning as a skill that also
needs to be “learned”, is not self-evident.
However, by offering different kinds of learning
opportunities and reflection afterwards,
educators can help participants choose the best
educational opportunities in the future, after
they have left formal training.
In evaluations, participants often rate
experiential methods quite highly, and
appreciate opportunities to discuss and explore.
After training, those same participants often
choose CPD that involves lectures, disease
focussed learning and what is already familiar.
However, staying inside your comfort zone can
mean it just gets smaller and smaller. Seeking
out a conference, or meeting, about something
less familiar can be a challenge. Some
conferences seem rather intimidating to attend:
many (apparently confident) people bustling
around, complex programmes hard to navigate
through, queues for coffee or lunch, the great
and the good of one’s professional group
greeting each other effusively in corridors
(making the rest of us feel a bit insignificant).

This educational method offers participants ways
to overcome these issues, to develop confidence
in attending a conference and to get the most
out of attending in future.
The set up: how to use this method
During training the educator identifies a
conference that could offer suitable interest and
challenge to participants, especially if they are
not used to attending conferences. This could be
a national conference of a relevant Royal
College, or a smaller conference centred on a
particular area of interest. The conference is
offered to the group as part of the educational
programme that all participants can attend
together. For suitable one day conferences,
organising a bus to take everyone can be a
relatively cheap and convivial way to travel.
Travelling together also increases the enjoyment.
Most conferences offer cheaper rates for
clinicians in training, or for group bookings.
The educator can negotiate with organisers if
this is not obvious on the promotional material.
Most conference organisers (especially of smaller
conferences), love to have groups of younger
participants there. Participants can be
encouraged to get involved in the organisation
themselves; organising the bus, arranging
meeting up times and places and so on,
increase engagement with the conference
experience. Before the conference educators
should offer participants the opportunity to
discuss their approach.
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Explanations/timings
Initially, when offering conference attendance
explore participants’ expectations using the
ENGAGE Hopes and fears method. A conference
may seem too high powered, too difficult to get
to or too intimidating.
Then using the issues below as a guide ask
participants to consider how they might organise
themselves, as individuals, or as a group, to get
the most out of a conference, perhaps using a
“pause, pair, square, share” approach ( see
ENERGISE Using QUESTIONS effectively), or
perhaps by allocating smaller groups different
issues to consider.
• A conference seems intimidating – what
approaches could be used to overcome that?
• Will it be too difficult – what will
participants look for in the sessions, to help
them choose which they want to attend?
• I will not know anyone there – how can we
work as a group to overcome this?
• The other people will be more
knowledgeable than me – what approach
could participants take to have some
interesting conversations with those people?
The debrief: maximising the benefits
The debriefing needs to be skilfully facilitated to
ensure that positive approaches are highlighted.
These could include having a “conference
buddy” system, so that everyone knows they
will have at least one person to talk to, using
gamification approaches (Reference 2, page 59),
so that, for example, everyone has the challenge
of saying “hello, my name is” to one new
person they sit next to, saying hello to one
younger person and one older person, having an
open question to ask people in the coffee queue
(for example, “what has been your best
moment? Or how did you come to be here
today?), choosing their own personal top three
posters. It is worth considering having specific
meet up locations for lunchtime or the end of
the day, or agreeing what social evening events
to attend at multi-day conferences, so that
participants always know that they can find a
familiar face at certain times.
This could be summarised at the end as “Top
Tips” for making a conference enjoyable and
educationally valuable. Remember to emphasise
that often the best bits are the unexpected
conversations with new people. These can lead
to fruitful ideas or even new collaborations.

Equipment/resources needed
The educator should have the conference
programme available for consultation and
discussion in advance and talk participants
through how it works. Educators need to be
keeping eyes and ears open for suitable
conferences which could include a suitable Royal
College national conference, a one day
conference on an unusual subject or a
conference considering a different aspect of a
common subject.
Recent suitable examples have included a
conference on the subject of Overdiagnosis
(an unusual subject), a conference considering
how Lifestyle Medicine could change our
approach to Diabetes care (a new approach to
a common subject), a Deep End (Reference 1,
page 59) conference on the “Exceptional
Potential of General Practice” (examining the
Inverse Care Law) and a BJGP research
conference (Royal College driven and offering
the opportunity to consider some new ideas).
In many training contexts, participants will have
some kind of study budget to support
attendance. If this is not available, participants
could be invited to consider how they will set
money aside as an investment in their future
learning, an investment in their “thriving not
surviving”.
Skills to make this work even better
After the conference, make sure to offer some
evaluation and debriefing time. Focus on what
was new, interesting, challenging or inspiring
and on the effects of networking and meeting
new people. Ask how this approach might help
them “thrive not just survive” in future.
Another approach might be to ask participants
to do some research in advance on the most
unusual, interesting, different or easily accessible
conferences going on in the next three to six
months, so that they can choose a conference
to try out within the training programme.
This could be an interesting task for action
learning sets. Also ask them to set themselves
some aims and objectives for the potential
conferences they might attend in future, so that
the skills of using a conference for effective
education are reinforced.
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Pitfalls/when NOT to use this method
Try to avoid “conferences” that are really
“courses”. They will have titles like “A one day
update on Hypertension”. These will tend to be
didactic and lecture driven in content and will be
aimed at knowledge transfer. Conferences are
more fun if they challenge attitudes, offer new
skills, a chance to meet and network with new
people, or offer the opportunity to work in well
facilitated small groups.
Participants need to have at least some study
budget available to cover registration costs and
transport. This may mean that not all participants
attend the conference. However, even if only
some participants attend, discussing how they
made the most of it afterwards may inspire others
to try something new in the future.
Applications in other areas of
the session
Referring back to conference experiences and
benefits can be useful in future sessions, when
considering what CPD participants plan for their
future career.
How does this help to build
relationships?
When educators take concerns about
conferences seriously, participants’ relationships
with the educator will benefit. Attending
together helps build relationships between
participants and if they start to learn networking
skills, their relationships with other professionals
will also develop.. This can help build a sense of
“belonging” and of connection to others doing
similar work. Isolation is a potential driver for
burnout. Good quality CPD that connects
clinicians to others can be very important in
building resilience.
How does this help to structure
the education?
This approach further emphasises that training is
for life not just examinations. Attendance at a
conference can be a highlight in a programme,
offering a variation in the approach to learning.

References
1. ”Deep End” refers to a network of General
Practices that work in the most deprived
areas of the country, and who have
developed support and resources to assist
those working in such areas to be effective
and to thrive. See:
http://www.rcgp.org.uk/clinical-andresearch/resources/bright-ideas/deep-endgroup.aspx
https://yorkshiredeependgp.org/
https://twitter.com/deependgp?lang=en
2. “Gamification” This is a concept borrowed
from interactive video games. It means
structuring learning in a way that has playful
elements (including aesthetics) and also
“levels” that participants can aspire to. In
this context it could mean participants get
“points” for speaking to new people at a
conference, for attending a session on a
subject that they know nothing about
beforehand, for introducing themselves to
someone whose work they are interested in,
(for example, someone whose poster they
enjoyed), or for the degree to which they
have learned a new skill (networking, critical
appraisal of conference posters). The aim is
to increase motivation to try new things,
capturing interest and inspiring them to
continue learning, perhaps in new ways.
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14// ENRICH WITH A GIFT
We all love a party bag; offering a “gift” for
participants to take home can be life enhancing.
What it is for?
Giving participants a “gift” means giving them
something (literally “some thing”, an object of
some sort) that they will take away from the
session to reflect on, use or keep at home. Gifts
can be of various kinds, (suggestions below) and
should be in some sense personal to the
individual recipient. Having something to take
away at the end of the session offers the
opportunity (not the guarantee) that the session
will live on in the mind, helps to make it more
memorable and can also signal that the
participants are in themselves valued, if they are
presented with something that will have
personal meaning.

photographs. Examples could include the
outcomes of team building exercises that involve
construction (see ENERGISE Teamwork skills
using constructions), or personal feedback,
(described below, in detail) or the outcomes of
using the arts such as drawings, collages, pieces
of creative writing.

When to use it
This approach is useful as a way of punctuating
the end of a session, or the end of a term, or of
whole course/programme, so that the content is
personalised, so that the individuality of
participants is recognised. This can help to
increase the sense of “belongingness” in a
group that can really increase educational
effectiveness, especially for those who are
unsure of their welcome.

If creating something during the session, explain
that they will take that away with them as a
reminder (see ENRICH Artist in residence).

The set up: how to use this method
“Gifts” may be literally that – presents given to
participants to mark an occasion; Christmas
perhaps, the end of a session, the end of a
course. Depending on budgets it can be helpful
to give participants a present of a book, or a
DVD which will expand their understanding of
the role of the clinician. Most bookshops will
offer discounts for larger orders so costs can be
kept down. Suggestions for possible books to
give are listed at the end under RESOURCES.
However, gifts can also be things which are
created during the session, which can be taken
away either as a literal objects, or, as

Explanations/timings
If giving a book or similar, explain the occasion,
why this was chosen and hand over at the right
time, usually at the end of the session.
Give gifts with intention and directly to the
individual person, make sure it has their name
on the wrapping.

To give participants a gift of very personal
feedback divide the group into groups of about
eight to ten (it takes too long if the group is
larger). Give each person an A4 envelope
containing a sheet of A4 plain paper. Give
everyone some sticky notes. Then ask each
person to write their name on the outside of the
envelope in big letters and pass the envelope to
the person on their left.
Then each participant will use the sticky notes to
write about the person whose envelope they
now have (i.e. not their own). On one note they
should praise the person, writing something they
have appreciated about that person, something
that they brought to the group. On a second
note they should write something they think the
person could do less often, or do more of. For
example, someone might write:”you always say
humorous things that lighten the atmosphere
when we are struggling with difficult topics –
you could encourage others who are quieter to
speak more in the group”.
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When complete, the sticky notes are stuck on
the A4 paper inside the envelope. Then the
envelope is passed to the left again and the
process repeated until everyone gets their own
envelope back – this is their “gift” of feedback
to take home with them. This can be a useful
way for the educator to get personal feedback
about their style too. Participate in the group or
add an envelope with your name on to the
process. It takes about 15 to 20 minutes to do
this exercise.
Evidence shows that personalising an advice
sheet for patients (by adding their name,
highlighting the parts that may be especially
useful to them, removing irrelevant parts),
increases effectiveness. Transferring this same
consultation skill to an educational context
suggests that educators who personalise gifts,
and even handouts, will increase their impact.
A personalised handout, highlighting strengths
and future learning needs could be the outcome
of a one to one discussion with participants,
scheduled into a programme (see ENRICH One
to one discussions).
These are just some examples, educators will
surely be able to devise interesting “gift” ideas
to suit their own particular group of participants.
The debrief: maximising the benefits
If giving a book/DVD come back to it later and
have a “Programme book club” in a future
session. Referring back to the content and
having a discussion about it will reinforce that
reading a book is valid learning, will reinforce
the reflection implied in the book and
demonstrate how engaging in an arts-based
activity can help us process difficult aspects of
our work as clinicians. This is because the artist
has, in a sense, done some of that processing
for us.
If personal feedback is the gift, refer back to it
later. What was helpful about the feedback?
What kinds of feedback were less helpful? How
did they use it? What did they put in their
appraisal or other portfolio?
Educators using a personalised handout hand
out or similar, can ask participants at a
subsequent session to discuss what was most
useful for them, so that participants can reflect
on their individual learning needs, and how
education is helping them to focus on their
needs in particular.

Equipment/resources needed
• Gifts of books obviously need planning and
are even better if individually wrapped and
labelled, for example, by putting it into a
coloured envelope or by attaching a personal
note to the person receiving it.
• For the feedback exercise, A4 envelopes
and paper, pens and sticky notes need to
be available.
• For other “gifts”, the resources will depend on
the educator’s choice of activity.
Skills to make this work even better
Educators could encourage participants to think
about and gather the various ”gifts” they receive
from their education programmes, and also the
various “gifts” they give themselves, in the form
of contributions to the educational process and
to the learning of others. Making a collage/
construct, image or sculpt of such “gifts” could
be a valuable part of EVALUATION.
Pitfalls/when NOT to use this method
Even if everyone gets the same book, giving a
gift needs to be personal, so avoid just leaving
books in a pile and saying “help yourself”. The
method is probably not appropriate if there is no
ongoing relationship between educator and
participants.
Are handouts “gifts” in this sense? I would say
not – a handout is a generalised, generic object
given to everyone, and therefore more public,
less specific and more utilitarian. A gift is better
if it has an extra, personal, quality. A handout
could become a gift if it is individualised and
personalised in some way.
Applications in other areas of
the session
N/A
How does this help to build
relationships?
Giving a gift or helping the group to create
“gifts” for each other personalises the
educational process, so that relationships
develop and deepen, based on acceptance of
who the participants really are. Acceptance and
belonging are powerful motivators for learning.
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How does this help to structure
the education?
Giving a gift such as a book, then having a
discussion about it at a later session can give
shape to a course, and helps participants to get
a better sense of things unfolding and
developing. It helps the educator in planning, as
some sessions will naturally follow on from
others.
Resources
Here are some suggestions for possible books to
give participants in General Practice Education
settings (other specialities may have different
ideas of course)
The Country Doctors Notebook by
M Bulghakov. ISBN 978 0 099 52956 9
This book describes the experiences of a young
Russian doctor who is posted to the countryside
to work in what is effectively a primary care
centre. He describes the intensity, the
uncertainty, the doubts and triumphs as well as
his often dysfunctional ways of coping. Short
and well written.

The Suburban Shaman; Tales from
medicine’s front line by Cecil Helman
ISBN1 905 14008 9
Helman also wrote the book “Culture Health
and Illness” which is well worth a read for any
GP ( but is rather long). He brings a wealth of
understanding of different cultures and
approaches, humour and sensitivity to this
collection of short stories from GP land.
Accessible and interesting and can be read in
bite sized chunks.
The Citadel by A J Cronin
A book from the inter-war period that describes
the struggles of a pre national health service
doctor and how he finds his integrity when
faced with various conflicts of interest and
tradition.
A Fortunate Man by John Berger
A thought provoking book with an
accompanying photo essay describing the
complex life of a single handed practitioner in
the Forest of Dean. Although few doctors work
in this way now, the book does raise important
questions about the GPs role in the technical
and non-technical aspects of the job, how the
GP deals with suffering and his failures, and to
what extent a doctor is in the community or part
of the community.
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15// CREATIVE WRITING
This technique is useful for exploring difficult areas
such as resilience, the difficulties of clinical practice or
tricky subjects like angry patients.
When to use it
This technique is useful for exploring difficult
areas such as resilience, the difficulties of clinical
practice or tricky subjects like angry patients.
Used as a prelude to other discussions it can
free up participants to talk about a wider range
of issues, or enable them to talk about their
own emotions connected with their (difficult)
clinical work.
Imagination is more important than
knowledge. Albert Einstein
Many clinicians feel that they “cant” do art or
writing, and this method uses an approach that
means everyone can produce something
worthwhile, without having to share it with the
whole group, unless they want to. It is essential
to emphasise that there are no “right answers”
or “proper pieces of writing”. The aim is to allow
our right brains to do the work for us and select
what is important, interesting or significant.
Afterwards we can reflect on that, without
judgement.
The set up: how to use this method
There are two phases to this exercise: an initial
“free writing part” which is kept completely
private to the individual, (unless they feel they
want to share it), and a second phase when
they use a little bit of their initial writing
to create a poem, using a formal method
explained by the educator.

Phase 1
Everyone needs paper and pen, (one dyslexic
participant told me she preferred to use a
writing App on her phone – this is also OK).
The task is to spend five minutes writing about
their last day in clinical work, (yesterday,
perhaps). The aim is to put pen to paper and
write without stopping to think at all
continuing until the five minute bell goes. This
may mean writing sentences or words, about
one patient or about logging on, or about
anything at all that pops into their heads.
“Just write about what pops in, do not worry
about spelling or punctuation at all. If you get
stuck you can write “I am stuck now” until any
new thought that comes into your mind, and
then write that thought down without thinking
about it, without judging whether it’s a good
thought or not. This writing is private to yourself.
It will only be shared if you choose to do that”
It is pretty much impossible to think about
nothing (it takes years of intense Buddhist
meditation training, apparently), so all that’s
needed is encouragement to write the thought
down even if it is “I hate writing about myself, it
is silly, nothing much happened yesterday
except…”. Time the writing very strictly, with
a bell or similar, stopping after five minutes.
Keep encouraging people to keep the pen on
the page and to write anything, trusting their
unconscious mind to bring up something.
You can model writing in this way yourself.
At the end of five minutes, ask participants to
stop and read what they have written privately
to themselves, noting anything they find
interesting or important.
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Phase 2
Again working alone, ask participants to
underline the words or phrases that they think
are most interesting to them, most significant to
them or even most surprising to them – the aim
is to underline things that “catch their eye”.
Again, emphasise that the unconscious will do
the work, they can let go and just see what
comes up. There are no right or wrong answers
here. Some participants need to hear that said
overtly.
Explain they are now going to write a poem
whose lines have syllables arranged like this:
• Line one has two syllables – this could be a
phrase, or, one word
• Line two has four syllables – this could be a
phrase, several words, one word
• Line three has six syllables This could be a
phrase, several words, one word
• Line four has eight syllables – this could be
a phrase, several words, one word
It works best if they do this line by line, so start
by asking them to write two syllables, then
when everyone seems to have finished, the next
line of four syllables and so on.
Finally, ask them to repeat the lines in reverse,
i.e. eight, six, four, two syllables, to complete
the poem.
Here is an example for clarity:
Widow
Weight loss, bleeding.
I meet her eye, she knows,
I will care for her until death.
I will care for her until death.
I meet her eye, she knows,
Weight loss, bleeding,
Widow
Ask participants to form pairs, perhaps
with someone they are used to working with.
Ask them, if they are willing, to share their
poems with that one other person. Allow
sometime for them to discuss with each other
what they have been writing about.
Then debrief with the whole group.

Explanations/timings
Explaining the free write and getting everyone
to have a pen and paper takes about three to
five minutes. Allow five minutes for the free
write and then five minutes to go through the
poem syllables, like by line. Allow a few minutes
for discussion in their pairs, stopping when it is
clear the room is going quieter or participants
are changing the subject. Allow a few minutes
general discussion.
The total time needed for this exercise alone is
about 20 to 30 minutes.
The debrief: maximising the benefits
The initial debrief happens when participants
write and read their poems to each other in
pairs, allowing them to express themselves and
share their thoughts and feelings in a safe
situation. The discussion with their partner may
be the most effective debrief for some
participants.
In the large group debriefing could cover
questions like:
• What was it like to write knowing you
could not get it wrong? (Because any
writing was fine)
• What kinds of thoughts came up?
• What kinds of feelings came up?
• How did your partner respond to your poem?
(Helps to emphasise that participants can trust
their colleagues to take them seriously).
Equipment/resources needed
Pen and paper. Watch or phone to time
the free write.
It can help to put the arrangement of syllables on
a slide, however there are disadvantages to this.
If it is on a slide it immediately becomes formal,
structured, implying a “correct approach”.
It works better if the educator simply describes
what participants need to do, so that they will
become absorbed in remembering and acting on
that. This approach tends to make participants
become less self-conscious, so that they use their
“holistic” right brain skills, which will help them
pick out the right words. The automatic element,
when the lines are simply reversed is extremely
easy to do, and often unexpected for participants.
This reduces their stress at doing an unfamiliar
task, because success is guaranteed. There are
no bad poems here.
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Skills to make this work even better
There are many way to use creative writing in
education: this method is a “starter for 10” as
they say on University Challenge! Educators who
wish to venture further could enlist a local poet,
writer or member of the Society of Medical
Writers to help them do a more extensive
writing workshop (see Resources and References
below). The Curators of Art Galleries or
museums are keen to engage with all kinds of
groups and may have suggestions about local
writers who are used to doing workshops in this
way. They are readily contacted via their
institution’s web pages. Writers or poets need
careful briefing beforehand, to discuss what they
propose doing and how best to work with your
specific group of participants (see ENGAGE
Preparing an educational brief).
There are some other suggestions for writing
tasks in the Resources section below. This
approach can be used on different occasions
with a different focus.
The arrangement of lines suggested in the setup
is not the only one. A Haiku could be suggested
instead: this is a poem of just 17 syllables
arranges in three lines of having five/seven/five
syllables. Usually Haiku are about natural
subjects, but adapts itself well to the “natural
subject” of the clinicians own state of mind.
Pitfalls/when NOT to use this method
This method is best used with groups who
are used to working together and who have
developed enough trust in the educator to
try something “out of the box”. Groups of
experienced educators, or participants who
already have some group skills, can do this
effectively, even if they have never met
before, provided some attempts have been
made to engage them using suitably chosen
ENGAGE techniques.
Applications in other areas of
the session
If a session throws up and emotive or difficult
subject, the educator could use this method as a
way to allow some non-judgemental exploration
of the issue, prior to more extensive discussions.
How does this help to build
relationships?
Writing can feel odd or exposing to clinicians
and yet at the same time, it can enable them to
reflect on what their work means for them, in a

safe and helpful way. Sharing builds relationships
over time, and can make the education more
effective. There is evidence that practitioners
who share this approach with others feel better,
less stressed and get less burnout. Feedback
after one workshop included comments like:
• “Life changing”
• “Creativity in writing can be helpful
for resilience”.
How does this help to structure
the education?
It can be used on its own as a stress reliever, or
as a prelude to talking about resilience, or other
less clinical subjects. It can be used as part of a
longer session of writing when other methods
are also used.
References and resources
Reflective Practice by Gillie Bolton
ISBN 978-1848602120 gives an interesting over
view of this kind of approach, with lots of more
complex ideas that could be applied to portfolio
entries or appraisal, with helpful comments on
how to avoid difficulties.
The Artists Way by Julian Cameron
ISBN 978-1585421466 This book has some
interesting ways to enhance reflection and
creativity, especially with the use of “free
writing”.
Alternative tasks for a free write could be:
• My last patient yesterday was …
• My youngest patient this week came with …
• The team I work with …
Or start by saying one of these “stems”
• Write about what passes through your mind
if the situation is …
–– When people say thank you
–– When I cry
–– When I stay awake at night
–– When I first became a doctor
• A good doctor is …
The Society of Medical Writers may be
able to put you in touch with a local writer
who would be willing to do a workshop.
See: http://somw.org.uk/wp/
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16// ARTIST IN RESIDENCE
This method is best used with a group that has
an ongoing life, for example a GP ST3 group who
have been working together for a while.
When to use it
The aim is to find an artist who can work with a
group over time, say three sessions, so that their
artistic insight into the clinical world builds up
and so that the group of participants develops a
relationship of interest and trust in the artist and
their perspective. Some notes on how to find
such a person are given in the Resources section
below. The work of the artist needs to be
integrated into the programme and into sessions
that may, overtly, be about other subjects. The
example given here is of one such piece of work,
so that educators can have a rough guide to
some of the possibilities. Working with the artist
you choose will inevitably throw up other
possibilities. Discuss the process together,
perhaps using ENGAGE Preparing an educational
brief as a guide. Working with an artist can
explore issues of what we pay attention to, how
we represent things and what images we use,
how we are affiliated to each other and how
we can develop and harness our creativity in
working environments.
The set up: how to use this method
Here is just one possible example. Working with
artist Matt Worden, we devised a three session
“Artist in residence project”.
First session
The artists was introduced to the participants
and he facilitated a “quick draw” exercise for
them, collecting the images on a board to
inform his work.
That day we had a session working with a GP
in how to motivate patients towards behaviour
change, illustrated by his work on improving
diabetes care, which was focussed on helping
patients to understand and implement low
carbohydrate diets. While the “usual work” of
the session was going on, the artist painted and

sketched alongside, responding to the issues
coming up visually and artistically. At natural
breaks in the session he then showed his work
and explained his thinking and his responses.
This helped to highlight the “unseen” issues that
both patients and clinicians feel: the “weight”
of responsibility and experience of illness, the
“helplessness” that we sometimes share when
nothing is improving, the “hopefulness” that
came from working alongside and with patients,
rather than trying to do things “to them or for
them”. This illustrated many of the issues about
positive language that the speaker was
concerned with. Alongside this I noted many
of the exact words used by speaker and
participants and summarised the session’s work
in a poem (see Resources, page 69).
Second session
This session took place at the Whitworth Art
Gallery, which promotes strong links between
Arts and Health (see Resources section), so that
the participants have an experience of working
and learning in a totally different environment,
so that they can be exposed to different ways of
understanding health, and also have some
creative experiences of their own.
The programme for the session was devised
by the artist and the gallery staff and included a
life drawing class and responding to the pictures
on display in the exhibition areas.
During previous visits participants have been
able to have close up private viewings of prints
and objects from the museum which are not
usually on view. This has include artefacts from
ancient Egypt which were used by ancient
physicians, (which provoked discussion about
how many preoccupations of doctors and
patients are just the same now), a series of
Hogarth prints about the ravages of alcoholism,
(no changes there!) and objects relating to rites
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of passage (such as naming of children or
funerals), so that participants could discuss
about these important matters in relation to
their own contributions and experiences. A
series of pictures about the work of medics in
the first world war provoked reflections on the
nature of suffering, what it is like to be exposed
to people in pain as clinicians, and how the arts
help us process difficult experiences.
Third session
The final session with the artist, was also the
final session of the whole Study Release Course.
All the methods in the ENGAGE section help
participants to FORM, NORM, STORM and
PERFORM as a group. When such a group
comes to a close it is important to recognise and
enable the group to MOURN, so that the
experiences of the group are recognised and
valued, and so that the participants can see their
way forwards after the group has ended.
The artist did an upside down drawing exercise
with the participants (providing the materials
required). This helped them to see the value of
non-judgemental focussed attention. What they
produced astonished them all.
Then, being able to use a large variety of media
(collage, pencil, paint, felt tip) each participant
produced a personal image on the theme of
“What the Study Release Course has meant for
me”. Plenty of time was allowed for this, and the
artist was available for advice about materials
and managing the images.
Finally, we held an “exhibition” and everyone
talked about their image. Each participant was
formally thanked for their contribution to the
Study Release course by the educator, who
shook hands and said goodbye to each
participant individually wishing them well in
the future.

Explanations/timings
• In the first session the artist stayed all
morning, while the usual work of the
group went on, with a few minutes at
intervals when he explained his work.
• The Art Gallery session was a whole
afternoon.
• The final session was about two hours
long and took place after evaluation and
feedback processes.
The debrief: maximising the benefits
Allow participants time to reflect on their own
about the question: “what did art bring to the
session today?” Then ask them to share their
reflections in pairs. Ask if someone has
something, or has heard something they wish
to share with everyone. Be accepting and
non-judgemental about all such contributions.
One benefit was summed up when a participant
said: “It has already changed how I look at
things during consultations. I look to see what
is there without making a judgement first, and
I see more”.
Another commented: “I have already signed up
for a life drawing course; drawing was so
relaxing to the mind I want to do more of it as
way of staying sane”.
Equipment/resources needed
The artists will need a table and some space and
perhaps some noticeboards to display things on.
These resources are usually readily available in
postgraduate centres. Discuss with the artist in
advance what the arrangements will be for
materials/paper and agree who will provide/pay
for them. In our St3 course we use a limited
number of external speakers so we were able to
use our speaker budget for the artist. Some
Galleries have small budgets for public
engagement work which you may be able to tap
into.
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Pitfalls/when NOT to use this method
It is likely that some participants “get” the artists
role completely and find it a truly enriching
experience. It is possible that some participants
will not “get” some or all of what their
contribution is about. This is OK. Enrichment
activities are about making an offering that
participants can take and develop, in a way that
meets their needs.
This means that not all enrichment activities help
everyone all the time. The aim is to have a
variety of such methods on offer, so that
participants can pick up what works best for
them. When it does work for them it can have a
massive impact. Accept puzzlement or criticism
of this approach in a non-judgemental,
accepting way.
Sometimes the impact is felt far down the line.
When I meet participants years later they often
say: “I did not get why you did such a thing at
the time – now I have been in practice for five
years I see how it matters”.
Applications in other areas of
the session
Once familiar with quick drawing techniques
educators can call upon this in other parts of
other sessions. For example, asking participants
to draw “how they felt at the end of the day”
so that they are orientated to a discussion of
how to make recreation time more effective can
work. Drawing can be used to clarify current
views so that discussion opens up to new
understandings.
We asked participants in groups to “draw a
picture of the typical alcohol abusing patient”.
Then used the caricature, (red eyes, big liver,
bottle in hand, fag ash dropping from mouth,
smelly, unkempt) to reflect on ways that we
make judgements, how we may miss alcohol
misuse in those functioning well and how we
need to widen our view about alcohol problems.
This was the prelude to a useful session using
other methods to develop participants’
understanding about alcohol in clinical care.

How does this help to build
relationships?
Educators can create a non-judgemental
atmosphere, so that sharing the arts and
creativity happens with no “wrong answers”, so
that participants relax and are able to be
themselves, allowing many different perspectives
to come out This increases sharing of thoughts
and feelings, increases a sense of
“belongingness” which helps to strengthen
relations between participants, and between the
group and the educator.
How does this help to structure
the education?
The arts can be used as a commentary on what
is happening, as punctuation or trigger to the
next set of ideas or as a way of signalling ways
that participants can enrich their own education
after formal training is completed. Using the
arts, in whatever form, signals that the whole of
our minds are useful in clinical work, and
enlarges the view.
Resources
Working with an artist
One artist who is able to do this work is
Matt Worden, who has done work with
the arts in mental health and is used to
working with clinicians. He can be contacted
on matt@art-social.co.uk
See also: https://www.facebook.com/
mattworden66/
It might also be worth contacting Art Therapists
in your local Mental Health Services. Contact
your local Art Gallery or commercial space
where art is sold, they will have contact details
for local artists who may be interested in this
kind of work.
Working with an Art Gallery/Museum
The Whitworth Art gallery has a strong outreach
programme see their websites at:
http://www.whitworth.manchester.ac.uk/learn/
healthandwellbeing/
http://www.healthandculture.org.uk/
and contact:
http://www.healthandculture.org.uk/contact/
info@healthandculture.org.uk – Wendy Gallagher
is their current coordinator for this.
If you are working outside Manchester, check
out your local Art Gallery or Museum. They
would be delighted to hear from you.
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Poetic summary of the artist’s first session
What kind of doctor do you aspire to be?
Pin drop silence in the room.
“I am a cheerful, old, GP”, he said.
“Starting out, it dragged me down.
Either I die or they die.
Patients reduced from people to
One, two or three Jaffa cake problems.
But, I did not want to be lonely”.
After all why do we care?
What would be the difference that I could make?
I discovered the power of hope,
The older I get the straighter I get,
Honesty led to collaboration.
Let’s risk it for a biscuit.
I am hopping mad!
Flip the consultation and pay attention.
Moaning diminishes us,
All this talk of killing, sleeping, weeping.
Make every word count.
You are a tough cookie,
You have dealt with a lot,
What was your best day?
Your daughter is brilliant,
She has hopes.
I did not want to be lonely.
I’m still here, after 32 years.
Books
Drawing from the right side of the brain by
Betty Edwards ISBN 978-0285641778. This book
has many ideas for enhancing creativity.
The Artists Way by Julian Cameron
ISBN 978-1585421466
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17// ONE-TO-ONE MEETINGS
Educators working with a group of participants
over time can use this method to help individuals
recognise their strengths and weaknesses, help them
identify how best to work with their group, and help
them to identify effective learning strategies.
When to use it
Educators working with a group of participants
over time can use this method to help individuals
recognise their strengths and weaknesses, help
them identify how best to work with their
group, and help them to identify effective
learning strategies. I have used this method
mostly with participants in their final year of
training, and where time permits, it could be
used at any stage of training with benefit.
The set up: how to use this method
The aim of this method is to meet each
participant individually, for a short conversation
(say, 10 to 20 minutes) to help them use their
training time most effectively and to identify
ways in which the educator can assist that
particular individual in the context of a
training course.
The basic outline of the conversation is
planned in advance, and recorded in real
time, so that the participant and educator
agree and share the outcomes of the meeting
immediately. The focus is on strengths, learning
methods and what strategies could help that
participant’s learning become even more
effective. One suitable proforma is included in
Resources (page 72).

Explanations/timings
Early in the programme the educator explains
the process, so that participants know that
very short meetings will be arranged with each
participant, usually in the coffee or lunch break.
The explanation to the whole group need only
take a few minutes. The length of the meeting
should be kept brief. If a major problem
emerges, that requires detailed attention, the
educator should schedule a longer, more
thorough meeting at another time.
The debrief: maximising the benefits
The notes taken should be openly shared with
the participant and agreed with them, inviting
any extra comments. The record can be scanned
or photographed by the participant for their e
portfolio entry (normally in General Practice,
under “professional conversations”). The
educator can also seek agreement to add a short
educator’s note recording the fact of the
meeting and any key suggestions or comments.
Again this should be kept brief and specific.
There is an example of an educators note in
References and Resources below.
Equipment/resources needed
A sheet to record the conversation is all that is
required, together with a suitably private space
to share a cup of coffee and a conversation,
such as the postgraduate office. The record
should be taken at the time and a copy
immediately available to both parties.
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Skills to make this work even better
Participants can be given the format of the
conversation in advanced to help them
reflect on what would be helpful for them.
The skills needed to make the conversation
effective are the same as those used in a
consultation; active listening, the ability to pick
up and react appropriately to cues and clues
about participants’ views, the ability to
summarise and share a plan. This is another
example of the overlap between consultation
and educational skills.
Pitfalls/when NOT to use this method
This method is not really applicable of the
educator is not in an ongoing relationship
with the participants through a group process.
It must be clear that this is a process for all
participants, and is seen as a formative,
encouraging process. Preparation of an
appropriate structure is essential.
Applications in other areas of
the session
N/A

How does this help to build
relationships?
This helps build the educator/participant
relationship. This may enhance the use that
participants make of sessions, and also increase
the likelihood that they will seek appropriate
advice for any problems arising.
How does this help to structure
the education?
Reflecting on educational strategies and
techniques can help advanced participants
consider how to develop even further and can
help weaker participants make the most of their
learning opportunities.
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Resources
One possible proforma for a one-to-one meeting
One-to-one meeting between educator (insert name)
And (insert name of participant)
Date (Educator reaffirms that this is a planned one to one meeting, arranged for all participants to
create an opportunity to discuss how training is going)
How is your training going?
What is your biggest worry about training?
What has been the most useful bit of feedback you have received? How did it change things?
(Note: ensure the participant is specific about feedback, referring to a specific occasion and a
specific thing that changed. This helps to focus their attention on the power of good feedback.
Practice just makes permanent; only feedback makes perfect.)
What resources are you using to help? For example which books, 14 fish, audiobooks, online?
(Note: this helps the educator to direct the participant to sources of learning they may not be
exploiting fully. The educator can also help to ensure that methods to identify learning need, such as
multiple choice tests, are not being used as a substitute for learning.)
How can I help you to succeed this year?
(Note: many participants are pleasantly surprised to understand that someone is keen to help them
succeed. Being recognised as worthy of being helped to succeed, can be extremely motivating for
some participants.)
Note to participants: you can add this to your portfolio as Professional Conversation. Can I have your
permission to add a brief educator’s note to your portfolio also?

Example of an educator’s note in the e portfolio
It was a pleasure to meet Dr P today for a one to one meeting, as part of a series of scheduled
meetings with all participants on the … Course.
DR P feels that training is going well, has passed all the examinations so far, planning to take
the final CSA examination in march.
The biggest worry Dr P has about training is completion of their portfolio, caused by Dr P having
a period of time off, due to family problems, in the last 12 months. Dr P is planning to overcome
this by setting aside 20 minutes after each shift, to complete their portfolio.
Their most useful feedback was being made aware that they frequently ask patients the same
question more than once, which irritated some patients. It appeared that this was because Dr P
was thinking about the next question, rather than focussing on what the patient’s answer was.
Since changing their approach, and deciding what to ask, only after the patient has finished
speaking, they have found their consultations to be shorter and easier.
Dr P is using appropriate textbooks and online resources for study, they will consider using
Skills for Communicating with Patients to enhance their consultation skills.
Dr P is a fairly quiet person and thought I could help them succeed by encouraging them
to contribute more actively during discussions on the course, perhaps by asking them directly.
Dr P agreed to volunteer to be the rapporteur in the next small group session, to practice
speaking out more.
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18// INVOLVING PATIENTS IN
EDUCATIONAL SESSIONS
Having patients involved in teaching sessions can
bring new layers of understanding to participants
and remind them of the humanity of the patients
they work with every day.
What it is for?
Having patients at teaching sessions alters the
way participants behave and can change their
thinking; it brings clinical learning to life.
When to use it
Having patients present during sessions works
best if the session is directed towards a specific
illness or issue that patients can give a personal
and unique insight too.
The set up: how to use this method
Preparation is key. Firstly, as the educator the
exact purpose of having the patient there needs
to be clear; is it to discuss their experience of the
illness, their experience of healthcare, or their
views about what doctors do? Is it to encourage
specific understanding in the participants or to
identify specific behaviours in the participants
that could be helpful or unhelpful?
Secondly, the educator needs to prepare with
the patient so that they agree on the purpose
and thrust of the patients involvement. The
patient may be asked simply to give an account
of their experience, the educator can
“interview” the patient using a Question and
Answer format, or, participants could be asked
to send questions in advance to be discussed
with the patient. The patient also needs to be
asked if they are happy to be asked questions on
the day, and if so whether there are areas they
would prefer not to discuss. The educator can
then steer any discussion appropriately.

Some patients will need time to see questions
written down in advance, so that they have time
to consider them, especially if they are not used
to public speaking type situations. Discussing it
in advance means any specific agendas that the
patient may have can be considered and
incorporated appropriately.
The educator’s questions need preparation;
obviously avoid closed questions that can only
be answered with yes or no. Equally, entirely
open questions can go off track (“Tell me about
yourself…”). Open directed questions can be
very useful, followed up with specific probing
questions to clarify detail (just as in the
consultation). For example:
“How did your illness first start?” (Open directed
question), can be followed up by “How did
things go when you went to the doctor?”
(Probing question but linked to what the patient
has been talking about)
Thirdly, participants need to be aware that a
patient will be present, and to be encouraged
to behave professionally.
Robust arrangements need to be made to
meet and greet the patient, ensure they are
comfortable, have access to a drink/the loo, etc.
Usually a dedicated person needs to be available
for this. Always invite patients to bring a family
member or friend if they want to (not all do), and
offer practical support such as arrangements for
car parking or travel expenses, making sure the
venue is appropriately accessible.
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Explanations/timings
Introduce the patient at the start and explain the
purpose of their attendance and how they are
going to interact with the group. Ensure they
have a microphone if needed. Timing will
depend on the purpose. Decide in advance if
they are going to stay throughout the session or
leave once their part is done. Sometimes
participants need time away from patients to
discuss and digest their thoughts. Sometimes
the patient may wish to debrief with an
educator. Plan this advance if needed. If the
session continues after the patient has finished
their contribution, ensure that there are suitable
arrangements for thanking them and offering
any assistance needed. Sending a formal “thank
you” letter afterwards is essential. Postgraduate
administrative staff are often extremely helpful
in these matters.

There is an interesting report from the
Health Foundation about involvement of
patients in education (Reference 1) and
Amanda Howe’s article covers many practical
aspects (Reference 2).

The debrief: maximising the benefits
Careful planning as above will increase the
benefit by directing attention to the relevant
issues. Inviting questions or responses from
participants before the patient leaves can offer
opportunities to enrich the discussions.

How does this help to build
relationships?
This approach demonstrates that learning is two
way and we can learn a lot from listening
carefully to patients experiences and thoughts.
Participants are usually extremely respectful and
friendly to patients and this can facilitate them
learning more via their questions.

Equipment/resources needed;
Appropriate seating and microphone if needed.
Skills to make this work even better
The educator must really focus on the purpose
of having the patient there, so that the benefit
to themselves and to participants is maximised.
Try to identify patients who have some insight
into the medical world or who are not too starry
eyed and admiring of clinicians. Conversely,
avoid those who are furious with their care, or
who bring a particular axe to grind.
Patients can also be helpful participants even if
they do not come. Asking a patient who has a
particularly helpful or interesting story if it is OK
to discuss their situation anonymously can also
be a helpful way to get the patient’s view of
things integrated into the session.
Seek feedback from the patient as soon as
possible after the session. What did they make
of it? What suggestions do they have for
improving the impact of their contribution?

Pitfalls/when NOT to use this method
The patient needs to be carefully briefed and
chosen for being able to articulate their situation
in a helpful way. Clearly, this will go wrong and
be potentially harmful to the patient if they are
chosen inappropriately.
Applications in other areas of
the session
Refer back to the issues brought up by the
patient later in the session. This reinforces
the benefit.

How does this help to structure
the education?
Having the patient’s point of view first and
foremost in the session, can help to provide
interest, punctuation and a welcome reminder
of why we do our work.
References
1. https://www.health.org.uk/sites/default/files/
CanPatientsBeTeachers.pdf
This report from the Health Foundation
covers some interesting aspects of involving
patients in education.
2. Involving patients in medical education,
Amanda Howe BMJ 2003; 327 doi: https://
doi.org/10.1136/bmj.327.7410.326
(Published 07 August 2003): BMJ 2003;
327:326 https://www.bmj.com/
content/327/7410/326
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19// USING POEMS TO
PROCESS SUFFERING
The power of poetry can help clinicians process
the impacts of their work in highly-charged
emotional situations.
What it is for?
Clinicians spend their time with patients who are
nearly always suffering in some way; in General
Practice patients are never “discharged” as such
and so the closure that a surgeon may get after
a successful operation/discharging the patient
may never be achieved. Even when a patient
recovers well from an illness, they will consult
again, when another problem arises.
Increasingly, care of older populations will be
dominated by long term, complex conditions
which can be emotionally draining at times.
Care of younger people can mean clinicians
being exposed to trauma, premature death and
deep emotional distress.
Making sense of this is hard. The practice of
evidence-based medicine is all left brain; cold,
precise, generalised. Reading poetry can use the
“right brain” skills of integration, seeing the
whole picture rather than focusing on parts,
while experiencing deep emotional connections.
This can help us process the suffering we work
amidst. Poetry emphasises “emotion recollected
in tranquillity” as Wordsworth describes it.
When we read poetry, the poet themselves has
done some of the work of processing powerful
emotion. We can enjoy and appreciate that, and
at the same time, the experience offers us ways
to process our own experiences. This is helpful
for clinicians in respect of experiences of
suffering and even death.
When to use it
This method can be used a standalone section
for example as a warm up, or as part of a larger
session where themes such as our resilience,
bereavement care, breaking bad news, or,
palliative and end of life care are to be discussed.

The set up: how to use this method
Using a longer poem –
Black Roses: the killing of Sophie Lancaster
by Simon Armitage
This poem is in the form of a very short book,
about 20 pages long. It describes the life and
death of Sophie Lancaster, a gentle young
woman who dressed in black “goth” clothes.
She and her boyfriend were attacked in a park;
he was badly injured and survived, she died later
of multiple injuries.
Get two copies of the book. Divide it into
sections of about a page long. Ask participants
to sit in a circle. The poem should be read by
taking turns, by each participant reading a page
or so. The poem is not written in difficult
language and the effect is greater if participants
do not have time to prepare. Go round until the
poem is complete; some people may need to
read twice if the group is smaller.
As the story unfolds, the room tends to become
very quiet. Often participants can become very
sad, tearful and reflective.
Using shorter poems
Other approaches to using poems are described
more fully in the Resources section (page 78).
Taking poems that have death as a theme can
work well if “serious” poems are contrasted
with ones that contain humour. Black humour is
often used as a coping mechanism in clinical
work after all.
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Explanations/timings
Using poems may seem unusual to some
participants. Explain that we all experience
emotionally charged situations and that reading
poetry can explore this, so that, we can use the
reflections to help us process and release the
distress we encounter. This is an experiential
method, so keep explanations brief. The benefit
comes from the reading out loud and the
reflecting. If having discussions in small groups,
allow time for the poem to be read privately and
out aloud; sometimes participants like to hear
the poem again after the discussion.
The debrief: maximising the benefits
“Black Roses” by Simon Armitage; when the
poem is finished, allow a few moments for the
silence to settle and for participants to digest
what they have heard. Some will be weeping,
which is OK, Allow time for everyone to settle. A
few short empathic comments along the lines of
“This is a difficult story to hear”, with pauses for
the group to digest their feelings, will give
everyone time to “return to the room”. Simply
commenting that the emotional distress in the
poem reflects the intensity of the emotional
distress we are constantly surrounded by as
clinicians, may be all the debriefing required.
Educators may wish to invite participants to
share their response to the poem. After that,
one may consider asking how the various
participants might present to the GP, whether
they have known had any patients who died in
traumatic circumstances…see where the
discussion goes…it may be too emotional to do
more than acknowledge how emotions surround
us all the time. Participants may benefit from a
walk or a coffee or lunchbreak after reading
Black Roses.

Equipment/resources needed
Black Roses: the killing of Sophie Lancaster by
Simon Armitage ISBN-13: 978-1904590293
If using shorter poems, it is usually helpful to
have copies for each person or if the group is
small to have them on a PowerPoint so all can
see them. The shorter poems are attached in
Resources (page 78).
Skills to make this work even better
After reading and listening to a poem, and initial
discussion, another approach might be to ask
participants to do a second reading of a poem
“with the pen”. This means reading the poem to
themselves, using a pen to highlight any words
or phrases that they particularly respond to or
are curious about, by underlining them or using
a highlighter. This is so that deeper meanings or
connections are highlighted to a greater degree.
Debrief this way of reading the poem with an
open question like “what struck you this time
around?”
Pitfalls/when NOT to use this method
This method is probably best used when a group
have got to know and trust each other and the
educator enough to try something new, that
they may not be expecting from their medical
education. Thus, it may be best done later in a
programme. Experienced clinicians who are used
to experiential methods could use this after a
shorter time period of group work and getting
to know each other. Be careful to use positive
language when explaining the purposes. If
unsure ask them directly for any “Hopes and
fears” they may have for working in this way.
Acknowledge that it may feel unusual and ask
that they give it a try without expecting
anything. Not every participant will get the same
things, or indeed anything, from this approach;
this is OK. The purpose is to provide an
opportunity for those that are ready to take it.
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Applications in other areas of
the session
Using poems can be a good punctuation in a
long or emotionally difficult session. Having a
poem to read beforehand can be a good
orientation to a session about Breaking Bad
News (Seamus Heaney’s Mid Term Break is one
possible poem to use). Robert Frost’s Poem the
Road Not Taken or his poem “Stopping By
Woods on a Snowy Evening” can be useful parts
of a session on resilience. Many educators will
have their own favourites; asking participants to
bring a poem they have found consoling or
helpful to a subsequent session may yield
unexpected treasures.
How does this help to build
relationships?
Hearing others respond to a poem often helps
participants to realise both their commonalities
and also help them to understand and respect
the differences between people. This helps to
build trust and interest between the group
members, so that they can develop stronger
relationships.
How does this help to structure
the education?
Poems can be used as introductions and also
make a useful ways to punctuate a session (by
changing the tone and method of presentation).
A well-chosen poem can make a good ending to
a session on a difficult or emotionally laden
topic. Poems can also make good introductions
to creative writing exercises.
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Resources
Some poems to consider with educators notes on how to use them.
Poems about death
Educators notes
The aims of this session of group work are twofold:
• To use non-traditional subject matter to help to break down barriers, so that group members
get to know each other and can work together at a deeper level.
• To use the poems about death or resilience to help clinicians reflect on difficult issues in
their work, so that they appreciate that different people, at different times, have different
understandings, so they can develop greater awareness of cultural and other differences.
Divide the group into smaller units of about four to six participants.
Tasks
• Each group has two poems, one that is quite serious in intent and a second which perhaps
takes a more humorous view of death.
• Take each poem in turn (in what order the educator prefers). Ask the participants to read it
carefully themselves.
• Then ask one participant to read it out loud. Explore the themes about death that arise,
what meanings for death are given in the poetry, and what resonances this may have for
us as clinicians. Themes to consider could be:
–– the fear or apprehension that death brings
–– what happens afterwards, can we be resurrected?
–– mechanical versus the psychological aspects of death, black humour about death.
• Finally, consider asking participants to decide what they will feed back to the larger group,
the key reflections that they have had about these poems. Another option is to consider a
second reading “with the pen”, discussing any developing ideas.
Death be not Proud by John Donne
Death be not proud, though some have called thee
Mighty and dreadful, for, thou art not soe,
For, those, whom thou think’st, thou dost overthrow,
Die not, poore death, nor yet canst thou kill mee.
From rest and sleepe, which but thy pictures bee,
Much pleasure, then from thee, much more must flow,
And soonest our best men with thee doe goe,
Rest of their bones, and soules deliverie.
Thou art slave to Fate, Chance, kings, and desperate men,
And dost with poyson, warre, and sicknesse dwell,
And poppie, or charmes can make us sleepe as well,
And better then thy stroake; why swell’st thou then?
One short sleepe past, wee wake eternally,
And death shall be no more; death, thou shalt die.
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The Dying Airman (anonymous)
A handsome young airman lay dying,
And as on the aerodrome he lay,
To the mechanics who round him came sighing,
These last dying words he did say:
‘Take the cylinders out of my kidneys,
The connecting-rod out of my brain,
Take the cam-shaft from out of my backbone,
And assemble the engine again.’
The Hearse Song
The old Grey Hearse goes rolling by,
You don’t know whether to laugh or cry;
For you know some day it’ll get you too,
And the hearse’s next load may consist of -- you.
They’ll take you out and they’ll lower you down,
While men with shovels stand all a-round;
They’ll throw in dirt and they’ll throw in rocks,
And they won’t give a dam-m-m if they break the box.
The worms crawl in and the worms crawl out,
They crawl all over your chin and mouth,
They invite their friends and their friends’ friends too,
And you look like hell when they’re -- through -- with you.
ZEN Poems about death
Since time began
The dead alone know peace.
Life is but melting snow.
(Nandai)
Sixty-six times have these eyes beheld the changing scene of autumn.
I have said enough about moonlight, Ask no more.
Only listen to the voice of pines and cedars when no wind stirs.
(Ryonen)
Farewell ...
I pass as all things do
Dew on the grass.
(Banzan)
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Omar Khayam verses from the Rubayat
XXVIII
Oh, come with old Khayyam, and leave the Wise
To talk; one thing is certain, that Life flies;
One thing is certain, and the Rest is Lies;
The Flower that once has blown forever dies.
XXIX
Myself when young did eagerly frequent
Doctor and Saint, and heard great Argument
About it and about; but evermore
Came out by the same Door as in I went.
XXX
With them the Seed of Wisdom did I sow,
And with my own hand labour’d it to grow:
And this was all the Harvest that I reap’d -“I came like Water and like Wind I go.”
XLIX
Strange, is it not? that of the myriads who
Before us pass’d the door of Darkness through
Not one returns to tell us of the Road,
Which to discover we must travel too.
LX
The Moving Finger writes; and, having writ,
Moves on: nor all thy Piety nor Wit
Shall lure it back to cancel half a Line,
Nor all thy Tears wash out a Word of it.
LXIII
With Earth’s first Clay They did the Last Man knead,
And then of the Last Harvest sow’d the Seed:
Yea, the first Morning of Creation wrote
What the Last Dawn of Reckoning shall read.
Dahn the Plug’ole (Anonymous)
A mother was barfing her biby one night;
The youngest of ten and a tiny young mite.
The muvver was poor and the biby was fin;
‘twas naught but a skelington covered in skin.
The muvver turned rahnd for a soap off the rack.
She was but a moment, but when she turned back
Her biby had gone, and in anguish she cried,
“oh, where is my biby?”– the angels replied:
“Your biby as fell dahn the plug‘ole.
Your biby has gone dahn the plug.
The poor little fing was so skinny and fin,
He oughter been barfed in a jug!
Your baby is perfectly ‘appy;
He don’t need a barf anymore.
Your biby ‘as fell dahn the plug ‘ole
Not lorst, but gorn before!”
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From Measure for Measure by William Shakespeare
Ay, but to die, and go we know not where;
To lie in cold obstruction and to rot;
This sensible warm motion to become
A kneaded clod; and the delighted spirit
To bathe in fiery floods, or to reside
In thrilling region of thick-ribbed ice;
To be imprison’d in the viewless winds,
And blown with restless violence round about
The pendent world.
The weariest and most loathed worldly life
That age, ache, penury, and imprisonment
Can lay on nature, is a paradise
To what we fear of death.
DEATH (Anonymous)
Do not stand at my grave and weep
I am not there, I do not sleep
I am a 1,000 winds that blow
I am the diamond glints on snow
I am the sun on ripened grain
I am the gentle autumn rain
When you awaken in the morning’s hush
I am the swift uplifting rush
Of quiet birds in circled light
I am the soft star that shines at night
Do not stand at my grave and cry
I am not there; I did not die.
Poems about resilience
Educators notes
The aims of this session of group work are twofold:
• To use non-traditional subject matter to help to break down barriers, so that group members
get to know each other and can work together at a deeper level.
• To use the reflective space of poetry to explore some of the challenging aspects of our work
and careers going forwards..
Stopping by Woods on a Snowy Evening by Robert Frost.
His house is in the village though;
He will not see me stopping here
To watch his woods fill up with snow.
My little horse must think it queer
To stop without a farmhouse near
Between the woods and frozen lake
The darkest evening of the year.
He gives his harness bells a shake
To ask if there is some mistake.
The only other sound’s the sweep
Of easy wind and downy flake.
The woods are lovely, dark and deep,
But I have promises to keep,
And miles to go before I sleep,
And miles to go before I sleep.
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There is also a good recording of Frost reading this himself on YouTube.
The Road Not Taken by Robert Frost
Two roads diverged in a yellow wood,
And sorry I could not travel both
And be one traveller, long I stood
And looked down one as far as I could
To where it bent in the undergrowth;
Then took the other, as just as fair,
And having perhaps the better claim,
Because it was grassy and wanted wear;
Though as for that, the passing there
Had worn them really about the same,
And both that morning equally lay
In leaves no step had trodden black.
Oh, I kept the first for another day!
Yet knowing how way leads on to way,
I doubted if I should ever come back.
I shall be telling this with a sigh
Somewhere ages and ages hence:
Two roads diverged in a wood, and I –
I took the one less traveled by,
And that has made all the difference.

Debrief
Take each poem in turn (in what order the educator prefers). Ask the participants to read it
carefully themselves. Then ask one member to read it out loud.
Explore the initial responses to the poem, and what the themes of the poem are, how does
this relate to our work?
Themes to consider may be:
• the conflict in a moment of solace versus pending obligations
• the idea of the dark woods representing death, but also solace or release
• ideas about solitude and the thoughts of others
• choice and what that means for us, how do we decide on a direction?
Usually, simply listening to participants’ reflections will release rich thoughts and reflections.

