Guidance for Trainers with International Medical Graduate Trainees

Based on work done in the West of Scotland Deanery (‘Quick Tips for Trainers with IMGs’ by Mairi Jamieson and Katie Browne) (in black) and the SE of Scotland Deanery (by Iain Lamb) (Blue comments are from work with IMG over past 3 years and Green are updates and actions)

Analysis of the statistics on candidates passing/failing the CSA exam in the first few years since its inception has revealed that candidates who trained outwith the UK are much more likely to fail the CSA.  The reasons for this are multifactorial, and obviously individual to each candidate, but there are some common themes. 
We have recently done some work with a group of International Medical Graduates (IMGs) who failed the CSA, to try to develop some insight.  We discussed ways in which cultural differences may impact on performance in the CSA exam, and attempted to generate ideas for how trainers could best support their IMG trainee.  

1.   Broach the subject early

The IMG trainees we spoke to were very keen to discuss the issues around their having trained elsewhere.  They wanted to be able to explain their cultural background and experiences to their trainer and have a constructive discussion about how that may differ from the prevailing culture in general practice in the UK.  There was a feeling that trainers were sometimes reluctant to discuss what might initially seem a sensitive issue.

Feedback I’ve had confirmed that IMG trainees want to discuss their situation and that if it is done in a respectful empathic way that it has been very useful. So I agree that it is important to acknowledge that IMG trainees are at a disadvantage, discuss this early and develop a strategy to help that individual trainee. I stress individual trainee since one of the main complaints they have is that, nearly always in their hospital posts, they feel lumped together and that the term IMG becomes judgmental. They also feel there is a significant lack of understanding about their background and for example being regarded as being a Muslim from Pakistan when in fact they are Hindu from India. The more I’ve been involved with this the more I’ve realized the wide range of different individual things that create the difficulties. 

ACTION TAKEN IN SE SCOTLAND DEANERY – suggestions for trainers or things organized by the GP Unit

· Suggestions for induction – Use the Kiddy ring or similar so that induction is not just about them knowing about the practice but the trainer getting to know them as individuals. However, they also find it useful to have community orientation about the practice and its area including a cultural history. So, for example a tour of the practice area, use of local history booklets, visits to local providers like the pharmacist or funeral director etc. 

· Not all hospital attachments are respectful of them as individuals so be aware of this and ensure they find it easy to discuss their hospital posts with you. You may need to be explicit about this because culturally they may find it difficult to raise concerns with a “respected teacher”. Others may feel they need to over emphasise the difficulties to make them appear bad enough to be acted upon.

· GP Unit has started running afternoon educational sessions for hospital clinical supervisors – and looking at successful WPBA and feedback skills

· Suggest trainers discuss the potential pitfalls for an IMG early if they think it is appropriate for that individual trainee. The trainee can then advise what help they feel might be useful.

· Early in ST3 there is a mock CSA for all trainees and feedback to the Trainer and TPD identifying those who might struggle. That could be any trainee, but our experience is that the majority are IMG. The trainer and the GP Unit then explore plans of action.

· New for this year and after feedback from previous IMG trainees there is an evening for ST0/ST1 IMG looking at the college research and offering top tips that might help them make best use of the whole of GPST. A previous IMG trainee CSA fail, and then eventual pass is part of the organizing group for this.

· Information for trainers and supervisors to help them understand cultural difference. This is based on the research of Geert Hofstede a Dutch cultural anthropologist. (See for example the difference between Indian and Pakistani cultures about dealing with uncertainty)

· In early hospital jobs encourage them to remember the Disease Illness Model of the consultation. In their early GP attachments use Peter Tate’s 10 questions. 
2.   Emphasise patient-centredness

Being trained in more doctor-centred or paternalistic medical cultures can make it difficult to shift focus to being more patient-centred.  There was some confusion over what exactly was meant by patient-centredness, and a lack of insight as to how this could improve their consulting and patient care.  They mentioned feeling uncomfortable with this new style of consulting, as patients’ expectations of a ‘good doctor’ are very different in different parts of the world.  We learned that in many cultures in which our cohort of doctors trained the prevailing practice is to be doctor-centred and this more paternalistic approach is preferred by the majority of patients.  It was felt that more specific feedback on how to be patient-centred and developing truly shared management plans would be appreciated. It is apparent when looking at the RCGP feedback from the CSA exam that some IMG trainees have struggled with this. They have tended to use stock phrases to demonstrate patient-centredness rather than engaging in a true dialogue with the patient, and so clearly more work needs to be done in this area. 

I agree, and this cropped up time and again with IMG trainees. And it is interesting to try and identify the values of trainees relating to this. Many desperately want to understand patient-centredness and enjoy becoming better at it. However, under pressure this can crumble and for example in the CSA they slip into the Unconscious Competence of disease management and this overrides the Conscious Competence of Illness management. Others never really believe in patient-centredness and want to be taught the right way to pass the CSA and WPBA and in the privacy of their own consulting room carry on “doctoring” and in the long run have no intention of doing anything different. 

In the SE deanery trainee group work the following things worked well

· Thinking conversation rather than consultation so for example pair up and “have a 10-minute conversation about music and at the end feedback what you have learnt about your colleague”

· Only ask questions. “Trainees bring cases and pair up. They each have 10 minutes to find out as much as possible about their colleague’s case and are only allowed to ask questions” Then brainstorm “What are the best questions?”

· Only listen. “Trainees prepare scenarios with clinical and psychosocial elements and present them to a colleague for 5 minutes. The colleague is then allowed to ask clarification questions. At the end they then summarise what they have heard and how it made them feel”

· Bring cases where you have identified a patient’s ideas, concerns and expectations and discuss how it helped you develop a shared management plan.

· Look at a video with the main aim of looking at cues, psychosocial understanding and non-verbal communication. And discussion about how they knew whether the patient was happy or not

In the practice the following might help

· Joint surgeries are helpful both being watched and watching. If being watched, consider using the patient in the discussion. And give specific descriptive feedback and suggestions for change. Support this with for example the Cambridge Calgary Consultation model and stress not just the structure but the skills that are suggested. If they are watching you then give them specific things to watch. For example, what cues did I pick up or how do you think I was feeling in the consultation?

· Discuss Research by Albert Mehrabian in the late 1960s that shows the following statistics about communication and acknowledge how difficult these different aspects are.

· 7%     What we say

· 38%   The way the words are said (Para-linguistics)

· 55%    Non verbal

3.   More support in dealing with ‘non-medical’ consultations
IMG trainees often feel unsure about family/social/work structures in the UK and would appreciate more guidance in dealing with patients with relationship/housing/social problems.  We found that asking the trainees to write a sample case for the CSA which incorporated psychosocial issues was a useful tool to initiate discussion. They also felt under confident in dealing with multifactorial problems or medical complexity in the time allocated as they tended to adopt the more medical model of consulting, forming a diagnosis and excluding red flags, and were more rigid in their consulting. They often tried to cover all the different aspects thoroughly at the initial consultation, thereby running over the allocated 10 minutes.   

Again I agree and would add that non medical issues cause significant uncertainty and anxiety and this often leads to lengthy data gathering. This excessive data gathering, just to be certain, is a significant reason why CSA stations are completed before a full management plan is shown. 

· On the ST0/1 day release programme time is spent looking at things like managing uncertainty and complexity and dealing with challenging communication including psychosocial cases. 

· Trainers should consider using the level of agreement/degree of certainty graph to explore complex cases and uncertainty. (The Stacy Diagram from Complexity theory) 

· Use your and their PUNs and DENs to explore cases and try using a Discomfort log.

· Look at videos of psychosocial cases and stop them after a minute and discuss and then stop and start at appropriate points to discuss choices throughout. 

4.   Reassure them that there is no need to ‘prove’ their extensive medical knowledge

There was a notion amongst the IMG trainees that they are seen as representatives or ambassadors of their country’s medical education system, and as such they are keen to make it clear that their medical knowledge is good.   This can result in very doctor-centred consultations, listing facts to prove their knowledge.  It is important to emphasise that their intelligence is not being questioned and that this is a very different method of assessment than the AKT.

This is common, and a particular problem is playing to the observer including the examiner in the CSA. A common issue in debrief after role plays is that I discover they have consulted differently from normal because they are either trying to impress me or ensure I don’t disapprove. (E.g. not prescribing 6 diazepam for someone with an anxiety about flying since they assume I wouldn’t want them to prescribe tranquillisers.) Also in some countries the most important doctor is one who also teaches. Their experience would mainly have been that that doctor was male. This creates a number of difficulties. Firstly because of their experience many struggle with patient centredness. However, their experience of being taught means many want teaching and find it difficult to become more independent and learner centred. These might also be influenced by whether the patient or teacher is male or female. This is absolutely normal in some cultures but because it is so foreign to ours it is easy for patients, other doctors or trainers to be judgmental about what they see and for the trainee to feel they are not being respected, are thought to be lazy, are accused of bullying or themselves feel bullied.

Some examples are a trainee well trained in psychiatry and who would ask almost too detailed histories of younger female patients, including suicide risk, was completely unable because of his upbringing to ask an older male patient any personal details of ask about suicide. Another who had complaints from younger patients for refusing to give treatments that they didn’t believe in whilst having complaints from partners in the practice that they were giving older demanding patients what they asked for – since it would be impolite to refuse. Trainees not filling in the e-portfolio because they expected the trainer to teach them what to do, didn’t know what reflection meant and being accused of being lazy.

Be explicit that part of the responsibility for a trainer is to help trainees learn how to learn in a way that is relevant to GP.

· When being observed or discussing discomfort or Puns and Dens identify that much of what you are doing is not about how much you know but how you act and deal with uncertainty. 

· Many IMG trainees struggle to reflect on what they have done and mainly identify a knowledge list of facts that need to be found out about. Use Kolb’s experiential learning cycle to help trainees reflect on their experiences and monitor how they put this into action.

· Talk out loud about your own intuitive practice and use Schon to discuss working and reflection in action

· Use Gibb’s reflective cycle to encourage reflection and in particular to encourage the part in the cycle that explores patient’s and doctor’s feelings

· Explore your trainees learning style. Not all IMG trainees are theorists. Many have been brought up in a theorist’s paradise! Again it is part of understanding the individual. E.g. the block for this trainee was thought to be tram line thinking and an inability to develop shared understanding with the patient. On teasing out the real difficulty I found his English to be good as was his early history taking. He described how he found the first part of the consultation easy to do in English but he had to translate what he’d heard into his first language so he could theorise. By the time he’d done that and started to translate management options back to English he only had time to cope with explaining one choice and this was usually the one with the most straightforward solution.

5.   Language

The trainees described that when they feel unsure of their fluency in English they often err on the side of caution and become ‘extra-polite’, which can come across as cold or under-confident.  They also resort to using the more traditional medical language they have gleaned from books.  This is often emphasized in stressful situations such as the CSA exam. They mentioned that they might appreciate some explicit guidance on local turns of phrase or colloquialisms, which would smooth their everyday consulting, if not the more generic language used in the CSA itself.   Also mentioned was the use of humour, or cultural references which IMG trainees are not aware of, and it could be useful to specifically touch on these. 

As mentioned above the issues are not just the words but the para-linguistics and the difficulty identifying cues. There are a number of different ways of saying “You did that” with different implications for the trainee. And what about cues – is eye contact good or bad. Should I touch or lean back. Many feel uncomfortable joining in the chat in reception or at coffee time.

How to help with integration into the practice and the language of that community?

· Help the trainee explore the PHCT and staff their difficulties with language, what their first language is or indeed how many languages they are more fluent in than English. Encourage conversations about difference between their and the Scottish culture – examples food, music, dress.

· Most of the IMG trainees I’ve worked with want more directive feedback when they get it wrong so that they have a clear picture of what is right. Therefore, with the individual trainee’s permission encourage the staff to correct language mistakes or point out when it is difficult to understand. I suggest they read the local newspaper and the National newspaper most read by the staff and/or patients and that at break times they chat to staff about things of interest. You could do the same with TV programmes or indeed “The Broon’s Annual” which is favoured by a colleague.

· Trainer’s read the article “Language is more than just words” (Appendix 4) and TPD remind yourselves of Celia Robert’s presentation on linguistics. (ACTION IL to see if there is someone in Edinburgh University that might be helpful.

· IL role plays with actors with Fiona Orr also observing and giving a different perspective comment on communication skills but also voice training

· Help them identify that although they may feel more secure and comfortable working with IMG colleagues, during educational release for example, they will benefit most from working with a mixed group. (And that group will benefit from their perspectives)

· Many need to practice explanation. I have a large list of conditions to explain, risk to explore and bad news to break in a hat and these were drawn out and the trainee has 5 minutes to think about this and then explain the issue in clear terms. Most would struggle not to use medical language or would follow a rigid model (E.g. Breaking bad news) that was inappropriate. At the next session they have an opportunity to try again having explored Patient.co.uk for example and we keep doing this time after time. Then explanation is built into scenarios using a strict time line – 3 minutes at the start to include ICE (lots of listening), 3 minutes to data gather (open then closed including red flags and keep focused) and 3 minutes to share understanding and explanations. (Using the patient’s ICE to underpin the sharing). And for those who keep struggling repetition, repetition and repetition (with feedback) of cases is important and in particular to make use of clarification, reflecting back not just words but meaning and feelings, summarizing and signposting.

6.   Accents

In a similar vein, strong accents can become even stronger in stressful situations such as the exam.  The IMG trainees felt it might be useful for the trainer to make clear that it is OK to acknowledge their accent with the patient and explain that they are happy to repeat anything that is not understood.
And that they are encouraged to ask the patient or trainer to repeat things they have not understood. I have learnt that in a hierarchical model IMGs often will feel reluctant to ask me to explain things again even if they have not understood. And as mentioned above voice training might be helpful.

7.   Joint surgeries

Although time-consuming, the IMG trainees felt that joint surgeries, and getting direct feedback at the time, were invaluable for highlighting a multitude of small issues which they perhaps would not include in videos etc. 

I agree trainees find focused joint surgeries very helpful. 

Trainees tell me they want direct feedback. “Just tell me what I need to improve” I suggest Agenda Led Outcome Based Analysis might help since the outcome wish is clearly to pass the CSA and the agenda is to look at improving skills observed either directly or during video analysis. 

And remember the importance of role modelling not just by the trainer but within the culture of the practice. 

8.   Emphasise the benefits

Cultural diversity in the practice team can obviously be a huge advantage, and the trainees felt that their strengths in terms of dealing with consultations in different languages and culturally diverse patients should be acknowledged. 

UK is a multicultural society and many IMG trainees tell me they feel that the CSA is does not mirror their experience of British society and that they have much more to offer than is currently acknowledged.

Other actions

· Any trainees who fail in Feb join a CSA group as others go into PBL, leadership, learning how to teach groups as the original Educational Release groups move from their core groups to try options of interest. The CSA group is facilitated and is intensive practice using scenarios and role play etc

· Those who fail in May come to me and I spend initial time making individual educational diagnoses and then draw up a plan which is a mix of group work and support of the trainer and training practice. As we’ve become more proactive in identifying difficulties early the number for this May group have gone from 16 to 10 to 3. With this smaller number there is time for more intensive role plays. And I can go in and do joint surgeries of look at reflective logs etc.
· The educational diagnosis often uncovers performance anxiety (when the anxiety symptoms intrude excessively) but also performance freezing (when they don’t really feel anxious but have so much information on board that the brain freezes and they start trying so hard that thinking loses natural flow and they move back towards conscious incompetence. And those whose anxiety follows a pattern of starting badly because they are worried about what will come, and then ending badly because they can’t stop intrusive thoughts about the things they did wrong in previous scenarios. After discussion I’ve had trainees who have sought advice about stress management or for the last situation about mindfulness which encourages “thinking in the present moment”. The numbers are too small but 2 recent 4th attempt CSA passes saw a mindfulness counselor and had cut back on the excessive studying to pass. One went from 6 to 10 passes and the other from a best of 4 up to 11 passes. 
· Both had been signed off previously as WPBA passes. And before this was done there had been triangulated assessments by peer trainers, TPDs and me. This raises concerns for me because I have now observed a lot of clear WPBA passes who have struggled to pass the CSA. And also CSA passes who at the time have definitely not been WPBA passes.

· Any trainee who needs an extension to training moves training practice and I take over the role of TPD for that group and the plans for those trainees tend to be varied and I link closely with the training practice.

This is an update to a section on culture in 

“Educational Tools for dealing with trainees with difficulties” 
(http://www.nes.scot.nhs.uk/media/10001/2010-02-16_Educationaltoolsfordealingwithtraineesindifficulties.pdf) 

More detail of a number of things mentioned are elsewhere in the booklet.

Dr Iain Lamb, Scotland

www.bradfordvts.co.uk

