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INTENDED AUDIENCE: Small group facilitators, PBL tutors, team leaders

GOAL: To practice managing difficult group dynamics

OVERVIEW: Typical problems exist in small learning or task-oriented groups (e.g., a quiet student fails to contribute; one student dominates, perhaps showing off or competing with others; the group comes unprepared; the discussion is superficial and unproductive). This exercise allows participants to practice leading difficult groups and to reflect upon successful management strategies.
RATIONALE: Allowing faculty to participate in a difficult group helps them understand the problem from different perspectives – from that of a quiet student or a student who is trying to collaborate with a classmate who is difficult, and from that of a facilitator who has her own agenda.
RESOURCES NEEDED: 
Reading: McCormick D, Kahn M. Barn raising: collaborative group process in seminars. In Teaching and the Case Method (LB Barnes, CR Christensen, AJ Hansen, Eds). Boston, MA: Harvard Business School Press, 1994.
Faculty: Experienced group leaders
Materials: 4-part problem-based learning case: Findings of the Bi-annual Exam 
Handouts: Suggested Strategies to Manage Difficult Group Dynamics (provided)
PROTOCOL: (2-4 hours)
We recommend allowing one hour for each scenario. Ideally, each member of a 5-person group will practice tutoring and playing the role of a difficult student. However, time often does not allow for this model. One might, instead, create a fishbowl exercise, allowing a few people to tutor and rotating the student roles. One might also break the exercise into two workshops, each including two problems. In this case, it is important for the facilitator to email participants in the second workshop the first parts of the case, a learning agenda any group might have developed, and the overview of the workshop. The second workshop is based on the assumption that the class has met before and given itself a homework assignment.

Instructions for conducting this workshop have been published on MedEdPORTAL: 
Peters AS, Moore GT, Microtutoring: A Faculty Development Workshop Using Scripted Tutorials. MedEdPORTAL; 2008. Available from: http://services.aamc.org/jsp/mededportal/retrieveSubmissionDetailById.do?subId=775.. 
Findings of the Bi-annual Exam

Part I.

“Well, here’s a surprise! Harry Clark is here for an annual check up. I haven’t seen him in a long time,” Dr. Marcus commented to his medical assistant.

“I noticed. In his case, I think you’d have to call it a BI-annual check up. He hasn’t been here for two years,” the assistant joked. “In any case, he’s ready for you. I took his vital signs. And, I asked him to get undressed and into a gown. Here are his records with today’s data.”

Dr. Marcus knocked on the exam room door and entered. For a moment, he almost lost his composure because the man he had known for more than 20 years looked strangely different. Harry appeared pale and much thinner than he remembered. His cheeks looked sunken, and his shoulders hung as if burdened with weights. Nonetheless, Dr. Marcus greeted his patient cheerily: “Harry Clark, hello! It’s good to see you again. I haven’t seen you in two years.”

“Hello Doctor. It’s been a while, hasn’t it?”

“So, what brought you to my office today?” Dr. Marcus asked. 

“My wife pushed me into it, to tell you the truth.” 

“Does that mean that she’s worried about you?” Dr. Marcus wondered.  

“She thinks everyone should get an annual physical exam. I suppose she’s right,” Harry admitted. 

“I see. So, how do you feel? Any recent complaints?” Dr. Marcus asked. 

“No, no, Doctor. You know me. I am always fine. I’m a tough guy!” Harry replied promptly, but his voice wasn’t convincing despite his smile.  

Looking at the data, Dr. Marcus asked, “You’re 55 now, right? We’ll consider this your 50,000-mile check up – make sure the engine is purring nicely.”

“Well, don’t be like my mechanic and run up the bill, okay?” 

“Harry hasn’t lost his humor though,” Dr. Marcus thought to himself and began to smile. “According to the information my assistant gave me, the biggest change I see in you is that you’ve lost about 12 kg (26 lbs). You were a fairly steady 81kg (178 lbs) for years and now you’re 69kg (152 lbs). When did this happen?”

“I’m not sure. Maybe in the last 4 to 6 months,” Harry said.

“Did you try to lose that weight?” Dr. Marcus was curious. 

“Not really. It isn’t a disaster, you know. I was getting that middle-age roll of fat around my waistline. I’m not looking to gain that weight back.” 

“Fair enough, but I never thought of you as fat. 81 kg (178 lbs) for a man who’s 1,82 m (6 feet) is acceptable. Still, I’d like to understand why you lost the weight,” Dr. Marcus prodded.

“I have no idea, Doctor. I guess I’ve grown a bit lazy in the last couple of months, to be honest. It’s hard to tell, but I feel as if someone switched off my power button. I have no energy during the day and I can’t really recharge my batteries at night. I often wake up, go to the bathroom and can’t fall asleep afterwards.” 

Dr. Marcus thought that Harry did look tired.

Part II.

Dr. Marcus stroked his chin pensively and tried to recall what he knew about his patient. Harry was a middle-aged architect. He married late and he and his wife never had children.  As far as he could recall, apart from some common colds that had brought him into the practice in the past, he had always been fairly healthy. A quick glance at the open medical record reminded him: No known allergies. His father died of lung cancer 12 years ago at the age of 67 and his mother, 77 years old, is still alive but suffers from hypertension, diabetes type II and atrial fibrillation. Harry does not take any medications – or at least he didn’t two years ago. His only weakness was a passion for cigarettes. Dr. Marcus knew that Harry had smoked a pack a day for more than 35 years and his attempts to quit had always failed. 

Before continuing the interview, Dr. Marcus glanced at the current information his assistant had left for him.

Heart rate:

55/min.

Blood pressure:
135/85

Temperature:

36,8 C

O2 Saturation: 
99% on room air

Respiratory frequency:16/min.

“Harry, have you ever had this kind of fatigue before?” 

“No, never! It’s so strange.” Harry replied. 

“Did you notice any other changes?” Dr. Marcus asked. 

“No, not that I can think of. Well, maybe the morning cough is worse.” Harry thought for a moment. “And my eyes…” he added, “I have had difficulty seeing clearly for the last couple of months.” He sighed. 

Dr. Marcus began to review the systems and found that Harry´s appetite had decreased and that he was suffering from headaches from time to time. As he ran through the routine questions, Harry replied that he did not have night sweats, fevers, colds, shortness of breath, chest pain, palpitations, heat/cold-intolerance, polydipsia or abdominal symptoms.  

“Alright, Harry, there are only a few more questions to go. Then I would like to examine you from head to toe,” Dr. Marcus explained. 

Part III.

Suddenly there was a knock at the door and the assistant peeked in. “Dr. Marcus, I am sorry to interrupt but I have to remind you that there are still a lot of patients waiting outside for you,” she whispered.

 “Okay, I’ll be finished in a few minutes.” Dr. Marcus washed his hands and said, as he began the physical exam, “Let me get a good look at you, Harry.” 

He found a thin, pale looking man, without acute distress, sitting on the exam table. He was alert and oriented. Harry’s skin was warm and dry without rashes. Despite the pale skin, his conjunctivae appeared pink. Harry had no signs of anemia or cyanosis; his fingers were not clubbed. His pupils were reactive to light, the vision field was normal but he had difficulty seeing letters clearly at a short distance. Harry had no lymphadenopathy of neck, armpits and groin. In the examination of the chest he showed no dyspnea, or dullness to percussion, lungs were clear to auscultation with good air movement, no crackles, rales or wheezes. Heart was regular in rate and rhythm, peripheral pulses 2+, S1S2 was audible, no murmurs, rubs or gallops. The remainder of the exam was unremarkable.  

Dr. Marcus was pressed for time. He wished he could spend more time on the interview and physical exam with Harry, because he still didn’t know what was going on with him. “Nothing really fits together,” he thought. But he was getting anxious about those patients who were waiting outside. 

“Alright, Harry! Your physical examination was fine, but I want to understand your weight loss. Why don’t we play it safe and do some tests just to make sure we don’t miss anything.” 

“I doubt there’s anything seriously wrong, Dr. Marcus, but if you think the tests are a good idea, I’ll go along with it,” Harry said, trying for a light hearted tone. 

Part IV.

A week later, Harry returned to Dr. Marcus to discuss the results of the lab work and x-ray with him. This time, his wife accompanied him. Dr. Marcus welcomed them in his office and was happy to see Mrs. Clark. She had always been a pleasant person with a dry sense of humor. “Dr. Marcus, it is good to see you! Could you do me a huge favor and prescribe some ultra-strong energy pills for this husband of mine? I can’t stand having him mope around the house in this condition all day! I mean, he could at least apply for a job in MY household. The position of a cleaning lady is still available!” she laughed. Harry rolled his eyes. “My wife doesn’t understand me, Doctor. For a man my age, it’s not so easy to find a job, you know.”

Dr. Marcus asked surprised, “What happened? You lost your job?” 

Harry nodded his head. “Yeah, about 6 months ago. Our architecture firm declared bankruptcy. I’ve been unemployed since then. It is not very funny.”  

“Dr. Marcus!” his wife interrupted, “you should see him at home. I can’t get him interested in anything! He lies on the sofa all day long, looking blue. He even stopped eating!”

“Sally, please!” He tried to control his temper. “I mean, I have the feeling nothing will ever get better and there’s nothing I can do to improve my situation.”

Dr. Marcus began to understand. He mentally summarized Harry’s symptoms and all of a sudden everything made sense. The weight loss, the insomnia, the decreased energy level and headaches. He took a last look into the records, already knowing what he was going to see. Perfectly healthy – at least physically! All lab results and the chest x-ray were unremarkable. And the poor eye sight – well, that was just a matter of the not uncommon need for glasses after the age of 40. Unfortunately, Harry probably couldn’t afford them now that he wasn’t working. 

This case was written by Patricia G. Hinske, MD (Ludwig-Maximillians Universität, Munich), Miriam S. Wetzel, PhD, (Harvard Medical School) and Antoinette S. Peters, PhD (Harvard Medical School); 2009.

Suggested Strategies to Manage Difficult Group Dynamics:

Who’s Talking Too Much or Too Little?
Balancing talking and listening, and sharing the work amongst all group members, including the tutor, is difficult. When tutors are new to problem-based learning instruction, they tend to err either on the side of talking too much or too little. When they talk too much, their students may use body language (looking away, e.g.) as a cue; they rarely tell their tutor it would be helpful if he spoke less often, even when the tutor invites feedback. When tutors are too quiet, however, it is even more difficult for students to cue them. While they may ask the tutor a direct question, silence may, in fact, establish a “leave me out” atmosphere in which students become timid about approaching the tutor. Thus, the tutor gets no response from students and no opportunity to calibrate his behavior.

Meanwhile, the group may also have within it quiet and/or dominating students. Whether this poses a problem for the group may depend upon expectations for full participation, attitudes toward the individual students, and the tutor’s intercession. The following suggested strategies have been culled from workshops with experienced tutors, and may be useful to other tutors.

The Quiet Student

1. Structure the group (a) at the very beginning of the course and (b) at the beginning of class so that the group is aware of and has accepted the ground rules. The ground rules vary from group to group. Nonetheless, they should be explicit and consistent. One ground rule pertinent to this situation (i.e., having a quiet student in the group) is “everyone must contribute to the discussion.” 

2. One way to ensure that everyone contributes is to establish a standard strategy for sharing (and this may be established either by the tutor alone or by the entire group when the tutor asks the students to set the rules). Examples include: 

a. Going around the table and taking turns, perhaps allowing students to “pass” if they have nothing to contribute. The downside of this is that, if the quiet student is last, she/he might feel increasingly anxious as his/her turn nears. If one were to use this strategy, he might want to begin with or near to the quiet student.

b. Not allowing anyone to speak twice until everyone has spoken once.

3. It is important that the students, as well as the tutor, own the group and take responsibility for good group process. When the group is not functioning well, the tutor may need to call “time out” and discuss the problem directly with the students. 

4. The tutor might try any of the following as a means of drawing out the quiet student:

a. Diagnose the reason for the problem by observing and listening to the student during the group discussion. Is the student shy, uninterested, lacking in confidence, or something else? 

b. Use the student’s name and make eye contact with him/her. It helps to sit across from the student, rather than next to him/her. It’s important not to embarrass the student by calling on him/her too often or directly. Therefore, using body language such as eye contact may be more subtle. Also, call other students by their names to even things out.

c. Ask students to take a role, such as the patient’s doctor.

d. Ask all students to write down an answer to a question (e.g., “What would you say to this patient?”), and then read it to the group.

e. Pair students to discuss something briefly so the quiet student has an opportunity to make friends with another student and has a chance to practice talking.

5. The tutor might tell students that she is unable to evaluate them if she cannot observe how they think through problems during class discussion. Depending upon the school’s criteria for evaluating students, she might also note that she wants to observe how well students communicate and work with others.

6. It may be necessary to speak with the quiet student individually after class to diagnose the problem and to help him/her find a way to become more involved in the discussion. Quiet students may have a long history of shyness or reticence in class. They may have developed keen observational skills that could be useful to the group. Some tutors note that a student doesn’t speak often but when she does her contributions are very insightful. A tutor might, therefore, capitalize on the quiet student’s strengths by pointing out to him that he might be a careful listener and might be able to identify when the group has not reached a satisfactory level of understanding. If so, he might either explain the concept if he can or point out to the group that they need to read further to achieve understanding.

The Dominating Student

1. Again, structure the group appropriately (as above) so that the ground rules are explicit and transparent. One ground rule that might be relevant here is that “we encourage everyone to participate and we respect one another’s contributions.”

2. The tutor may need to take a strong hand in controlling the group to avoid letting a dominating student take over. One danger of the student’s taking over lies in splintering the group so that some students fail to benefit from others’ explanations. The tutor may have to be very direct, even confrontational “Please let others speak”; however, in so doing, he must still be supportive of the student so that the mood does not become hostile. He might say, “You are very engaged in this discussion and have some interesting ideas to offer. Let’s see what the other students think of them.”

3. Again, the tutor needs to let the students help regulate the group. While he calms things down and organizes the group, students will have an opportunity to interject their ideas and even to tell the dominating student his behavior is unreasonable (or in so many words). If this does not occur as the result of some management techniques, the tutor might have to call “time out” and discuss the group dynamics directly.

4. The dominating student may be jumping ahead (say to a hasty diagnosis), so the tutor could slow things down by asking the group to think mechanistically, to go back to basic science principles or to explain the underlying reasoning. 

5. The tutor might capitalize on the dominating student’s ideas by asking the group who agrees and who disagrees and then building the discussion from there.

6. Using silence may be useful, but there are caveats. On the positive side, students might be asked to reflect for a few moments in silence either on the ground rules or on some aspect of the discussion (or write down answers, as suggested previously). On the negative side, the dominating student might use this time to whisper to other students, thereby disrupting the cohesiveness of the group and establishing subgroups.

7. One might give everyone a chance to talk by pairing students briefly to discuss one aspect of the case. If possible, a student with a strong personality might be paired with the dominating student – definitely not a quiet student.

8. Allowing the dominating student to be the scribe may or may not work. If he writes down only ideas with which he agrees, there could be a problem. The tutor would need to verify that the group’s ideas were being represented. On the other hand, the dominating student might be quiet as he writes, at least long enough to give other students a chance to talk.

9. Body language and positioning can be useful. In this case, unlike the case of the quiet student, the tutor should sit next to the dominating student. He might turn his back on him at some point, making eye contact with another student and drawing that student into the discussion. Or, he might put his arm out or hand up to signal that he wants the dominating student to hold a thought and to remain quiet. Because many students establish a favorite seat around the table, it is useful for the tutor to arrive first and to choose a different seat each time, thereby mixing up the seating. With luck, the tutor can place himself in the perfect position vis-à-vis a problem student. 

10. Again, the tutor might need to meet with the dominating student individually to understand the source of the problem, to provide feedback on his performance, and to recommend ways to change.

The Unprepared Group and a Lack of Integration

The Unprepared Group

1. Establishing ground rules at the beginning of the course, as well as procedures and roles, may prevent students’ arriving unprepared or depending upon the tutor inappropriately. Thus, the impulse to tell, lecture or explain things should be resisted. One extreme rule might be to say that unprepared students will not be admitted to class. If attendance is mandatory, this would lead to risking a good grade.

2. When most students arrive unprepared, the tutor needs to decide how proscriptive to be. Do you assign students topics to research and discuss? It is preferable to encourage students by letting them know that you have faith in their ability to do the work and that the responsibility to do the work is theirs.

3. It’s important that students not lose face, but at the same time the tutor wants to avoid being manipulated. Students may make excuses, claiming other responsibilities. The tutor should assume that his course is equally important.

4. The tutor might decide how to use class time:

a. Ask students to read for a while in class and then discuss what they read.

b. Review the learning objectives and identify what students do and do not know and where they need to go from here.

c. Use students’ personal experiences as the foundation for a discussion, thereby building on latent knowledge. For instance, one might ask, “Does anyone know a person with a problem like this?”

d. Dismiss class and ask students to use the time to prepare for the next class.

5. When part of the problem in group dynamics results from poor teaching, the tutor should own up to it. He might say, “I regret that I took over explaining things to you during the first week of class. I was wrong to do that because it seems to have left you feeling uncertain of your own ability. Let’s start over.”

Integration of Biomedical Science and Psychosocial Issues

Several problems occur when one tries to balance biomedical science and social issues: (a) participants may feel that the former is more important than the latter and deserves longer discussion, thereby squeezing out the social issues; (b) students may not perceive social issues as having a scientific, research-based foundation and, therefore, might feel that superficial discussion of them suffices; and (c) a student may identify with a social problem and use the group as a therapy session, crossing professional boundaries and taking the group off task. To avoid some of these problems, the tutor might:

1. Focus on the facts of the case, asking students to look for evidence within the case. For example, “How do you know the patient is depressed? What are the symptoms? Could those be symptoms of anything else?”

2. Help students understand the difference between associations or correlations and causation, so they talk about social issues scientifically.

3. Draw upon personal experiences but help students talk about them in a professional manner. Model for students how to do this. For instance, instead of saying “My father lost his job and was depressed” one might say “I know a man who was in the same situation as the patient in this case. It makes me think that he might be depressed. I wonder if my reasoning is biased because of my personal experience.”

