UNIVERSITY OF LEEDS

This is a repository copy of What are medical students’ attitudes to clinical risk-scoring
tools? An exploratory study.

White Rose Research Online URL for this paper:
http://eprints.whiterose.ac.uk/150292/

Version: Accepted Version

Article:

Tomlinson, F and Willis, TA orcid.org/0000-0002-0252-9923 (2019) What are medical
students’ attitudes to clinical risk-scoring tools? An exploratory study. Education for
Primary Care, 30 (6). pp. 355-360. ISSN 1473-9879

https://doi.org/10.1080/14739879.2019.1653227

© 2019 Informa UK Limited, trading as Taylor & Francis Group. This is an Accepted
Manuscript of an article published by Taylor & Francis in Education for Primary Care on 27
Aug 2019, available online: https://doi.org/10.1080/14739879.2019.1653227

Reuse

Items deposited in White Rose Research Online are protected by copyright, with all rights reserved unless
indicated otherwise. They may be downloaded and/or printed for private study, or other acts as permitted by
national copyright laws. The publisher or other rights holders may allow further reproduction and re-use of
the full text version. This is indicated by the licence information on the White Rose Research Online record
for the item.

Takedown
If you consider content in White Rose Research Online to be in breach of UK law, please notify us by
emailing eprints@whiterose.ac.uk including the URL of the record and the reason for the withdrawal request.

eprints@whiterose.ac.uk
https://eprints.whiterose.ac.uk/



mailto:eprints@whiterose.ac.uk
https://eprints.whiterose.ac.uk/

What are medical students’ attitudes to clinical risk-scoring tools? An

exploratory study.

Abstract:
Background:

Clinical risk-scoring tools are increasingly recommendedi$erin general practice. Yet
adoption of the tools has been variable and often low. Re&satés have been explored,

but medical students’ perspectives have not previously been sought.

Aim:

To explore medical students’ attitudes towards clinical risk-scoring tools.

Methods:
Qualitative, semi-structured interviews were conducted withtenedical students.

Interviews were recorded, transcribed and analysed theathati

Results:

Participants had a good understanding of the use of risk-scoriisg Thaly would trust
them to enable evidence-based practice; provided they artoaesss; not time-
consuming and their results can help direct management. Theyomsidered useful
tools, especially for students and junior doctors. Howevenyralieved the tools hold
less value for experienced doctors. Their attitudes seenveéadeseloped from
discussions with clinicians, observation on placement, teacbisjved, and exam

content.

Conclusion:



This research recommends that implementation of risk-sctwatg will be increased
if they are easier to use and if the belief that they leslsl value for experienced
doctors is challenged. The role of targeted teaching ingihg these perceptions

should be explored further, both for students and clinicians,agt as role models.

Keywords: risk-scoring tools; risk scores; clinical predictiavdeds; risk assessment; medical

students



Introduction

At the heart of primary care is the art of making deois in a setting of uncertainty. To
support this integral process risk-scoring tools have beerlaped. These are also known as
risk scores, clinical prediction rules or models (GRFCPM) and decision rules [1]

A risk score is typically based on an algorithm, createch the data of thousands of
people. It is calculated by considering predictors, such as the patient’s individual
characteristics and test results, to determine the prakpabdt an outcome is occurring (a
diagnostic score) or will occur (a prognostic score) TBey range from simple scores that
require only a pen and paper, éigll’s criteria for deep vein thrombosis [3], to complex
calculations completed by a computer, such as QR3K], a cardiovascular risk scoring
tool that calculates the probability of a person suffgfiom a stroke or heart attack in the
next ten years.

A validated risk-scoring tool has some fundamental aiges over human decision-
making. For example, it ensureslinician’s assessment of a patient incorporates a
significant evidence-base and maintains a level of cemgigtFurthermoremechanical
prediction, including risk-scoring tools, have been showbretbetter at predicting clinical
outcomes than doctors [1, 5-8].

The prominence of risk-scoring tools has increased gignifly in recent year#\s
many as 58 risk-scoring tools are recommended for use imag@nactice guidance [9], and
related publications doubled between 1995 and 2005 [10]. The appliohtome tools, e.g.
QRISK®2, is explicitly stated in the United Kingdom (UK) Quality and €umes
Framework (QOF), a pay-for-performance scheme whereby demactices are
remunerated according to achievement of targets reftpqtiality of care [11].

Uptake of risk-scoring tools into general practice has bagable. Pliddemann et al.

[9] reporedthat many recommended tools are used by less than a quiayteeaal



practitioners (GPs) Another UK study reported that 66% of GPs had used rigikagco
tools, ‘less than a handful” of times(34%) or ‘not at all’ (32%) in the previous 12 months
[12]. Similar variabilityhas been reported across Europe [13-15]. For example, Muller-
Riemenschneider et al. [14] reported thasGRe of risk-scoring tools in Germany ranged
from 7% for osteoporosis and fracture risk-scoring tdol60% for certain cardiovascular
tools

Research on risk-scoring tools predominantly focusseleoddvelopment of
individual tools There have been fewer attempts to explain why risk-scoring ésa whole
have not been effectively adopted by GPs in the Sne studies have evaluated the impact
of individual tools [16, 17]another appraised the current guidance [9], and others have
considered clinicians’ views on risk-scoring tools in general [188]. There remains a need to
expand our understanding of the attitudes towards risk-scorifgyitoine medical field, so
that solutions and explanations may be offered for tlaiable adoption. The aim of this
research was to explore medical students’ understanding and perceptions of risk-scoring

tools to offer an insight into the views of tomorrow’s doctors, an area yet to be explored.

M ethods

Participants for this qualitative study were recruitesgisionvenience sampling, via an
email sent to all medical students at the University oflsdgdK. The email invited fourth
and fifth year students to take part, as they were most likdiave had exposure to risk-
scoring tools in practice (Table.1lpterviews were conducted on the University campus over
a two-week period in Spring 2018.

Before the interview, participants had the opportunitystoguestions and provided
written consent to participat@n interview topic guide was adapted from a study that

explored attitudes to risk tools in GPs [18]. The guide was cefmidwing discussions with
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stakeholders (two GPs, an employee of Public Health Bdgénd two junior doctors) and a
pilot interview to ensure questions were appropriate for adohg medical students.
Participants were aware that the project related to Pyi@are and during the interview they
were encouraged to refer to risk scoring tools used in Germactide.

Interviews lasted between 30 and 45 minutes. They were relcosd® an encrypted
audio device and transcribed verbatim immediately dfeeiriterview byXX, before being
analysed thematically. Specific events, meanings and behawvieue highlighted in the
transcript and labelled using appropriate codes. These codegreeped into themes and
sub-themes b)XX, which were then discussed wittyY and a consensus reached. This was a
student-led study and no more than eight interviews waeeta be completed due to limited
time and resources.

The study was granted ethical approval by the Universityeetls School of

Medicine Ethics Committee (AHREC 17-016).

Findings
Eight participants completed interviews. The sample’s demographic characteristics are
presented in Table 2.

Following thematic analysis three key themes were idedtifeatures of risk-scoring
tools, practicalities and context around their use, and ddoabfactors. These were further

divided into seven sub-themes (Tabje 3



Features of risk-scoring tool
The first theme concerned participants’ views on the features and benefits offered by

risk-scoring tools.

Potential to be acted upon. Risk-scoring tools were considered valutdidg dould
inform a clinical decision, direct management or feati communication. However, the
tools must be more than just stand-alone and should b@edoalongside instructions

on their use.

You cansay, ‘well you’ve got an x % chance of having a heart attack, or heart disease in

the next 10 years’ and then that can kind of be quite useful for [patients] (P4)

Without any guidance on how to interpret the score in terms of management... it’s not all

that useful (P1)

Ability to guide history. Students believed risk-scoring tools ensucetask the
necessary questions. This was considered especially impantdets experienced

doctors, typically in relation to issues around patiefdtga

...a score can cut to the heart of the issue, and get you thaglertinent questions,

which might guide your management (P1)

...[risk-scoring tools] make sure [junior doctors] act safely and don’t miss anything too

serious (P2)



Evidence Base. The evidence-base that underpins risk-scooisgitas identified as a

key feature, enabling a consistent approach towards patrent ca

...[a risk-scoring tool] is evidence based, so it’s providing you with a solid grounding

rather than just your previous experience. (P2)

They’re for enabling an objective measure of how dangerous, or how ill somebody is...

so that everyone can be assessed in the same way. (P1)

However, it was recognised that an over-reliance uponaak tay threaten a

doctor’s ability to consider the clinical situation and provide persordiisee.

...it sometimes doesn’t afford the flexibility that you would want it to and it can give you
tunnel vision... instead of maybe taking a step back and considering the clinical situation

(P7)

Practicalities
This theme outlined some of the practical reasons siatstoring tools may or may

not be used in practice.

Ease of usdt was agreed that ‘ease of use’ and a ‘minimal time requirement’ were

vital if a risk-scoring tool is to be adopted into prastilew technology, automated



prompts, electronic templates and phone applications weosations suggested that

could promote ease of use.

...even if something is fantastic, if it takes too long, then I feel that probably a lot of the

people wouldn’t use it (P3)

...having everything on an app, to open it up.. do your normal clinical assessment then...

go tick tick tick tick (P8)

Practical motivators: Financial incentives and the duty to comphyclinical

guidance were among the main reasons that a doctor weult niglk-scoring tool.

...there’s a certain financial and target hitting motivation for the GP to use risk scores to

generate QOF points and whatnot (P6)

...a lot of [risk-scoring tools] are in NICE guidance... and you don’t really want to be

deviating from that (P7).

Doctors were also thought to use risk-scoring tools to justdy tlinical decisions to

seniors, patients and for legal reasons.

...it reduces their liability if they’ve shown they’ve calculated a score and their

management has adhered to what that score would suggest (P1)



I think... it will become quite, ‘I need to calculate this risk-scoring tool to justify that
I’ve prescribed this... [to] whoever might want to sue me, my seniors, the patients...’

(PS)

Educational Factors
The third theme encompassed the experiential and strueduedtion that students

have received. This seemed to be the origin of their véawpinions.

Teaching and education: Every participant stated that they tmisitestoring tools, an
impression which seems to have developed as a reshéiofeaching from respected
clinicians, experiences on placement and through thesepoe in exams, such as the

clinical assessment known as the Objective Structureic&liExamination (OSCE).

[my trust for risk-scotig tools is from]...having it presented by people I respect, saying
you know, this is something worth doing and this is useful and is somettiingave to

do in your OSCEs (P7)

Participants felt confident in using a risk-scoring t@alticularly if they were able to use the
internet ‘to look it up’ (P8) so they knew how to calculate Additionally, many thought
learning about risk-scoring tools could supplement mediaingnaduate teaching about risk

factors, history taking and risk stratification.

...it’s useful to understand the reason behind using [a risk-scoring tool] and therefore

understand the risk factors and to learn the process of nagKication (P2)



Experience on placement: Although the tools were considered to havepotanyjial
benefits, many students were under the impression thatawlng tools are not

regularly used in practice.

...you don’t see them being used as much as perhaps they should be, and as much as you
perhaps hear about scores, you never really see them usedifis,rbalyond a couple of

obvious ones (P2)

I wouldn’t say I’ve ever seen doctors overtly use a risk score, or calculator. Or it may be

that they’re at the point that they just know instinctively what it entails. (P6)

Some students were under the impression that many doatiois rfigk-scoring tools
‘tiresome’ (P1), which they attributed to the doctors’ superior clinical acumen. Many
believed that risk-scoring tools becoes and less useful’ (P2) as a doctor gains more

experience.

...experienced GPs don’t really rely on these kinds of scores, because they’re able to do

it intuitively through experience (P3)

Despite this belief, the tools were still thought to be helpf general practice, especially for
less experienced and junior doctors. This view seemed toategrom observation on

placement.

10



[Risk-scoring tools are most useful] as a junior doctor, because you’re often making

decisions that are a bit beyond your experience and knowledge so it’s nice to have some

backup (P4)

| think they have the potential to be useful... as a learning tool and in younger training
years they are complementary to your learning... but once you get to a certain level and

you’ve taken thorough histories they shouldn’t really be necessary (P2)

Discussion
This study offers the firdghsight into medical students’ attitudes towards clinical risk-scoring
tools. Participants reported a good understanding of the toolisding their practical
application and the advantages, enablers and barridrsitase. They appeared to trust the
tools and their evidence base, believing they have thet@dtenbe advantageous to
practice. First, they can help to support clinical denisi@king, ensuring safe practice
within medicine. This is particularly helpful for junidoctors with limited experience, to
help refine their history-taking skills, to prevent theargetting important questions and to
justify their clinical decisions to seniors, patientd #mrequired for legal purposes. Second,
they may provide an effective way of communicating céihitsk to patients, which has been
cited as a major advantage of risk-scoring tools, suQrRASK®2 [18, 19]. Finally, risk-
scoring tools may have a novel role in undergraduatecaleglilucation, as they complement
learning about risk factors, history-taking and risk stratiitea This area is yet to be
explored and could benefit from further research.

Students identified several practical factors that cugrembtivate doctors to use risk-
scoring tools. These were mostly consistent with thelersato use found in previous

studies, such asnandatory guidanc¢end‘financial incentives[9, 15, 18] Despite these
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motivations to use the tools, many felt that they arenaio time consuming to incorporate
into practice. This concern has been documented elsewtte 18, 20-22]highlighting the
on-going challenge of integrating risk-scoring tools into gsay practice.

If doctors are to adopt risk-scoring tools into regular pragctls study recommends
that ease of use must be targeted. A user-centred appmadhaid the design of the tools
by encouraging a consideration for the system into winieh will be integrated and their
end users. This method has been effective in designing ahéebtinology with improved
usability, especially in enhancing patient safety [23, 24].

Drawing upon their experience of general practice plactsnseveral participants
considered risk-scoring tools to be used infrequently by expededactors, at least in
relation to their own expectations. Many suggested that the scores become ‘less useful’ to
doctors as they gain experience. These observations aygredstent with evidence that the
tools are not used as often as recommended by guidance [Bhik2jay reflect the
impracticalities of the scores, or the fact that s@Rs may prefer to rely on their own
clinical judgement rather than a risk-scoring tool [18, ibwould benefit from further
investigation to explain their resistance to utilisatiéor example, future research may use
behavioural theory (e.g. the Theoretical Domains Framej@&ijkto more systematically
identify the reasons for the use (or not) of risk-sgptools.

If experienced clinicians do not value risk-scoring tools #tiitude will likely filter into the
mind-set of learners. The danger is that a cycle willenshereby these views are
maintained by current students as they progress througlotireimedical career and the
same outlook will be passed onto the next generatioredfaal studentsf the tools are
shown to be valuable to doctors at all levels of expeeigas the literature would suggest [1,
5-7], then action would be warranted. We recommend thalhiteamight be most effectively

directed at those experienced clinicians who appear notue kiak-scoring tools
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(particularly those tools identified to be useful in gehpractice). Further teaching for
medical students could increase appreciation for the amlyasbffered by a validated risk-
scoring tool, throughout a medical career. This could pkeceptions and encourage the
appropriate use of the tools, subsequently preventing stystegpessing through their
career with the belief that the tools will hold littlaelue when they become experienced

clinicians themselves.

Strengths and Limitations

Limitations of this work must be acknowledged. First, thetikedly small sample of
students from one medical school may not be representdtthe attitudes of medical
students across the UK. Furthermore, the conveniendethef sampling may have
introduced bias in that participants may have been thdkeavparticular interest in this
topic. Fourth and fifth year medical students were inter@tkto ensure adequate exposure to
general practice (Table 1); however, their knowledge ofwvame how risk-scoring tools can
be used in a practical sense may be limited when compapeddiicing doctors. Saturation
of findings was not achieved and thus further exploratiohexd issues with a larger sample
would be recommended. Nevertheless, this study is the first to explore medical students’
perceptions of and attitudes towards risk-scoring tools anfirttiings provide an insigh
into the views of this important group.

A potential strength of the study is that, as a médicaent, the interviewer and lead
author was welplaced to appreciate participants’ perspectives, ask appropriate questions and
gain honest responses. The use of a topic guide that doewenjsting work [18] and was

refined following stakeholder input is a further strengtkhad study.

Conclusion
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This research presents an insight into the views of raksliedents towards the use of
risk-scoring tools in primary care, including their peraam of the advantages and
barriers to use. We recommend that implementationbeilhcreased if they are easier
to use and the belief that they hold less value to expedesimicians is challenged.
The role of targeted teaching in changing these perceptiongdsbe further explored,

both for students and clinicians, their role models.
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