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INTRODUCTION



This iBook (in conjunction with a series of associated 
clinical cases) is another manifestation of the 
heterogenous learning communities which constitute 
EM.

Abbey Ward and her team have put together a series 
of blogs that mix clinical, cultural and experiential 
topics. As ever everything is curriculum mapped, but 
some of the blogs here ask some theoretical 
questions about the nature of undergraduate EM 
medical education – how different is or should it be - 
whereas some look into the cultural challenges 
generated by diverse EDs, and some reflect on 
challenging clinical presentations. 

The iBook also contains some practical and 
pragmatic tips on things that lie hidden or just 
beyond the formal curriculum, but which 
nevertheless represent the things students need to 
know as they navigate their way through their ED 
placements.

As ever the content here has been subject to peer 
review by our section editors. We hope you enjoy the 
iBook, and if you want to continue the conversation 
about what constitutes quality undergraduate 
resources for EM (if of course they should be 
different to what’s currently available on 
RCEMLearning and elsewhere) then please do get in 
touch.

Chris Walsh

Dedication

This iBook has been painstakingly edited, tweaked 
and updated by Dr Chris Walsh, the RCEM 
e-learning lead. Before it could be published, he 
moved on to the Law Society, to improve their e-
learning. We dedicate this eBook to him, with huge 
thanks for all he has given emergency medicine 
education.

HETEROGENOUS 
LEARNING
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The EMEC has been a positive force of 
nature for EM education in many ways. 
Last year’s iteration was no exception, 
especially as it provided me with the 
opportunity to meet a team of 
undergraduates who were enthusiastic 
about producing some content for 
RCEMLearning. 
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NOT SO SILLY 
QUESTIONS
Author: Abbey Ward



Although I have had some great teaching, I have 
found some discrepancies with education for 
students and doctors. As a doctor and a lifelong 
student, I have wondered about the best ways to 
educate people, and whether there is anything I can 
do to change and improve medical education.

Even after graduating from medical school I still have 
a few questions about medical education.

 When did I stop being a student? The day I passed 
finals? The last day of my placement? Graduation? 

When I start training? When I have to teach others? 
Or will I stay a student forever? Even though at times 
I have not felt like a student anymore, I know that in 
this career I will be a student for as long as I am 
working, and after I finish.  One of the reasons I 
wanted to be a doctor - and one of the reasons I 
already love what I do - is because I will always be 
learning more about medicine, and about people. 
You will never know everything, but you can always 
learn, and by continuing to learn you become a 
better doctor and a better carer.

But if I will always be a student, who is the best 
person to teach me? The world-renowned professor 
who has spent 40 in their specialty? The consultant? 
The registrar? The newly qualified FY1? 

WILL I STAY A 
STUDENT FOREVER?
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A couple of not so silly questions…I have 
recently finished medical school and will 
become a FY1 very soon. As well as being 
a student, I have become more and more 
interested in teaching and medical 
education
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The medical student? Or the patient? In reality, all of 
these people can and SHOULD teach you, they all 
have different levels of knowledge and experiences 
they can pass onto you. Sometimes lots of in-depth 
knowledge is good, and a consultant or professor 
can teach you all the ins and outs of a subject.  But 
sometimes having a FY1 who has just sat the finals 
you are about to sit is good for telling you what you 
actually need to know. Sometimes a student with a 
different perspective and experiences can suggest 
something you have not heard of before.
If peer-to-peer teaching and learning is so useful, 
why do so few students and FY1s get involved in 
teaching? They’ve very recently been through what 
other students are going through, so it makes sense 
for them to pass on their knowledge in some way. 
They have great insight into the exams process - the 
preparation, what you need to know, and how to get 
through medical school and FY1. 

As a final year student I ran some teaching sessions 
for students in lower years, which was enjoyable, 
and incredibly useful for my revision for finals; it 
made me think more about what I was teaching, and 
it made me learn the topics in greater detail; it was 
also a lot of fun! Some of the best teaching I 
received during my final year was from FY1s and 
FY2s, because they had been through it all recently 
and knew what was needed, and what was 
expected. They passed on medical knowledge, but 
also practical knowledge of how to be a doctor, 
things you often don’t think about until you are the 
FY1. And the things that are often overlooked by 
more experienced doctors, for whom those things 
are second nature. The key question here is who 
should be teaching you all the non-medical, practical 
bits of knowledge that are crucial parts of being a 
doctor, but are not part of the curriculum. Should this 
type of experiential knowledge be part of the 
curriculum? After all, it is part of being a doctor. I 
think we should be taught more about the practical 
aspects of being a doctor, and assistantships 
(especially longer assistantships) would be a great 
place to get more teaching and experience in these 
areas.

I have one more question about teaching; what is 
the best way for me to learn? One of the most 
enduring theories used to explain how people learn 
is the Visual, Auditory, Kinesthetic (VAK) paradigm.  
The VAK approach to learning was pioneered by 

psychologists in the 
1920s, and it claims 
there are three central 
ways to learn, and 
people have a 
preferred method of 
learning; however, I am 
not convinced. I think 
how much you learn 
and remember is 

influenced more by the manner in which the 
information is shared than by the medium which is 
used to share it. No matter the subject of a talk, if the 
speaker is monotone and uninterested, then you 
probably won’t remember much of what they said. 
No matter the subject of a poster, if it is very 
complex, with confusing diagrams, you probably 
won’t understand it, never mind remember it. Even if 
you practise a cardiovascular examination a hundred 
times, you may still forget to feel for a collapsing 
pulse, and you may get the positions of the heart 
valve wrong (I got them right in finals, so it’s ok!). 
Learning is done best when you combine all these 
different ways and give your brain the information 
from all angles, but only if you are given the 
information in a way that you can process and 
understand. I have sat through a lot teaching 
sessions, some good and some bad. The best 

teaching I have been to combined different 
approaches to learning, pitching the teaching at the 
right level in a practical way and an interesting way 
so you want to learn and have a better 
understanding.
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Personally, I have found that a mash-up, hybrid 
approach to learning works well. It can involve 
combining in-depth notes with diagrams and 
pictures, recording my notes or listening to podcasts. 
All of these approaches helped me understand and 
remember the vast amounts of knowledge you have 
to learn as a medical student. My favourite sessions 
were those that were more relaxed and combined 
some kind of presentation with a lot of interaction. 
They were a bit different to your normal teaching 
sessions, something you would remember – they 
included stories and scenarios to make things a little 
more exciting and interactive sections, and you 
wanted to participate and do well. Making the 
teaching more fun really helped you to want to learn. 
Interactive online modules were also useful, and the 
different elements of pictures, videos, text and 
questions was far better than reading a paper with a 
lot of complex terms and statistics. They make you 
engage your brain, which I would have thought is 
pretty key when trying to learn something!
Don’t get me wrong, I don’t think we should get rid of 
consultant teaching, lectures, or ward teaching. But I 
do think we should reconsider who gives some of 
the teaching and how they give it. Sometimes getting 
an FY1 to do some teaching, or doing a teaching 
session without a presentation so you have to 
engage students, being enthusiastic about the topic 
or the patient, or giving students information in 
different ways - or with different resources - can 
really help to make a teaching session more useful 
and enjoyable. I have found that teaching from 
consultants and specialists is more interesting and 
in-depth, and it can really make you want to go and 
learn about a subject. However, teaching from junior 
doctors often gave more useful and relevant 
information, because they have just been through 
the same process and know what we needed to 
know. The ideal scenario would be to combine the 
two to make sure you get a good balance of 
knowledge and skill, and this is something that 
should be done in medical training.

Finally (almost done don’t worry!) why does the way 
we educate people change from undergraduate to 
postgraduate? Do people instantly switch the way 
they learn? Is one way better than the other? While 
most undergraduate teaching is lecture, seminar and 
case-based there is another type of teaching, and 
it’s something that you see more and more of: it’s 
Free Open Access Medical Education (FOAMed). 
There is quite a lot of it around, and it’s mostly 

comprised of podcasts, blogs and infographics, and 
it’s disseminated and supported by learning 
networks on social media. Most of the FOAMed I 
have seen and heard about is meant for 
postgraduate teaching. This is great, but it can leave 
students like me confused by the detail, and unsure 
about what we actually need to know as students. 
This stuff is good, it means you can learn about 
some really interesting in-depth topics, but it’s not 
always the best for students, especially when it 
comes to revision. Also it’s sometimes not as open 
access as we would like.

This is why a group of foundation doctors and final 
year students are going to be producing student-
focused FOAMed, something there is very little of. A 
platform for newly qualified doctors to teach younger 
years both medical and non-medical knowledge that 
they found useful for their final years as a medical 
students, and as an FY1. This is new and different, 
using loads of resources to create a unique teaching 
resource dedicated to students. As a student you 
won’t read something online and think “what the hell 
is that?”, or “do I really need to know this?”, or “oh 
my god, this is so complicated!” Students will have 
some student-focused FOAMed. And we really hope 
that both students and tutors (like I said you may 

learn something from us too!) will find it useful and 
fun! We will be including blogs about cases we have 
seen, top tips for placements, particularly in the ED, 
as well as cases with learning points, quizzes and 
fact sheets. All of this is stuff we have found to be 
really useful during medical school and FY, even if 
it’s not part of your official university curriculum.
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Top Tips for your first shift 

Skills for Medical Students

Being a medical student is hard. You're exposed to a lot of things, and expected to learn and know a lot of 
things. Sometimes, especially in the emergency department, what you think you need to know can be 
overwhelming. 

There is no unified syllabus for medical students in emergency medicine - but your medical school will have 
one. That's a good start. But, we think there is some core generic knowledge that every student can gain from 
the emergency department - and we've written a reflective workbook to help you identify those areas, and 
resources that can help you. Getting the basics right is essential.

Access the workbook here: 

Let us know whether you thought this was useful, and share your examples! 

RCEMLearning has lots of free and open access content. The reference section will be invaluable. If you listen 
to the podcasts regularly be careful…you might be more up to date than your supervisors! Our three induction 
iBooks will cover all the key knowledge. 

1. starter pack blog book
2. induction 2 introduction
3. pem starter pack book

For more knowledge on anatomy, RCEMLearning has you mostly covered. Our recommended #foamed go to 
would be EM Ireland - fabulous for everyone. 

Physiology and pharmacology are covered in many places, and are often embedded into the clinically focussed 
RCEMLearning modules and reference sections. Another great website is the Calgary Guide - but we’re sure 
you’ve found your own. 

We’ve got two cases written for medical students that highlight the importance of remembering the basics. If 
you’d like more access to the interactive RCEMLearning cases that cover the majority of the post graduate EM 
curriculum, full access to RCEMLearning is available at a discounted rate for students. At the time of writing, it’s 
a bargain at £20!

If you’d like to contribute your own cases, templates and submission instructions are available here.
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SHOULDER 
INJURY 
Author: Kyle Wilson



The pain was ‘sharp’ and ‘shooting’ in character and 
radiated into her arm. It was associated with a mild 
nausea without vomiting and didn’t seem to get bet-
ter or worse at any time, or with any medications she 
had tried  (paracetamol, ibuprofen and over the 
counter co-codamol). Movement of her left arm and 
neck exacerbated the pain. She was unfortunately 
yet to find anything that provided her relief. 
I proceeded to examine her and noticed a slight 
asymmetry and found reduced mobility of the left arm 

in all planes; the movement seemed to be limited by 
pain and I was unable to explore her passive move-
ments adequately due to the severity. She appeared 
to be neurovascularly intact. 

What is your primary differential now? What would 
you do about it?  

I presented the case to my SHO along with my main 
differential diagnosis and proposed management 
plan. The SHO proceeded to assess the patient, sub-
jecting her to the second of three agonising examina-
tions. She agreed with my diagnosis and thought my 
management plan seemed sensible, but the severe 
nature of the pain suggested a consultant review 
would be appropriate. 

SHARP & SHOOTING 
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A 34-year-old lady presented to an ED where I 
was placed as medical student and her triage 
notes made their way into my hands to 
review before presenting to the SHO. She 
was complaining of pain in her neck and 
shoulder that had started overnight and quite 
suddenly the previous week

Shoulder Injury 

Case courtesy of 
Dr Maulik S Patel, 
Radiopaedia.org 
rID: 13397

https://radiopaedia.org/cases/anterior-dislocation-of-shoulder?lang=gb
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I again presented my findings before  
the EM consultant performed the briefest of histories and a very short (but again agonising) examination of the 
patient. She said we should get an x-ray and asked ‘can you not see the asymmetry?’. Of course I had seen 
the asymmetry, but I had neglected to mention it in either presentation. My main differential had been neuro-
pathic pain, likely originating in the neck. What was yours?  

The x-ray opposite correlates roughly with the patient’s x-ray:
 
Case courtesy of Dr Maulik S Patel, Radiopaedia.org. From the case rID: 13397

You can see from the images that the humeral head 
has completely dislocated from the glenoid fossa 
where it usually resides. The lateral image demon-
strates well that this is an anterior shoulder dislocation. 
When the shoulder dislocates anteriorly the axillary 
nerve may be stretched as it wraps around the surgical 
neck of the humerus causing pain. If you remember 
your brachial plexus you’ll know that the axillary nerve 
is the second branch and carries fibres from the first 
two roots, C5 and C6. Hence, a differential for a bra-
chial plexus injury secondary to an anterior shoulder 
dislocation would be a C5/C6 radiculopathy. Unfortu-
nately, I didn’t really know my brachial plexus at the 
time and I wasn’t considering a dislocation.

Learning Points:
 
Confirmation bias exists – be aware of it. My surety 
about the diagnosis was misplaced and confirmation 
bias caused me to present the symptoms which corre-
lated with my perceived notion of what was going on 
(the radiculopathy), and neglect the facts which did not 
correlate (the asymmetry). Although as a medical stu-

dent my decisions were hardly critical, mentioning the asymmetry might have saved the patient the third excruci-
ating exam (and my pride!). As you progress people put more and more faith in what you say, and critical man-
agement decisions might be made based on your examination findings. Obviously it is important to think about 
what might be going on, but don’t let confirmation bias mean a missed diagnosis!

The structure in the EDs where I have worked relies on juniors performing a detailed assessment of the patient, 
and more senior clinicians use this information, their own experience, and extra information gleaned from their 
much shorter assessment to finalise a management plan. This is a good system. It means two important things 
for medical students and very junior doctors (like me!):
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1) Always have a differential diagnosis and management plan in the ED
2) It’s OK to be wrong sometimes, that why the system is as it is and that’s how we learn

Finally, learn your anatomy! I wasn’t very good at anatomy in medical school, but knowing what belongs where 
can really help you to understand what’s going on with a patient, especially in the acute environment. It will 
really start to stick when you start seeing it for real, so put some effort in now to save you the trouble later! 

Anatomy for Emergency Medicine, a video podcast by Dr. Andy Neill, also of RCEMLearning podcast fame, is 
an excellent resource that teaches anatomy and demonstrates its application in clinical scenarios. 

For more information on bias, and other human factors, have a look at our human factors ebook.
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MISCARRIAGES
Author: Abbey Ward



I went to see my first patient of that day, a young woman 
in her 20’s who presented with PV (per vagina) bleeding 
and pain. At this point I hadn’t yet done my obs and gynae 
placement and didn’t know much about how to take an 
obs and gynae history, so thought my systematic 
approach and SOCRATES mnemonic would be fine to get 
me through. I took my history and did an abdo exam – I 
hadn’t been taught any gynae exams at this point - and 
then went back to present the case to one of the regs. At 
the end I said given the history I think this patient may 
have endometriosis – a complete guess. Judging by his 
face the reg was not convinced. I didn’t think I had done a 
bad job until he asked me a lot of questions which should 
be part of a gynae history, although I didn’t know this at 

the time. These were some fairly basic and 
essential questions such as “when was the last 
menstrual period?” or “are you sexually active?” 
After the reg asked me all these questions, I 
realised I had missed out a huge chunk of a history 
that I didn’t realise I needed to take. Looking back 
these were fairly obvious and key questions, but I 
had never thought about what specific questions I 
needed to ask a woman as part of a gynae history. 
After this conversation he asked what obs and 
gynae experience I had, and when I replied “none” 
he asked “why didn’t you tell me and we could 
have gone through this stuff before you went to 
see the patient?!”
This hit my confidence a bit and made me feel like 
I didn’t know what I was doing, and that I needed 
to do a lot more work in order to be a good doctor. 
Which was true, but I was only a third year medical 
student. Actually I hadn’t done a bad job because I 
was a third year medical student with no obs and 
gynae experience! After that day I also went away 

HIT MY CONFIDENCE
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I was coming to the end of my first EM 
placement, and I was starting to think I was 
getting the hang of it. I had improved my 
history taking skills, my examinations, my 
skills and my knowledge so I was feeling good

Miscarriages



to briefly go over the obs and gynae history I needed 
to know. Not in enough detail to be able to say I 
wouldn’t need to do any more work around it, but 
enough to be able to take a better history and maybe 
get enough information for a diagnosis. 

I took away a couple of points from this experience; 
firstly you will never know everything and you will 
always need to learn more and keep working to gain 
more experience and knowledge. It seems obvious, 
but it is something that everyone forgets from time to 
time. I have had a couple of experiences since then 
where I thought I was getting the hang of something, 
only to have a sudden realisation that I actually need 
to go away and do some more work. Secondly, If 
you don’t know something then say that, rather than 
guessing, and if you are not sure how to take a 
certain history or do an examination, than ask! More 
doctors are happy to teach you if you are keen, so 
instead of wasting your time winging it ask for help 
and for teaching that is relevant for you. Finally, 
there are some key questions that are part of an obs 
and gynae history that you need to ask every time 
you see a gynae patient.

1. When was your last menstrual period (LMP)?
2. How regular are your periods? And is this 

normal for you?
3. Are you sexually active?
4. Do you use any contraception? Do you use it 

every time? Do you ever forget your pill?
5. Is there a chance you could be pregnant?
6. Have you ever had an STI? Or and STI screen?
7. Have you ever been pregnant or had a 

miscarriage before?

There is a lot more to obs and gynae then just this 
but at least it is a good start!

I bet you’re now wondering what my patient actually 
had! I certainly was. Initially the information I 
gathered about my patient was as follows; she was a 
23-year old woman, who had heavy PV bleeding, 
more than normal for four days with intense, lower 
abdominal cramping pain. Her periods were regular, 
and this felt similar to a period, just more intense and 
with more bleeding. She had felt sick but had not 
vomited, and was otherwise well. She had no past 
medical history and no medication. My reg got a little 
more information about the patient. Her LMP was 

three months ago, she is sexually active and 
occasionally uses a condom. She had never had an 
sexually transmitted infection before and although 
she had never had a miscarriage her mother had 
three. At this point even I realised it wasn’t 
endometriosis! This patient was having a 
miscarriage.
I didn’t know a huge amount about miscarriages, but 
my reg was really helpful at talking me through the 
five different types of miscarriage that can occur, as 
well as where to send women having miscarriages, 
and what this means for that woman’s fertility. The 
five types of miscarriage include:

• Threatened miscarriage – where there is a 
potential for a miscarriage but no evidence for this. 

• An inevitable miscarriage – where the miscarriage 
isn’t complete yet

• A complete miscarriage – where the miscarriage 
has already happened.

• A missed miscarriage – where the fetus had died 
but has not been expelled from the body. 

• Recurrent miscarriages – where a woman has two 
or more consecutive miscarriages. 

Of these types only the threatened miscarriage may 
mean the woman can still continue with her 
pregnancy. In a threatened miscarriage, it is where 
there is bleeding with no obvious cause identified, 
but the fetus is still viable. Sadly she was already 
experiencing an inevitable miscarriage and couldn’t 
continue with the pregnancy. 
Learning about the different types of miscarriage and 
the differences in how they present completely 
changed my approach to similar situations. I learnt 
that I would always ask the right questions, and I 
also would have acted more urgently to get her seen 
by a senior and a specialist. This experience has 
stuck with me and has helped me to become a 
better doctor, as sometimes not knowing a subject 
and not knowing what to do can push you to learn 
more and improve your practise as a result. 

Editor’s Note: 

Miscarriages are medically normally very easy to 
manage, but have a great communication challenge, 
especially when a same day ultrasound to confirm 
miscarriage is not available. You need to develop a 
confident script – something like “there are many 
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causes of bleeding in pregnancy and not all of them mean the pregnancy will not continue. In your case, I think 
the most likely cause is a miscarriage. The only way to confirm this is with an ultrasound scan, which will be 
done in the EPU for you tomorrow. If this is a miscarriage, there’s nothing you can do to alter the outcome, and 
nothing I or any other doctor can do to stop it.”
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THE 
IMPORTANCE 
OF DEBRIEF  
Author: Freyia Mahon-Daly 



The paramedic began handing over by explaining how his 
patient had suffered a cardiac arrest at home and had 
regained spontaneous circulation following CPR and 
defibrillation; they were soon interrupted by one of the EM 
doctors saying ‘He’s gone off again’. A quick glance at the 
monitoring screen, quickly followed by one of the nurses 
beginning chest compressions, resolved any doubts that I 
had about what was meant by this. The team set to work 
following the algorithm that I was familiar with through 
simulation sessions but had never seen done on a real 
patient before. I joined the queue of people lining up to 
take a turn performing chest compressions and did so in a 
daze, feeling safe in the knowledge that the experienced 
team had the situation under control. 

Following the third shock from the defibrillator, the 
patient’s pulse returned and the team stepped 
back for a much-needed pause. One of the nurses 
brought in the man’s ashen faced daughter. As the 
consultant began to gently update her, the 
monitoring beeped and no pulse could be felt. The 
team resumed CPR. After a further few 
unsuccessful attempts to restart the heart, the 
consultant voiced the thoughts of everyone 
present; ‘He’s an elderly man with lots of co-
morbidities, I think it is very unlikely that he will 
make any recovery, and if he does I don’t think he 
will have a decent quality of life’. The team all 
nodded gravely, as the man’s daughter leapt 
forward and held his face, sobbing. The other 
medical student and I turned to each other; both 
shaken up by the experience and full of 
unanswered questions about the scene we had 
just seen unfold, but the department was filling up 
and each member of the team was called away 
and disappeared into the crowd. There was no 
deliberate intention to ignore us, it was an 

HE’S GONE OFF AGAIN
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One rainy Monday morning I was in the ED 
having just been shown around the 
department with the other medical student I 
was on placement with. The tour ended in 
the resus bay just as an elderly man was 
rushed in

The Importance of Debrief  



unfortunate consequence of a busy department. The 
awful look of realisation on the patient’s daughter’s 
face as she realised the resuscitation attempts were 
futile unexpectedly appeared in my thoughts over 
the next few days. 

I tried to discuss the patient’s death with a friend, 
only for my feelings to be dismissed because she 
assumed I saw similar scenes all day, every day as 
a medical student, and I therefore knew how to cope 
with it.  It was suddenly very difficult to admit the 
truth; I had rarely encountered such an intense and 
emotive situation and I didn’t know how to process it. 
Attending and partaking in a cardiac arrest call or 
witnessing a patient being stabilised in the ED after 
major trauma are rare events, and most medical 
students will only see a few during the course of 
their medical school career. Contrary to popular 
belief, the vast majority of your time as a medical 
student isn’t spent helping to revive someone whose 
life is in immediate danger. Days on placements are 
spent learning to take histories and examine stable 
patients, and it can be difficult to know how you will 
react to a high stress situation.

A few days later, I was heading out of the 
department for lunch when I heard the red phone 
ring. My initial thought was to continue out of the 
department, pretend I hadn’t heard the phone and 
avoid another upsetting and confusing experience, 
but then a doctor called my name and I felt I had no 
choice but to turn around and head back to the 
department.  Another dramatic scene unfolded in 
resus; a woman had collapsed whilst shopping with 
her husband and had not received any CPR for 
approximately 8 minutes until the paramedics arrived 
on scene. 

Twenty minutes later I heard the familiar phrase; ‘Are 
we all agreed?’ However, the consultant’s next 
comment to myself and the other student present put 
my previous experience into stark relief; ‘why don’t 
you two put the kettle on? I’ll join you after I have 
spoken to the family’. 

Half an hour later I was sat in the staff room 
clutching a cup of tea. The consultant knew that we 
had limited experience of high-stress situations, and 
wanted to give us the opportunity to ask questions 
and talk about how we felt. A few other members of 

the team from resus had joined us for the debrief 
and discussed aspects which had gone well, and 
things they would try to improve upon in the future. 
As students, we were encouraged to share our 
thoughts and ask any questions, no matter how silly 
they might feel. The debrief was also an informal 
opportunity for team members to support each other 
through the difficult emotions that tragic situations 
can evoke. I was initially surprised that one of the 
nurses was crying. However I realised that a 
composed and professional manner may not reflect 
the personal feelings of the staff involved. Another 
nurse commented that the presence of students 
served as a reminder that they should always take 
the time to debrief and look after the team, no matter 
how many patients are waiting to be seen, and that 
informal debriefs in the department should be 
considered important, regardless of whether 
students were present or not. 

As a student in EM these two experiences, whilst 
clinically similar, couldn’t have had a more different 
impact on my learning and feelings towards EM as a 
speciality. In the first instance, I was left with many 
questions about the clinical decisions that had been 
made and felt unable to ask for clarification. This 
impacted negatively on my learning, and caused me 
to become disengaged with the placement. After the 
second instance, I felt that my feelings and 
sympathy for the patient’s family had been 
acknowledged and validated, and I felt that I would 
be welcome to approach a member of the team for 
advice or support if I had any further thoughts or 
questions about the case. 

EDs often have formal debrief procedures in place, 
particularly for cases when there has been an 
adverse outcome. These offer an opportunity for the 
management of a situation to be evaluated with the 
benefit of hindsight. However, as medical school 
placements are so short, often students involved in 
an event will have rotated on and therefore lose out 
on formal debrief. Taking a few minutes to provide 
an opportunity to ask any questions and check-in 
with students has the potential to turn an 
overwhelming and possibly upsetting experience into 
a valuable learning opportunity. 

It can be difficult in a busy ED, but a gentle reminder 
may go a long way to encouraging a team to make 
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time to debrief after a stressful situation. It may not always be possible immediately, but asking your mentor in 
the department if they could put aside some time to answer questions that you have about a situation may well 
result in an informal debriefing taking place which has the potential to benefit to the whole team, not least for 
any students present. 

Editor Note: 

This honest blog from Freyia is a great reminder on the importance of debrief. Come back to RCEMLearning 
soon to hear about “TAKE STOCK” – a tool to help. 
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DIFFICULTY 
COMMUNICATING 
WITH PATIENTS - 
A CASE EXAMPLE
Author: Freyia Mahon-Daly 



This includes patients whose first language is not English, 
patients who may communicate through sign language or 
patients with learning difficulties. This blog considers 
another situation that I encountered as a third-year 
student on an EM placement where the first patient I 
clerked that day was not able to communicate verbally. It 
covers the challenges I had and details how I dealt with 

this while ensuring he received the best care and 
the correct management plan.

Patient Mr. S, 56-year old male with a past medical 
history of high cholesterol leading to an ischaemic 
stroke 8 years previously, presents to an ED in 
Manchester with his carer. While still an active 
man, the stroke left him weaker on the right side of 
his body, thus rendering him in need of a carer 
during the day. Not only this, but the residual 
effects of the stroke on his speech were 
significant, meaning that Mr. S was unable to 
properly form words with his mouth and, according 
to his carer, occasionally muddles words up as 
well. 

NOT ABLE TO 
COMMUNICATE 
VERBALLY
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Throughout both medical school and our 
careers, we will have patients that cannot 
communicate simply through speech

Difficulty Communicating with Patients - A Case Example
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His carer states that she feels that he is ‘not quite right’, that he has been breathless and coughing frequently. 
He is usually active and can walk easily but recently he seems to be gasping for breath. Other than the stroke 
and the cholesterol for which he is now on a statin and clopidogrel, Mr. S is extremely well. When talking to the 
patient himself, he shrugs and says ‘I am fine but’ and that is all I can understand. 

Problem 1: Who do I listen to? 

The carer who insists something is wrong, or the patient who insists he is fine, but there is a but? 

Deciding to probe a bit more, I ask the patient if he has coughed up any blood. Unfortunately, I get two 
responses: the carer crying no of course not, but the patient nodding his head. Now I am worried. A million 
things are going through my mind and having just seen the patient’s completely clear chest x-ray, things don’t 
add up.

Problem 2: What do I do now? 

I want blood gases but now I have to get consent from the patient for an uncomfortable procedure, and I’m 
already having difficulty explaining why, especially as he thinks he is fine. I talk to one of the registrars who tells 
me this is all good practise for when I am a doctor - it’s only now I realise he is right! 

After a difficult 10 minutes explaining the procedure and then apologising for the discomfort caused, the blood 
gases come back showing respiratory alkalosis. A d-dimer led to a CTPA, and a huge pulmonary embolus was 
diagnosed. The doctor takes over the explanation here and does so with ease. I am envious and cannot wait 
for the day that I have this ability. 

Having experienced this first hand, and then watching how naturally the registrar communicated with the 
patient despite the difficulties, this situation highlighted to me that communication is not just about the words 
you say or showing empathy, it’s about body language and having the knowledge to find the right tools to help 
you communicate. In this situation I was fortunate enough to have a concerned carer that was persistent in her 
worries, despite the patient shaking and nodding his head in disagreement to everything. However, there are 
plenty of times where a patient may not be able to communicate verbally and so learning how you cope as a 
person and how to manage this is an extremely important lesson to learn. Exposing yourself to these 
challenges is the best way to improve, and even if you cannot interact with the patient directly yourself, then 
observe doctors doing it to help you learn.
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DEALING WITH 
PATIENTS WHO ARE 
ACUTELY 
CONFUSED OR 
HAVE DEMENTIA  
Author: Mariam Zaman



I feel it is imperative to know key communication skills to 
be able to engage and get the best out of a history and 
examination that would generally be quite difficult to 
obtain. As medical students we have the luxury of time on 
our sides, and so we should use this to our advantage, as 
these histories cannot be rushed and should be 
comprehensively taken. Things can be easily missed, but 
also many patients greatly appreciate someone taking 
time out and sitting and talking to them, and the majority 
of the time they have the most fascinating stories about 
their lives and can make your time pass a lot quicker too;  
you can actually learn a lot also! 

A lot of elderly patients presenting to the ED are in an 
acutely confused state due to infections such as a urinary 
tract infection, have memory problems, or hearing and 
vision problems which can add to their confusion. Many of 

the patients presenting will have dementia so can 
be quite agitated and aggressive, and are 
adamant about going home which of course is 
easily understandable as they are confused, 
feeling unwell, and they are in unfamiliar 
surroundings. They may also be restrained to a 
bed, which can be extremely frightening, and 
healthcare professionals dismiss this as the patient 
being awkward, and they can get quite angry 
towards the patient for behaving in this way, which 
of course the patient cannot control. Medical 
students who will frequently see acutely confused 
elderly patients should try to make them 
comfortable. During my ED placement I also saw 
excellent examples of healthcare professionals 
communicating effectively, taking their time and 
treating these patients with compassion and 
dignity, and they got a lot out of a history and 
examination as a result.

COMMUNICATION SKILLS
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A lot of time during my EM placement I was 
asked to take a history and examine elderly 
patients, as they represent the majority of 
patients presenting to the ED
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The key tips I have picked up during my placement on how best to communicate with elderly patients are as 
follows:

Always take your time 

This might sound obvious but it’s so important. As a student you do not need to rush, you don’t need to get a 
history taken in 10 minutes you can take your time, which means you can make the most out of the learning 
experience. You will need to ask all the key questions, and rule out all the major red flag symptoms you are 
worried about, as many patients will not be as forthcoming with all the symptoms they have experienced as 
they have extremely complex medical problems, and so it is important to take a comprehensive medical history. 

Check the patient can hear you 

One patient I saw during my EM placement was unable to understand what any of the doctors and nurses were 
saying. He was dismissed as being confused, with the presenting complaint on the clerking booklet being 
“acute confusion likely UTI”, but the EM consultant who I saw the patient with realised that the patient spoke 
coherently and logically, it was just that he did not answer the questions he was being asked, and was 
frightened and shy. She then realised it was due to the fact that he was unable to hear, and so she went ahead 
and proceeded with writing all her questions down on a piece of paper, which meant she was able to take a 
completely comprehensive (albeit slightly longer) history. I feel it is massively important to always keep in mind 
that many patients are mistakenly seen as being confused when in fact they have a visual or hearing 
impairment, so always assess that they are able to see and hear you before you begin. 

Have plenty of patience! 

It is extremely difficult to manage a patient who is confused and agitated and adamant on going home, and the 
best to deal with these patients is with patience and compassion. They are confused and frightened, they are 
not purposefully trying to be awkward, and many patients are frustrated and fed up healthcare professionals 
who can be quite angry and show their annoyance towards them. Whoever treats the patient with care and 
patience will get the most out of the history and examination. 

Establishing rapport 

Always sit with the patient at eye level, and never stand over them. Set a positive tone, as being smiley and 
happy enables a sense of comfort. A small gesture such as holding their hand can make them feel much more 
comfortable and relaxed and can really help calm the situation. If they are adamant about wanting to go home, 
talk to them about their home, about what they like doing, what they like eating/cooking, watching on tv, what 
hobbies they have etc., can alleviate the situation and it can distract them and allow them to talk about what 
they like doing. Many patients are confused and generally have reasons why they are worried and adamant 
about going home, so you should always ask them why they want to go home right away; many will think 
they’ve left the heating on, or their pet has not been fed, or they’ve not locked the door. Addressing their 
concerns and worries and explaining that the carer/paramedics will have sorted it out for them can sometimes 
help and calm them down, and it will also demonstrate you have considered their main worries and concerns. 

Other points to consider when speaking to elderly patients is avoid talking louder or shouting if the patient can’t 
hear or understand. Try to speak in a lower tone, and speak in shorter sentences. A lot of the time the patient 
can hear what you are saying, they just can’t understand what you have said -  don’t say the same thing but 
louder, try to rephrase the question in small sentences. Although asking open questions is important, it is often 
easier to assess the situation and identify red flags using yes/no answers which are sometimes easier for the 
patient to understand and answer, especially if there is a degree of cognitive impairment or tiredness.
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I feel as medical students you should always aim to 
speak to elderly patients especially if they are 
confused, as for them having someone to hold their 
hand, smile and sit and talk to and listen to their 
concerns can make a massive difference to their 
stay in hospital. Many elderly patients are massively 
grateful someone has taken the time to come and 
speak to them, and many are extremely interesting 
and genuinely do give you stories that make you 
laugh and make your time in the ED more enjoyable. 
You also learn a great deal about how conditions can 
affect patients, especially chronic conditions. They 
are also very willing for you to examine them, and 
many patients do have a lot of positive signs to pick 
up. I feel being able to effectively communicate with 
elderly/confused patients is one of the most 
important skills needed to become a well-rounded 
doctor.
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WHY A CAREER IN 
ED? WHAT’S IT LIKE 
FOR A 
CONSULTANT… 
Author: Rahul Bagga



As part of our curriculum in final year, medical students 
are required to shadow a consultant in their field of 
interest to gain an appreciation of the consultant’s role in 
that speciality both clinically and non-clinically. I 
shadowed a consultant in the emergency department 
(ED) and found the role to be very different from my initial 
expectations.

The first and largest take away point is the hours were not 
nearly as bad as I thought they would be. I assumed that 
because ED always seemed hectic and packed, 
consultants would have to work extremely long hours with 
lots of evenings and night on the shop floor. This wasn’t 
what I observed, while the work was challenging, 
consultants seemed to be able to have a good work-life 
balance with opportunities to pursue other career and 
non-career related goals.

Another observation was the diversity within the 
role of a consultant. Some of this was designed by 
necessity, a department would need an M&M lead, 
a frequent attenders lead, a mental health lead etc. 
but the option to tailor your consultancy to better fit 
in with your niche interests was something I hadn’t 
fully considered prior to this placement. I found this 
to be quite significant that in a speciality that 
doesn’t typically sub-specialise (apart from in ICM, 
paeds or pre-hospital), there are options to further 
pursue areas that interest you more.

Through my observations, I began to appreciate 
that the ED consultant’s role is not to see the most 
patients or the most complex, their role is more of 
a teacher, helping to develop the clinical and 
deductive skills of their trainees while ensuring 
patient safety. Consultants do see patients when 
the department is busy, when a trainee is unsure 
how to proceed but on the whole, my assessment 
was that consultants act in a supportive capacity to 
support and oversee the department as a whole. 

IT’S AWESOME
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Hopefully, this has inspired all medical 
students to be EM Consultants. Here’s a 
glimpse into Consultant life: 

Why a Career in ED? What’s it like for a Consultant… 



I found the chance to teach a really positive aspect of ED consultancy as while this may happen in other 
specialities on ward rounds, the nature of ED encourages learning if you’re unsure how to proceed.

Lastly, as an ED consultant you get the opportunity to hear about such a huge variety of cases, as anything can 
walk through the door meaning the clinical work is very diverse!

Each Consultant in the department is likely to work differently. And each department across the country works 
differently. But the core principles of EM are the same – and it’s awesome! 

For more information on the ED training programme, and what a career in ED means, visit the RCEM web 
page. 
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