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Research question 

What are medical students’ perceptions of using computer-assisted learning (CAL) for lower-limb anatomy in clinical placements? 

Background literature 

“Doctors without anatomy are like moles. They work in the dark and the work of their hands are mounds.” (Turney, 2007)

Anatomy has been the cornerstone of medical education for hundreds of years, having survived the most demanding pedagogic test- time (McLachlan and Patten, 2006; Turney, 2007; Sugand, Abrahams and Khurana, 2010; Bergman, Van Der Vleuten and Scherpbier, 2011; Ali et al., 2015). Within a medical school curriculum, anatomy is subdivided into- topographic and deep, with further augmentation from histology (microscopic anatomy), embryology (developmental study), physiology (correlation of function) and pathology (abnormal structures) (Louw, Eizenberg and Carmichael, 2009). It is widely accepted that accurate knowledge of anatomy is paramount in facilitating safe clinical practice (Louw, Eizenberg and Carmichael, 2009; Arráez-Aybar et al., 2010; Ali et al., 2015). 

To gain a comprehensive understanding of this topic, a literature search was carried out in the following databases- PubMed, Web of Science, Scopus and ProQuest. Both ‘free-text term’ and ‘MeSH term’ searches were completed using variations of the keywords- ‘anatomy’, ‘teaching’, ‘computer assisted learning’, ‘medical students’, ‘perception’ in combination with Boolean operators. English language full-text articles were studied, and further relevant literature were sourced from their reference list. 

Commentators agree that whilst numerous aspects of ‘basic science’ continue to evolve during a clinician’s career (Older, 2004; Turney, 2007), the importance of human anatomy remains a constant. I believe that this is due to an entire profession-spanning commonality in its theme which makes it indispensable. An in-depth understanding of normal and variant anatomy is of obvious importance to a surgeon. However, physicians also regularly undertake invasive procedures such as, insertion of chest drains (insertion of plastic tube into chest to drain lung fluid) and radiologists interpret complex imaging to perform invasive emergency procedures (i.e. intracranial clot retrieval in acute strokes). That being said, critical evaluation of the available literature has revealed highly emotive discordance regarding effective delivery of human anatomy teaching. In short, the debate polarises into those (predominantly surgeons and anatomists) who are in favour of dissections and those (predominantly educationalists) who support the newer teaching modalities of self-directed, problem-based and computer assisted learning (Turney, 2007). 

Cadaver associated didactic teaching has long been held as the gold-standard by traditional commentators (Older, 2004) who cite improved three dimensional understanding of the human body and concepts of humanistic care (Rizzolo, 2002). In comparison, multiple studies have demonstrated better quantitative results for computer assisted learning (CAL) when compared to traditional lectures (Glittenberg and Binder, 2006; Hampton and Sung, 2010) and two dimensional non-interactive methods (Nicholson et al., 2006). Such discordance can be partially explained due to difficulties in measuring perception. Furthermore, encompassing literature reviews have noted that it is difficult to express comparative results and objectively validate contemporary significance due to bias and an absence of standardisation among teaching preferences (Winkelmann, 2007; Bergman, Van Der Vleuten and Scherpbier, 2011). In any case, times are changing and university teaching is not exempt from society’s development and utilisation of new technologies (Greenhalgh, 2001; Pereira et al., 2007). 

In recent years anatomy teaching hours have been depleted in UK medical schools (Older, 2004; Waterston and Stewart, 2005). Some attribute this effect directly to the General Medical Council’s (GMC) guidance in 1993 which recommended that the core medical curriculum should be systems-based rather than an exclusive departmental course (McKeown et al., 2003; Waterston and Stewart, 2005). Thus, with the elimination of the rigid preclinical/clinical divide, there has been a radical reduction in the amount of didactic teaching allotted for anatomy (McKeown et al., 2003). But is this the fundamental reason for anatomy’s decline? An alternative view is that the subject has suffered due to its failure to evolve and adapt quickly (Turney, 2007). Controversially, some also say that learning of anatomy has become a rite of passage rather than an educationally valid process. Certainly, external pressures have played an instrumental role in anatomy’s decline such as, less trained anatomists, rising costs of regulatory upkeep of cadavers and anatomy facilities and reduction in body donations (McLachlan and Patten, 2006; Turney, 2007; Chapman et al., 2013). Therefore, the combined problem is of a didactic/archaic image within an overstretched unsupportive academic infrastructure. 

Advancing technology in medical education (Moro et al., 2017) along with anatomical decline has led to increasing research into effectiveness of various teaching methods (Shaffer, 2004; Losco et al., 2017). In my experience, cost constraints (Padwick et al., 2014) alongside negative public perceptions of dissection have also made a strong case for focussed and cheaper alternatives. Under these circumstances, CAL has emerged as a strong candidate as it facilitates time and cost effective ways of delivering anatomy teaching to large student groups (Ali et al., 2015). However, despite CAL’s comparative quantitative results (discussed earlier), many authors consider it to be a learning adjunct rather than a substitute to the dissection room (McNulty, Halama and Espiritu, 2004; Pereira et al., 2007). It is especially worth noting that the students’ attitude scores (qualitative measure) are significantly higher in CAL’s favour in comparative studies with traditional teaching methods (Glittenberg and Binder, 2006). It is outside the scope of this study to directly compare the quantitative benefits of CAL vs. dissection, rather it focusses on medical students’ perceptions associated with using CAL (in any form) to learn lower limb anatomy. 

The paradigm shift in medical education has also led to increased emphasis on student learning and the effects of student characteristics such as, personality and learning styles (Losco et al., 2017). There are contradictory theories in literature- with Finn et al showing a positive correlation between improved anatomy performance and achievement striving (an aspect of consciousness- a personality domain) (Finn et al., 2015). However, Liew et al argue that learning preferences do not contribute significantly to learning outcomes (Liew, Sidhu and Barua, 2015). For me, the theoretical basis of CAL is cognitive and constructivist where the learner builds through understanding and retention rather than passive consumption of knowledge. Of course, some didactic aspects of anatomy cannot be escaped however, effective CAL engages the student in a continuous collaborative process of building and reshaping understanding (Mertens and Rabiu, 1992; Greenhalgh, 2001). In terms of pedagogical foundation, constructivism is classified as a learner-centred approach and it is actively adopted in teaching of adults who are viewed as self-motivated learners. However, as previously discussed, difficulties arise when trying to measure its consistent effectiveness (Winkelmann, 2007). 

Unfortunately, more than half of newly qualified doctors do not consider their anatomical knowledge to be adequate for their job (Turney, 2007; Ali et al., 2015). Between 1995 and 2005, there was a reported 7-fold increase in litigation claims associated with anatomical errors, with 32% of the claims in general and vascular surgery filed due to damage to underlying structures (Turney, 2007; Bergman, Van Der Vleuten and Scherpbier, 2011). Indeed, in a recent investigation on public perceptions, 94% of the study population felt that their doctors should have practical experience of anatomy (Turney, 2007). This discrepancy between expectations and reality is worrying however, in the current climate of austerity, educationalists are readily advocating CAL as a process of reinventing and reinforcing anatomy teaching. This study does not list all the possible methods considered to be CAL, rather it focusses on the broader perception of CAL. Whilst it can be argued that most CAL resources used by medical students have focussed on the three dimensional development of anatomical models (Choi, Tamblyn and Stringer, 2008; Estai and Bunt, 2016), audio-visual podcasts (Rainsbury and McDonnell, 2006; Shantikumar, 2009), video recordings (Schreiber, Fukuta and Gordon, 2010), haptic simulations/virtual reality (Estai and Bunt, 2016; Moro et al., 2017) and wikis/blogs (Kamel Boulos, Maramba and Wheeler, 2006) can all be included as effective evidence-based tools under the CAL umbrella term.  

Undoubtedly, accurate evaluation of CAL perception is not without bias in problem-based curriculums which are specifically designed to complement constructivist learning. Therefore, a student who has only been exposed to CAL may not have a comparative focus when asked to consider a traditional approach to anatomy. In any case, it is a truth well acknowledged that the modern crop of medical students are considered the ‘net generation’ who have an innate affinity to emerging educational technologies (Kennedy, Gray and Tse, 2008). Reducing educational funding, rising student numbers and increased competition in a complex global market have also contributed to an increased adoption of CAL (Greenhalgh, 2001). Of course, there are recognised shortcomings of CAL that are centred on learner disengagement and technological challenges however, CAL should be assessed in terms of how much it contributes to the assimilation of core knowledge and understanding and not only its cost effectiveness.

The study topic (lower-limb anatomy) has been carefully selected because the role of CAL is varied across different facets of anatomy. For example, students may gain a better understanding of complex neuroanatomical structures through zooming and rotating three-dimensional computer models (Sugand, Abrahams and Khurana, 2010; Bergman, Van Der Vleuten and Scherpbier, 2011) whereas, didactic information such as cross-sectional layers of the aorta can still be learned from textbooks. The specific topic of lower limb anatomy is of a manageable size with clinical cases that account for a vast majority of admissions to the UK emergency department. In my clinical experience, it is comparatively less complicated than other topics of gross anatomy and is taught via both CAL and traditional methods. Importantly, all UK medical schools, new and old, continue to maintain anatomy as a core subject in their curricula (Turney, 2007) and in recent times successful projects have sought to identify the essential undergraduate anatomy curriculum (Smith et al., 2016) to improve undergraduate training and subsequent postgraduate clinical care. 

Aims 

The overall aim of this study is to further add to the body of quality improvement literature around effective learning of clinical anatomy. According to pedagogical principles, as medical students are adult learners, their motivations and perceptions play a major role in their learning. This research proposal aims to evaluate the medical student’s perception of using CAL in learning lower-limb anatomy through the following sub-questions-

1) What do medical students perceive to be the value of different anatomy teaching methods for clinical practice?

2) What CAL methods, if any, do the students employ in effectively learning lower-limb anatomy?

Methods

To occur in a local district general hospital, where I currently work as a surgical trainee in trauma and orthopaedic (T&O) surgery. My supervisor will be a T&O consultant who is also a Royal College of Surgeons’ clinical tutor and examiner. I am an active member of the surgical teaching faculty for medical students that join us in our department on a rotational basis. At the inception of this study, I would not have previously met or taught any of the participants. All students (3rd years) are from a medical school that uses both traditional and CAL methods to teach lower-limb anatomy. The sample size will be 96 3rd year students (i.e. 8 students per week), the composition of the group exhibits homogeneity as all students are at the same point of training. The research design is prospective, and the study period is 12 weeks (Appendix A- project timeline). Each student (in the group of 8) during their rotation spends one week with the T&O team and as part of their induction (Monday AM) they are orientated around the department and introduced to the clinical staff. 

During the week they undertake the following activities- working on the wards (Monday PM), formal 2-hour didactic small group teaching (Tuesday AM), observing in operating theatre (Wednesday AM/PM), plaster workshop (1-hour slot on any day) and in the fracture clinic (Thursday AM/PM). Prior to attending theatre students are shown a formal medical school approved refresher podcast (18 minutes) about clinically relevant lower-limb anatomy. Participation in the clinical learning activities (described above) are mandatory as per the medical school. However, participation in this study will be entirely voluntary. Students will be sent an email regarding the study aims, methods and ethical considerations prior to starting their T&O placements. They will be invited to either accept or decline participation. If a student does not wish to participate, they will not be disadvantaged in any way. Indeed, alternative arrangements will be made for them to attend their mandatory plaster workshop on Monday AM instead. 

The proposed sub-questions (1&2) will be tackled in a 1-hour session prior to the departmental orientation at the induction stage (Monday AM). The study has been modelled to achieve maximum efficiency within a fast-paced hospital environment. The study environment will be a quiet seminar room which I will book through administrative privileges. Student’s perceptions will be assessed via two methods- focus group and likert-type scale. Although I also considered the use of an attitude analysis questionnaire devised according to the precepts of Thurstone and Chave (Moxham and Plaisant, 2007), this will not be implemented as multiple methods can lead to participant disengagement. All collated questionnaire data will be anonymous and only student comments (not their identity) will be recorded in focus sessions. 

Perception is not a simple passive registration of sensory input, it is a process where one actively interprets information to understand and further interact with their environment. Although partly individual, it is also formed by prevailing social and environmental context of the topic being investigated (discussed earlier) (Ivey, 2016). Participating students will be requested to complete a matrix-grid questionnaire. They will be asked to score five methods to anatomy teaching- dissection, prosection, lectures, surface models and CAL using a 5-point Likert-type scale on the ability to achieve individual anatomy learning objectives (Appendix B). These objectives are themed to lower-limb anatomy as detailed by the national anatomy curriculum (Smith et al., 2016). The Likert-type scale is numbered from 1 (poor link) to 5 (excellent link) for each of the learning objectives.

I will supervise each of the focus groups to allow for data collection and discussion to remain consistent with the aims of this study. Focus groups have been chosen as a means of data collection because they elicit information about the context of participants’ opinions and experiences (Kitzinger, 1995; Ivey, 2016). Additionally, focus groups are useful at exploring not only what people think but how and why they think that way (Kitzinger, 1995), allowing clarification of views. As per sound ethical practice, unexpected yet interesting discussions will be explored but due to timing constraints, the discussion initiation will be semi-regimented around the pre-planned topic statements (Appendix C). I am aware that some students may not want to partake if the sessions are video recorded therefore, I will audio record the discussions after gaining explicit consent. To allow full immersion in discussions, I will transcribe the dialogue electronically and draw conclusions at a later point. 

The reliability of the study will be improved through following the transparent study protocol discussed above. If time and funding constraints allow, this study can also be used as a pilot to tailor focus group questions. However, the detailed study protocol should allow other researchers to perform the same assessment with consistency. Furthermore, two separate evidence-based methods of investigating perceptions (discussed above) have been employed to improve the validity and applicability of findings.



Analysis

Quantitative- Demographic data will be expressed descriptively. For the matrix-grid questionnaire assessing perception, Kruskal-Wallis H test (suitable for non-parametric data) can be used to investigate between each learning method and learning objectives (Chapman et al., 2013). The test evaluates the difference in mean ranks across a whole dataset, on the premise that all methods are equal in achieving the learning objective. The test’s output is reported as H, a statistic equal to the chi-squared test where the magnitude of H determines the difference between medians. Furthermore, the Mann-Whitney U test will be utilised for post hoc analysis of individual teaching methods and objectives. All outputs will be considered statistically significant if p<0.05. SPSS for windows will be used to undertake all statistical analysis and statistics colleagues (at the UCL’s Statistics Institute) will be consulted to ensure reliability of analytical methodology. 

Qualitative- For effective analysis of focus groups, my aim is to draw together and compare discussions of similar themes and how these related to variables in the study population (Kitzinger, 1995). As in all qualitative analysis, particular attention will be given to the minority opinions and examples (deviant case analysis). The coding of the group discussion around perceptions of using CAL will be done via the NVivo software. Discussion will be characterised into themes such as, strengths and weaknesses. I envisage that the final focus report will truly illustrate the discussed themes, rather than simply presenting isolated quotations taken out of context (Kitzinger, 1995).

Ethical considerations 

University College London (UCL) ethics committee exemption documentation has been completed (Appendix D). As stated earlier, participation is entirely voluntary via explicit signed consent (Appendix D- Part E). Importantly, consent can be withdrawn, without giving any reason, and will not disadvantage the student’s learning experience. Questionnaires and focus group transcripts will be anonymous from the outset and this information will be highlighted to all potential study participants. The study’s design and aims will also be provided to all students via an information sheet (Appendix D- Part E).  

No recruitment incentives will be offered and light refreshments (coffee and tea), already financed by the medical school funds will be provided. Audio recording of the focus groups will be saved securely on a NHS encrypted hard-drive / REDCAP server and deleted immediately once the session has been transcribed. None of the student’s views (either in focus group and/or on questionnaire) will be shared with the department’s teaching faculty. This will ensure that the student’s learning experience is unbiased. Finally, it is not expected that the participants will be distressed or placed in harm’s way at any point during the research. If distress occurs, participants will be readily directed towards appropriate sources of help should they require it.

Appendix A- Project timeline 


Appendix B- Matrix-grid questionnaire- Anatomy learning objectives 

With regards to the five methods to anatomy teaching- dissection, prosection, lectures, surface models and CAL, using a 5-point Likert-type scale, rate (1 poor – 5 excellent) each method in its ability to achieve the following learning objectives (adapted from Chapman et al., 2013)-

1. To instil objective anatomical knowledge.
2. To obtain a three-dimensional (3-D) appreciation of the lower-limb.
3. To appreciate anatomical variations.
4. To relate anatomical structure to the development of pathology.
5. To relate anatomical structure to clinical practice/procedures.
6. To encourage self-directed learning.
7. To encourage learning from experiences.

Appendix C- Focus group- Draft questions/statements 

1. What is your view on the role of anatomy knowledge in modern medicine?
2. What is your understanding of the term CAL in context of anatomy teaching?
3. How do you use CAL for learning anatomy?
4. What other methods do you employ to effectively learn anatomy?
5. How does CAL compare to the traditional methods when learning anatomy?
6. What difficulties, if any, do you face when using CAL?
7. What aspects of your undergraduate curriculum overuse and underuse CAL? 
8. What changes would you implement to make CAL more effective in your clinical practice?




[bookmark: _GoBack]Appendix D- UCL Ethics exemption paperwork (Adapted from exemplar essay provided with this topic)

Part A: Student and Supervisor Details 

	1. Name: 

	

	1. Email address

	

	1. Supervisor’s name

	

	1. Supervisor’s email address

	

	1. Department

	



Part B: Project Details 

	1. Project title in lay terms 

	What are medical students’ perceptions of using computer-assisted learning (CAL) for lower-limb anatomy in clinical placements? 

	1. Expected start and completion date of the project

	From start of data collection to submission of thesis- 1st April 2018 to 15th September 2018. 

	1. Sponsoring organisation (your sponsor will be assumed to be UCL unless stated otherwise)

	University College London

	1. Funder (e.g. self-funded, UCL, AHRC, ESRC) 

	Self-funded

	1. A summary of the project in lay terms (max. 500 words)

	Anatomy has been the cornerstone of medical education for hundreds of years. Commentators agree that whilst numerous aspects of ‘basic science’ continue to evolve during a clinician’s career, importance of human anatomy has remained a constant. Cadaver associated didactic teaching has long been held as the gold-standard by traditionalists however, multiple studies have demonstrated better quantitative results for computer assisted learning (CAL) when compared to traditional lectures and two dimensional non-interactive methods.

Unfortunately, more than half of newly qualified doctors do not consider their anatomical knowledge to be adequate for their job. Reducing educational funding, rising student numbers and increased competition in a complex global market have also contributed to an increased adoption of CAL There is, however, a paucity of knowledge on what medical students’ perceptions are in regard to using CAL. 

My proposed research study will aim to answer the following sub questions:
1. What do medical students perceive to be the value of different anatomy teaching methods for clinical practice?

2. What CAL methods, if any, do the students employ in effectively learning lower-limb anatomy?

I will recruit medical students working within [a Hospital] only. Volunteer participants will be invited to fill in a matrix-grid questionnaire and a further focus group will be held. Focus groups will be led by me and I will also transcribe the data (from audio recordings) to ensure participant’s anonymity. Anonymised data will be analysed by me, via the statistics programme SPSS and thematic analysis software NVivo. The final research thesis will be submitted to the UCL in partial fulfilment of my MSc in Clinical and Professional Education.

	1. Where will the research take place?

	[a Hospital] 

	1. Who are you recruiting? (i.e. types of participants)

	3rd year clinical medical students

	1. How will potential participants be identified and approached? 
	University email account, notice board(s) in students’ common room / doctor’s mess, announcement(s) at lecture(s)/teaching session(s)

	1. Describe any expected benefits to the research participant (e.g. will participants receive a copy of the final report, is any reward given, apart from travelling expenses to be given to participants?)
	The study results could inform future postgraduate education practice by identifying learning methods employed by students using CAL. Through perceptual understanding, this knowledge can then be used to inform curriculum design.

Copy of final report will be provided to any interested participant. No rewards will be given. Light refreshments will be made available during focus groups.

	1. Describe any possible risks to the research participant 

	No risks have been identified to participants. All participation is voluntary, and this will be made explicit throughout. If distress occurs, participants will be readily directed towards appropriate sources of help should they require it.

Participants will be able to withdraw from the study at any time. Non-participation or withdrawal from the study will have no impacts on the education, training or employment of the individual.



Part C: Confidentiality and Anonymity 
(Please answer ‘yes’, ‘no’ or ‘not applicable’ to each of the following)

	Questionnaires will be returned anonymously 

	Yes

	Questionnaires and/or interview transcripts will only be identifiable by a unique code
	Yes- a random number generator will be used to assign unique code. 

	Lists of identity numbers or pseudonyms linked to names and/or addresses will be stored securely and separately from the research data
	Yes- all data will be secure safely on an encrypted external hard-drive and also the REDCAP departmental serve with strict access auditing. 

	All place names and institutions which could lead to the identification of individuals or organisations will be changed
	Yes

	I confirm that I will not use the research data for any other purpose
	Yes



Part D: Method 
	(Please indicate all the field methods that you intend to use)

	Semi-structured interviews

	No

	Unstructured in-depth interviews

	No

	Questionnaires

	Yes

	Focus Groups

	Yes


	Observation 

	No


	Secondary analysis of identifiable data from human participants 

	No

	Oral history

	No


	Audio recording 

	Yes

	Video recording and/or photography in a public place

	No

	Video recording and/or photography in a private place 

	No



Part E: Consent – Information Sheets and Consent Forms 
Please make sure that you have completed your Information Sheet/s for participants and consent form/s – see templates below. 

	Information Sheet for medical students in my research study

You will be given a copy of this information sheet.

	Title of project: What are medical students’ perceptions of using computer-assisted learning (CAL) for lower-limb anatomy in clinical placements?

This study has been approved by the UCL Research Ethics Committee: [Project ID Number]
	

	We would like to invite you to participate in this research project. 

Before you decide whether you want to take part, it is important to read the following information carefully and discuss it with others if you wish.  Kindly contact me (chief investigator, CI) if anything is unclear to you and/or you would like to discuss the project further. 

Study details:

The aim of this research study is to explore medical students’ perceptions of using computer-assisted learning (CAL) for lower-limb anatomy in clinical placements? The research sub questions are:

1. What do medical students perceive to be the value of different anatomy teaching methods for clinical practice?
2. What CAL methods, if any, do the students employ in effectively learning lower-limb anatomy?

If you agree to take part you will be asked to fill in an anonymous, questionnaire AND be invited to attend a focus group.  Focus groups will be held at [a Hospital] during your departmental induction.

Research data will be anonymised. All discussions are confidential. You can choose not to partake in this study, doing so will not disadvantage you in any way. Participants will, if requested, be provided with a copy of the final research report.

Please note:

1. If you decide to partake in this project, you will be asked to complete a consent form. The form will be explicit for overall study involvement i.e. matrix-grid questionnaire and focus group. 
1. You will be given a second consent form for audio recording of your focus group session. 
1. Recorded interviews will be transcribed (written up by the CI) and then deleted.
1. You may withdraw your data from the project at any time up until it is anonymised, at which point it will not be possible to withdraw it.
1. The CI will hold all the research data. Research data will be fully anonymised prior to the final report being produced. No personal or identifiable information will be held about you.

You should only participate if you want to; choosing not to take part will not disadvantage you in any way.  If you decide to take part, you are still free to withdraw at any time and without giving a reason.  

All data will be collected and stored in accordance with the Data Protection Act 1998.



	Informed Consent Form for medical students
                                                                  
Please complete this form after you have read the Information Sheet and/or listened to an explanation about the research. 

	Title of Project:  
	What are medical students’ perceptions of using computer-assisted learning (CAL) for lower-limb anatomy in clinical placements?


	This study has been approved by the UCL Research Ethics Committee: [Project ID Number]

Thank you for your interest in taking part in this research. Before you agree to take part, the person organising the research must explain the project to you.

If you have any questions arising from the Information Sheet or explanation already given to you, please ask the researcher before you to decide whether to join in.  You will be given a copy of this Consent Form to keep and refer to at any time. 


	Participant’s Statement 

I …………………………………………………………….

1. have read the notes written above and the information sheet and understand what the study involves.
1. understand that if I decide at any time that I no longer wish to take part in this project, I can notify the researchers involved and withdraw immediately. 
1. consent to the processing of my personal information for the purposes of this research study.
1. understand that such information will be treated as strictly confidential and handled in accordance with the provisions of the Data Protection Act 1998.
1. understand that the focus group session will be audio recorded and transcribed. (The audio file will be deleted after transcription).
1. understand that the information I have submitted will be published as a report, which I can request. Confidentiality and anonymity will be maintained, and it will not be possible to identify me from any future publications.
1. agree that the research project named above has been explained to me to my satisfaction and I agree to take part in this study. 


	
	Signed:
	Date:



Part F: Student’s Declaration 
I have read and discussed the guidelines accompanying this application form and how they apply with my project supervisor.

Student signature:

Date: 

Part G: Supervisor’s Declaration
I have read the application in detail.  I confirm that: 

1. I am the supervisor for this study;
1. the content of this application is in accordance with the guidelines;
1. the student has discussed his/her project with me and completed the application form correctly;
1. the student has the appropriate skills to undertake the research;
1. the ethical issues have been adequately addressed.

Supervisor signature: ……………………………

Date: …………………..
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