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Implementing the Safe and Effective Clinical Outcomes (SECO) ssmulation to prepare

physician associate studentsfor practice

Abstract

The number of physician associates (PAS) training in the United Kingdom isrising
dramatically, yet the approaches to teaching this new professional group are yet to be
examined. We set out to determine if and how the ‘Safe and Effective Clinical Outcomes’
(SECO) simulation training could help this new group of students to develop skills around

conducting a consultation in primary care.

Six clinics were designed and implemented over three academic years (2016-2018) in a
clinical skills simulation centre in a university hospital. Intotal, 71 PA studentstook part and
feedback was collected from students and simulated patients as part of routine evaluation
processes. We found that the SECO simulation training offered PA students the opportunity
to practise consultation skills and review their scope of practice in a safe environment. It
helped students build confidence in their approach and gave them the opportunity to discuss
what it means to be a ‘safe’ practitioner. The simulated patients were positive about the
experience but remained unsure of what the PA role was even after the simulation training.

Based on our experience, the SECO clinics have value for those training PA students.

Keywords: physician associate, simulation, consultation skills, communication, experiential

learning



I ntroduction

The number of physician associates (PAs) employed in the United Kingdom (UK) is
steadily increasing following the recent surge in higher education courses. Moreover,
incentives are in place nationally to increase the number of PAs employed in primary care,
with regulation requirements currently under review with the General Medical Council. The
training of PAs, however, isunique. They undertake a bespoke 2-year postgraduate
programme that provides a generalist medical education and because most of these
programmes are less than five years old, there is currently very little documented educational

practice which can inform curriculum development.

In some ways, PA educators can look to the broader field of medical education for
guidance. Qualified PAs are trained within the medical model, work under the supervision of
aclinician, consult with patients, conduct examinations and are expected to demonstrate
clinical reasoning skills at the same level as newly qualified doctors to make diagnoses.?®
Unlike medicine, however, they are not able to request certain investigations or prescribe
medications and early research findings show that there is a lack of knowledge around the
role in many healthcare settings and ambiguity around jurisdictional boundaries.*® Higher
education ingtitutions, therefore, face considerable challenges in preparing PA students for
clinical practice to overcome this uncertainty, develop diagnostic skills and generate an

awareness of when to escalate to ensure patient safety is paramount.

Simulation training is well-established throughout healthcare as a teaching method
that can optimise outcomes of care by providing learners with opportunities to experience
realistic scenarios and intervene in clinical situations within a safe, supervised setting without
posing arisk to patients.®® The Safe and Effective Clinical Outcomes (SECO) clinics are an

extension of the traditional use of simulation in that the focus is on clinical outcomes, the



students are not directly observed, time is flexible, they have access to online resources and
advice from senior clinical staff and they receive outcome-related feedback from simulated
patients (SPs).® The model was originally developed at the University of Otago, New Zealand
in 2004, devised as an educational tool to develop senior medical students’ skillsin clinical
reasoning, and it has recently been used by Keele University in the UK.X° Findings have
shown that sudents collectively rate the experience of these clinics higher even than any

clinical experience they have had.®

To our knowledge, however, no ssimulation training has yet been documented
involving PA students. The SECO clinics have been integrated into the MSc Physician
Associate Studies programme at the University of Leeds since 2016. Through detailing in-
depth how they were adapted and exploring experiences of the clinics from multiple
perspectives (student, simulated patient and educator), our aim isto begin to unpick how and

why simulation training generally, and SECO specifically, can be adopted in PA curricula.
Adapting the SECO clinicsfor PA students
The concept

The SECO clinic utilises patient simulation to help students achieve ‘Safe and
Effective Clinical Outcomes’.® Students are expected to achieve ‘SECO’ for each patient
scenario by the end of the consultation. Aswith medical students, achieving safe and

effective care is a fundamental aspect of the PA role and an expectation once qualified.
The learning objectives

The learning objectives of the SECO clinic were similar to those initially developed for
medical students, however, PA students were not expected to make definitive decisions about
treatment or possible admission to hospital unlessthey had discussed thiswith asenior clinician

first. Students were expected to:



e rehearse how to deal with uncertainty

e recognise the limits to their scope of practice and when to seek help

e spot ‘red flags’, avoid harmful outcomes and ‘safety-net’

e communicate effectively with colleagues and with patients

e balance competing priorities inherent in the scenario

e write notesthat a colleague could understand and use to take over management of the
case

e identify their learning needs

The scenarios

Six scenarios were written by primary care educators featuring common conditions
seen in general practice, pitched at the level of a PA student. Primary care was the focus
because students had not yet had any secondary care placement experience and, due to the
incentives in place, a significant number are expected to work in primary care once qualified.
Each scenario had specific ‘safe’ and ‘effective’ outcomes. None of the patients presented a
medical emergency. To be as realistic as possible, there was more than one clinical problem
that the consulting student needed to consider. For example, the patient with poorly
controlled asthma also had a family history of cardiovascular disease so the safe and effective
clinical outcomes included measuring the patient’s blood pressure and arranging a screening
lipid profile. The SP information was written with a significant amount of detail including
background information, medical history, personality and expected response to certain

guestions.

Therunning of theclinics

The SECO clinic took place in the Clinical Practice Centre at alarge university

hospital as this setting reflected more closely a clinical environment. The SPs were adl invited



to atraining session 2-3 weeks before the SECO clinic to discuss their roles, address any
queries and advise on how to give effective written feedback to the students. Two SECO
clinics were then conducted each year (for students this was the end of year 1 and the
beginning of year 2). Half of the cohort attended in the morning and the clinic was repested
in the afternoon. The students had a brief introduction to the session, were divided into pairs

and the timings explained. The SPs were in awaiting room ready to be called by the students.

In each consultation room, the students found equipment they may need such asa
sphygmomanometer, stethoscope and peak flow meter. They also had an iPad with links to
online resources such as the British National Formulary (BNF) and National Institute of
Clinical and Health Excellence (NICE) guidelines. A primary care lecturer took on the role of
a ‘senior clinician’ and was available on the telephone or in a separate consulting room for
advice. Students’ clinical notes could be typed on the iPad or written on paper. Students were
allowed an extended time (up to 40 minutes) in each consultation and were not observed
during the process. They were expected to carry out physical examinations where relevant. In
the case of intimate examinations that could not be performed in a simulated environment,
students were provided with a card containing information about clinical findings but only if
they indicated that the examination was necessary and relevant. There were three patient
scenarios available but the students were not expected to see all three. After seeing each
patient, the students were given up to twenty minutes to complete their notes. Example

scenarios include:

1) A man with new onset chest pain and breathlessness on exertion. Students must identify
the probable diagnosis and explain their management plan.
2) A 45 year old woman with upper abdominal pain. Students need to take athorough

history, perform an examination and decide on appropriate investigations and advice.



3) A woman who has been experiencing low mood, tearfulness and poor concentration.
Students must listen to the patient’s concerns and assess her mental state before
discussing options and agreeing follow up.

At the end of the two hour clinic, a short debrief session was run by an experienced
clinician from the primary care teaching team with the aim of focussing on the clinical
content of each case and the decision making process involved in devising a suitable
management plan. During this summing up, the students were provided with evidence-based
information related to each patient they had just seen. The students compared their own
clinical notes and management plans with the pre-determined safe and effective outcomes for
each scenario. Students were encouraged to mark themselves and identify any learning gaps
in their knowledge, attitudes or skills which may have arisen if they did not meet all the
expected outcomes. This self-assessment was then combined with written feedback from the

SPs as the method of evaluating and consolidating learning.

The evolution of the clinics

[Insert figure 1 here]

The clinics have been running for three years (2016-2018), and have involved atotal of

71 PA students (see figure 1). In response to feedback, minor changes have been made:

e The students were keen to see all three patients so the timing has reduced to a
maximum of 30 minutes per consultation with 10-15 minutes to complete notes.

e Students preferred coming out of the room to talk to a senior colleague so the face-to-
face method of asking for advice has developed whilst the telephone advice has

declined.



e Thedebrief session was initially done as a large group but it became clear that only
the more confident sudents participated. Consequently, students were divided up into

smaller groups to discuss each patient scenario then feedback all together.

The student experience

After the second SECO clinic the students were asked to complete a feedback form
with free text as part of routine evaluation processes conducted at the university. Overall, the
PA students evaluated the SECO experience highly and there were numerous positive
comments about the value of doing a whole consultation on their own, taking responsibility
and putting theory into practice. They admitted to being very nervous in the first SECO clinic
and unsure of their scope of practice. Their confidence improved during the second clinic and

they appreciated the supportive learning environment during the debrief session.

Failure to achieve SECO was often due to lack of knowledge or failure to safety-net
adequately. Some students mentioned that they should have asked for advice more readily or
checked their management plan with a senior colleague. In some cases, students had not
addressed the individual SP’s concerns adequately. Listening attentively and communicating
clearly to the patient was emphasised as an area for improvement. Based on this feedback, the
SECO clinics highlighted the importance of being a ‘safe’ clinician for the PA students,

clarifying their scope of practice and when to seek help.

The simulated patient experience

Overall, SPs evaluated the clinics positively and enjoyed the process but there were
some practical difficulties reported. For example, one SP thought there should be more

guestions on the feedback form regarding consultation skills and another suggested that they



would have liked to give immediate verbal feedback to the student in addition to the written

sheet.

Within the evaluation form, SPs were asked to define the PA role and it was clear that
this was challenging, which backs current research findings.*® This also indicates that
potentially more work needsto be done on how students are introducing themselves so that
this confusion can be overcome. Many of the SPs commented that they liked the realism of
doing awhole consultation including a physical examination and the advantage of having

plenty of time to give detailed written feedback to the student.
The educator experience

Based on our experience so far integrating these clinics into the PA Studies
curriculum, we have found that they allow students to practise running complex consultations
in primary care without the pressure they experience in the ‘real world’. Thisis particularly
important for PA students because of the other factorsthey are known to face whilst in the
workplace, the lack of awareness around the role and the ambiguity around jurisdictional
boundaries being clear examples.* The opportunity to discuss and review their scope of
practice after conducting a consultation is important. As an emergent role in the UK, research
has shown the PA scope of practice to be malleable dependent on the setting.* We believe that
when students have the opportunity to discuss where the limits of their practice lie, through
the use of simulation, this can help in preparing students to know when to ask for help and

when to escalate concerns.

Unlike medical students participating in SECO clinics, the PA students were not
expected to issue prescriptions or make decisions about admissions to hospital, however, the
emphasis on practising patient-centred medicine and reaching the safe and effective clinical

outcomes for each individual case was the same. This suggests that SECO clinics could be



extended and adopted into other health profession curricula, all of which have safe and

effective care at the heart of their practice.
L essons learned

The SECO educational model may be a valuable tool for PA educators in developing
clinical diagnostic skills and promoting safe practice. |mportantly, the SECO clinics may also
help prepare PAs for some of the challenges they may face as a new role within clinical
settings. Empirical research exploring these observations is clearly needed. Thisresearch
should be done in tandem with exploring the clinical reasoning process and training
requirements specific to Physician Associate Studies programmes so that realistic simulation
scenarios can be developed.

Acknowledgments: We would like to thank Dr Maggie Bartlett from the University of Keele for her helpin

developing the SECO clinic scenarios and Dr Alison Ledger for critically reviewing the manuscript.

Disclaimer: The opinions expressed in this article are those of the authors alone and do not reflect the views of

the Schoal of Medicine at the University of Leeds.
Disclosure of interest: The authorsreport no conflicts of interest.

Ethical approval: Not applicable.

10



References

1. Houseof Lords. The regulation of physician associates (PAs) and anaesthesia associates

(AAS). HCWSL1741. [Internet. 2019 [cited 2019 July 24]. Available from:

https://www.parliament.uk/business/publications/written-questions-answers-

statements/written-statement/Commons/2019-07-18/HCWS1741/

2. Dearnley N, Scott-Smith W. Accelerated learning at masters’ level: problem based
learning of diagnostic reasoning skills by physician associate students. In Research
Matters: Articles fromthe Pedagogic Research Conference 2017. Centre for Learning
and Teaching, University of Brighton Press, Brighton, 2017.

3. Drennan VM, Halter M, Joly L, Gage H, Grant RL, Gabe J, Brearley S, Carneiro W, de
Lusignan S. Physician associates and GPs in primary care: a comparison. Br J Gen Pract
2015;65(634):€344-50.

4. Drennan VM, Gabe J, Halter M, de Lusignan S, Levenson R. Physician associates in
primary health care in England: A challenge to professional boundaries?. Social Science
& Medicine 2017;81:9-16.

5. Roberts S, Howarth S, Millott H, Stroud L. “What can you do then?’ Integrating new
roles into healthcare teams. Regional experience with physician associates. Future
Hospital Journal 2019;6(1):61-66.

6. Durham CF, Alden KR. Enhancing Patient Safety in Nursing Education Through Patient
Simulation. In RG Hughes (ed.), Patient Safety and Quality: An Evidence-Based
Handbook for Nurses (chapter 51). Rockville (MD): Agency for Healthcare Research and
Quality (US), 2008; pp. 1364-4403.

7. Cook DA, HatdaR, Brydges R, Zendejas B, Szostek JH, Wang AT, Erwin PJ, Hamstra
SJ. Technology-enhanced simulation for health professions education: a systematic

review and meta-analysis. Jama 2011;306(9):978-88.

11


https://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/Commons/2019-07-18/HCWS1741/
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/Commons/2019-07-18/HCWS1741/

8. Alanazi AA, Nicholson N, Thomas S. The Use of Simulation Training to Improve
Knowledge, Skills, and Confidence Among Healthcare Students: A Systematic Review.
The Internet Journal of Allied Health Sciences and Practice 2017;15(3):Article 2.

9. Williamson M, Walker T, Egan T, Storr E, Ross J, Kenrick K. The Safe and Effective
Clinical Outcomes (SECO) clinic: Learning Responsibility for Patient Care through
Simulation. Teaching and Learning in Medicine: An International Journal 2013;25:155-
158.

10. Bartlett M, Gay SP, Kinston R, McKinley R. ‘Taking on the doctor role in whole-task

simulation’. The Clinical Teacher 2017;14:1-4.

12



