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Abstract

Purpose – Individuals health with intellectual disabilities (ID) experience comorbid physical and mental

health needs and have poorer outcomes resulting in early mortality. Currently, many training provisions

based on ID exist; however, limited research supports their effectiveness. High-fidelity simulation is an

innovative training mechanism with promising preliminary results. This study aims to evaluate the

longitudinal impact of simulation training on clinical practice in ID.

Design/methodology/approach – A mixed-method approach was used in this study. A one-day

simulation course using actors who had ID was delivered to 39 health-care professionals from across

London hospitals. Nine semi-structured interviewswere conducted 12–18months post training.

Findings – High-fidelity simulation training is an effective training modality, which has a sustainable impact

on participants, their clinical practice and patients. Core features of the training including debriefing, the use

and type of actors, scenario design and the facilitators are crucial learning mechanisms which impacts

learning outcomes and changes to behaviour in clinical practice and settings.

Originality/value – To the best of the authors’ knowledge, this study is the first to longitudinally evaluate

high-fidelity simulation training designed to improve the physical and mental health needs of those with

ID. The research begins to bridge an important gap in the current literature, with a need for more

research.

Keywords Workforce development, Health inequalities, Learning disabilities, Longitudinal evaluation,

Simulation-based training, Intellectual difficulties
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Health needs of people with intellectual disabilities

Individuals with intellectual disabilities (ID) are at an increased risk of experiencing

comorbid physical and mental illness (Cooper et al., 2015; Evans et al., 2012), resulting in a

disparity of health-care outcomes (Krahn and Fox, 2014; Torr et al., 2008; Ward et al.,

2010). Because of this disparity, quality of life is negatively impacted leading to a

decreased life expectancy of up to 20 years, which is preventable with quality health

provisions (Heslop et al., 2014; Hosking et al., 2016; Ilyas et al., 2017; Mencap, 2018;

National Health Service England, 2014; Trollor et al., 2017). Between 25 and 40% of

individuals with ID experience mental illness (National Institute for Health and Care

Excellence (NICE), 2016), with most experiencing difficulties accessing mental health

services when compared to the general population (Ali et al., 2013; Chaplin, 2009; Donner

et al., 2010). The National Health Service (NHS) (2019) long-term plan highlights their

commitment to tackle preventable deaths in those with ID by improving health checks, as

well as increasing understanding and staff awareness of ID.

Healthcare professionals commonly report lacking awareness regarding comorbidities

(Werner and Stawski, 2012), feeling unprepared to make reasonable adjustments and
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provide support and treatment to patients with ID (Morrison et al., 2008; Rose et al., 2007).

Subsequently, people with ID frequently have negative experiences of Healthcare

professionals (Royal College of Psychiatrists [RCP], 2015; Webber et al., 2010; Backer et al.,

2009). There is a lack of education and training specifically around ID (Salvador-Carulla et al.,

2015) for healthcare professionals, leading to inadequate delivery of equal treatment (RCP,

2015; Evans et al., 2012). Given the evidence, there is an imminent need for training and

education for healthcare professionals that targets the unique needs of patients with ID

(Hemm et al., 2015; Rose et al., 2012; Shakespeare et al., 2009; Salvador-Carulla et al., 2015;

Wilkinson et al., 2012; Tuffrey-Wijne et al., 2005; Iezzoni and Long-Bellil, 2012).

Current training provisions

Education programmes regarding ID for healthcare professionals has increased in recent

years, primarily focusing on improving knowledge and clinical service delivery (Kirschner

and Curry, 2009). Traditional training modalities consist of lectures by academic staff, or

involving people with ID and their families (Shakespeare and Kleine, 2013). Lectures

delivered by a tutor with ID can improve attitudes and understanding in regard to the

experiences of individuals with ID (Tracy and Iacono, 2008). However, they are often

criticised for lacking experiential and reflective elements (Meguid and Collins, 2017). Other

training provisions include community placements, clinical experiences, simulation

exercises and online learning (Shakespeare and Kleine, 2013). The most commonly used

training modality is e-learning (Skills for health, 2016). This is mainly because of cost

effectiveness, the ability to reach large quantities of individuals and being readily available

at all times of day including while at work. This removes shortfalls in staff cover to allow

employees to attend training events. While there are benefits (Voutilainen et al., 2017), there

are also pitfalls (McDonald et al., 2018; Vaona et al., 2018). Traditional lectures and

e-learning remain focused on knowledge acquisition but lacks application to clinical

practice. Clinical experience offers valuable learning opportunities, affording the potential to

develop skills and gain a better understanding of service users’ needs (McCarthy et al.,

2018; D’souza et al., 2015). This observation and exposure to clinical practice can provide

valuable learning beyond simply knowledge. Students, however, have reported negative

experiences during clinical placements (O’mara et al., 2014), including feelings of being

discriminated against and a lack of a sense of belonging in the workplace (Borrott et al.,

2016). Understandably, these are barriers to learning, obstructing the development of

positive attitudes as well as clinical and interpersonal skills required when working with

patients with ID. While current training methods have both strengths and weaknesses, there

remains a lack of clarity on the most effective training modality to deliver effective learning

that improves clinical practice, the experiences of service users and health outcomes.

Simulation training

Bauchat et al. (2016) argue that simulation-based training (SBT) should be encourage as it

may improve patient-centred care. SBT also enables staff to improve clinical skills,

competencies, confidence (Fernando et al., 2017; Thomson et al., 2013) and decision-

making skills (Bliss and Aitken, 2018; Jabur et al., 2018; Stirling et al., 2012; Wolf et al.,

2011; Aggarwal et al., 2010) in a safe and non-threatening environment. A systematic

review highlighted that SBT also has a positive impact on multidisciplinary team (MDT)

working (Murphy et al., 2016) particularly in acute healthcare settings. However, the review

neglected studies using SBT in mental health settings. SBT often includes the use of high-

fidelity mannequins (Hawkins and Tredgett, 2016), peer-to-peer role play (Bosse et al.,

2015), video technology (Eeckhout et al., 2016) and actors or virtual patients (Washburn

et al., 2018). Traditionally SBT has focused on physical health; however, Attoe et al. (2016)

highlight the importance of integrating mental health scenarios using professional actors.

Notably, professional actors who receive specialist training from service users and other
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experts to accurately portray mental health conditions help create a high-fidelity scenario

improving the quality of learning and learning outcomes. Systematic reviews and meta-

analysis highlight that SBT can be more effective than other modalities, and has more

successful outcomes in comparison to control groups with no intervention (Cook et al.,

2011; Edwards et al., 2015; McGaghie et al., 2011). These outcomes include having a

positive impact on patient safety, improving skills and clinical practice, demonstrating that

learning gained is taken back to the workplace to improve care (Bliss and Aitken, 2018;

Stirling et al., 2012; Wolf et al., 2011; Aggarwal et al., 2010; Cooper et al., 2015). While there

are significant benefits of SBT, there is limited research in relation to the use of this training

modality in specific areas of health care (Stocker et al., 2012).

Billon et al. (2016) designed a SBT course to support healthcare professionals working with

people with ID. This training appropriately incorporated both physical and mental health

needs of people with ID, addressing issues commonly faced in other training interventions

(Attoe et al., 2017). From this research, healthcare professionals perceived that their

attitudes, communication skills, interprofessional and multidisciplinary working, reasonable

adjustments and knowledge of key issues of ID improved after the training, taking this

learning back to clinical practice (Billon et al., 2016). A further study highlighted that

through co-production, this training could address issues commonly experienced by

patients with ID such as their experience of health care, negative attitudes and challenging

biases (Attoe et al., 2017). Significantly, the actors with ID involved in the training reported

the value of contributing positively to the healthcare systems, demonstrating their strengths

and interests to professionals, and being able to take a positive role in developing and

training healthcare teams (Attoe et al., 2017). However, these effects are derived from data

collected at the time of training, rather than subsequent evaluations to understand how this

training transfers into practice. While there is initial evidence suggesting that

interprofessional SBT on ID is effective (Attoe et al., 2017; Billon et al., 2016), there is an

imminent need for longitudinal research in this area. To the best of the authors’ knowledge,

there is no research investigating this highlighting a significant gap in the literature.

Long-term impact

The health sector spends approximately £5bn on training and development of staff each

year (Health Education England [HEE], 2018). Saks and Belcourt (2006) suggest that 62%

of information provided during training is retained immediately after the training and only

34% is retained after one year. Furthermore, many organisations fail to implement evaluation

pre and post training and when it is implemented, it rarely evaluates outcomes adequately

(Saks and Burke, 2012). This failure has substantially financial and clinical implications.

Therefore, this study sought to investigate the longitudinal effectiveness of SBT for

healthcare professionals to improve their clinical practice when working with people with ID

while additionally identifying key components of SBT that aids learning to develop an

understanding of how training impacts behaviour.

Methods

Participants and training

A total of 39 healthcare professionals (Table 2) from various London hospitals completed a

one-day SBT course between July and December 2017 based on improving the physical

and mental health needs of those with ID. The course ran 4 times with a maximum of 12

participants. The training was co-produced as described in Billon et al. (2016), and also

involved a 40minutes didactic session at the start of the day to create psychological safety

and basic knowledge of ID. Participants were strategically selected by the facilitators to

partake in at least, 1-10 minutes simulation scenario (Table 1) which was relevant to their

profession. All simulated scenarios involved a professionally trained actor who had ID
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provided by the Baked Beans Company. Scenarios took place in a separate room which

was set up to resemble, the appropriate healthcare environment. Furthermore, the scenario

was live video streamed allowing the remaining participants to watch what was happening.

After each scenario, participants were debriefed as a group in a separate room for

45minutes using the Diamond Debrief Model (Jaye et al., 2015).

Procedure

Participants were contacted 6-12 months post training to arrange a semi-structured interview.

The interview schedule was designed to gain an understanding of four main topics: memory of

the training; what they learnt and how aspects of SBT impacts this; how they applied this

learning to the workplace; and other ways training may have impacted them. Nine female

healthcare professionals who had varying levels of experience working with ID ranging between

6months and 30 years (Table 2) participated in interviews lasting between 30 and 60minutes.

Interviews were recorded using a medical transcription mobile application called Dict8 and were

transcribed verbatim. All digital data were encrypted, identification numbers were used to

anonymise participants, and any identifiable information was anonymised using pseudonyms.

Findings

Two researchers separately reviewed and discussed codes/themes, triangulating the data

to ensure rigor. Using thematic analysis (Braun and Clarke, 2006) four major themes were

identified: communication, patient-centred care, reflection and MDT working.

Table 1 Description of scenarios used during SBT

Scenario Brief description Participants Examples of learning objectives

1 Initial assessment of a difficult to

engage service user in a community

setting

Registered general nurse (RGN) and

general practitioner (GP)

–Optimise communication and rapport

skills

– Implement reasonable adjustments

2 Psychiatric assessment in A&E of a

service user with “challenging behavior”

Registeredmental health nurse

(RMN), psychiatric doctor, clinical

psychologist, care coordinator and

mental health social worker

– Develop awareness of diagnostic

overshadowing

–Gain understanding of the impact of

the working environment

–Gain understanding of prejudice and

discrimination

3 The same patient presenting with

depression in a general ward

RMN, clinical psychologist,

psychiatrist, care coordinator and

mental health social worker

– Effective assessment of mental state

with communication difficulties

– Understand and recognise atypical

presentation of physical and mental

health

–Gain understanding of how and when

to escalate to specialist care pathways

4 A patient refusing IV treatment in

general hospital after admission from

A&E

RGN, healthcare assistant (HCA),

GP and RMN

– Provide care with dignity and respect

– Use a capacity and consent framework

5 Discharge planning with the same

patient with a challenging carer

RGN, HCA, GP and ward social

worker

– Consider appropriate treatment plans

–Manage triangular communication with

anxious relatives and patients

6 Safeguarding concerns during a

consultation for STI of a vulnerable

patient

GP, nurse, social worker and other

healthcare staff, such as

“Chaperone”

– Assessment of risk from others

–Managing challenging conversations

around sexual health and safe sex

– Balancing patient’s right to a choice

and potential risks

– Knowledge of safeguarding pathways

Note: A&E = accident & emergency
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Communication was widely explored during interviews. Participants expressed increased

awareness of how they conversed with patients and the importance of adjusting their

communication style by using short simple sentences as well as additional resources to

meet the individual’s communication needs.

Making sure it’s tailored towards the individual so talking slowly, clearly short sentences, not

using jargon and making sure that any information is given to them is in an accessible form –

Participant 1.

Having real actors there made it seem like you were in a clinical practice, which was really, really

helpful – Participant 6.

The use of professional actors who had ID was pivotal to their learning of communication

and is a key component to putting knowledge and skills into practice. Many participants

described an increased use of communication resources to assist in engaging with patients

with ID such as communication books, visual cues, ensuring easy read material is available

and an interpreter who can use sign language or Makaton. Participants felt that effective

communication reduces frustration and builds rapport with the patient and their support

network. This finding supports the current literature demonstrating that skills learnt during

SBT are transferred to the workplace improving patient care and clinical practice (Bliss and

Aitken, 2018; Stirling et al., 2012; Wolf et al., 2011; Aggarwal et al., 2010; Cooper et al.,

2015).

Patient-centred care, in particular a patients’ journey through healthcare environments, was

highlighted, and relates to how environmental factors (including sensory input and room

dynamics) impacts patient’s behaviour and treatment. Concerns about equality, confidentiality

and wider support networks were also highlighted by participants. Participants expressed that

they now try to see past the label of ID and focus on the individuals’ physical and mental

health. Furthermore, participants described the importance of considering the patients’ rights

particularly around confidentiality, vulnerability and privacy. The design of scenarios was

pivotal to this increased awareness as they showed a patient’s journey throughout various

healthcare environment and common occurrences that individuals with ID experience.

[. . .] it enabled everyone to learn from the whole patient journey from the beginning to the end

and especially in the bits that we know that people get a bit stuck – Participant 3.

I now arrange a double appointment for a health check and think about that in advance and give

them a bit more time that they may need. Previously, I didn’t even know they were coming for a

health check, so now you can at least prepare a bit more by looking at their notes and stuff –

Participant 8.

Table 2 Breakdown of participants by profession

Profession

N

Participants on training Interviewed

General practitioner (including trainees) 7 2

Occupational therapist 6 2

Registered general nurse 5 1

Registered mental health nurse 5 1

Health-care assistant/clinical support worker 5 2

Administrator 3 0

Registered learning disabilities nurse 3 0

Employment support worker 2 0

Psychiatrist 1 1

Psychologist 1 0

Emergency medicine physician 1 0

Total 39 9
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Participants highlighted a number of changes to their clinical practice, in particular booking

double appointments either early in the morning or late afternoon when waiting rooms may

be quieter ensuring minimum sensory input. Allowing extra time during appointments

enabled them to conduct relevant health checks, and use health passports more regularly.

Furthermore, while it is important to include the patient’s wider support network in their care,

this should not supersede the patient’s preferences. Improving patient-centred care has

benefits and supports the argument put forward by Bauchat et al. (2016).

SBT promotes reflection on clinical practice, consequently improving self-awareness. SBT

gave participants a unique opportunity to reflect on their clinical practice and behaviour

towards patients. By being able to reflect, participants become aware of personal biases’

around ID, and how this might impact care provided to patients, particularly around making

reasonable adjustments. Being able to observe others in scenarios encouraged

participants to reflect on their interactions with patients. It also increased awareness of their

body language, emotional and facial expressions, speech in terms of rate, rhythm, tone and

pitch and how this could be interpreted by patients with ID.

How do we tell the importance of everyday interactions with people with ID and during the

training I could see how I could take that back to use in practice – Participant 2.

The whole thing was reflection, it was reflecting on the case, the patient, the professional, and I think

that’s a really important part of learning. Discussing and getting an understanding from different

points of view, so from the patient’s point of view, from the professionals’ [. . .] – Participant 9.

Interestingly, many participants did not recall the debrief sessions; however, the

findings suggest this enabled reflection and thus, influenced learning. Debriefing

provides an opportunity to reflect and share experiences, perspectives and knowledge

in managing patients with ID across MDT. This in turn increased participants’ self-

confidence. Prior to training, participants recalled feeling untrained and thinking there

must be a “magic” solution. However, post-training all participants felt more confident

and knowledgeable when interacting with patients with ID. In summary, debriefing is

common practice within SBT, and in this study, promoted reflection, increased self-

confidence and self- awareness as well as knowledge when working with patients with

ID. This supports and develops the current literature (Billon et al., 2016; Fernando et al.,

2017; Thomson et al., 2013).

MDT working is essential for healthcare professionals although, rarely do MDTs train together.

Participants enthusiastically expressed, that training which encompasses MDT is invaluable,

providing a platform to gain an understanding of other’s roles and discuss differences in

interactions with patients and procedures. Specifically, sharing experiences resulted in peer-

to-peer learning. Discussions around challenges experienced within roles when working with

ID patients were shared, enabling participants to explore solutions from different perspectives

while ensuring the best outcome for the patient.

So often our training is with people who are in the same position as us and it is actually quite rare

to do multidisciplinary training like this – Participant 1.

So we all had different perspectives and different experiences to give, so we learnt from each

other as much as the actual scenario, so it was really good – Participant 6.

Course facilitators were key in this learning outcome. The facilitators are experts in

managing conversations during debrief, ensuring involvement by everyone and creating a

psychologically safe environment. Providing a psychologically safe environment is

imperative to creating an inclusive and optimal learning atmosphere (Turner and Harder,

2018). More so, facilitators ensure personal remarks and judgement on an individual’s

performance are suppressed, managing the conversation to focus on skills, which

maintains a positive learning environment. Interestingly, participants reported having better
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working relationships and communication with other healthcare professionals involved in the

care of a patient with ID as a result of having an increased understanding of their roles. This

finding suggests that SBT can improve MDT’s ability to work with patients with ID across

different healthcare settings supporting and enhancing current findings (Attoe et al., 2017;

Murphy et al., 2016 . While research highlights the importance of faculty development

(Cheng et al., 2015a, 2015b; Kolbe et al., 2015), to the best of the authors’ knowledge, there

is no research measuring the impact of facilitators on learning outcomes which this study

begins to develop.

Discussion

Overall, this study is the first to investigate the longitudinal impact of SBT on professional

working with the physical and mental health needs of people with ID. The findings highlight

that SBT is effective with sustainable impact on participants, specific healthcare

environments and patient experience. Core features of SBT such as debriefing, the use of

actors, scenario design and facilitators are critical learning mechanisms impacting learning

outcomes. Improved changes to practice occurred post training including how

professionals communicate with patients, making reasonable adjustments to their needs,

improved MDT working and increased self-confidence and self-awareness. This has

important implications for clinical practice and within the literature.

Clinical implications

The findings described in this study supports the commitment outlined in the National

Health Service (NHS) Long Term Plan (2019) of increasing staff awareness and

understanding of ID, promoting a patient-centred approach to care and increased use of

reasonable adjustments. Positive practical implications for practitioners are noted, such as

providing extra time for patients by booking double appointments allowing additional

time to complete regular health checks, using communication resources including

communication books, interpreters for Makaton or sign language, easy read materials and

picture cue cards. Furthermore, adjustments of non-verbal communication made by

healthcare professionals, positively impact interactions with patients engaging and

communicating with them more effectively.

Participants described having an increased focus on a patient centred approach to their

practice, involving the patient with ID instead of relying on their support network. The

increase of self-confidence in knowledge and ability when working with patients with ID has

positive implications; participants felt they gave more effective care and treatment and felt

more comfortable with making reasonable adjustments to suit each person’s individual

needs. This has the potential to improve outcomes for those with ID, their experiences with

healthcare professionals and engagement with NHS services. Lastly, resources within the

NHS are constrained, and ineffective training is costly contributing to avoidable financial

burden to the NHS. While SBT is more expensive than traditional didactic and e-learning,

training modalities, the long-term positive impact for both learners and patients could be

more cost effective. This highlights that considering effective and sustainable training for

healthcare staff is essential to improving clinical practice, and when used appropriately, it

can be akin to a quality and service improvement tool.

Research implications

Developing on previous research (Attoe et al., 2017; Billon et al., 2016), the current findings

are the first to begin building the gap in the literature by investigating the longitudinal

impact of SBT addressing the physical and mental health needs of people with ID. The

current study suggests that SBT increases healthcare professionals’ clinical skills,

competences, confidence (Bliss and Aitken, 2018; Stirling et al., 2012; Wolf et al., 2011;
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Aggarwal et al., 2010; Cooper et al., 2015; Fernando et al., 2017; Thomson et al., 2013),

communication skills, multidisciplinary working and reasonable adjustments (Attoe et al.,

2017; Billon et al., 2016), and improves patient-centred care (Bauchat et al., 2016).

The use of co-production principles through the engagement of actors with ID was a

notable strength of this training’s approach. Notably, the co-production of training with

subject-matter experts and service users ensures training has an improved impact on the

service provided, resulting in better outcomes not only for patients but also for healthcare

professionals. Other positive benefits of this approach have been described for this course

and more widely in the field (Attoe et al., 2017). This highlights the value of research that is

able to undertake in-depth analysis of the role that co-production can have on learning

outcomes and subsequent clinical practice.

The training course discussed has the potential to facilitate learning and professional

development to a range of health and social care professionals involved in working with

people with ID. There is a particular need and value in the education and training of

healthcare professionals and third-sector organisations enabling them to work effectively

with individuals with ID with the hope of improving engagement and outcomes. The growing

literature base in this area should continue to investigate the mechanisms for learning and

behaviour change from education, ranging from multi-disciplinary and peer learning

through to reflective practice in an educational setting.

Limitations and future recommendations

In line with research methods traditionally used when investigating outcomes of SBT,

interviews were used to gain in-depth rich data. However, one limitation of the current study

was the small sample size because of poor participant retention strategy (Abshire et al.,

2017) as participants were Interviewed 12–18months post training. It is likely, that while a

range of healthcare professionals participated in the study, and the implications are highly

relevant to all, the small sample size limits the representativeness. Future research should

implement a strategic participant retention strategy as suggested by (Abshire et al., 2017)

and could consider developing quantitative methods as there is limited research measuring

the longitudinal effects of SBT in this way. This would increase representativeness to other

healthcare professionals. Lastly, research examining the role of SBT in blended and

continued learning approaches would be highly valuable to this field and workforce efforts.

Conclusion

The evidence garnered and outlined provides an important boost to the current literature.

The growing evidence base provides motivation to continue developing our understanding

of experiential training methods and their role in developing the ID workforce. Furthermore,

this growing evidence presents justification for renewed efforts to develop, deliver and

evaluate SBT for ID in a more strategic and systematic manner to achieve workforce change.
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