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As we head into the New Year of 2010, the International 
Journal of Clinical Skills (IJOCS) can feel justifiable pride 
that it has fulfilled its ambition to provide the international 
healthcare community with an arena for clinical skills 
education and research. For almost all the healthcare 
professions, clinical skills form the basic foundations and 
therefore a combined approach is absolutely what is 
needed for the future provision of a high quality health 
service.

The role of the ePortfolio in both education and 
continuing professional development of healthcare 
professionals continues to evolve as training and 
revalidation become increasingly important. Clinical 
skills are an essential element of this process and in 
2010 the IJOCS will be proud to publish abstracts and 
papers from the 8th international ePortfolio conference 
hosted by ElfEL London Learning Forum 2010. Further 
information can be found at www.ijocs.org/eportfolio

This year will also see the launch of the new and exciting ‘CliniTube’ website – a free 
resource providing a single portal for accessing and sharing an array of information. 
It should be a valuable resource for students and should give teachers of numerous 
disciplines the opportunity to share educational materials. I’m certainly looking forward 
to seeing the ‘Clinical Skills Lab’ which should become an integral component of CliniTube 
and will comprise information on a variety of clinical skills.

The International Journal of Clinical Skills is a unique publication in its devotion to clinical 
skills. I encourage professionals all over the world to continue contributing to its on-going 
success.  After all, our patients deserve nothing less than the best.

Professor David Haslam FRCGP FRCP FFPH FAcadMed (Hon) CBE 
Immediate Past-President of the Royal College of General Practitioners (RCGP)
National Clinical Adviser to the Care Quality Commission
United Kingdom

Foreword
Foreword  January 2010
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Abstract

Aims: (1) To identify common acutely unwell patient scenarios 
faced by trainees ‘after hours’. (2) To prioritise the needs of a 
cohort group of postgraduate year one (PGY1) doctors (3) 
To utilise PGY1 input into developing a simulation curriculum 
spanning the undergraduate and postgraduate training years.

Methods: A focus group of PGY1 doctors generated acutely 
unwell patient scenarios likely to be encountered after hours. 
These were collated into a questionnaire and then ranked by 
the total PGY1 cohort as to perceived usefulness within a 
proposed curriculum bridging the transition from senior medical 
student to first year house officer. From the questionnaire data, 
a suggested curriculum was designed and refined, then circulated 
electronically to a random sample of PGY1 house officers to 
achieve consensus.

Results: The outcome is a ranked list of clinical conditions that 
could form the basis for a series of scenarios to be taught across 
the trainee years and as part of any bridging curriculum.

Conclusion: This paper discusses the results of the study and 
shares the curriculum of simulation scenarios designed with 
input from PGY1 doctors. While the proposed curriculum is one 
of a number of possible models, the process used is applicable to 
other trainee programmes.

Introduction
Adverse events due to errors in medical management are 
common in teaching hospitals [1-4]. Research suggests that new 
medical graduates are often ill-equipped to deal with the demands 
of a house officer year including the management of critically ill 
patients [5-13] and yet, an expected outcome of medical teaching 
in New Zealand is the ability of the new graduate in their first 
year to manage the critically ill patient [14].

The final year of university education and first year post 
graduation is a time of critical importance in developing and 
consolidating the clinical skills required for the management 
of the acutely unwell patient. Unique to New Zealand, the 
final year of the 6 year undergraduate degree in medicine is a 
‘trainee internship’ (TI) undertaken in a hospital under the 
jurisdiction of a university medical school. During this year the 
trainees can participate in the clinical management of patients 
closely supervised and supported by the medical team without 
having direct patient care or medico legal responsibilities. This 
is followed by a trainee year where the new graduate works 
under supervision in defined roles within a District Health 
Board (DHB) before achieving general registration to practice. 
This similar period is known in the United Kingdom as the 
‘foundation years’ and follows graduation with usually a 5 year 
degree, but the concept and competencies required are similar. 
In Australia a 5 year degree is followed by a postgraduate year 
prior to registration. In the United States of America ‘residency’ 
is the term used for the same period of workplace learning. 

Original Research   January 2010
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Regardless of the structure, this two year period of learning, 
bridging university based academic study and full registration as 
a medical practitioner, is a period currently under critical review 
in New Zealand,  Australia and the United Kingdom. 

A number of key government reports world wide have sought 
solutions to new graduate concerns regarding curriculum change 
in undergraduate programmes. The Association of American 
Medical Colleges (AAMC) published a report; “Physicians for the 
21st Century” which recommended a stronger focus on meeting 
patient needs and curriculum integration [15]. At the same time 
the United Kingdom General Medical Council (GMC) published 
the documents “Tomorrows Doctors” [16] and “The New Doctor” 
[17] which made similar suggestions and recommendations. 
Suggestions for changes to classroom based learning included 
problem based learning (PBL) but no suggestions have been made 
on how to integrate workplace learning.

In New Zealand the literature suggests that there is a growing 
concern regarding the clinical skills of graduates [18, 19, 20] 
and the recent Workforce Taskforce report [21] recognises the 
importance of continuum of education in medicine in addressing 
these concerns.

In an endeavour to address some of these concerns the Medical 
Education and Training Unit at the Canterbury District Health 
Board New Zealand undertook a pilot study in 2006 to explore 
the effectiveness and acceptability of simulation training in the 
management of acutely unwell patients by postgraduate year 
1 (PGY1) doctors [22]. Simulation training was found to be 
beneficial, with all doctors in the study agreeing the training was 
effective and prompted them to make realistic clinical responses 
in the simulated clinical environment. They thought simulation 
should be repeated regularly and ideally be commenced earlier 
in their training. These findings have been supported by other 
studies where simulation training has been perceived as useful 
and effective by trainees who especially appreciate the training 
early in their careers [23, 24].

These studies have challenged us to consider whether the 
trainee/PGY1 year teaching programme could be modified 
and improved to incorporate the teaching of specific clinical 
scenarios through the use of (but not exclusively) simulation 
training to better meet the needs of PGY1 doctors. We 
therefore undertook the following research project to further 
identify common acutely unwell patient scenarios faced by PGY1 
doctors in order to develop a curriculum that could prepare 
them to deal with the acutely unwell patient with increasing 
confidence and expertise.

This paper disseminates the outcomes of that project 
and explores the feasibility of greater continuity between 
undergraduate and postgraduate medical education by providing 
an example of a simulation programme that could commence 
in the trainee postgraduate year to prepare trainees for dealing 
with medical scenarios with increasing confidence and expertise.

Methods
A modified Delphi technique [25, 26] was used to develop a 
valid list of scenario topics suitable for simulation. The process 
used was as follows:

Initial generation of a list of scenarios by an ‘expert focus group’

Circulation of this list of scenarios to a ‘wider expert group’

Anonymous rating of the relevance of each scenario

Collation of rating by monitor

Alterations / removal / addition of scenarios

Presentation of final list of scenarios to a sample of expert 
group members to check consensus

For the purposes of the initial generation of a list of scenarios, 
an expert was defined as a professional with up-to-date 
knowledge of the daily requirements of a junior doctor on 
the ward. The initial expert focus group included one trainee 
supervisor (Consultant Physician) and twelve PGY1 doctors, 
nine months into their first post-graduate year. The group 
brainstormed scenarios involving acutely unwell patients likely 
to be encountered by junior doctors and where they felt 
challenged as new graduates. The group also sought input from 
the night coordinators (senior nurses).

The scenarios generated were collated by an independent 
educator, the trainee supervisor and a member of the ‘expert 
focus group’. The results of this focus group generated the five-
point Likert scale questionnaire (Figure 1). The ‘wider expert 
group’ to whom it was circulated comprised the complete PGY1 
cohort of 30 trainees, who were circulated electronic and paper 
versions of the questionnaire to improve the response rate. 
These PGY1 doctors had all been exposed to acutely unwell 
patient scenarios as part of the PGY1 curriculum at Canterbury 
District Health Board (CDHB) New Zealand and therefore had 
some experience of simulation training.

Using the data collected from the questionnaire a suggested 
curriculum was designed. This was then circulated electronically 
to a random sample of PGY1 trainees and consensus gained.

International Journal of Clinical Skills
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Figure 1: Questionnaire distributed to the ‘wider expert group’ 

Potential ‘Sick Patient’ Scenarios

Please rank how useful you think case simulations involving the 
following scenarios would be for bridging the transition from senior 
medical student to first year house officer. Scale is 1 – 5 with 1 being the 
least useful and 5 the most useful.

Shock / blood loss

1 2 3 4 5

Decreased level of consciousness

1 2 3 4 5

Respiratory failure / shortness of breath

1 2 3 4 5

Anaphylaxis 

1 2 3 4 5

SIRS / septicaemia

1 2 3 4 5

Low urine output / fluid balance

1 2 3 4 5

Chest pain undifferentiated

1 2 3 4 5

Seizures

1 2 3 4 5

Acute severe pain

1 2 3 4 5

Tachycardia

1 2 3 4 5

Coffee ground vomit

1 2 3 4 5

Hyperglycaemia

1 2 3 4 5

Febrile

1 2 3 4 5

Nausea / vomiting

1 2 3 4 5

Hypotension ?cause

1 2 3 4 5

Delirium / agitation

1 2 3 4 5

Communication difficulties with peers 

1 2 3 4 5

Communication difficulties with other health professionals 

1 2 3 4 5

Your own suggestions:

Original Research   January 2010

Results
The initial ‘expert focus group’ identified several patient 
scenarios as shown in the questionnaire (Figure 1). Interestingly 
respondents also identified interpersonal communication with 
nursing staff and difficult peer communication as areas in which 
they had felt challenged.

Response rate for the questionnaire circulated to the ‘wider 
expert group’ was 69% (20/29), with one being incomplete 
and therefore not included. The scale was 5-most useful, down 
to 1-least useful. The purpose of ranking the scenarios was to 
guide timing and placement within the proposed curriculum. 
The patient scenarios were then grouped into three categories 
according to the rating assigned by the participants. The results 
are summarised in Figure 2.

Figure 2: Categorisation of the scenarios according to ‘wider 
expert group’ questionnaire results

Scenarios with ≥80% of respondents rating ≥4

Shock / blood loss
Respiratory failure / shortness of breath
Low urine output / fluid balance
Decreased level of consciousness
Anaphylaxis
Hypotension ?cause
Undifferentiated chest pain
SIRS / septicaemia

Scenarios with ≥80% of respondents rating ≥3

Delirium / agitation
Seizures
Tachycardia
Febrile

Useful scenarios but lower rated

Hyperglycaemia
Coffee ground vomit
Acute severe pain
Nausea / vomiting
Communication difficulties with other health professionals
Communication difficulties with peers

Discussion
The focus of this study was to identify common acutely unwell 
patient scenarios likely to be faced by trainees after hours and 
to develop a simulation curriculum spanning the undergraduate 
and postgraduate years.

The clinical scenarios most highly ranked by the expert group 
for their usefulness in building simulation scenarios included the 
management of decreased level of consciousness, anaphylaxis, 
hypotension, undifferentiated chest pain, septicaemia and low 
urine output. These scenarios were identified as being frequently 
encountered on the wards after hours and as being difficult to 
manage with insufficient information in formal texts.



44 IJOCS - Volume 4 - Issue 1

International Journal of Clinical Skills

Figure 3: Summary of a possible simulation curriculum

6 months prior 
to graduation 
(first simulation 
encounter)

Hyperglycaemia
Coffee ground vomit
Acute severe pain
Nausea / vomiting

1 month prior to 
graduation

Shock / blood loss
Respiratory failure / shortness of breath
Low urine output / fluid balance
Decreased level of consciousness
Anaphylaxis
Hypotension ?cause
Undifferentiated chest pain
SIRS / septicaemia

1 month after 
orientation

Delirium / agitation
Seizures
Tachycardia
Febrile

6 months after 
orientation

Shock / blood loss
Respiratory failure / shortness of breath
Low urine output / fluid balance
Decreased level of consciousness
Anaphylaxis
Hypotension ?cause
Undifferentiated chest pain
SIRS / septicaemia
Communication difficulties with other 
health professionals
Communication difficulties with peers

Evaluate, resurvey and offer additional training

The Medical Workforce Taskforce report [24] recognises the 
continuum of education in medicine and states:

“The quality and relevance of medical education and training could 
be improved by greater continuity between undergraduate medical 
education and subsequent clinical training and increased responsiveness 
of the whole system to the needs of the health sector.” [4]

We hope that this paper will stimulate interest, comment and 
the exploration by other education providers of potential areas 
for collaboration across the continuum of medical education.

As stated, the suggested simulation curriculum is only one of 
a number of possible formats and is included to demonstrate 
what may be achieved with input from the learners themselves 
and what could be achieved with the medical schools and 
Medical Council of New Zealand (MCNZ) accredited providers 
of ‘trainee training’, working together to recognise and ease the 
transition from student to practitioner. 

Acknowledgements 
We acknowledge and thank Roxanne McKerras and the other 
night coordinators at Christchurch Hospital New Zealand for 
their support and assistance with this project.

The lower rated topics such as acute severe pain, vomiting and 
communication difficulties with other health professionals and 
peers were still identified as being important topics.

The purpose of the ranking was not to decide least to most 
important, but to guide timing and placement within the 
proposed curriculum. The intention was to identify the most 
challenging and useful scenarios, target these around graduation 
and to repeat them whilst increasing the difficulty and 
complexity later in the PGY1 year.

We suggested providing increased complexity by integrating 
communication challenges into already experienced scenarios. We 
also considered the need to introduce the concept of simulation 
in the context of less challenging and lower risk scenarios, initially 
to desensitise trainees to the simulation environment and in 
particular, the presence of a video camera [22].

The results of this study have generated a proposed curriculum 
of simulation scenarios to bridge the trainee and PGY1 year. The 
curriculum focuses on the clinical skill requirements of PGY1 
doctors in the context of the work place. It also incorporates 
some of the complexities of patient care not covered in more 
traditional didactic teaching.

While a number of variations are possible when collating this 
data to devise a teaching programme, this curriculum is novel in 
that it has been proposed by a cohort group of learners to meet 
their perceived needs. 

Figure 3 spans the six months prior to and following graduation 
and shows just one of the possible curriculum frameworks that 
could be used. It takes into account the following:

• The need to become familiar with the simulation process 
itself. 

• The need for ongoing practice and repetition with increased 
complexity.

• Placement of the most useful scenarios just prior to the 
first year post graduation and repeating these overlaid 
with communication skills, when the cohort group had all 
experienced a medical and a surgical run of 3 months duration.
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