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 Build-A-Case: A brand new CME technique that is peculiarly familiar

 Abstract

An observation at a problem-based learning, case-building meeting prompted the realization that building cases might itself be an effective educational intervention. We have developed a process for a new CME technique that is peculiarly familiar that we call “build-a-case”. Build-a-case has now been used for teaching and learning in many clinical situations and with several kinds of health professionals. It is particularly useful for teaching in unusual or emergent contexts. Subjective evaluations of the approach are consistently positive and people feel that they learn from it because it prompts the discussion of practice as it is in their clinics and communities. In what follows we describe the build-a-case process, our experiences with it, and suggest several theoretical constructs that might be useful in promoting thoughtful research on what may become a useful new tool for continuing education. 

Introduction

Problem based learning (PBL) was developed 30 years ago by Barrows & Mitchell1  as an integrated framework for curriculum development and instruction. Since then, it has had a paradigm shifting effect on medical education2 and has been adopted in other fields including nursing, dentistry, business management, architecture and engineering. 

The basic principles of PBL include: 1) providing learners with clinically relevant problems in the form of clinical scenarios, vignettes, or cases, 2) providing access to best evidence, 3) maximizing opportunities for self-directed learning, and 4) facilitating interaction and reflection in small groups. These principles are consistent with constructivist theories of cognition and theories of adult education2,3 , and contrast with more traditional educational methods with which there is general dissatisfaction4.  Positive subjective evaluations of PBL from both teachers and students have sustained its proliferation even though robust evidence of its effectiveness continues to be needed5.  

The proliferation of PBL has prompted a profusion of methods that Barrows6 formalized into a six part taxonomy comprising  “lecture based cases”, “case-based lectures”, “case methods”, “modified-case based”, “problem based” and “closed loop problem based” learning.  Barrows argues that each method has distinct implications for the four outcomes of PBL  - clinical reasoning, motivation for learning, self-directed learning and the structuring of knowledge for use in clinical contexts. 

Case building as a learning activity

Common to each method is a reliance on cases and clinical scenarios and herein lie two dilemmas.  First, structuring knowledge for clinical contexts, which are unique, unfamiliar 7  or continually changing 8   can be difficult.  Second, generating teaching cases is labor intensive and time consuming. 

Where PBL is practiced, it is necessary for faculty groups to gather regularly to build and/or revise teaching cases.  At one such meeting,  a case builder remarked “you know, building cases is hard work but I always learn so much from doing it”. The comment prompted us to think that if case building promotes learning, then convening small groups of learners to build cases  that reflect their  practice contexts would help overcome the first dilemma.  If contextually sensitive cases were an outcome of this activity,  they would be useful for more traditional case based learning and PBL’s  burden of labor and time might be moderated. 

We also thought that case building is a naturalistic form of informal learning for physicians. When physicians meet with colleagues, for example, they often talk about cases, discussing parts of several cases during a conversation. From our own experience we recalled that  these conversations often revealed surprising practice differences and that these  “practice surprises”9  had provided   motivational or cognitive “triggers” 10  for reflection on action9  and an opportunity to learn.  A structured process of building cases, we reasoned, might provide similar practice surprises that would promote opportunities for learning. 

Based upon our experiences with case building and PBL, we structured a case building process (see table 1), and a request for an innovative educational design for a series of workshops provided an opportunity to examine the process. A faculty group was convened to model,  practice,  and develop the method that we called “build-a-case”.   Appropriate guidelines were identified by a content expert and two physicians from the faculty development group agreed to conduct the  workshops.    

Table 1: Steps in the build-a-case process 

	Step 1 
	Identify general learning needs for the constituency 

	Step 2
	Select the appropriate guideline(s)

	Step 3
	Convene a build-a-case group, make introductions and determine specific learning needs and expectations of the participants 

	Step 4
	Conduct a case building inquiry and record on a flip chart 

	Step 5
	Summarize the case and conduct an intervention plan inquiry and record on flip chart

	Step 6
	Develop a consensus intervention plan is more than one intervention plan is developed 

	Step 7
	Show a practice guideline for the area

	Step 8
	Use the guideline to identify practice differences between intervention plan(s) and guideline

	Step 9 
	Facilitate discussion of the practice differences

	Step 10
	Close the session with a ‘learning points’ review and session evaluation


In what follows, we share the results of the evaluations from these first build-a-case sessions and an overview of our subsequent experiences with the method.  As well, we share what we have learned about how to conduct build-a-case sessions, and finally we suggest a cognitive behavioral framework to promote research on the build-a-case idea.

The first build-a-case sessions

Fifty-two family and general practice physicians participated in the first build-a-case sessions during an annual meeting of the Ontario Association for Physicians in Long Term Care.  The workshops were one of several break-out sessions repeated three times throughout an afternoon. Participants selected themselves into three build-a-case  workshops.  Faculty included the two trained physician facilitators and the principal author. Participants were informed at the beginning of each workshop that the build-a-case method was familiar but new, and that they were participating in its first real trial and evaluation. 

To evaluate the workshops, participants were asked whether they agreed with each of a series of statements as shown in Table 2.  Table 2 shows the percentage of agreement with each statement across the three workshops.  Overall, 67% of respondents confirmed that they had done PBL before and that build-a-case “seemed just as effective” and 34% thought that it might be more effective than other PBNL methods.  Eighty-five percent agreed that they liked the method because it prompted them to think about the kinds of cases they encountered in their practices and 97% agreed that build-a- case reflected their practice rather than the practices of experts.   Eighty percent said that they would do more build-a-case workshops  and 60% could think of other topics for build-a-case.  Interestingly, only 36% would have “preferred having the details of a case to solve” and only 28% agreed that they “would have preferred hearing from an expert”.  

Despite some intergroup variation that we attributed to initial anxiety (group1) over using a new method and fatigue (group 3) after doing 3 consecutive workshops,  we think that the majority of participants liked the build-a-case process, appreciated its learner-centered features, and thought that it promoted learning and reflection on their practice

Table 2:  The results of the three initial build-a-case workshop evaluations showing the percentage of participants’ agreement with each evaluation statement for each workshop and for the workshops combined.  

	Evaluation Statements
	Group 1  (n=15)
	Group 2

(n=21)
	Group 3

(n=16)
	Total

(n=52)

	I’ve done PBL before and this seems just as effective 
	47 %
	81%
	74%
	67%

	I’ve done PBL before and this may be more effective 
	15%
	37%
	31%
	34%

	I liked it because it prompted me to think about the kind of cases I encounter 
	73%
	95%
	88%
	85%

	Sometimes case-based workshops reflect the practices of the experts. Build-a-case reflects my work 
	73%
	76%
	81%
	97%

	I would do more build-a-case workshops 
	80%
	86%
	75%
	80%

	Can you think of other topics for the build-a-case method 
	47%
	76%
	56%
	60%

	If you were planning cme would you use build-a-case
	60%
	81%
	67%
	69%

	I would prefer having the details of a case to solve 
	40%
	24%
	43%
	36%

	I would prefer hearing from an expert 
	33%
	19%
	31%
	28%


Who can benefit from the build-a-case approach?

Build-a-case has now been used for training in  dementia, congestive heart failure, end of life care, elder abuse, geriatric emergency nursing, and care of the homeless senior. Participants have included medical faculty, family physicians, surgeons and other specialists , nurses, residents, clerks, homeless shelter staff,  and home and community care providers.  For all but the clinical clerks, whose faculty felt that their inexperience with clinical practice compromised their ability to build cases, the build-a-case method was seen as a useful teaching and learning experience. 

Medical residents said that they found build-a-case “active”, “entertaining”, “unique”, “interactive”, “collaborative”, “thought provoking”, “interesting”, “good for family docs”, “a little disjointed”, “integrative”, and “educational”.   Shelter staff told us: “Now you really have an idea of what we have to deal with”, “I liked it, it seemed like you listened to us”,  and “finally, someone is listening to our story”.  Community care providers have said that they “loved the build-a-case format”, “its very interactive”, and “it’s a good medium to help professionals look outside the narrowness of their specific discipline”.  Faculty development events on ‘build-a-case” have been oversubscribed. 

What do the build-a-case faculty think?

The initial response of most faculty members is that it is frightening to facilitate a workshop armed primarily with a process of inquiry rather than a body of knowledge. Faculty are always surprised that the process promotes interaction so readily and report that asking participants to simply describe situations rather than provide correct answers to events facilitates interaction. They felt that while a content expert must be part of the facilitation team,  they must struggle to resist being content experts.

During the case building phase, facilitators often reported having to help groups make decisions about case characteristics but find that this process surfaces differences in experience and practice that prompts questioning, mild confrontation and individual reflection amongst participants. 

How long does a build-a-case process take? 

One hour seems about the right amount of time for build-a-case sessions though the resulting cases are not as completely polished as those created by professional case builders.  Still, faculty find that each case contains a great deal of contextual nuance that can be integrated into cases for other forms of PBL.  

How many people can be included in a build-a-case session?

Eight to twelve people seems the ideal size for a build-a-case session but one of our most successful events included 27 physicians. We often run several groups simultaneously within a medium size room.

What about facilitation?

Typically two facilitators  run build-a-case sessions but one person can do it. Facilitation tasks include stimulating interaction, keeping notes, resolving differences of opinion, following interesting leads, making sure everyone has an opportunity to contribute, managing overly dominating participants, promoting reflection, making meta-cognitive queries and managing time. Experienced co-facilitators are able to share these roles spontaneously while for less experienced facilitators formal task division is advised. A helpful division of roles is for one facilitator to handle record and time keeping and opinion management while the other manages the inquiry.

What are the steps in the Build-a-Case process?

The process of build-a-case is outlined in Table 1 and begins with learning needs  assessments for pre-workshop planning and more focused clarification of needs and expectations that take place at the beginning of the session itself. An explanation of the build-a-case process  typically begins with “we are going to build a case on [insert the focus of the session] not a specific case which I’m sure each of you has in mind, but a composite case that reflects all of our experiences”. “Tell me, how did this case come to your attention?” is a good first query. This can be followed with “what is the patients name?” or “how old?”.  Facilitators work towards consensus on these easy issues to model consensus for the more difficult issues that might emerge later.

The case begins to build very quickly as the facilitator records  the case characteristics on a flip chart. The characteristics reflect the typical issues and dilemmas that participants have encountered and each participant offers elements from their prior cases to the composite being constructed. Consensus is sought on discrepant issues and voting is used if consensus is not readily achieved.  The facilitator guides the group in creating a “whole person” and then develops a case history.  Sometimes an unexpected theme might arise that seems too important to give up and the case can take unexpected directions.  In one workshop,  for example, the initial queries prompted a scenario in which a physician was uncomfortable responding to a consultation request from a nurse because of his relationship with the attending physician. This issue became so meaningful (i.e. managing colleagues who won’t refer) that it became the focus of the session.

As the clinical characteristics of the case grows,  the group enjoys adding clinical complications and the facilitator strives to achieve an optimal middle level of  complexity. Particularly compelling issues can be noted and re-introduced during session termination or in follow-up.  

About one third of the session should be allocated to case building before the facilitator summarizes the case, asks for closure and begins the intervention inquiry with “Now, what would you do in this situation?”.  During the intervention phase the facilitator looks for diverse opinions because these practice surprises can trigger learning.  Sometimes diverse opinions can be managed by consensus seeking but sometimes it will be clear that two diverse chains of intervention are emerging and both can be recorded. 

With  one third of the session left, attention turns to asking “what does the evidence suggest in these clinical contexts?” and the introduction of a pre-selected guideline. Once again, it is important that the facilitator not become the content expert and to remember that the guideline is only presented to promote reflection. Questions might include  “how well does our intervention plan fit the guideline?”, “are you aware of this guideline?”,  “how does the guideline fit the built –a-case?”,  and “would the guideline fit in your practices?”  If the group had produced two distinct intervention approaches each could be rated in light of the guideline. 

To end the session, the constructed case, practice diversity and guidelines integration issues are reviewed. Asking participants to reflect  on any learning points helps to consolidate learning and declare any anticipated practice changes.   Outstanding issues can be identified and participants can be either 1) encouraged to explore the literature on their own, 2) assign tasks e.g. one participant can search the literature and bring articles of interest to the group’s attention or 3) build-a-case can continue and explore outstanding issues in another session. Finally, session evaluation forms are completed.

An explanatory model for build-a-case 

We think  that build-a-case is a useful new member of  the  “modified case-based learning” variant of PBL described by Barrows.  It is consistently well liked by users who compare it favorably with other PBL learning experiences. Users tell us that it promotes reflection on their own practice and we find that it structures knowledge within the contexts of these practices.   

We have already provided some theoretical explanation for the hypothesized build-a-case learning effect  - the practice surprise, trigger, and reflection process. To this we would add the following. Knowledge and especially procedural knowledge is structured into conceptual frameworks in the form of implicit and typically unconscious scripts which anchor thinking and  mediate behavior11 .  With  experience, physicians, like others,  come to rely increasingly on these scripts rather than on evidence
 and explicit scripts such as practice guidelines12.  

In order to change skilled behavior the implicit scripts, which mediate practice must be identified14
.  Because build-a-case is so strongly linked to the context of practice, we think that it provides an opportunity to surface these implicit knowledge structures that guide practice behavior. The surfacing is supported by the social context of the build-a-case group and the recognition of diverse knowledge structures creates  “practice surprises” that can trigger reflection  during which explicit models, like guidelines, may be more easily  considered.    

Summary and future directions

Build-a-case is a new format for PBL that is peculiarly familiar.  Unlike some PBL formats  which take the form of a Socratic dialogue in which the teacher is a knowledge expert and learners declare their knowledge, build-a-case is a more reflective dialogue in which teachers are inquiry experts and learners describe their experiences. Unlike traditional PBL that “eats cases” and is consequently expensive, build-a-case produces teaching cases and is relatively inexpensive.  Unlike approaches in which cases are built to reflect best practice guidelines, build-a-case cases reflect the contextual nuances of individual and collective practices. 

Like PBL in general, research has yet to demonstrate that build-a-case is able to achieve behavioral practice change. And, while a theoretical framework leading to practice change can be mapped onto the build-a-case approach, we know that there is no magic bullet for effective knowledge translation14. That seems to require a blending of methods and the accumulation of small mutually reinforcing effects.  Still, we think that build-a-case could be a useful addition to the tool-kit of continuing education and knowledge translation specialists and an innovative teaching method deserving of more extensive research and development. 
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Lessons for Practice

Build-a-case is a member of the class of modified case-based PBL methods

Build-a-case helps moderate two difficulties with case based learning – building cases for uncertain practice contexts and labor intensiveness. 

Health professionals can learn from building cases

Using build-a-case health professionals can develop cases that fit the contexts in which their practice occurs

Cognitive behavior theory may provide a framework to guide build-a-case research 
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