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problem space
Currently, medical education for physicians is rarely developed
with patients. Instead, course content is created and implemented
by a team of content experts (primarily physicians) and adult
educators. Patient case studies are common learning tools in
medical education; content experts construct case studies based on
their understanding of patients. Cases include arbitrary names and
images, and patients are rarely consulted.
Due to the lack of active patient involvement and authentic
patient experiences incorporated into Western medical education,
health care practitioners can unknowingly reinforce harmful
marginalization. It is our responsibility as medical educators to
offer opportunities for health care practitioners to unlearn systems
of oppression and shift the power dynamics between health care
practitioners and patients.

project partners
This graduation project by Claudia Hopkins was conducted in
collaboration with the University of British Columbia’s division of
Continuing Professional Development (UBC CPD) from
September 2018 - April 2019.
The best practices of co-creating medical education with patients
established were validated through a Gender Affirming Care course.
This course is created in partnership with Trans Care BC.
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Patients
a

co - d e si gn workshop pilot
How might we ensure ethical visual representation
of patients?

Problem space:
Patient case studies are a common learning tool
in medical education, but patients are rarely
involved in creating them. Instead, content
experts, often medical doctors, provide clinical
scenarios based on their professional experiences
and perspectives of patients. Case studies are
personified through illustrations or videos to make
the learning experience more engaging.

Some courses highlight populations historically
marginalized by society or medical research.
Placing a spotlight on them emphasizes their need
for specialized care or consideration from their
healthcare provider; however, images may also
unintentionally reinforce stereotypes. Therefore,
it is important that patient representation is
explored critically.
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Intervention tested:
1. analysis
Participants analyzed illustrations of varying styles. Some were ambiguous
and abstract, while others were detailed and diverse. We ranked images to
determine which qualities would better enable empathy for learners.

2. drawing
Based on the findings from part one, participants then quickly sketched
different ways to visually represent patients.

From the analysis, images were ranked based on their qualities.
Overall, diverse images were preferred.
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These are two of the participants’ sketches. Many sketches strived
for ambiguity, despite participants preferring diverse images.

Outcome:
Creating images for patient case studies
did not work well due to the barriers
participants faced in creating visuals.
Despite preferring diverse images based
on the analysis in part one, participants
created ambiguous images instead.

secondary research helped determine
some best practices that medical
educators and instructional designers
can follow to create more ethical
patient imagery.

Even though the workshop did not go as
planned, findings from this workshop and

best practices

1
2
3

Draw individual people, not averages. By
drawing individuals, people will be represented
more authentically.

Diversity goes beyond skin colour and gender.
Think about age, height, clothing choice and body
weight in your patient illustrations. Age influences
patient care the most from a clinical perspective.

Randomly assign characters to case studies,
then assess if stereotypes are being reinforced;
if they are, think critically. Is it better to change
the image, or can you disrupt the stereotype
through content?

Read more at:
https://medium.com/@claudia.i.hopkins/6-lessons-learned-on-visual-representation-of-patients-e5699d040f57
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Patients
b pat i e n t stories
How might we include patient experiences
in medical education?

Problem space:
Right now, patient experiences are not
accounted for within medical education.
By including patients lived experiences and
stories, education may be richer and offer new
perspectives for learners.

Determining how to curate and make stories
learner-centred is challenging. How do we
navigate between disseminating real patient
stories, while ensuring that the learner experience
is enriched?

9

Intervention tested:
In partnership with Trans Care BC, UBC CPD is developing a ‘Gender Affirming Care’
course. Content was enriched with patient stories to improve learning outcomes. By
including patient stories, doctors will better understand patients’ decisions and
learn to work with patients, rather than seeing them through a clinical lens only.

1. prompts
Question prompts were given to a patient about their lived experience with
chest binding. The patient sent their story back.

2. cyclical design and user research
The story was audio recorded to enable learners to hear the story and read
along as well. This design prototype was shown to partners, patients and peers
for feedback and continuously improved based on insights gathered.

Iteration of binding content with patient story after receiving patient and partner
feedback. Illustration of binders was done by Drawing Change.
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Outcome:
From the prototypes developed,
Trans Care BC wanted to create
synthesized patient stories based on
multiple real patient experiences. This
critique was based on the original story
being too long and not learner-centred
enough. Based on this new approach,
synthesized and real patient stories were
tested to see what was preferred.

After comparing the two through
conversations with participants,
best practices for using synthesized
stories were established. Some benefits
of using synthesized stories is that
it reduces the emotional labour by
required by patients to re-tell stories. It
can also enable content to be learnercentred, yet personal.

best practices

1
2
3

Synthesized stories must be based on real
experiences. If a partner does not have a strong
understanding of patients, this method is
not recommended.

Synthesized stories must be validated through
patient evaluations. Without patient insights,
these stories may risk reinforcing stereotypes or
be inconsistent with real experiences.

To be transparent, patient stories should be
described as synthesized. Acknowledging
the content development process allows for
openness, awareness and critique by those who
view the content.
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Patients
c

pat i e n t evaluations
How might we meaningfully involve patients through a
critical design process?

Problem space:
Using patients stories exclusively as a way to
include patients within creation of education
would be tokenistic. Their power would be
limited as they would not have the opportunity to
change course structure or content.

they will be overwhelmed by medical content and
may want to discuss issues outside of the course
scope. Patient evaluations were structured to
overcome these perceived challenges.

Patient evaluations was piloted to give patients
the opportunity to give critical feedback.
Perceived challenges of involving patients is that
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Intervention tested:
Patient evaluations were piloted with the ‘Gender Affirming Care’ course with two
patients. One participant wrote the story used in the course, and both had lived
experience of chest binding. For the pilot, the following steps were taken:

1. recruitment
During recruitment, participants were asked if they would like to take part
in the session and what it would involve. They were also told how long
the session would take, that the sessions would be recorded but be kept
confidential and deleted, and that they can end the session at any time.

2. session - introduction
During the session, the purpose and rights of participants were reviewed. The
course objectives were then described so that the participants could gauge the
scope of the course.

3. session - course content
Participants then reviewed the course content and gave critical feedback.
Participants engaged with the images used, advice given to doctors and the
patient story.

Outcome:
Patient evaluations were successful as critical feedback was received about the
course. Patients’ feedback was relevant to the course’s scope and helped enrich the
content. Through their participation, gaps in content were found and content that
was essential for doctors to learn helped inform text hierarchy of the course.
Additional patient evaluations will be facilitated for the rest of the course; however,
one adaptation to the protocol will be made. Between sharing the project scope and
diving into the case study, all patient images will be shown and critiqued.
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best practices

1
2
3

Keeping within the scope of the course is
important because time is limited and the course
is only one piece of a larger project. During the
session, we discussed the overall goals and then
move towards the specific case study to help the
participant engage with the content well.

Guidelines need to be established for
compensating patients. Right now, many
patients volunteer their time, but compensation
for emotional labour and to recognize their lived
experiences is important. This will also allow
more people to participate, enabling a more
diverse patient group.

More than one patient should review each
case study. Ideally, 5 patients would review
one case study, but this is not scalable to the
whole course. We will start with two patients per
case study and involve more people if there are
inconsistencies in findings.
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Learners
a

us e r r e search sessions
How might we evaluate patient case studies’ effectiveness
as learning tools?

Problem space:
Case studies are a common, validated learning
tool in medical education because they enable
learners to apply theoretical information in a
clinical context. Even though we know that they
are useful, we had not conducted qualitative user
research with our courses before to see how our
learners engaged with them. We have a wide range
of formats for displaying this information. We also
wanted to investigate how patient diversity in
case studies resonated with learners.

17

Intervention tested:
5 learners were recrutied to review case studies. 3 courses’ case studies and their
respective quiz questions were grouped for testing. These 3 courses were chosen
because the format of case studies varied between illustration, animation and video.

1. recruitment
Participants who had taken 2 of 3 courses used in the session were invited
to participate. They were informed what the session would involve and its
duration. We also gave information about the recording, and that they can end
the session at any time.

2. session - introduction
During the session, the purpose and participants’ rights were reviewed.
Introductory questions were asked about their motivation to take online
learning and their practice.

3. session - course content
Participants then reviewed the course content and gave critical feedback. Many
of the techniques used to create content were validated.

This is one of the patient case studies reviewed in the user research sessions. It is from
the Emergency Contraception Update course.
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Outcome:
User interviews with prototypes were an effective way to gather
feedback from learners. Because the learners had taken 2 of 3
courses, this helped them focus on the case studies and not the
theoretical portion of the course.
From the feedback gathered, best practices of creating patient case
studies were established.

best practices

1
2
3

Case studies need intentional curation where the
main takeaway is clearly stated. This helps learners
prioritize content. The format needs to be chosen
based on the content; videos that show challenging
patient interactions are favoured.

Question feedback needs to explain why an
answer is correct (even if the learner made the
right selection). In testing, sometimes they
would guess an answer or need validation of why
the answer is right. This helps understand the
rationale for expert answers.

Age diversity is critical because it can
drastically impact patient care. Often our case
studies would feature people from 25-40, but
this was not very diverse compared to many of
these learners’ patients.
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Learners
b pat i e n t story evaluations
How might we ensure that patient stories are aiding
learning outcomes?

Problem space:
When implementing patient perspectives and
input into course development, it is important to
try to measure the impact. With patient stories,
one challenge was making them learner-centred.
Therefore, prototypes were developed to figure
out how we could gather feedback from learners.
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Prototypes made:
1. post course evaluation
After each course, participants complete a post-course evaluation. Questions
relating to patient experiences were written, but it is unclear if learners would
remember what the questions are referring to.

2. question on patient story design pattern
As a more direct way of receiving data, a question was directly added under the
patient perspective. Now, learners will have a clearer understanding of what
the question is referring to.

This is the final medium fidelity prototype of a patient story with a way to gather
learner feedback. This prototype has not been made functional on our learning
management system yet.
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Outcome:
These prototypes will be adapted to our eLearning
platform. We will need to gather feedback and test
it before implementation.
If successful, this could be used on other new
design patterns to get quantitative feedback. If
the feedback received is negative, qualitative
research should be implemented to determine
why the design pattern is not helpful and how it
can be improved.
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Educators
a

p r oj e ct presentations
How might we share insights about co-creating with patients
within the team?

Problem space:
At UBC CPD, patients are rarely involved in
creating medical education, but there is a
movement towards patient-mediated CPD. This
work requires a workplace culture change. Many of
the models we use to create medical education are
based on Eurocentric, hierarchal models.

The UBC CPD Research and Education team is very
busy. It is challenging to share ideas widely and
change our processes without full investment.
Throughout this project, the process was shared
and coworkers were involved.
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Interventions:
project presentations
After each term, the UBC CPD Research and Education team received
a presentation about the process and findings. This was a successful
way to get feedback on the work and share knowledge.

Claudia Hopkins presenting the project’s process and findings.
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Outcome:
Knowledge was shared among the team and there was an increase in
awareness about this project.
Culture change takes time. So far, there have not been any significant
effects or changes in processes among team with patient-mediated
CPD, but it is important to inform new perspectives.
Now, these project’s outcomes are a resource to those who want to
implement patient-mediated CPD in the future.
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Educators
b s h o w + tell : user research
How might we provide mentorship and support for teams in
adopting work processes and skills?

Problem space:
Many of the skills used to engage with patients
and learners are based in user research, or
qualitative research. In this project specifically,
many of the interventions tested with patients
and learners were a hybrid of user interviews and
usability testing.

Through this project, interventions to train and
mentor coworkers in user research have begun.

Recently, there has been more of an interest
and focus at UBC CPD to implement qualitative
research but we are building these skills over time
as a team.
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Interventions tested:
1. show + tell: user research
Our monthly staff meetings involve a staff spotlight. The potential of
implementing user research at UBC CPD to enhance our education and division
was shared. These ideas were supported by showing how usability tests were
applied when designing a new educational website, bcpocus.ca.

2. user research analysis
While doing user research with learners, members of the eLearning team were
also involved in this process. Some members helped with note-taking during
the sessions, and all were involved in the analysis.

This is a slide from the Staff Spotlight highlighting the different types of user
research that could be used within the division.
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Outcome:
Since the Show + Tell, two teams have requested mentorship in designing and
moderating user research for improving educational products. By mentoring
teams, we can train them in these skills so that they can successfully facilitate
user research independently.
For user research sessions on patient case studies, ideally more people from the
eLearning team would be involved in the sessions themselves. We only had 1
moderator and 1 transcriber, which made the analysis process disjointed. It would
also be better if the user research sessions occurred within the same week, and
the analysis occurred directly afterwards. One common saying is ‘user research
is a team sport’ because all members will be invested in the findings and have
similar understanding of user needs.
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Educators
c

j o u r n a l club
How might we use medical education literature to
critique and inform our work processes?

Problem space:
With the presentations given to UBC CPD
employees, feedback on the presentation
was given, but there was not a wider
discussion on how these methods could be
used in other projects.
Until now, the barriers that coworkers
faced in bringing patients into their work
processes was unknown.
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Intervention tested:
At UBC CPD, journal clubs are hosted quarterly to discuss peer reviewed
articles about medical education. We reviewed ‘Active patient involvement
in the education of health professionals: active patient involvement in
education” by Towle et al.
The following activities took place:

1. journey mapping part 1
Each participant drew out their current process of developing
medical education.

2. discussion
Participants then discussed as a group the takeaways from the article,
and the barriers their projects face to bring in patients.

3. journey mapping part 2
After the discussion, participants then placed tracing paper over
their journey maps and added on new ideas of how patients could be
involved within the process.

This is a participants’ journey map with patient involvement added on top.
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Outcome:
The journal club was successful in gaining an understanding of the
challenges other team members would face in implementing patientmediated CPD in their projects.
An assumption made earlier in this project was that UBC CPD staff would
require a shift in perspective, but from these conversations, it is believed
that partners and medical directors of individual projects may require
more inspiration.
As an outcome, a stakeholder map was created to understand the power
each role has within this ecosystem.
By implementing patient-mediated CPD in individual projects, this way of
working will begin to spread. It may be important to consider how we bring
these topics up with medical directors or partners, but UBC CPD
leadership and staff’s investment in this topic will help pave the way for
changes in process.

While patients and learners are highly affected by medical education, they have
low influence over what education is offered. In contrast, funders,
UBC CPD, and partners have high influence but are not personally affected.
The goal of this project was to increase patients’ influence in creating medical
education, as shown by the purple arrow.
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