Hot Tips for Doing Random Case Analyses (RCAs)


RCAs are one of the best tools around for uncovering the trainee’s learning needs that would have been previously unknown to both the trainer and trainee (the ‘unknown’ area of Johari’s window).  

BEFORE YOU START
· Make sure you have protected time to do an RCA.
· Beware: it is easy to get bogged down with the more pressing needs/wants of the GP trainee.   These are the trainee’s KNOWN learning needs and yes – it is important to tackle them.  But equally, don’t miss the opportunity to use RCAs to find the trainee’s UNKNOWN learning needs and tackle those too.
WHEN YOU START

· Allow the trainee to talk uninterrupted at beginning (mirroring good consultation techniques).  Say something like 
· “tell me more about the case”, perhaps followed by 
· “where any areas particularly difficult, troublesome or like help with?”
· Clarify matters of fact e.g. 
· “what did you mean when you told her….”, 
· “what did you actually say”

· “can I check, have you done a paediatric job?”

· Take notes as the trainee initially tells you about the case and try and map out areas you might wish to explore.  Not all these will need exploring: later you can share the list and ask what they found difficult in the list and concentrate on those; get the trainee to prioritise.   Try and keep ‘areas worth exploring’ broad rather than too narrow.   And focus on areas which have transferability to other patients/clinical practice in the future. 
· Then set the agenda: negotiate setting an agenda with the trainee; introduce your agenda if you have one.  Remember to really tease out that agenda: specific and clearly understood by all

· Who should make learning notes?    As you both engage in dialogue, you will discover new learning areas and build new learning knowledge.    It’s important to capture that new learning knowledge.   Personally, we find it more helpful to capture it on a flipchart, where that new founded wisdom is shared between both trainer and trainee.  And we encourage both trainer and trainee to contribute to the flipchart ‘map’.   At the end, you both have something you can summarise with and the trainee has something they can write up on their ePortfolio. 

· If the case is a simple one – like an earache for example, there are two possibilities.   The case might not be so simple as you think.   Slow down and explore the case and see if there are any hidden performance (and thus learning) issues that unfold. But if it is straight forward, then don’t spend too long on it.  Talk about what you need to talk about and swiftly move onto the next random case. There is more to be gained by looking at another case than exploring unnecessary depths that do not tie in with the trainee’s learning needs.
Asking Questions and Providing Answers

We often get asked: what questions should we ask?  How should we frame them?   What level of difficulty do we aim for?  How do we give feedback?  How can we add in our expertise?  Here’s some helpful advice. 
· Questions can be around the clinical, psychosocial, organisational and attitudinal (professionalism/ethics).
· You may get this particular trainee to open up a bit more is to ask him how he FELT about that consultation; may result in a shift from a clinical discussion to that based on attitudes/emotions (a deeper level of learning)

· Use “What if” questions as much as you like.   “What if” questions help change a relatively simple case e.g. earache, to something more complex.   For example, “So… in this case the mum accepted your advice quite easily didn’t she.  What if she was adamant that she was not going to leave the room unless she got some antibiotics for her child.  How would you have handled that?  What would you have actually said?”
· Do you feel you are challenging the trainee enough?

· Use more scenarios to push the trainee: “what do you do if the abdominal pain does not settle and the surgeons discharge her back to your care”; “so the bloods come back as normal, how do you make the link between TATT and psycho-social problems”
· Consider exploring the attitudinal domain – questions about how they FELT about the case and various aspects of it and the decision-making involved.

· Consider using informal role play “so what exactly would you say to me if I am the patient?”
· Use the ALOBA-tool for setting agenda and giving feedback

· A-genda

· L-ed

· O-utcome

· B-ased

· A-nalysis
For example, “You said that one area you wanted to explore was how you might calm down a patient who was demanding antibiotics.    So, shall we replay this scenario and see what you would actually say?  And hopefully, I can then help you with that?  How does that sound?”
· Remember to give positive feedback where necessary to make up for any of the negative you have or will have to give.  Remember the emotional bank balance of feedback – withdrawls cannot be made if there are no deposits!

· Sometimes it is good to give direct answers.   Trainee’s get a little fed up if the response to their questions is always “well, where would you find that out?”.  Sometimes, specific questions need specific and direct answers.    At other times, throw it back and ask, “what would you do in that situation?”.
· So, if the trainee asks, “what steroid should I use for eczema?” – just tell them.

· But if the trainee asks “I get confused with all the creams for eczema” – slow down and say “well, shall we look at some guidelines that might help us?  Where do you think we should start to look?”
· Look up learning needs together and use a variety of resources.   Sometimes, you will have the knowledge and skills within yourself to provide ‘the answer’.  But sometimes you won’t – you can’t be expected to know everything after all.  And besides, clinical knowledge and guidelines are forever changing at an exponential rate.    So, take the opportunity to look up things together.    In that way, you demonstrate to the trainee that no-one is a total fountain of knowledge.  You demonstrate being open and humble about your own learning needs.  You help build the skill of ‘how to find out something when you don’t know it’.  And finally, you show them life-long learning in action.   And of course, you BOTH learn something from the process.
· If it is a communication skill – try and practise the communication skill as well as talking about it.   It’s the practice that gets embedded into the learner.   But it can’t happen without the theoretical basis that needs to accompany it. 
· Generalise away from specific learning points – i.e. can you work out what general rule you can derive from this specific case that can be applied more universally to other cases.   

· Don’t forget that trainers can introduce their “real world experience” and you should do so because this sort of stuff is often not captured in books focussed on medical knowledge.
Continuously monitor the trainee’s thoughts and feelings
This is important – we mean REALLY important.    Throughout the whole RCA session continuously monitor trainee’s feelings and engagement with you.  If they show signs/symptoms of anxiety, stress, apprehension, intimidation or even if it just feels awkward between you two, slow down and rebuild the relationship.  

Perhaps you are being too harsh or perhaps you’re giving too much negative feedback and making them feel small (even though that is not your intention).    Is the trainee being defensive?  Defensiveness is a big red flag marker that the educational and learning relationship is breaking down.  Time to stop and rebuild (otherwise the trainee will start hating these sessions).  

· Pluck up the courage to explore those feelings.    

· Say what you see, hear or feel: so, rather than saying “I kind of sense that you are being defensive all the time to everything I say” (which, by the way is a judgement call), you might rephrase and say “I kind of sense that I’m making you feel uncomfortable with some of the things I am saying?  Is that right?  Are you able to tell me how you’re feeling and what you’re thinking?”
· Revisit JoHari’s window – so that you both know the whole point of doing RCAs is to uncover learning needs that are known and unknown so as to make the learner even better).    Why not get the trainee to do an RCA on you – just to show you have learning needs too and have no problems in talking about them.
· Agree and re-set a safe honest open and warm educational learning environment.
This might slow down the whole RCA process and might be a bit time-consuming, but a) it’s better than saying a whole load of stuff which falls on deaf ears, b) it builds the relationship which c) will percolate throughout the rest of the training period.   In other words, it is worth it!

Remember, feedback should be 

· wanted (not vomited over somebody), 

· it should be helpful (not hurtful), 
· and finally, it should be balanced (not overly critical).  
TOWARDS THE END

· Summarising learning points
Summarising periodically helps construct a framework for trainees to hang their learning off.
· “What’s the most important things you’re going to take away from today’s session?”

· “What do you need to follow up?”: be specific about what needs doing and set specific dates to review them.
· Summarising would be dead easy if you have mapped the learning process onto a flipchart as we suggested earlier.

· Clarifying responsibility for learning AND the recording of learning (ePortfolio)
· Remember, feedback should be
a) constructive (not destructive)

b) balanced (if you feel you have not been balanced enough, you might want to reinforce some good behaviour before you end the session).  This is especially important when strengths are scarce!  Otherwise the TRAINEE may end up hating these sessions and thus avoidance behaviour or defensiveness.  If there is a lot of defensiveness when you constructively criticise, you might want to start back to basics the next time you do an RCA.
· Occasional evaluation of tutorials will provide the trainer some feedback on how to do things in the future – you can do this informally or formally

THE DIFFERENCE BETWEEN AN RCA AND A CBD
The MRCGP’s Case Based Discussions (CBD) are different than RCAs in that with CBDs you are meant to stick to the “here and now” whereas in CBDs you can go off at a tangent.

The advantage the CBD has over an RCA is that by sticking to the ‘here and now’ you discuss what actually happened and why.   In so doing – you are testing a trainee’s actual performance rather than theoretical models of what they could have done in their minds.  The trainee has to justify what was actually done, whether an alternative was considered and justify their chosen approach.   It quizzes them on what they actually did and why – and in that way they cannot ‘make up stuff’.  

For example, 

· Trainer: “I notice that you only asked two things in relation to the biological features of depression – concentration and irritability.  Did you explore any of the others”

· Trainee : “I did ask some of the other things”

· Trainer: “Oh, okay, tell me more”

· Trainee: “Well, I asked about, err… sleep, and anhedonia”.

· Trainer: “And what did you find?”

· Trainee: “Well she had early morning waking, and some insomnia.   Also, she wasn’t going out with friends any more.”
· Trainer: “If that is the case, can I ask why you didn’t write that information in the medical records?”

RCAs have the advantage of being able to go down the ‘what if’ route.  ‘What if’ questions enables the trainer to change the real life situation experienced and go into the world of fantasy and make the situation more complex and harder.   You cannot do this with a CBD!   So, an RCA can tell you how good a trainee is in terms of their cognitive thinking and processing flexibility…

· Can they adapt to changing scenarios?  
· Can they handle more complex scenarios?

· Are they able to think in shades of grey (as opposed to black and white thinking found in obeying protocols)?

The pro-CBD’ists would say – “Yeah sure, the trainee can say what they might do but would they actually do that in real life?  A trainee might have the gift of the gab – where they might say impressive stuff but don’t actually do it”.    And of course, this is true!  But RCAs are a great way of uncovering knowledge needs.  So, if your trainee has failed the AKT, RCAs are a great way to quickly uncover areas in which you feel the trainee is clinically deficient!   A great way to help the trainee with passing the AKT is to do buckets of RCAs!   After all, the exam is based on real-life General Practice. 

So, you can see there are pros and cons to both CBDs and RCAs.    Both explore knowledge, skills and attitudes in different ways.  So… we would say do both!    Both are different methods of uncovering learning needs.   You have to do CBDs anyway with your trainee – because it is a mandatory requirement of MRCGP and GP training.   But do try and build in sessions to do RCAs.  
A FINAL THOUGHT…

· Over the past 6 months, how many RCAs have you done with your trainee?

· Less than 4?

· Where is that avoidance coming from – you (the trainer), the trainee, the practice, the demands of GP training?

· What needs to happen to make RCAs happen more often (say once a month).   

· On a practice level – does it need scheduling in for instance?

· On a personal level – do you need training?

· On a GP trainee level – do they need engaging?   (PS If you’re ever doing an RCA for the first time with a GP trainee – explain what an RCA is, why we do it, what benefits it offers to them, and establish a safe honest open and warm educational climate).

Long live RCAs!
Drs. Ramesh Mehay & Mary Cuthbert, Programme Director (Bradford), www.bradfordvts.co.uk 

