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Introduction \

Picking out salient points from patients’ stories, making sense of the information and turning it into a diagnosis is a skill students need to learn. This clinical reasoning process is often not overtly displayed and explained and may seem like a ‘black
box’ to novices. This poster describes interactive integrated large group learning sessions for 2" year students to learn about and practice this skill.

Bristol Medical School has traditionally followed a conventional early years science course with a small amount of body systems based clinical teaching prior to full clinical contact from Year 3. Clinical reasoning was not explicitly taught. To help
students integrate science and clinical learning and to practice clinical reasoning we created a series of large group integrated interactive learning sessions. The literature! describes two approaches for teaching clinical reasoning, the serial-cue
method and the whole case format. The serial-cue method reveals data gradually, whilst the whole-case format presents students with all the data up front. Our sessions follow the serial-cue method.

The sessions invite students to link their science learning to clinical presentations in primary and secondary care settings. We used a variety of methods to actively engage all students and feel that this takes students to the level of ‘analysis’ in the
cognitive domain of Bloom’s taxonomy. In total, together with academic and clinical colleagues, we have created five two-hour sessions linked to the body system the second years were studying — CVS, RS, Gl/Liver, Renal and Neuro.

In the lead-up to the launch of the innovative MB21 Bristol undergraduate curriculum we wanted to evaluate these sessions and our explicit teaching of clinical reasoning. This poster showcases these sessions and how they link anatomy, physiology
@clinical medicine as a method for explicitly teaching clinical reasoning. We present results that demonstrate students’ clinical reasoning and how they evaluate their understanding of the clinical reasoning process as a result of these sessions./
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To aid this process we give the students a clear ‘Five step plan’ describing the diagnostic process. This asks students to apply key findings to ‘frameworks’ they have already
learned about, such as anatomy or physiology, and to practice succinct problem formulations. We encourage them to keep in mind key ‘diagnostic questions’.

The data we have collected are the students’ voting patterns which show how students adjust their diagnoses in response to increasingly detailed patient data and different
demographics and how they evaluate their understanding of the clinical reasoning process. /

Active learning \

Vary the interactions
= Engage students with a quiz at the start
* Brainstorming differential diagnoses for a symptom

' . 1. Acquire data .
Sesslon starts . = Barbara . = Barny . = Judy Session ends Ea‘ff Haﬂ:\ﬂ"{; 5;‘:h o oracice B :m 2. Identify key features = Student voting
- . - ewly registered withyour GF practice 3. Create a problem representation . egs . . .
l GP Renal physician Physiclogy l P P = Student activities - urine dip, oximetry, peak flow, BP
Break = Video clips

* Engineer

a * Justreturned from Dubai where he has worked . DiSCUSSion in pairS

-
e for 10 years oy festures = H i
120 mins _ e ot vems ; K Rotate presenters to keep it dynamic /
Al : * Smokes 10/day Mr. Hartnell is a 59 year old Engineer with Type2DM for

A

0 mins

e Drinks 15 Units/week
* Medication: Metformin 500mg bd

14 years treated with Metformin, obesity, raised BP,

. BMI24 proteinuria and haematuria. He smokes and is a

Feedback

« Weight 110kg moderate drinker
+ BP168/96
Brainstorming causes . Keyfeatures  Semanticqualifiers 5. Apply key features to framework
of blood and protein Pop up anatomy 2. What are the key features?
inthe urine and physiology * 59 year old obese smoker with poorly
controlled Fype2BM-andblood pressure and
' i - signs of 'end organ damage/Haematuria and
I . ""l " Fop up patientswith /. . . o \ proteinuriadindicate kigr@y injury which seems
R LS A similar signs and symptoms Five step plan — The diagnostic journey stable. Absent foot pulses indicate peripheral
. i vascular disease.
P g https://www.youtube.com/watch?v=gKrLPY 8Cyk |
1. Acquire data \
- ) - - : * What about his eyes?
“ / '3 2. ldentify key features i sl g 3
o nd and third vote on C Hartmell's diagnosis A " 2 i:je:;::fr::r):;er:rrlfpresentatlons Wherein the system can blood come from? \ —
' . w
Serial cue method :
{ } Q Apply key features to the framework j

Voting patterns for same symptoms and
Changing voting patterns for the Renal and CVS sessions findings but different gender and age

27
/Results \ .+ PC:

1. Non-visible

Changing voting pattern in the renal session
Results from our five integrated lectures in haematuria

“"Under the

5 2.
0 mins 100% 2017-18 suggest that second year students weather”
37% 40% 40% 3. Loss of weight

Changing voting pattern in the CVS session

1. Non-visible
haematuria

2. "Under the
weather”

3. Loss of weight

adjust their diagnosis in response to serially

" ) ) + On examination: . .
7 62% presented information. Students demonstrate SRl \ + On examination:
‘ 23% probalistic reasoning when they take into 2, Pale ¢ 1. Thin
o o 3. High blood pressure :' . 2. Pale
17% - account gender, age, ethnicity and context for oy . hr 3. High blood pressure
. . - 4
each patient. We feel that this represents = -
7% o . g .
L Q\ndence of learning at Kirkpatrick Level 223 / The maost likely diaghosis for this patient is.. The most likely diagnosis for this patient is..
\ ok 2: 0% i'% 0% 0% 1.  Acute kidney injury 1 Acyte kidney injury
= = 7% o o o 0 0 0 0:/2 0_0/2 01() on Q‘Zo 0:/6 Q:A: 0% 2. Chronk kidney disease 2 Chronic Kidney disease
% 1% 0% o% ‘ 0‘} = S R L o'% 026 2 [ 0% 2% Q.,/" o.lﬁ % % Q!" Qb - ) - 3, Extra leﬂa’d-;awlheo-'!, liver 2 3.  Bxtra-renal disease (heart, Bver
. e . ————-aX A B. C D. E F G H I M B G B B R 8 B L ) - et
yoy 3 3 4 s 6 7 g g 4, False positive 4. False positive
First, second and third vote on Dave’s diagnosis ‘ 1st vote Last vote S, Glomerulss disease ' 5.  Glomerular disease
(serial cue method) 6.  Nephrotic syndrome .t P 6.  Nephroti syndrome
7.  Renal, bladder or prostate 7 Rensl, bladder or prostate
carcinoma . CACINOMS
8, Renaltract stones ! A% 4N N 8 Renal tract stones ™
. R = o @B os o onon | ooxox
9.  Urinary tract infection g l 9.  Urinary tract infection - -
Results L 2% 456788
Potestaly s ithew 00t Ore COSIDeCoee, it s the MO Parwog'e Jom ard A gt 87 and natirg na :li-::: D-:‘::'-:: ':;::::::*::::m{ :-.:::‘..';’.::': f::i ;:‘:;’»:’:;::fﬂ
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