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Welcome!

We are grateful for your partnership in educating Marquette University Masters of Physician
Assistant Studies students.

The vision of the Marquette PA Program is to provide an unprecedented educational
experience to students through excellence in academic education, clinical and community
partnerships, and a commitment to facilitate access to primary care for all through the
Jesuit tradition of cura personalis (“care for the whole person”).

Following a competitive application and admissions process, students embark onto a
rigorous 33 month professional phase curriculum. This consists of 22 months of intensive
didactic classroom, laboratory, and practicum education; followed by 11 months of full-time
clinical experiences through a variety of core and elective rotations.

Your involvement in providing clinical rotations is invaluable. The clinical experiences
students obtain in your practice are paramount to the success of our program. The clinical
setting is where synthesis of concepts and application of principles for quality health care
occur. You are the key to these successful learning experiences in the clinical setting. The
Physician Assistant student will work closely with you, learning from your mentoring and
advice. They will progressively develop and refine their skills and clinical judgment en route
to becoming an exceptional Physician Assistant.

The Preceptor Handbook was designed to provide you with information about the
Marquette University Physician Assistant Studies Program and to offer guidance and
educational objectives for supervising and evaluating students during their clinical rotations.

The Marquette University Physician Assistant Program truly values our Preceptors and
appreciates your commitment to the education of the next generation of health care
providers.

DEFINITION OF A PHYSICIAN ASSISTANT

PAs are health professionals licensed, or in the case of those employed by the Federal
Government, credentialed to practice medicine in association with designated collabo-
rating physicians. PAs are qualified by graduation from an accredited PA educational
program and/or certification by the National Commission on Certification of Physician
Assistants.

Within the physician-PA relationship, PAs provide patient-centered medical care services
as a member of a health care team. PAs practice with defined levels of autonomy and

exercise independent medical decision making within their scope of practice.

The clinical role of Physician Assistants includes primary and specialty care in medical
and surgical practice settings in rural and urban areas. Physician Assistant practice is
centered on patient care and may include educational, research, and administrative
activities.

Adopted 1995, Amended 2014

AAPA House of Delegates Definition of a Physician Assistant

—®
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Physician Assistant Competencies

re in medical and surgical
nts include the effective

patient care; professionalism; practice-based learning and improvement;
practice; as well n unwavering commitment to continual learning, pro o
and the physician-PA team for the benefit of patients and the larger community being
served. These competencies are demonstrated within the scope of practice, whether
medical or su 1, for each individual physician assistant as that scope is defined by the
supervising physician and appropriate to the practice setting.” (NCCPA)

Preceptor Responsibilities

Preceptor responsibilities include, but are not limited to, the following:
®  Orient students at the onset of the rotation with the practice/site policies and
procedures and review the expectations and objectives for the rotation
Provide ongoing and timely regarding clinical performance,
I s can be done with the student
ally each week or at a designated time and can be formally reported to
the clinical coordinator by submitting mid-rotation and end-of-rotation
evaluations

Supervise, demonstrate, teach, and observe clinical activities in order to aid in
the development of clinical skills and ensure proper patient care

Delegate to the student increasing levels of responsibility for clinical assessment
and management as appropriate to the student’s experience and expertise

Participate in the evaluation of clinical skills and medical knowledge base
through the following mechanisms:

Direct supervision, observation, and teaching in the clinical setting
Direct evaluation of presentations (including both oral and written)
Assignment of outside readings and research to promote further learning

Promptly notify the PA program of any circumstances that might interfere with
the accomplishment of the above goals or diminish the overall training
experience

Maintain an ethical approach to the care of patients by serving as a role model
for the student

OUR MISSION STATEMENT:

Our mission is to develop physician assistants in the
Jesuit tradition who realize their full potential as
excellent clinicians and national leaders. We pursue
this for ad majorem Dei gloriam, the greater glory
of God, and the benefit of the human community.

An ideal graduate of our program is well-rounded,
clinically and intellectually competent, committed
to professional growth, spiritually centered, com-
passionate and dedicated to doing justice in gener-
ous service to others. Our graduates will be leaders
in promoting health, wellness, and preventing dis-
ease in diverse healthcare settings and in their com-
munities.
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More information about our program's
mission, goals, and student learning
outcomes can be found on our website:

https://www.marquette.edu/physician-

assistant/about-mission-and-goals.php

STUDENT EDUCATIONAL LEARNING OUTCOMES

MU PA Learning Outcome #1: General Physical Exam:

Students will perform a comprehensive physical examination on the geriatric patient; adult
patient; and pediatric patients including toddlers and newborns. The physical examination
system components include:

Vital signs, General appearance, Skin, Head/Eye/Ear/Nose/Throat, Neck, Cardiac, Pulmonary,
Abdominal, Genitourinary including rectal examination, pelvic examination in women and
prostate examination in men, Peripheral Vascular, Neurologic, Musculoskeletal, and
Psychiatric.

MUPA Learning Outcome #2: Complete History:

Students will demonstrate the ability to obtain a complete medical history on pediatric, adult
and geriatric patients including the following components: Complete History, Medications,
Allergies with Reaction, Family History, and Health Maintenance.

MUPA Learning Outcome #3: Documentation of Complete History and Physical
Exam:

Students will demonstrate the ability to properly document a complete medical history and
physical exam on pediatric, adult and geriatric patients inclusive of the above components.

MU PA Learning Outcome #4: Differential Diagnosis:
Students will formulate an appropriate differential diagnosis based on information obtained
through a focused history and physical examination.

MU PA Learning Outcome #5: Interpersonal Communication - Patient Education:
Students will verbally communicate patient educational information. They will do so with
clarity and accuracy at a level appropriate for the patient's health literacy.

MU PA Learning Outcome #6: Interpersonal Communication - Health Care Team
Member:

Students will communicate effectively and work collaboratively with other members of the
health care team.

MU PA Learning Outcome #7: Professionalism:
Students will demonstrate professionalism in their clinical interactions with patients, faculty
and mentors and colleagues.

MU PA Learning Outcome #8: Practice Based Learning:

Students will demonstrate oral and written proficiency in the presentation, critique, and
synthesis of evidence based medical and scientific data for the purpose of practice — based
improvements.

MU PA Learning Outcome #9: Systems Based Practice:

Students will demonstrate proficiency in knowledge of patient safety and procedural safety
while partnering with supervising physicians and other health care providers. They will
promote a safe environment for patient care recognizing systems based factors that may
negatively impact patient care.

MU PA Learning Outcome #10: Patient Care:

Students will demonstrate sound clinical decisional making skills in their abilities to order and
interpret diagnostic studies and to formulate patient management plans across the lifespan
using current evidence based medicine.

—®
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CLINICAL ROTATIONS

All of our students will complete core rotations in

the following:

Primary Care
Internal Medicine
Emergency Medicine
Surgery

They also have the ability to choose two to three

elective clinical rotations. Within the year of

clinical rotations, the students are expected to

complete the required competencies. The com-

prehensive list for the clinical year is listed below.

CLINICAL COMPETENCIES

Primary Care
Biopsy

Breast Exam
Incision & Drainage
IM Injection
Throat/NP Swab
Pelvic Exam

Rectal Exam
Splinting

Xray Interpretation
Oral Presentation
History & Physical

Womens Health
Breast Exam
Pelvic Exam

Fetal Heart Tones
Fundus
Measurement

Pediatrics

Well Child Exam
Infant Exam

IM injection

Oral Presentation

Behavioral Medicine

Patient Education

At the completion of each rotation students will print a

Emergency Medicine
Pelvic Exam

Peripheral IV
Throat/NP Swab
Rectal Exam
Suturing

Splinting

Mental Status Exam
Incision & Drainage
IM injection

Oral Presentation

Surgery
Urinary Catheter

Placement

Peripheral IV Placement
Suturing

Informed Consent
Oral Presentation
Biopsy

Internal Medicine
Wound Management
Mental Status Exam
Xray Interpretation
Oral Presentation
History & Physical

graphical report of their case logs for preceptors to

review, verify, and sign. This will serve as proof that
the students have completed the required
competencies during the clinical year.

DIDACTIC CURRICULUM

NUMBER SUMMER SESSION

BISC 7230 Medical Anatomy

PHAS 7050 Introduction to History and Physical Exam Public

PHAS 7095 Public Health

PHAS 7270 Diagnostics Technology

BISC 7220 Medical Pharmacology
FALL SESSION

PHAS 7091 Clinical Medicine 1

PHAS 7092 Clinical Medicine 2

PHAS 7115 Clinical Decision Making 1

PHAS 7200 Interpersonal Communication

PHAS 7145 PA Practice

PHAS 7080 Evidence Based Practice 1

PHAS 7301 Experiential Learning 1
SPRING SESSION

PHAS 7093 Clinical Medicine 3

PHAS 7094 Clinical Medicine 4

PHAS 7116 Clinical Decision Making 2

PHAS 7302 Experiential Learning 2

PHAS 7085 Evidence Based Practice 2

PHAS 7260 Pediatric Medicine

PHAS 7265 Health Care Systems
SUMMER SESSION

PHAS 7118 Clinical Decision Making 3

PHAS 7220 Pharmacotherapeutic and Comprehensive Patient
Management

PHAS 7303 Experiential Learning 3

PHAS 7250 Surgical Principles & Procedures

PHAS 7235 Emergency Medicine

PHAS 7245 Professional and Ethical Issues
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INTEGRATING THE STUDENT INTO
A BUSY CLINICAL PRACTICE

The Model “Wave” Schedule

his resource provides an actual time schedule for a
preceptor and student to follow; it allows the student
to see a sufficient number of patients while also
allowing the preceptor to stay on schedule and not fall

behind.
READ HERE

Integrating the Learner into the Busy Office
Practice

This article outlines five strategies for effectively
integrating a student into a busy practice; it helps

answer preceptor questions, including “What do I do

if I get behind?”” and “W

measures can help

prevent me from getting behind?”

READ HERE

Time-Efficient Preceptors in Ambulatory Care
Settings

This case-based article gives the reader time-saving
and educationally effective strategies for teaching

students in the clinical setting.

READ HERE

Documentation

If allowed by the preceptor and/or facility, PA students may enter information in the medical record. Preceptors
should clearly understand how different payors view student notes as related to documentation of services
provided for reimbursement purposes. Any questions regarding this issue should be directed to the clinical
coordinator. Students are reminded that the medical record is a legal document. All medical entries must be
identified as “student” and must include the PA student’s signature with the designation “PA-S.” The preceptor
cannot bill for the services of a student. Preceptors are required to document the services they provide as well as
review and edit all student documentation. Although student documentation may be limited for reimbursement
purposes, students’ notes are legal and are contributory to the medical record. Moreover, writing a succinct note
that communicates effectively is a critical skill that PA students should develop. The introduction of EMRs
(electronic medical records) presents obstacles for students if they lack a password or are not fully trained in the
use of one patticular institution’s EMR system. In these cases, students are encouraged to hand-write notes, if
simply for the student’s own edification, which should be reviewed by preceptors whenever possible for
feedback.

Medicare Policy

Medicare reimbursement was changed in 2018 regarding the role of student learners in documentation of the
patient encounter. This was done in order to facilitate higher productivity on the part of the licensed clinician
under whom the student learns. Student contribution and patticipation in patient cate in regards to the billable
note must be performed in the physical presence of a licensed clinician or verified by the physician or licensed
resident. Students may document setvices in the medical record, but the licensed clinician must verify, versus
redocumenting, in the record that the findings are consistent with their own findings and therefore must
petsonally perform a physical exam and pertinent medical decision making activities.
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2018Downloads/R4068 CP.pdf

Program Policies Available Upon Request:

Professionalism

Needle stick procedure

HIPAA training

Blood-borne pathogens training
Immunization requirements
Background check

Drug testing

Sexual harassment and assault resources
Social media

Faith. Leadership. Excellence. Service.



PRECEPTOR BENEFITS

Category | and Il CME:
AAPA Category | CME: 2 credits per 40 hour
week precepting, no limit to credits earned

Faculty appointment to Marquette
University

Discounted CME registration fees
for events hosted by MU PA

Annual Marquette PA Alumni and
Community Partners Benefit

. . STUDENT EVALUATION
Access to Marquette University’s

online library resources Portion Completed By Preceptor:

The evaluation of student performance knowledge, skills, and attitudes correlating to Clerkship objectives.
Preceptors are asked to complete a midterm evaluation and final evaluation of the PA student. The
evaluation measures a students ability in various task areas including physical exam skills, diagnostic
evaluation, formulation of a differential diagnoses and assessment and plan, as well as their ability to

S . ek h f . document and record patient visits. Additionally it evaluates their oral presentation skills, relationships
ervice back to the protession and interactions with patients, and professional attributes.

Pipeline to future hires

The evaluation also highlights a students current progress in their clinical education by assessing their
WHY MARQU ETTE? overall performance according to the categories listed below:

REPORTER: Accurately gathers information and communicates facts about the patient. Able to perform a
i i (o} physical exam which is focused on the current complaint. Good bedside manner.
Marquette University has a 100% hysical hich is f donth laint. Good bedsid

first time pass rate on the board INTERPRETER: Prioritize and compose a reasonable differential diagnosis, interpret diagnostic tests. Has
exam become an active participant in patient care.

MANAGER: Demonstrates confidence and command of medical knowledge. Able to make patient
The program has had numerous management decisions. The patient plan is specific to the individual. Possesses strong interpersonal and
. . procedural skills.
National Health Service Core

Scholars in the last decade EDUCATOR: Motivated t.o pursue additioinal learning on own and reIaFe the new .material to .others.
Develops relevant questions and uses evidence to analyze and apply it to the patient. There is a level of

confidence and maturity to lead and educate other members of the health care team.

Our graduates report 100% job

placement within 6 months of B0 I R 5 P

In addition to the preceptor’s evaluation of each student the program also evaluates them on their
graduation efficiency and accuracy of their patient records and medical knowledge in the core content areas.

Students utilize the Exxat software system to record patient cases they participate in while on clinical
Our clinical students complete rotations. The students are required to complete these case logs in a timely and efficient manner
throughout the clinic year. These logs reflect several aspects of each case including the setting, patient
graduate level research focused demographics, level of participation, and ICD-10 codes.
PRI and projects Students are also tested at the completion of each core rotation on their knowledge of the content area.
The questions found on this end of rotation exams are reflective of the kind of questions students will
encounter on the board exam that is required for certification.
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ATTENDANCE POLICY

Mandatory attendance is required in all clinical course activities in order to completely
obtain the knowledge and skills necessary to practice complete and competent patient
care. Like the work environment where attendance and timeliness is highly expected,
we have modeled an identical expectation for every clinical experience.

Absences due to illness or any other reason must be reported to the Department of
Physician Assistant Studies office on the morning of EACH day of absence.
Attendance before and beyond the usual “8 to 5 day” does occur with regular frequency.
Students are expected to remain and participate in all instances.

EXCUSED ABSENCE:

There are a few excused absences that are acceptable. They are:
Immediate family illness/death.
Jury Duty
Students own personal health concerns.
Participation in student branches of WAPA or AAPA

DISCRETIONARY DAY:

Policy Statement

The PA Program recognizes that important family or personal events may occasionally
necessitate a student’s absence from rotation. Each student is allotted four discretionary
days of absence which may be used at any point in the clinical year, approved by the
clinical faculty.

A discretionary day may not be taken on a Return to Campus Day. All discretionary
days must be approved at least seven days in advance by the student’s preceptor and the
clinical faculty Students may not take discretionary days the last week of their final
clinical rotation or the first two days of any rotation. Students may not take more than 2
in a row or miss a total of more than 2 days in any given rotation (between discretionary
days and excused illnesses).

Example of discretionary day use:
1) Weddings
2)  Family vacations

3) Illnesses/death of non-immediate family persons and pets.
4) Interviews

MARQUETTE UNIVERSITY VISION STATEMENT

Marquette University aspires to be, and to be recognized, among the
most innovative and accomplished Catholic and Jesuit universities in
the world, promoting the greater glory of God and the well-being of

humankind.

We must reach beyond traditional academic boundaries and embrace
new and collaborative methods of teaching, learning, research and
service in an inclusive environment that supports all of our members

in reaching their fullest potential.

Marquette graduates will be problem-solvers and agents for change in
a complex world so in the spirit of St. Ignatius and Jacques Marquette,

they are ready in every way "to go and set the world on fire."
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Integrating a Learner into a Busy Practice Setting;:

Tips for Success

If one thing is certain in life, it is that your
workplace (hospital, clinic, etc) is a BUSY place.
Managed care and other changes are making it
even busier. At the same time, your setting is an
increasingly valuable site for training future PT/
PTA professionals and so there is high pressure
to make room for students. How can you
integrate these learners into your practice while
maintaining your sanity and your bottom line?
The purpose of this article is provide some helpful
hints and also to encourage clinical instructors to
SHARE what has worked for them.

Five Steps to Integrating Learners Into the
Busy Practice

As you work to integrate learners into your
practice, there are five steps to consider:

1) orienting the learner to your practice,

2) encouraging patient acceptance of both your
learners and your practice's role as a teaching
facility, 3) adapting your patient schedule when
working with a learner, 4) keeping the flow
going, and 5) finding time to teach.

Orientation

The learner usually arrives first thing on a
Monday morning to a busy office, often after you
have had a busy weekend. Without a clear
orientation process, it can take days or even
weeks for learners to figure out the basics of how
the practice operates! Taking the time at the
very start of the rotation to instruct learners in
these areas will pay off in increased efficiency
throughout the rest of the rotation. It is also an
excellent way to be sure you and the student are
“on the same page” regarding expectations for
performance, pace/progression, goals, etc. The
entire orientation does not have to take place
during one “sit down” meeting on day 1, but
consider keeping a checklist of the following
conversation prompts to be sure you've covered
all bases during down time moments over the
course of the first few days:

o Orientation to the practice: student’s
work space, suggested materials/supplies to
bring, dress code, hours/schedule for typical
work day, parking, lunch or other breaks,
policy regarding cell phone use, introduction
of clinic staff and roles, expected learning
opportunities, unique/special learning
opportunities, pertinent department or facility
policies, what to do in case of illness/missed
clinic day, documentation/billing policies and
processes

o Learner’s perspective—oprior clinical
rotations, previous degrees/work experience,
physical therapy personal experiences,
learning style, prior positive and/or negative
experiences with learning, learner perceived
strengths and weaknesses, what the learner
most excited about/nervous about, the
student’s goals/objectives for first
day/week/rotation

o Clinical Instructor’s perspective—your
expectations regarding progress over the
course of the rotation, insights into your
teaching style, your “pet peeves” (what'’s
really important to you), common things
previous students struggled with in this
setting, suggestions for “homework” to prep
for success in this setting, insights into your
own clinical rotation experiences (as a
student) including your own areas of
weakness that you were able to overcome,
your style for delivering feedback/constructive
critique, your preferences for how the student
should communicate concerns/requests to
you, your goals for the student for first day/
week/rotation

Patient Acceptance

Many clinicians who are thinking about having
learners become a part of their practice are
concerned about how their patients will respond
to the presence of the student. The majority of
patients enjoy and benefit from the presence of
learners. You can take several steps to assure
this positive reaction and prevent potential
problems with your patients.





Integrating a Learner into a Busy Practice Setting Cont...

For example:

Hang a notice in the waiting room indicating that
your clinic/practice is a teaching site and inviting pa-
tients to welcome the incoming student (include a pic-
ture and some brief biographical info on the sign)

Check with patients to make sure they are willing
to be seen by a student (or make sure the student
asks before beginning a patient encounter). Make
sure both the patient and the student understand that

it is acceptable for the patient to decline to be seen by

the student and the student should not take this per-
sonally.

Review the schedule at the start of the day with the
learner, and indicate which patients would be partic-
ularly good for the learner to see and which pa-
tients prefer not to be seen by learners.

Identify patients with interesting physical find-
ings and let the patient know how useful this is for
learners to see or hear. Some patients will point out
such a finding with future learners and begin to in-
struct them on how to examine it.

One teaching practice emphasizes the patient's role as
teacher by having each patient fill out an evalua-
tion of the learner; questions ask about the learn-
er's friendliness, interest in the patient and listening
skills, knowledge, overall care, and whether the pa-
tient would be willing to be seen by future learners.

Thank patients (and make sure the student thanks
the patients) for their involvement in teaching the
learner.

Scheduling

Research has shown that the presence of a learner in a
practice can increase the workload by as much as 45

minutes per day. CI's address this issue in different ways:

some see the same number of patients and have a longer
work day, others see fewer patients or schedule different

kinds of appointments when working with a learner. Some

ideas for time management include:

Some preceptors block out one or more appoint-
ment spots on their schedule (each day or spaced
intermittently over the course of the rotation) when
they are working with a learner. This can be used as
teaching or catch up time.

Schedule blocks of time periodically for the student to
work with another practitioner in the department.
This can give you a break and some time to catch up.
— although one person still needs to be identified as
the primary CI for purposes of continuity and evalua-
tion.

Schedule a block of time (half-day for example) for
the learner to work with staff in a different de-
partment all together (rounds with a wound care
nurse, observe a surgery, team meetings with case
manager, etc) Learners often report that this expo-
sure enhances their appreciation for the other staff's
roles and responsibilities.

Schedule time for the student to participate in activi-
ties that don’t require your direct supervision
(such as data collection/research). Examples: chart
reviews for data collection related to ongoing perfor-
mance improvement plan or to collect outcomes data
for evidenced based practice research; literature
review on best practices for a given diagnosis or im-
pairment, chart review/PT evaluation review to scav-
enger hunt for particular findings (find 10 references
to special test results and be prepared to discuss...
find most current lab values on 10 of our patients
and be prepared to discuss), have student prepare
patient education materials or clinical inservice.

Keeping Things Moving

Keeping things moving along while teaching in a busy
practice is a vital and ongoing challenge. Several
measures can help prevent you from getting too far be-
hind in the schedule.

The learner does not have to see every patient.
You can go over the schedule in advance and indi-
cate which patients the learner should see. This al-
lows you to select the most appropriate patients and
fit in some time for the learner to write notes and
look things up — and time for you to see the rest of
the patients.

Or you can develop a pattern: you see a patient
while the learner sees another. After you finish with
your patient, you review the learner's patient with
him or her. See a third patient while the learner
writes his or her note. Then start the cycle again.

Even if the learner is not seeing all the patients, you
can still pull him or her in briefly for interesting
findings or appropriate procedures. Encourage your
coworkers to grab the learner from time to time for
interesting cases. This can give you a brief break and
enhance the learning for the learner.

Sometimes preceptors slow things down by trying to
get too much teaching in between patients. Using
focused teaching techniques such as the One Mi-
nute Preceptor can make efficient use of the time.





What do you do if you get way behind schedule?

o It is okay to tell the learner to work on his or her
documentation, or to read up on something until you get
your head above water. NOTE: This works best if you
have informed the learner in advance that this happens
from time to time, so that it is expected and they know
to keep themselves occupied while you catch up.

« If you have a slower learner who is taking 45 minutes
to perform some basic treatment techniques, you can set
strict time limits: “You have 15 minutes to get some
measurements of strength and ROM and after 15 minutes
come out with whatever you have.”

» Often learners struggle with efficiency with docu-
mentation. This is often because they try to write too
much (everything that was said and done). Consider tak-
ing away pen/paper having the learner first verbally sum-
marize the treatment session. Another option is to give
a very small note pad to the learner and require that he
or she only use one sheet per patient.

Teaching Time

Being a CI is supposed to be about teaching, but some-
times it is difficult to find the time or energy to get much
formal teaching in. Recognize that there is a tremendous
amount of experiential learning that occurs in your prac-
tice (just the act of observing you “do what you do” is
teaching). Atthe same time, you want to optimize the
formal teaching that you do.

While seeing patients:

o It can help to use specific efficient teaching tech-
niques such as the One-Minute Preceptor.

e Indiscussing a patient’s case, briefly highlight one
or two things and get back to other aspects of the
case later, as time permits.

e Sometimes when you do have a moment for teaching,
it is hard to recall pertinent topics. Jotting a note on
the border of your patient care schedule or keeping a
note card in your pocket can help you keep track of
teaching points to make or feedback which you need
to share with the learner. Likewise, you can encour-
age the learner to keep a notebook to record ques-
tions and issues to discuss at later times.

Finding time to review:

e Spending a few minutes at the end of the day or
half-day reviewing the list of patients seen gives you
an opportunity to review or solidify teaching points
made earlier in the day.

e Lunch time works well for some CIs. Discussion of
the morning cases over lunch can serve the dual pur-
pose of nourishing the mind and insuring that you get
your lunch.

Beware of confidentiality issues if you lunch in public
places.

o Travel time to and from facilities, patient
homes, departments can become a routine time
for teaching and feedback.

Other means of providing teaching:

o Many CIs have the learner review a topic
and present it to them the following morning.
The topic can be based on a case seen that day
or on a patient scheduled for the upcoming day.
Set a specific time limit (5 minutes) and format
for the presentation, and be sure that you give
the learner a chance to present what he or she
has reviewed. By having the learner do the re-
search, you save yourself some time and also
foster more active learning for the learner.

e For your five or ten most common teaching top-
ics, you might want to collect readings or dic-
tate your talk and keep these materials in a fold-
er that your learner can readily access.

e Reflect on your teaching: ask yourself and your
learner what teaching approaches you have
used, whether they were effective or not
and why, and what — if anything — you might do
differently next time. Doing this exercise regular-
ly throughout the rotation (for a few minutes
every few days) will help reinforce your good
teaching habits and give you time to try alterna-
tives to less successful strategies

While you can get “bogged down” by trying to inte-

grate too much teaching every day, not setting

aside any time for teaching will also result in ad-
verse outcomes. It can help to proactively set aside
some time for teaching each day. Focus on brief
teaching points as you observe learner— patient en-
counters and respond to case presentations during
the day. And keep notes, or have your learner keep
notes, to remind you about longer teaching issues
you can cover at the designated teaching time. En-
couraging your learner to seek knowledge from oth-
er sources as well promotes his or her active learn-
ing and relieves you of some teaching time

As clinical instructors , you are balancing learner
training with patient care. Undertaking these two
tasks does not have to result in twice the workload.
The challenge — and reward — of community-based
precepting is in integrating teaching and patient
care in synergistic ways that enhance each task and
keep your work stimulating and your work-
load manageable.

This article was written by Kim Cox, based on a

monograph developed by the MAHEC Office of
Regional Primary Care.
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ABSTRACT

Purpose. With increasing amounts of medical education
occurring in ambulatory care and managed care settings,
time-efficient and educationally effective teaching meth-
ods are in high demand. To identify such methods, four
exemplary preceptors who taught in a family medicine
clerkship in the context of their managed care clinics
were observed in two consecutive years. The purpose of
this second observational case study was to look at the
teaching and practice strategies of these four exemplary
preceptors in more detail and to directly measure the use
of strategies that have previously been identified.

Method. Observation of 44 patient encounters by four
exemplary preceptors in ambulatory managed-care settings.

Results. On average, these preceptors spent one minute
per patient more when the student was involved. With
students present, the preceptors saved 3.3 minutes per pa-
tient in charting time, while spending 2.2 minutes more
listening to student presentations and 1.6 minutes more
in pure teaching time. The preceptors spent half a minute
less time in direct contact with each patient when a stu-
dent was present. However, the patients received 12.4
additional minutes from the health-care team.
Conclusion. Time savings from student charting may
allow preceptors to teach and care for patients without
losing valuable practice time.

Acad. Med. 2000;75:639-642.

Preceptors who are able to maintain their
clinical productivity while teaching med-
ical students in ambulatory care clinics
have much to offer as exemplars of time-
efficient instructional practice.' Efficient
teaching strategies are of critical impor-
tance because preceptors are rarely paid
for their teaching efforts and demands for
clinical productivity are increasing.” This
is especially true in managed care orga-
nizations, where preceptors have high
productivity standards and may be unable

Dr. Usatine is associate professor of family medicine
and assistant dean of student affairs, University of
California, Los Angeles, School of Medicine. Mr.
Tremoulet is a fourth-year medical student, UCLA
School of Medicine. Dr. Irby is vice dean for edu-
cation and professor of medicine. University of Cal-
ifornia, San Francisco.

Correspondence and requests for reprints should be
addressed to Dr. Usatine, 200 UCLA Medical Plaza,
Suite 220, Los Angeles, CA 90095-1628; e-mail:
(rusatine@ucla.edu).

to cancel patients in order to establish
designated time for teaching.

In our first article on exemplary pre-
ceptors, we described how they teach
medical students in time-efficient ways
in ambulatory care clinics associated
with managed care. We reported on
their teaching methods, time-saving
strategies, and impact on learners.'
Prior research on clinical teaching
suggests that many preceptors do not
reduce their clinical loads but lengthen
their workdays by approximately one
hour.” A review of the literature on
teaching in the ambulatory care setting
demonstrated that learners received
limited supervision and little or no feed-
back about their clinical skills.*

Several authors have suggested that
the best way to improve teaching in the
ambulatory care setting is for preceptors
to develop a broad repertoire of time-
efficient teaching strategies.*® Exam-

ples of some of these recommendations
include priming or orienting the stu-
dent before each case,”® having students
present the case in the exam room,’ and
using the one-minute preceptor.8 In our
prior study, preceptors reported using
several of these strategies.'! We won-
dered how frequently these and other
teaching methods were actually used.

In our prior study, we did not doc-
ument the amounts of time the pre-
ceptors spent charting with and with-
out students present. The preceptors
claimed to save time by having students
do most of the charting. We were in-
terested in knowing what impact chart-
ing by students had on preceptor time
expenditures.

The purpose of this observational
case study was to look at the teaching
and practice strategies of these four ex-
emplary preceptors in more detail and
to directly measure the use of strategies
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that were previously identified by self-
report only. How often were these self-
reported time-efficient teaching strate-
gies actually used? In what ways did
these strategies impact the amounts of
time the preceptors spent with students
and patients?

METHOD

The subjects of this study and the prior
study were chosen from among the best
family medicine preceptors who teach
in third-year family medicine clerkships
at our school. Based on conversations
with these preceptors, we selected four
experienced preceptors because they
claimed to practice more efficiently
with students than without them. In ad-
dition, all of them had excellent stu-
dent ratings of their teaching and
practiced in large staff-model health
maintenance organizations in the Los
Angeles and Orange County areas. All
four preceptors had many years of
teaching experience. In the previous
study of these preceptors, the students
described these preceptors as enthusi-
astic teachers and good role models.'
We analyzed the qualitative data pro-
vided by preceptor self-report and de-
veloped a new instrument that would
allow us to measure these strategies by
observational techniques. For example,
all four preceptors reported using stu-
dent charting as a time-saving strategy
in the first study. This particular strategy
was not measured in our initial time—
motion study. An observational study
was conducted with the four exemplary
preceptors. Two medical student observ-
ers used stop watches to time each pre-
ceptor on a day when he was working
with third-year medical students in an
outpatient setting. One encounter was
defined as the time spent by preceptor
and student working with one patient.
Based on the prior self-reports of these
preceptors, we designed an observa-
tional instrument to document the pre-
ceptors’ time with students and patients
and a second instrument to document
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preceptor—patient interactions without
students present. The instrument in-
cluded a checklist for teaching strategies
used by the preceptor.

Means, standard deviations, and in-
dependent-samples t tests were per-
formed using the Statistical Package for
the Social Sciences. Significance level
was set at p < .05.

RESULTS

Over 80% of the preceptors’ patients al-
lowed their visits to be observed. This
resulted in 44 timed observations of the
four preceptors. Three preceptors were
observed during July 1997 and the
fourth preceptor was observed during
January 1998 because of scheduling
conflicts in July. Thirty interactions of
preceptors and patients included stu-
dents and 14 did not. These were

Table 1

evenly divided among the four precep-
tors and occurred on one to two half-
days per preceptor.

Results of the observations of precep-
tor time per patient with and without
students present are found in Table 1.
Opverall, the preceptors spent an average
of 16.2 minutes per patient visit with
students present and 15.3 minutes with-
out a student present. The time the stu-
dents spent on the history and physical
examination is not included in this to-
tal because it did not involve preceptor
time. This 0.9-minute-per-patient visit
difference was not statistically signifi-
cant when the means were compared
using an independent-samples ¢ test (p
=.2). Although the following times ac-
count for only part of the 0.9 minute
difference, it is notable that the precep-
tors saved 3.3 minutes per patient visit
in charting time while spending 2.2

Present, 1997-98*

Timed Event

Amounts of Time Four Preceptors Spent with Patients When Students Were and Were Not

Preceptor with Student

Preceptor Alone

Mean No. of Minutes Mean No. of Minutes

Review of history before seeing patient
History, physical exam by student alone
Student presentation
History, physical, and patient education by
preceptor

Post-exam discussion with the patient
Teaching the student

After the presentation 1.0

After patient contact 0.6
Consultation and/or research time
Charting time by preceptor
Total preceptor time per patient
Total time of patient with preceptor
Total time of patient with team

0.4 0.2
12.9 None
2.2 None
8.8 8.9
1.6 1.9
1.6 None
0.9 0.3
0.7 4.0
16.21 15.3
10.4% 10.8
23.2§ 10.8

in managed care outpatient settings.

categories.

post-exam discussion with the patient categories.

* Data from 44 encounters observed during a time—motion study of four exemplary family medicine preceptors

1 Excludes student time alone with patient since this does not involve preceptor time. This .9 minute per patient
visit difference in preceptor time with a student present versus not present was not statistically significant when
the means were compared using an independent-samples f test (p < .05).

FIncludes only history, physical, and patient education by preceptor and post-exam discussion with the patient

§Includes history and physical by student alone plus history, physical, and patient education by preceptor and
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minutes more listening to student pre-
sentations and 1.6 minutes more in di-
rect teaching.

From the patient’s perspective, two
issues related to time are of concern. Do
patients lose direct contact time with
the preceptor when a student is present,
and do patients increase their total time
in the clinic when they see both the
student and the preceptor? On average,
patients received 0.4 minutes less con-
tact with their physician when a stu-
dent was present than when a student
was not present (10.4 versus 10.8
minutes per visit). This 0.4-minute dif-
ference was not statistically significant
(p = .7). The total time in direct inter-
action with the preceptor and/or stu-
dent increased from 10.8 minutes per
visit when seeing the preceptor alone to
23.2 minutes per visit when a student
was present (significant at p = .001).
The extra time was due mainly to the
12.9 minutes students spent with pa-
tients alone.

Specific teaching strategies used by
the preceptors were measured by direct
observation of the 30 encounters with
the students and patients. Table 2 pre-
sents the number of times that each
strategy was observed.

DISCUSSION

The results of this study are consistent
with those of our prior study.! Three
categories of observations remained the
same or were quite similar: student case
presentation (2.2 minutes in both stud-
ies); history, physical, and patient edu-
cation by preceptor (7.9 minutes in
prior study without patient education
and 8.8 minutes in this study with pa-
tient education); and direct teaching of
the student (1.8 minutes in prior study
and 1.6 minutes in this study).

The strategies used by the preceptors
as measured by direct observation were
consistent with the strategies described
by them in the prior study and overlap
to a large degree with strategies that
were described by Ferenchick.” The

Table 2
Specific Strategies Used by Four Preceptors to Make Most Efficient the Time Spent with
Students and Patients, 1997-98*
No. of Times
Out of 30

Strategy Encounters
Have the student write notes in patient charts 26
Provide health education to a patient simultaneously while teaching the student 14
Summarize the patient’s history from the chart 11
Have the student present the case in front of the patient 8
Tell the student how far to go with the physical exam 5
Give the student specific feedback 4
Set limited goals for your student in seeing a patient 3
Give mini-lectures to the student on medical topics 3
Have the student provide health education to a patient 2
Encourage the student to read about a patient’s problem 2
* Direct observation of the 30 encounters with the four exemplary preceptors and their students.

most commonly used strategy was to
have the student write notes in the pa-
tient’s chart. The next most common
strategies included the preceptor’s pro-
viding health education to a patient si-
multaneously with teaching the student
and summarizing the patient’s history
from the chart prior to the student’s see-
ing the patient. Telling the student how
far to go with the examination, giving
specific feedback, and setting limited
goals were used only three to five times
in the study. Although the preceptors
were generally in favor of having the
student present the case in front of the
patient, only eight of 30 encounters
used this process. Ferenchick and col-
leagues state that the hearing of a
trainee’s case presentation in the ex-
amination room increases the precep-
tor’s time with the patient, reinforces
the trainee’s role, and facilities instan-
taneous feedback from the patient.

On average, the four exemplary pre-
ceptors took less than a minute longer
per patient visit with students present
than without them (16.2 versus 15.3
minutes). The time difference in this
study is consistent with our prior study
(11.7 versus 10.6 minutes), with that of
Bestvater and colleagues (13.6 versus

10.8 minutes),’ and with that of Frank
et al. (10.3 versus 9.9 minutes)."”> How-
ever, there may have been some shift in
how that time was spent with patients."
Times in this study were longer be-
cause ours was the only study to include
charting time. These results, in associ-
ation with those of the other time—mo-
tion studies, challenge the notion that
teaching will disrupt the flow of patient
care. While there is a modest increase
in preceptor time associated with teach-
ing, this may be offset by the intellec-
tual stimulation and professional fulfill-
ment that preceptors receive from
having students in their practices and
by the longer amounts of time patients
receive from the health care team.
Vinson reported that family physi-
cians in private practice shifted substan-
tial amounts of work time from patient-
centered to student-centered activities.’
With a student present, the community
physicians spent 27 fewer minutes per
day in patient-care activities and the
academic physicians spent 47.5 fewer
minutes per day in these activities.
Community and academic physicians
spent 71 and 63 minutes per day, re-
spectively, in student-centered activi-
ties. In our study, we found that the pa-
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tients lost only 24 seconds of preceptor
time per encounter when a student was
present. Our preceptors also balanced
the student-centered activity by time
saved through student charting.

With patients scheduled every ten to
15 minutes in these managed care or-
ganizations, these preceptors were able
to maintain their routine schedules
while teaching third-year medical stu-
dents. The key to this process is the
availability of an additional clinic room
where students can perform an indepen-
dent history and physical examination
while the preceptor sees another pa-
tient. Students were able to complete
their examinations in 13 minutes and
present the results in two minutes. This
fast pace is made possible by previewing
the case with the student, establishing
clear expectations, and providing fo-
cused teaching. In our study, although
the patient lost an average of 24 sec-
onds with his or her physician when
students were involved, the patient re-
ceived an additional 12.9 minutes from
the student. These patients received
more time from the health care team
while spending more time in the office
(an additional 12.4 minutes). Because
we did not survey the patients, we do
not know whether this was experienced
as a benefit or as an inconvenience.
Bestvater and colleagues reported
shorter waiting-room times when stu-
dents were involved.’

There are a number of limitations to
this study. Only four preceptors were
observed, for only one to two half-days
of practice time. Not all patients con-
sented to be observed, so that not all
encounters on each half-day were ob-
served. Therefore, the number of total
encounters was relatively small. Because

the number of observations per precep-
tor was even smaller, there was no at-
tempt to compare times between pre-
ceptors. Furthermore, all observations
occurred while students were present in
the clinic. Specifically, comparisons of
preceptor time with and without stu-
dents were made on the same days that
students were present. Thus, the pre-
ceptors might have been more time-
compressed while seeing patients alone
as a result of trying to save time for
teaching. However, the preceptors re-
ported similar practice routines while
students were not present, and three of
the preceptors had students in their
practices continuously.

Informal discussion with the four ex-
emplary preceptors indicates that the
preceptors felt that the students’ charts
were generally complete, accurate, and
legible. When these preceptors found
deficiencies or inaccuracies in the charts
written by the students they immedi-
ately corrected those areas before co-
signing the charts. Current Medicare
documentation guidelines do not accept
exclusive student charting as valid doc-
umentation. We believe these data
strongly support a reconsideration of
the current Medicare documentation
guidelines.

In conclusion, clinical teaching in
these four practices added less than a
minute per case. The increase in pre-
ceptor time to preview cases, listen to
student case presentations, and teach
was offset by time saving achieved by
student charting. Charting is also an
important part of the learning experi-
ence for students. Unfortunately, this
valuable learning experience and time-
saving strategy is under threat by
Medicare rules that limit the use of

notes written by students in teaching
situations.

The authors once again express their appreciation
to Drs. Jimmy Hara, John Kovac, Martin Levitt,
and Joseph Scherger for opening their practices
to the study and for their continued dedication to
medical student education. They thank Dr.
LuAnn Wilkerson for her help with the manu-
script.

REFERENCES

1. Usatine R, Nguyen K, Randall ], Irby D. Four
exemplary preceptors’ strategies for efficient
teaching in managed care settings. Acad
Med. 1997;72:766-9.

2. Fields S, Usatine R, Stearns J, Toffler W, Vin-
son D. The utilization and compensation of
community preceptors in U.S. medical
schools. Acad Med. 1998;73:95-7.

3. Vinson DC, Paden C, Devera-Sales A. Im-
pact of medical student teaching on family
physicians’ use of time. ] Fam Pract. 1996;42:
243-9.

4. Irby DM. Teaching and learning in ambula-
tory care settings: a thematic review of the
literature. Acad Med. 1995;70:898-931.

5. McGee SR, Irby DM. Teaching in the out-
patient clinic: practical tips. ] Gen Intern
Med. 1997;2:S34-S40.

6. Usatine R, Scherger ]. Tips for preceptors
teaching medical students in managed care
settings. Fam Med. 1996;28:688-9.

7. Ferenchick G, Simpson D, Blackman ],
DaRosa D, Dunnington G. Strategies for ef-
ficient and effective teaching in the ambula-
tory care setting. Acad Med. 1997;72:277-
80.

8. Neher JO, Gordon C, Meyer B, Stevens N.
A five-step “microskills” model of clinical
teaching. Am Board Fam Pract. 1992;5:419—
24.

9. Bestvater D, Dunn EV, Nelson W, Townsend
C. The effects of learners on waiting times
and patient satisfaction in an ambulatory
teaching practice. Fam Med. 1988;20:39-42.

10. Frank SH, Stange KC, Langa D, Workings M.
Direct observation of community-based am-
bulatory encounters involving medical stu-
dents. JAMA. 1997;278:712-6.

642 ACADEMIC MEDICINE, VOL. 75, NoO. 6 /JuNE 2000






ONAOHIOEHOING/NONE+dUMAGXZX0IAWZAMSZAWS LID MO +ZIAMINIOAJOZ TOUAAEHMOZM HUION AIBIBABIOMIXHGBAMHUZID MOIE/SHAIAMUDNS LGN HZYDMNMNEM+ AQ oedljwoo mm| sieunolj/:dny woy papeojumog

6901 LNrgdiS)ilLb

L202/L2/01 U0 LAASNDZIOANI:

B cssons LearneD

Wave Scheduling: Efficient Precepting in the

Outpatient Setting

Vanessa Lehner, MMSc, PA-C; David S. Smith, MD

Feature Editor’'s Note:

This article provides a novel solution to many logistical
barriers faced by clinical preceptors of physician assistant
(PA) students nationwide. The WAVE schedule ensures
active student learning and preceptor—learner engage-
ment, resulting in improved access to care for patients. The
article should be widely distributed to all outpatient clinical
preceptors, whether they are new to precepting or have
been educating PA students for several years. Early evi-
dence that this novel schedule has no deleterious impact
on quality of care or patient satisfaction should be followed
with more research to clarify its impact.

Mary Warner, MMSc, PA-C

INTRODUCTION

Being a clinical preceptor for physician assistant (PA) students
canbe both rewarding and challenging. Research suggests that
both practicing PAs and physicians value the intrinsic rewards of
teaching students in a clinical setting.”? Many PAs and physi-
cians who are preceptors are drawn to the role because they
wantto give back to the profession by helping to ensure that the
next generation of providers is highly qualified.’?

Despite the satisfaction that comes from being a preceptor,
the growing demands of modern health care make such work
in the clinic arduous. The push for productivity and patient
turnover and the use of electronic medical records and
administrative duties have made it difficult for the practicing
PAs and physicians to find time to be clinical preceptors. In
fact, research on practicing PAs and physicians reveals that
time constraints are the most significant barrier to taking on
that role.*® So it is not surprising that only 25% of clinical
practicing PAs report being preceptors for PA students.?
Those who do precept struggle to ensure that the student’s
educational experience is not compromised by the time
constraints and demands of running an efficient clinic session.
Furthermore, health care systems and private practices
express concern that having students in the clinic may affect
patient satisfaction and quality measures in addition to patient
care and productivity.®”

Being a satisfied and competent preceptor, providing
a successful clinical site, and keeping up with patient care and

The authors declare no conflict of interest.
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the demands of a health care organization should not be
mutually exclusive. However, research shows that having stu-
dents for a 4-hour clinic session can lengthen the preceptor’s
workday by 45 to 60 minutes.? Some studies also report that
teaching in the clinic can result in seeing one to 2 fewer
patients per half day.” We set out to overcome 2 challenges:
How can practicing PAs and physicians find the time necessary
to run an outpatient clinic session smoothly and be satisfied
clinical preceptors? Moreover, in an outpatient setting, how
can preceptors provide high-quality medical education with-
out compromising efficiency, access, quality of care, and
patient satisfaction? With that in mind and our ongoing
commitment to our work as preceptors, we implemented
wave scheduling”?'® for PA students who were rotating
through our internal medicine clinic.

ADOPTING A WAVE SCHEDULE MODEL

Our current internal medicine practice is an ideal place for
teaching. We have been a clerkship site for medical students
of ambulatory internal medicine for more than 22 years, and
we recently added PA students. Our practice focuses on
patient-centered care and mimics a managed care organiza-
tion. We provide primary care services for more than 19,000
patients and have an average of 28,000 office visits per year.
We care for a diverse patient population with an array of
medical complaints and strongly focus on continuity of care
and patient-based goal setting. Our clinic offers morning and
afternoon sessions. Each provider cares for 8 patients per
session and has a 25-minute break in each session for admin-
istrative work. We have 28 examination rooms and the space
for a student to use one examination room. With the afore-
mentioned appointment schedule and clinic setting in mind,
we adopted a pilot wave schedule for PA students in
November 2015.

The wave schedule model is an adaptable patient-
scheduling strategy that allows for teaching in a clinic with-
out compromising efficiency. In our clinic, the wave schedule
model has allowed physicians and PAs to precept PA students
and care for the same number of patients per day without
extending their working hours. The following are the initial
steps in setting up a wave schedule:

1. The PA student is considered a schedulable provider in the
electronic medical record system and is available to see 3
patients during each clinic session.

2. The nursingtriage staffis instructed to schedule patients for
the student a few days before or during the day of the clinic.

3. A nurse explains to patients that a student will see them
before they see their usual clinical provider (a physician or
PA). Patients are also informed of the possibility of an
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extended visit, which would increase the time they will
spend in the clinic. Last, the nurse obtains permission from
patients for the student to see them; if any patient declines,
they will be offered an appointment with their usual
provider.

Success of the wave schedule is highly dependent on
communication from the nursing staff to patients before the
appointment is set. This approach prevents disruption in
the clinic flow because patients’ expectations are clear to the
nursing staff and to medical assistants.

Table 1 shows our clinic’'s adaptation of the wave schedule.
In our model, the preceptor and the student each start clinic
sessions with one patient at 8:30 AM (patient 1 and patient 2,
respectively). No patient is scheduled for 8:55 am. This break
allows the student to present the case and allows the pre-
ceptor to examine and evaluate the patient, develop a man-
agement plan, and arrange for follow-up. After the patient has
left the clinic, time remains for further teaching and discussion
of the case with the student.

At 9:20 Am, the preceptor sees patient 3, while the student
writes the note for patient 2 in the medical record. An
administrative block in the schedule allows for the preceptor
to review, edit, and attest to the student’s note as required by
insurance companies. Figure 1 summarizes the flow of the
wave schedule. This wave schedule continues throughout the
day, as shown in the table. In sum, in each session, 3 patients
are seen first by the PA student (and are on the student’s
schedule), and 5 patients are on the preceptor’s schedule.
Consequently, a total of 8 patients are seen per session using

Table 1: Example of Wave Schedule Set-Up

PA Preceptor PA Student
Schedule Schedule

Appointment Examination Examination
Time Room 1 Room 2
8:30 Patient 1 Patient 2
8:55 No patient No patient
9:20 Patient 3 No patient
9:45 Patient 4 Patient 5
10:10 No patient No patient
10:35 Admin time No patient
11:00 Patient 6 Patient 7
11:25 No patient No patient
11:50 Patient 8 No patient
12:15 Lunch Lunch
1:15 Patient 9 Patient 10
1:40 No patient No patient
2:05 Patient 11 No patient
2:30 Patient 12 Patient 13
2:55 No patient No patient
3:20 Admin time No patient
3:45 Patient 14 Patient 15
4:10 No patient No patient
4:35 Patient 16 No patient

December 2016 ¢ Volume 27 ® Number 4

ePreceptor sees Patient #1 in room 1 (done with visit by 8:55 AM)
«Student sees Patient # 2 in room 2 (has 20 minutes for visit)

8:30 AM
Student presents case of Patient #2 to preceptor. N
ePreceptor examines Patient #2, places orders, and reviews management
8:55 M plan with patient.

ePatient #2 is done with visit no later than 9:15 AM.

ePreceptor and student discuss case (teaching time) and review important
components to include in note. Y

ePreceptor sees Patient #3 on schedule in room 1.
Student writes note for Patient #2.

9:20 AM
e«Wave cycle re-starts.
ePreceptor sees Patient #4 in room 1 (done with visit by 10:10 Am).
0:d5 «Student sees Patient #5 in room 2 (has 20 minutes for visit).
145 AM

Figure 1. Clinic adaptation of the wave schedule.

the wave scheduling model—the same number that would
have been seen at a regular scheduled clinic session without
students. The wave schedule was initially piloted with 3 PA
preceptors and one PA student.

Overall, the pilot was a success. In the spring of 2016, we
proceeded to implement wave scheduling as standard
scheduling for PA students who were rotating through our
clinic.

LESSONS LEARNED

In our clinical setting, the wave schedule was successful. By
setting aside and protecting teaching time, we were able to
prevent preceptor burnout. We also eliminated the possibility
of the preceptors not having enough time to spend with the
patients or the students. From a management perspective, the
wave schedule does not compromise access to care or pro-
vider productivity. In addition, patient satisfaction surveys
have remained unchanged.

At our clinic, the wave schedule has enhanced the students’
clinical experience by increasing their sense of commitment
and responsibility. We have also observed the students’
development of time management and efficiency skills, as
they have to care for all 3 patients on their schedule. The wave
schedule has eliminated the student’s perception of being an
appendage to the preceptor and has made them feel more
integrated with the medical team. As one student wrote on an
evaluation survey, " | was given my own schedule in IM [internal
medicine] . .. which | found very beneficial to my learning as |
was able to complete all components of charting as if | were
a practicing professional.” Having the triage personnel inform
patients in advance that they will first see a student sets the
student up for a successful patient interaction. It also prevents
any problems that could arise if the patient is asked whether he
or she will agree to see a student once the patient is already in
a room in the clinic.

Wave scheduling addresses the issue of efficient precepting
in the clinic. As evidenced by our internal medicine rotation,
wave scheduling provides an innovative strategy for outpatient
teaching that meets the needs of the clinic, the preceptor, the
clinic staff, the students, and—most importantly—the patients.
This scheduling model can be adjusted to the novice student,
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with fewer patients, and to the more advanced student with
more patients or more complex cases.” With the growing
demand for high-quality clinical sites and the increasing
administrative duties of preceptors, a change in how we
approach clinical teaching is imperative. Wave scheduling sets
the foundation for the new era in clinical education.
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