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          Introduction 

 Standardized patients (SPs) are individuals who have been 
carefully selected and trained to portray a patient in order to 
teach and/or evaluate the clinical skills of a healthcare pro-
vider. Originally conceived and developed by Dr. Howard 
Barrows  [  1  ]  in 1964, the SP has become increasingly popular 
in healthcare and is considered the method of choice for 
evaluating three of the six common competencies  [  2  ]  now 
recognized across the continuum of medicine. 

 The standardized patient, originally called a “programmed 
patient,” has evolved over 50 years from an informal tool to a 
ubiquitous, highly sound modality for teaching and evaluat-
ing a broad array of competencies for diverse groups of train-
ees within and outside of healthcare. Barrows and Abrahamson 
 [  1  ]  developed the technique of the standardized patient in the 
early 1960s as a tool for clinical skill instruction and assess-
ment. During a consensus conference devoted to the use of 
standardized patients in medical education, Barrows  [  3  ]  
described the development of this unique modality. He was 
responsible for acquiring patients for the Board Examinations 
in Neurology and Psychiatry and soon realized that the use of 
real patients was not only physically straining but also detri-
mental to the nature of the examination. Patients would tire 
and alter their responses depending upon the examiner, time 
of day, and other situational factors. 

 Barrows also recognized the need for a more feasible 
teaching and assessment tool while instructing his medical 
students. In order to aid in the assessment of his neurology 
clerks, he coached a woman model from the art department 
to simulate paraplegia, bilateral positive Babinski signs, dis-
sociated sensory loss, and a blind eye. She was also coached 

to portray the emotional tone of an actual patient displaying 
these troubling symptoms. Following each encounter with a 
clerk, she would report on his/her performance. Although 
initially controversial and slow to gain acceptance, this 
unique standardized format eventually caught the attention 
of clinical faculty and became a common tool in the instruc-
tion and assessment of clinical skills across all disciplines of 
healthcare. 

 This chapter will present a historical overview of the stan-
dardized patient, prevalence, current uses, and challenges for 
using SPs to teach and assess clinical competence. A frame-
work for initiating, developing, executing, and appraising SP 
encounters will be provided to guide the process of integrat-
ing SP encounters within medical and healthcare profession-
als’ education curricula. 

   Common Terminology and Uses 

 The title “SP” is used, often interchangeably, to refer to sev-
eral different roles. Originally, Dr. Barrows referred to his 
SPs as “programmed” or “simulated patients.” Simulated 
patients refer to those SPs trained to portray a role so accu-
rately that they cannot be distinguished from the actual 
patient. The term “standardized patient” was  fi rst introduced 
almost two decades later by psychometrician, Dr. Geoff 
Norman and colleagues  [  4  ] , to iterate the high degree of 
reproducibility and standardization of the simulation required 
to offer a large number of trainees a consistent experience. 
Accurate simulation is necessary but not suf fi cient for a stan-
dardized patient. Today, the term “SP” is used interchange-
ably to refer to simulated or standardized patient or 
participant. Refer to  Appendix  for a description of the com-
mon SP roles and assessment formats. 

 The use of standardized patients has increased dramati-
cally, particularly over the past three decades. A recent cen-
sus by the Liaison Committee on Medical Education  [  5  ]  
reported that 96% of US Medical Schools have integrated 
OSCEs/standardized patients for teaching and assessment 
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within their curricula. Today, ironically, the internal medi-
cine clerkships (85%) are more likely, and the neurology 
clerkships (28%) are least likely to incorporate SPs into their 
curricula for the assessment of clinical knowledge and skills. 
Approximately 50% or more of the clerkships in internal 
medicine, OBGYN, family medicine, psychiatry, and sur-
gery use SP exams/OSCEs to determine part of their stu-
dents’ grades. In addition, many medical licensing and 
specialty boards in the United States and Canada are using 
standardized patients to certify physician competencies 
 [  6,   7  ] . Notable examples include (a) the National Board of 
Medical Examiners, (b) the Medical Council of Canada, (c) 
the Royal College of Physicians and Surgeons of Canada, 
and (d) the Corporation of Medical Professionals of Quebec. 
Numerous other healthcare education programs are also 
using SPs for instruction and assessment  [  8  ] . 

 As SP methodologies expanded and became more sophis-
ticated, professionals working in the  fi eld became more spe-
cialized, and a new role of educator was born – the “SP 
educator.” An international association of SP educators 
(ASPE) was created in 1991 to develop professionals, 
advance the  fi eld, and establish standards of practice for 
training SPs, designing, and evaluating encounters. Its 
diverse members include SP educators from allopathic medi-
cine, as well as osteopathy, dentistry, pharmacy, veterinary 
medicine, allied health, and others  [  9  ] . This association is 
currently collaborating with the Society for Simulation in 
Healthcare to develop certi fi cation standards for professional 
SP educators  [  10  ] . 

 Standardized patients can be used in a variety of ways to 
teach, reinforce, and/or assess competencies of healthcare 
professionals. In the early decades of SP use, their primary 
role was formative and instructional. Although still widely 
used for the teaching and reinforcement of clinical skills, as 
the practice has matured and evidence has mounted, SPs 
have been integrated into certi fi cation and licensure exami-
nations in the United States, Canada, and increasing numbers 
of other countries.  

   Advantages and Challenges 

 There are several advantages to using SPs to train and evalu-
ate healthcare professionals. Table  13.1  includes a summary 
of the advantages and challenges of using SPs in teaching 
and assessment. The most notable advantages include 
increased opportunity for direct observation of trainees in 
clinical practice, protection of real patients from trainees’ 
novice skills and repeated encounters, standard and  fl exible 
case presentation, and ability to provide feedback and evalu-
ation data on multiple common competencies.  

 Historically, prior to the 1960s, clinical teaching and eval-
uation methods consisted primarily of classroom lecture, 

gross anatomy labs, bedside rounds of real patients, informal 
faculty observations, oral examinations, and multiple-choice 
tests. Prior to the introduction of the SP, there was no objec-
tive method for assessing the clinical skills of trainees. This 
early simulation opened doors to what is today a recom-
mended educational practice for training and certi fi cation of 
healthcare professionals across geographic and discipline 
boundaries. 

 An SP can be trained to consistently reproduce the his-
tory, emotional tone, communicative style, and physical 
signs of an actual patient without placing stress upon a real 
patient. Standardized patients also provide faculty with a 
standard assessment format. Learners are assessed interact-
ing with the same patient portraying the same history, physi-
cal signs, and emotional content. Unlike actual patients, SPs 
are more  fl exible in types of cases presented and can be 
available at any time during the day and for extended peri-
ods of time. SPs can be trained to accurately and consis-
tently record student performance and provide constructive 
feedback to the student, greatly reducing the amount of time 
needed by clinical faculty members to directly observe 
trainees in practice. 

 SPs can also be trained to perform certain basic clinical 
procedures and, in turn, aid in the instruction of trainees. 
When SPs are integrated within high- fi delity simulation 
experiences (hybrid simulations), they enhance the authen-
ticity of the experience and provide increased opportunities 
to teach and assess additional competencies, namely, inter-
personal communication skills and professionalism.   

   Table 13.1    Advantages and challenges of using SPs   

  Advantages  
  Feasibility : Available any time and can be used in any location 
  Flexibility : Able to simulate a broad array of clinical presentations; 
 f aculty able to direct learning objectives and assessment goals 
  Fidelity : Highly authentic to actual patient and family dynamics 
  Formative : Able to provide immediate constructive feedback to 
trainees;  p rovide unique patient perspective on competencies 
  Fend : Protect real patients from repeated exposure to novice skills of 
trainees;  a ble to simulate highly sensitive and/or emotional content 
repeatedly without risk to real patient;  p rotect trainees from anxiety 
of learning skills on real patients 
  Facsimile : Encounters are reproduced allowing numerous trainees to 
be taught and assessed in a standard environment 
  Fair : SP encounters are standardized and controlled allowing for 
reduction of bias, equitable treatment of trainees, and equal 
opportunity to learn the content 
  Challenges  
  Fiscal :    Lay person working as SPs require payment for time spent 
training and portraying their roles 
  Fidelity : Certain physical conditions and signs cannot be simulated 
with SPs (can be overcome with hybrid simulation) 
  Facility : Requires expertise to recruit and train SPs, develop related 
materials, and evaluate appropriately 
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   Framework for SP Encounters 

 Effective SP encounters require a systematic approach to 
development. Figure  13.1  displays a stepwise approach for 
preparing and using SPs in healthcare education. The IDEA 
framework is intended to serve as a guide to developing SP 
encounters, particularly for SP assessments (OSCE, CPX). 
Each of the four steps (Initiate, Develop, Execute, and 
Appraise) is described throughout this chapter with increased 
emphasis on the  fi rst two. This framework does not generally 
apply to a single large-group SP demonstration and assumes 
that the SP encounters are repeated to teach and/or evaluate 
multiple trainees.  

   Initiate: Initial Considerations for Using SPs 
in Healthcare 

 When initiating an SP encounter, it is important to clarify the 
purpose of the exercise. Encounters are intended to reinforce, 
instruct, and/or assess competencies. When designing an 
encounter to assess, the intent should be clari fi ed as forma-
tive (to monitor progress during instruction) or summative 
(to determine performance at end of instruction). Due to the 
increased stakes, summative assessments generally require 
more rigor during the development process. However, all 
assessments require some evidence to support the credibility 
of the encounters and the performance data they derive. It is 
recommended that the developer consider at the earliest stage 
how she/he will determine whether the encounter performed 
as it was intended. How will you appraise the quality of the 
SP encounter? Attention paid to the content, construction of 
data gathering tools, training of SPs, and methods for setting 
performance standards throughout the process will result in 
more defensible SP encounters. 

   Goals and Objectives 
 Next, it is important to consider the competencies and per-
formance outcomes that the encounter is intended to address. 
SP encounters are best suited for teaching and assessing 
patient care as well as the affective competencies, interper-
sonal and communication skills, and professionalism. If the 
speci fi c competencies and objectives have been prede fi ned 
by a course or curriculum, it is simply a matter of determin-
ing which are most appropriate to address via the SP encoun-
ter. Alternatively, there are several methods to determine the 
aggregate needs of trainees, including the research literature, 
association and society recommendations, accreditation 
standards, direct observations of performance, question-
naires, formal interviews, focus group, performance/test 
data, and sentinel events. This data will help the developers 
understand the current as well as the ideal state of perfor-
mance and/or approach to the problem. For detailed informa-
tion on assessing the needs of trainees, see Kern et al.  [  11  ] . 

 Writing speci fi c and measurable objectives for an SP 
encounter and overall SP activity is an important task in 
directing the process and determining what speci fi c strate-
gies are most effective. Details on writing educational goals 
and objectives can be found in Amin and Eng  [  12  ] . Sample 
trainee objectives for a single SP encounter include: (1) to 
obtain an appropriate history (over the telephone) from a 
mother regarding her 15-month old child suffering from 
symptoms of an acute febrile illness, (2) differentiate rela-
tively mild conditions from emergent medical conditions 
requiring expeditious care, and (3) formulate an appropriate 
differential diagnosis based on the information gathered 
from the mother and on the physical exam  fi ndings provided 
to the learner. This encounter which focused on gathering 
history and formulating a differential diagnosis was included 
within an extended performance assessment with the overall 
objective to provide a standard and objective measure of 

• ID & assess need
• Goals & objectives
• Select strategy

Initiate

• Create case scenario
• Create assoc tools
• Recruit
• Train
• Trial

• Orient/brief
• Direct
• Assess quality
• Debrief

• Reaction
• Learning
• Behavior
• Results

Develop

Execute

Appraise

  Fig. 13.1    The IDEA Framework: a stepwise process for preparing and using SPs in healthcare education       
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medical students’ clinical skills at the end of the third year of 
undergraduate medical education  [  13  ] . 

 It is strongly recommended, particularly when multiple 
encounters are planned, that a blueprint be initiated to guide 
and direct the process. The blueprint speci fi es the competen-
cies and objectives to be addressed by each encounter and 
how they align to the curricula  [  14  ] . This ensures that there 
is a link to what is being taught, reinforced, or assessed to the 
broader curriculum. The content of the blueprint will vary 
according to the nature of the encounter. If developers plan 
an SP assessment, then this document may be supplemented 
by a table of speci fi cations, which is a more detailed descrip-
tion of the design. 

 Questions to consider at this stage in the development 
process include: What is the need? What do trainees need to 
improve upon? What external mandates require or support 
the use of the educational encounter? What is currently being 
done to address the need? What is the ideal or suggested 
approach for addressing the need? What data support the 
need for the educational encounter? What is the current per-
formance level of trainees? What will the trainees be able to 
do as a result of the educational encounter?  

   Strategies 
 SPs can be used in a variety of ways, and the strategy should 
derive from the answers to the above questions. In general, 
these strategies fall within two areas: instruction or assess-
ment. Several sample strategies for each of these broad areas 
will be described below. 

   Instruction 
 Although SPs are used to enhance a large group or didactic 
lecture to demonstrate a procedure, counseling technique, or 
steps in physical examination, their greatest instructional 
bene fi t is found in small group or individualized sessions 
where experiential learning can take place. For example, an 
SP meets with a small group of trainees and a facilitator. He 
or she is interviewed and/or physically examined by the 
facilitator as a demonstration, and then the trainees are pro-
vided the opportunity to perform while others observe. One 
variation to the small group encounter is the “time-in/time-
out” technique, originally developed by Barrows et al.  [  15  ] . 
During this session, the interview or physical exam is stopped 
at various points in order for the group to engage in discus-
sion, question the thoughts and ideas of the trainee, and pro-
vide immediate feedback on his/her performance. During the 
“time-out,” the SP acts as though he or she is no longer pres-
ent and suspends the simulation while remaining silent and 
passive. When “time-in” is called, the SP continues as if 
nothing had happened and is unaware of the discussions 
which just occurred. This format allows for  fl exible deliber-
ate practice, reinforcement of critical behaviors, peer engage-
ment, and delivery of immediate feedback on performance. 

 Another example of an effective individual or small group 
teaching encounter is a hybrid  [  16  ]  or combination SP with 
high- fi delity technical simulators. During these encounters, 
technical simulators are integrated with the SP to provide the 
opportunity for trainees to learn and/or demonstrate skills 
that would be otherwise impossible or impractical to simu-
late during an SP encounter (i.e., lung sounds, cardiac arrest, 
labor, and childbirth). For example, Siassakos et al.  [  17  ]  used 
a hybrid simulation to teach medical students the delivery 
skills of a baby with shoulder dystocia as well as effective 
communication strategies with the patient. In this simulation 
encounter, the SP was integrated with a pelvic model task 
trainer and draped to appear as though the model were her 
own body. The SP simulated the high-risk labor and delivery 
and subsequently provided feedback to the students on their 
communication skills. This hybrid encounter was found to 
improve the communication skills of these randomly assigned 
students compared to those of their control group. 

 Another example which highlights the importance of cre-
ating patient-focused encounters is by Yudkowsky and col-
leagues  [  18  ] . They compared the performance of medical 
students suturing a bench model (suture skin training model 
including simulated skin, fat, and muscular tissue) with and 
without SP integration. When the model was attached to the 
SP and draped as though his/her actual arm, student perfor-
mance in technical suturing as well as communication was 
signi fi cantly weaker compared to performance under non-
patient conditions. This research negates the assumption that 
novice trainees can translate newly acquired skills directly to 
a patient encounter and reminds us of the importance of con-
text and  fi delity in performance assessment  [  19  ] . The authors 
concluded that the hybrid encounter provided a necessary, 
intermediate, safe opportunity to further hone skills prior to 
real patient exposure. 

 Most SP encounters are single sessions, where the trainee 
interacts with the SP one time and not over a series of encoun-
ters. However, the use of SPs in longitudinal encounters has 
been shown to be very effective, particularly for teaching the 
complexities of disease progression and the family dynamics 
of healthcare. In order to address family-centered care objec-
tives, Pugnaire et al.  [  20  ]  developed the concept of the stan-
dardized family at the University of Massachusetts Medical 
School. Initially termed the “McQ Standardized Family 
Curriculum,” these longitudinal instructional SP encounters 
involved multiple participants portraying different family 
members. Medical students participated in several encoun-
ters over the course of their clerkship. More recently, Lewis 
et al.  [  21  ]  incorporated SPs into a series of three encounters 
to teach residents how to diagnose, treat, and manage a pro-
gressive disease (viz., Alzheimer’s) over the 10-year course 
of the “patient’s” illness. The sessions took place over three 
consecutive days, but the time was lapsed over these years to 
simulate the progressive illness. These sessions provided 
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opportunities for deliberate practice and reinforced continu-
ity of care. 

 Over 40 years ago, Barrows  [  22  ]  described the use of SPs 
in a clinical “laboratory in living anatomy” where lay per-
sons were examined by medical students as a supplement to 
major sections of the gross anatomy cadaver lab. This early 
experiential use of SPs led to the more formal role of the 
Patient Instructor and the Gynecological Teaching Associate 
(GTA), developed by Stillman et al.  [  23  ]  and Kretzschmar 
 [  24  ] , respectively. 

 SPs are used to teach physical examination skills. The 
patient instructor is a lay person with or without physical 
 fi ndings who has been carefully trained to undergo a physi-
cal examination by a trainee and then provide feedback and 
instruction on the performance using a detailed checklist 
designed by a physician  [  23  ] . At the University of Geneva 
 [  25  ] , faculty used PIs with rheumatoid arthritis to train 3rd 
year medical students to interview and perform a focused 
musculoskeletal exam. The carefully trained PIs were able to 
provide instruction on examination and communication skills 
during a 60-min encounter. As a result, students’ medical 
knowledge, focused history taking, and musculoskeletal 
exam skills improved signi fi cantly from pre- to post session. 
The authors concluded that “grasping the psychological, 
emotional, social, professional and family aspects of the dis-
ease may largely be due to the direct contact with real 
patients, and being able to vividly report their illness and 
feelings. It suggests that the intervention of patient-instruc-
tors really adds another dimension to traditional teaching.” 
Henriksen and Ringsted  [  26  ]  found that PIs fostered patient-
centered educational relationships among allied health stu-
dents and their PIs. When compared to traditional, faculty-led 
teaching encounters, a class delivered by PIs with rheuma-
tism trained to teach basic joint examination skills and 
“respectful patient contact” was perceived by the learners as 
a safer environment for learning basic skills. 

 The GTA has evolved over the years, and the majority of 
medical schools now use these specialized SPs to help teach 
novice trainees how to perform the gynecologic, pelvic, and 
breast examinations and how to communicate effectively 
with their patient as they do so. Kretzschmar described the 
qualities the GTA bring to the instructional session as includ-
ing “sensitivity as a woman, educational skill in pelvic 
examination instruction, knowledge of female pelvic anat-
omy and physiology, and, most important, sophisticated 
interpersonal skills to help medical students learn in a non-
threatening environment.” Today, the vast majority of medi-
cal schools now use GTAs to teach students these invasive 
examinations (typically during year 2). Male urological 
teaching associates (UTAs) have also been used to teach 
trainees how to perform the male urogenital exam and effec-
tive communication strategies when doing so. UTAs have 
been shown to signi fi cantly reduce the anxiety experienced 

by second year medical students when performing their  fi rst 
male urogenital examination, particularly with regard to 
female students  [  27  ] .  

   Assessment 
 There is a vast amount of research which supports the use of 
SP assessment as a method for gathering clinical perfor-
mance data on trainees  [  28  ] . A detailed review of this litera-
ture is beyond the scope of this chapter. However, defensible 
performance assessments depend on ensuring quality 
throughout the development as well as execution phases and 
should be considered early as an initial step in the process for 
preparing and using SPs in assessment. Norcini et al.  [  29  ]  
outline several criteria for good assessment which should be 
followed when initiating, developing, executing, and apprais-
ing SP assessments. These include validity or coherence, 
reproducibility or consistency, equivalence, feasibility, edu-
cational effect, catalytic effect, and acceptability. 

 One related consideration is “content speci fi city”: 
Performance on a single encounter does not transfer to sub-
sequent encounters  [  30  ] . This phenomenon has theoretical as 
well as practical implications on the design, administration, 
and evaluation of performance assessments. Namely, deci-
sions based on a single encounter are indefensible because 
they cannot be generalized. When making summative deci-
sions about trainee performance, the most defensible 
approach is to use multiple methods across multiple settings 
and aggregate the information to make an informed decision 
about trainee competence. According to Van der Vleuten and 
Schuwirth, “one measure is no measure,” and multiple SP 
encounters are warranted for making evidence-based deci-
sions on trainee performance  [  31  ] . 

 There are several additional practical decisions which 
need to be made at this stage in the process. Resources, 
including costs, time, staff, and space, may limit the choices 
and are important considerations at this stage in the process. 
Questions include: Does the encounter align to the goals and 
objectives of the training program? Is the purpose of the 
encounter to measure or certify performance or to inform 
and instruct trainees? Formative or summative? Limited or 
extended? Do the goals and objectives warrant hybrid simu-
lation or unannounced SP encounters? What is the optimal 
and practical number of encounters needed to meet the goals 
and objectives of the exercise? What is the anticipated length 
of the encounters? How many individual SPs will be needed 
to portray a single role? Is it possible to collaborate in order 
to share or adapt existing resources? 

 SP assessments commonly take one of the following two 
formats: (a) objective-structured clinical examination 
(OSCE) or the (b) clinical practice examination (CPX). The 
OSCE is a limited performance assessment consisting of 
several brief (5–10-min) stations where the student performs 
a very focused task, such as a knee examination, fundoscopic 
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examination, or EKG reading  [  32,   33  ] . Conversely, the CPX 
is an extended performance assessment consisting of several 
long (15–50-min) stations where the student interacts with 
patients in an unstructured environment  [  15  ] . Unlike the 
OSCE format, trainees are not given speci fi c instructions in 
a CPX. Consequently, the CPX is more realistic to the clini-
cal environment and provides information about trainees’ 
abilities to interact with a patient, initiate a session, and 
incorporate skills of history taking, physical examination, 
and patient education. 

 As in any written test, the format of the performance 
assessment should be driven by its purpose. If, for example, 
faculty are interested in knowing how novice trainees are 
performing speci fi c fragmented tasks such as physical exam-
ination or radiology interpretation, then the OSCE format 
would be suitable. If, however, the faculty are interested in 
knowing how they are performing more complex and inte-
grated clinical skills such as patient education, data gather-
ing, and management, then the CPX or unannounced SP 
formats would be an ideal choice. As stated earlier, the pri-
mary advantages of using SP encounters to assess perfor-
mance include the ability to provide highly authentic and 
standard test conditions for all trainees and focus the mea-
surement on the speci fi c learning objectives of the curricu-
lum. SP assessments are ideally suited to provide performance 
information on the third and fourth levels of Miller’s  [  34  ]  
hierarchy: Does the trainee “show how” he is able to perform 
and does that performance transfer to what he actually “does” 
in the workplace? 

 The current USMLE Step 2CS  [  35  ]  is an extended clinical 
practice exam of twelve 15-min SP encounters. Each encoun-
ter is followed by a 10-min post encounter where the student 
completes an electronic patient note. The total testing time is 
8 h. The examination is administered at  fi ve testing facilities 
across the United States where students are expected to 
gather data during the SP encounters and document their 
 fi ndings in a post-encounter exercise. SPs evaluate the data 
gathering performance, including history taking, physical 
examination, and communication/interpersonal skills. 
Synthetic models, mannequins, and/or simulators may be 
incorporated within encounters to assess invasive physical 
examination skills. 

 Another less common but highly authentic method for 
the assessment of healthcare providers is the unannounced 
SP encounter. During these incognito sessions, SPs are 
embedded into the regular patient schedule of the practitio-
ner, who is blinded to the real versus simulated patient. 
Numerous studies have shown that these SPs can go unde-
tected by the physicians in both ambulatory and inpatient 
settings  [  36  ] . The general purpose of these encounters is to 
evaluate actual performance in practice: Miller’s  [  34  ]  ubiq-
uitous fourth and highest (“does”) level of clinical compe-
tence. For example, Ozuah and Reznik  [  37  ]  used 

unannounced SPs to evaluate the effect of an educational 
intervention to train pediatric residents’ skills at classifying 
the severity of their asthmatic patients. Six individual SPs 
were trained to simulate patients with four unique severi-
ties of asthma and were then embedded within the regular 
ambulatory clinics of the residents. Their identities were 
unknown to the trainee and the preceptor, and those resi-
dents who received the education were signi fi cantly better 
able to appropriately classify their patients’ conditions in 
the true clinical environment.    

   Develop: Considerations and Steps 
for Designing SP Encounters 

 The development of SP encounters will vary depending on 
the purpose, objectives and format of the exercise. This sec-
tion will describe several important aspects of developing SP 
encounters including case development, recruitment, hiring, 
and training. Table  13.2  lists several questions to consider at 
this stage of SP encounter development.  

   Table 13.2    Questions for evaluating SP assessments   

 Questions to consider when designing a summative SP assessment 
include: 
   1.  Is the context of the encounter realistic in that it presents a 

situation similar to one that would be encountered in real life? 
   2.  Does the encounter measure competencies that are necessary 

and important? 
   3.  Does it motivate trainees to prepare using educationally sound 

practices? Does participation motivate trainees to enhance 
their performance? 

   4.  Is the encounter an appropriate measure of the competencies 
in question? Are there alternative more suitable methods? 

   5.  Does the encounter provide a fair and acceptable assessment 
of performance? 

   6.  Are the results consistent between and among raters? 
   7.  Do existing methods measuring the same or similar construct 

reveal congruent results? 
   8.  Does the assessment provide evidence of future performance? 
   9.  Does the assessment differentiate between novice and expert 

performance? 
  10.  Do other assessments that measure the same or similar 

constructs reveal convergent results? 
  11.  Do other assessments that measure irrelevant factors or 

constructs reveal divergent results? 
  12. Is the assessment feasible given available resources? 
 A formative assessment will require increased attention to 
the feedback process. In addition to questions 1–4 above, the 
following should be considered when designing formative 
assessments: 
   1.  How will the individual trainee’s performance be captured, 

reviewed, interpreted, and reported back to the learner? 
   2. How will the impact of the feedback be evaluated? 
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   Nature of Encounter 
 If the nature of the encounter is instructional and the SP is 
expected to provide direct instruction to the trainee, a guide 
describing this process should also be developed. The guide 
will vary greatly depending on several factors, including the 
duration, nature, and objectives of the encounter. Sample 
contents include a summary of the encounter and its relation-
ship to the curriculum; PI quali fi cations and training require-
ments; schedules; policies; relevant teaching aids or models 
and instructions for their use during sessions; instructional 
resources including texts, chapters, or videotaped demon-
strations; and models for teaching focused procedures or 
examinations. For a sample training manual for PIs to teach 
behavioral counseling skills, see Crandall et al.  [  38  ] . 

 An encounter incorporated within a high-stakes assess-
ment intended to determine promotion or grades will require 
evidence to support the validity, reliability, and acceptability 
of the scores. In this case, the individual encounter would be 
considered in relation to the broader context of the overall 
assessment as well as the evaluation system within which it 
is placed. For principles of “good assessment,” see the con-
sensus statement of the 2010 Ottawa Conference  [  29  ]  which 
is an international biennial forum on assessment of compe-
tence in healthcare education.  

   Case Development 
 Although not all encounters require the SP to simulate a 
patient experience, the majority requires a case scenario be 
developed which describes in varying detail his/her role, 
affect, demographics, and medical and social history. The 
degree of detail will vary according to the purpose of the 
encounter. For those which are lower stakes or those that do 
not require standardization, the case scenario will be less 
detailed and may simply outline the expectations and pro-
vide a brief summary of his character. Conversely, a high-
stakes encounter which includes simulation and physical 
examination will require a fully detailed scenario and guide-
lines for simulating the role and the physical  fi ndings. 
Typically, a standardized encounter would require a case sce-
nario which includes a summary, a description of the patient’s 
presentation and emotional tone, his current and past medi-
cal history, lifestyle preferences and habits, and family and 
social history. If the SP is expected to assess performance, 
the scenario will also include a tool for recording the perfor-
mance and a guide to carefully describe its use. If the SP is 
expected to provide verbal or written feedback to the trainee, 
a guide describing this process should also be included. 

 Although issues related to psychometrics are beyond the 
scope of this chapter, the text below will describe a standard 
process for developing a single SP encounter intended for 
use in one of multiple stations included in a performance 
assessment. For a comprehensive description of psychomet-
ric matters, see the  Practice Guide to the Evaluation of 

Clinical Competence   [  39  ]  and the  Standards for Educational 
and Psychological Testing   [  40  ] . 

 In order to facilitate the case selection and development 
processes, physician educators should be engaged as clinical 
case consultants. Often if encounters are designed to assess 
trainee performance, multiple physician educators will be 
surveyed to determine what they believe to be the most 
important topics or challenges to include, the key factors 
which are critical to performance, and how much weight 
should be placed upon these factors. 

 Once the topic or presenting complaint for the case has 
been selected, this information should be added to the blue-
print described above. The next step is to gather pertinent 
details from the physician educator. Ideally, the case scenario 
will be based on an actual patient with all identifying infor-
mation removed prior to use. This will make the encounter 
more authentic and ease the development process. 
Additionally, Nestel and Kneebone  [  41  ]  recommend a 
method for “authenticating SP roles” which integrates actual 
patients into all phases of the process, including case devel-
opment, training, and delivery. They argue that SP assess-
ments may re fl ect professional but not real patient judgments 
and by involving actual patients into the process, a more 
authentic encounter will result. This recommendation is fur-
ther supported by a recent consensus statement  [  29  ]  which 
calls for the incorporation of the perspectives of patients and 
the public within assessment criteria. One effective strategy 
for increasing the realism of a case is to videotape actual 
patient interviews about their experiences. The affect, lan-
guage, and oral history expressed by the actual patients can 
then be used to develop the case and train the SPs. 

 A common guide to case development is based on the 
works of Scott, Brannaman, Struijk, and Ambrozy (see 
Table  13.3 ). The 15 items listed in Table  13.3  have been 
adapted from the  Standardized Patient Case Development 
Workbook   [  42  ] . Once these questions are addressed, typi-
cally the SP educator will transpose the information and draft 
training materials, the SP rating scale/checklist, and a guide 
for its use. See Wallace  [  43  ]  Appendix   A     for samples of each 
of the above for a single case. This draft will then be reviewed 
by a group of experts. One method for gathering content-re-
lated evidence to support the validity of the encounter is to 
survey physician experts regarding several aspects of the 
encounter. This information would then be used to further 
re fi ne the materials. Sample content evaluation questions 
include: (1) Does the encounter reinforce or measure compe-
tencies that are necessary for a (level) trainee? (2) Does the 
encounter reinforce or measure competencies that are aligned 
to curricular objectives? (3) How often would you expect a 
(level) trainee to perform such tasks during his/her training? 
(4) Does the encounter require tasks or skills infrequently 
encountered in practice that may result in high patient risk if 
performed poorly? (5) Is the context of the encounter  realistic 

http://dx.doi.org/10.1007/978-1-4614-5993-4_BM1
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in that it presents a situation similar to one that a provider 
might encounter in professional practice? (6) Does the 
encounter represent tasks that have been assessed elsewhere 
either in writing or on direct observation?  

 Very little attention has been paid to the development of 
SP cases and related materials in the published literature. In 
a comprehensive review of literature over a 32-year period, 
Gorter et al.  [  44  ]  found only 12 articles which reported 
speci fi cally on the development of SP checklists in internal 
medicine. They encourage the publication and transparency 
of these processes in order to further develop reliable and 
valid instruments. Despite the lack of attention in published 
reports, the design and use of the instruments used by the SP 
to document and/or rate performance is critical to the quality 
of the data derived from the encounter. Simple binary (done 
versus not done) items are frequently used to determine 
whether a particular question was asked or behavior was per-
formed. Other formats are typically used to gather perspec-
tives on communication and professionalism skills, such as 
Likert scales and free text response options. Overall global 
ratings of performance are also effective, and although a 
combination of formats is most valuable, there is evidence to 
suggest that these ratings are more reliable than checklist 
scores alone  [  45  ] .  

   SP Recruitment and Hiring 
 There are several qualities to consider when recruiting indi-
viduals to serve as SPs. The minimum quali fi cations will vary 
depending upon the nature of the role and the SP encounter. 

For example, if hired to serve as a PI, then teaching skills and 
basic anatomical knowledge would be necessary. If recruiting 
someone to portray a highly emotional case, an individual 
with acting experience and/or training would be bene fi cial. In 
addition to these qualities, it is important to screen potential 
SPs for any bias against medical professionals. SPs with hid-
den (even subconscious) agendas may disrupt or detract from 
the encounters. A screening question to address this issue 
includes “Tell us about your feelings towards and experiences 
with physicians and other healthcare professionals.” 
Additionally, it is important to determine if the candidate has 
had any personal/familial negative experiences with the role 
she is being recruited to portray. Although we do not have 
empirical data to support this recommendation, common 
sense tells us that repeated portrayal of a highly emotive case 
which happens to resemble a personal experience may be 
unsettling to the SP. Examples include receiving news that 
she has breast cancer, portraying a child abuser, or a patient 
suffering from recent loss of a parent. Identifying potential 
challenging attitudes and con fl icting personal experiences in 
advance will prevent potential problems in the execution 
phase. 

 Identifying quality SPs can be a challenge. Several recruit-
ing resources include: theater groups or centers, volunteer 
of fi ces, schools, minority groups, and student clubs. 
Advertisements in newsletters, intranet, and social media 
will typically generate a large number of applicants, and 
depending on the need, this may be excessive. The most suc-
cessful recruiting source is your current pool of SPs. Referrals 
from existing SPs have been reported as the most successful 
method for identifying quality applicants  [  45  ] . 

 It is ideal if individual SPs are not overexposed to the 
trainees: Attempts should be made to avoid hiring SPs that 
have worked with the same trainees in the past. Always 
arrange a face-to-face meeting with a potential SP before hir-
ing and agree to a trial period if multiple encounters. After 
the applicant completes an application, there are several top-
ics to address during the interview including those listed in 
Table  13.4 .  

 The amount of payment SPs receive for their work varies 
according to the role (Table  13.5 ), encounter format, expec-
tations, and geography. A survey of US and Canadian SP 
Programs  [  46  ]  revealed that the average hourly amount paid 
to SPs for training was $15 USD, $16 USD for role por-
trayal, and $48 USD for being examined and teaching inva-
sive physical examination skills. The rates were slightly 
higher in the western and northeastern US regions.   

   SP Training 
 The training of SPs is critical to a successful encounter. 
Figure  13.2  displays a common training process for SPs for 
a simulated, standardized, encounter with expectations for 
assessment of trainees’ skills. This process is intended to 

   Table 13.3    SP encounter pertinent details   

  1. Major purpose of encounter 
  2. Essential skills and behaviors to be assessed during encounter 
  3. Expected differential diagnosis (if relevant) or known diagnosis 
  4. SOAP note from original patient 
  5. Setting (as relevant): place, time of day, time of year 
  6.  A list of cast members (if relevant) and their roles during the 

encounter 
  7.  Patient characteristics (as relevant): age, gender, race, vitals at 

time of encounter, appearance, affect 
  8. Relevant prior history 
  9. Expected encounter progression (beginning, middle, end) 
 10.  Contingency plans for how SP responds to certain actions/

comments throughout encounter 
 11. Information to be made available to the trainee prior to encounter 
 11. Current symptoms 
 12. Relevant past medical and family history 
 13. Relevant currently prescribed and OTC medications 
 14. Relevant social history 
 15.  SP recruitment information (as relevant): age range, physical 

condition, gender, race/origin, medical conditions or physical 
signs which may detract from the case, requirements to undergo 
physical examination, positive physical exam  fi ndings 

  Reprinted from Scott et al.  [  42  ] , with permission from Springer  
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serve as a model and should be adapted to suit the needs of 
the encounter and the SPs being trained. Unfortunately, there 
is a lack of evidence to support speci fi c training SP methods. 
A comprehensive review of SP research reports  [  47  ]  found 
that, although data from SP encounters is frequently used to 
make decisions about ef fi cacy of the research outcomes, less 
than 40% of authors made any reference to the methods for 
training the SPs and/or raters.  

 For a comprehensive text on training SPs, see  Coaching 
Standardized Patients for Use in the Assessment of Clinical 

   Table 13.4    SP interview questions   

 Suggested discussion topics and questions for the potential SP 
include: 
  Discussion of encounter speci fi cs and general nature of the role 
   Assess for potential con fl icting emotions which may impede 

performance or impact the SP 
   Assess comfort with undergoing and/or teaching physical 

examination 
  Review training and session schedule 
  Determine if SP is appropriate for speci fi c case 
   If relevant, discuss need for health screening and universal 

precautions training 
 Common questions to expect during the recruitment process include: 
  What is an SP? Why are they used in healthcare education? 
  Isn’t being an SP just like being an actor? 
  What is the encounter format? 
  How do SPs assess trainees? 
  Where do the cases come from? 
  How does this bene fi t the trainee? 
  What is required of me? 
  How will I be trained? 
  How much time is required? 
  How much do I get paid? 

   Table 13.5    Qualities of standardized patients according to role   

 SP  PI/GTA/UTA 

 Assessment?  Assessment? 

 Yes  No  Yes  No 

 Intelligence  ×  ×  ×  × 
 Excellent  communication skills   ×  ×  ×  × 
 Ability to simultaneously attend to (internal) role and (external) performance of learners  ×  × 
 Ability to deliver constructive feedback  ×  ×  × 
 Ability to accurately recall and record performance  ×  × 
 Conscientiousness and timeliness  ×  ×  ×  × 
 Flexibility in schedule  ×  ×  ×  × 
 Respect for healthcare professionals  ×  ×  ×  × 
 Acting  skills   ×  × 
 Teaching  skills   ×  × 
 Teamwork  skills   ×  ×  ×  × 
 Medical  knowledge   ×  × 

Recruit

• Delineate SP needs

• Interview prospective SPs

• Pre-health screening (if necessary)

• SP Work Contract

• Confidentiality agreement

• Orientation

• Initial case review

• Case review & role play

• Simulation Training with Clinical Consultant

• Evaluation training

• Feedback skills training

• SP preparation

• Station evaluation

• Performance review

Hire

Training
session 1

Training
session 2

Training
session 3

Trial run

  Fig. 13.2    Common training process for SP encounters       
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Competence   [  43  ] . Wallace described six skills critical to an 
effective simulated standardized performance. The follow-
ing should be attended to throughout the training process:
    1.    Realistic portrayal of the patient  
    2.    Appropriate and unerring responses to whatever the stu-

dent says or does  
    3.    Accurate observation of the medical student’s behavior  
    4.    Flawless recall of the student’s behavior  
    5.    Accurate completion of the checklist  
    6.    Effective feedback to the student (written or verbal) on 

how the patient experienced the interaction with the 
student.     

 As stated above, the type and duration of training will vary 
depending upon the expectations and purpose of the encoun-
ter. Details regarding training sessions for role portrayal, 
instruction, evaluation, and feedback will be described below. 
Training SPs to simulate a standardized role with no further 
expectations will take 1–2 h during one or two sessions. If 
you expect them to document and/or rate the performance of 
the trainees, an additional 2–3-h session will be required. 
A trial run with all major players and simulated trainees to 
rehearse the actual encounter is strongly encouraged. This 
session typically takes an additional 1–3 h and, depending on 
performances, may lead to additional training. In 2009, 
Howley et al.  [  46  ]  surveyed SP Programs throughout the 
USA and Canada and found that the average amount of time 
reported to train a new SP before performing his role was 5.5 
(SD = 5) and was reported by the majority of respondents as 
being variable according to the type of encounter. For exam-
ple, if expected to teach trainees, the amount of preparation 
will be signi fi cantly lowered if the PI has prior training in 
healthcare delivery. 

 Regardless of the role that the SP is to being trained to 
perform, all SPs should be oriented to the use of SPs in 
healthcare, policies and procedures of the program, and gen-
eral expectations of the role. It is also bene fi cial to share the 
perspectives of trainees and other SPs who participated in 
similar encounters to highlight the importance of the contri-
bution he/she is about to make to healthcare education. 

   Role Portrayal 
 After the initial orientation, the SP reviews the case scenario 
with the SP educator. If multiple individuals are being hired 
to portray the same role, the SPs should participate as a 
group. Standardization should be clearly de fi ned, and its 
impact on their performance should be made explicit through-
out the training. During a second session, the SP reviews the 
case in greater depth with the SP educator. If available, vid-
eotaped samples of the actual or similar case should be 
shown to demonstrate desired performance. Spontaneous 
versus elicited information should be carefully differenti-
ated, and the SPs should have the opportunity to role-play as 
the patient while receiving constructive feedback on their 

performances. A clinical case consultant also meets with the 
SPs to review clinical details and if relevant, describe and 
demonstrate any physical  fi ndings. In order to provide the 
SPs with greater understanding of the encounter, the consul-
tant should also demonstrate the interview and/or physical 
examination while each SP portrays the role. The  fi nal train-
ing session should be a trial run with all the major players 
including simulated trainees to provide the SPs with an 
authentic preparatory experience. During this trial, the SP 
educator and the clinical consultant should evaluate the per-
formance of all SPs and provide constructive comments for 
enhancing their portrayal. See Box  13.1  for an  SP Critique 
Form  for role portrayal. These questions should be asked 
multiple times for each SP during the training process and 
throughout the session for continuous quality improvement. 
Depending on performance during the trial run, additional 
training may be required to fully prepare an SP for his role. 
As a  fi nal reminder, prior to the initial SP encounter, several 
“do’s and don’ts” of simulation should be reviewed (see 
Box  13.2  for sample).        

   Teaching 
 Patient instructors, including GTAs and UTAs, will often 
participate in multiple training methods which typically 
includes an apprentice approach. After initial recruitment 
and orientation, she/he would observe sessions led by expe-
rienced PIs, then serve as a model and secondary instructor 
for the exam, and  fi nally as an associate instructor. Depending 
on the expectations of the PI role, the training may range 
from 8 to 40 h prior to participation and additional hours to 
maintain skills. General participation and training require-
ments for PIs include (1) health screening examination for 
all new and returning PIs, (2) universal precautions training, 
(3) independent study of anatomy and focused physical 
examination, (4) instructional video review of the examina-
tion, (5) practice sessions, (6) performance evaluation by 
physician and fellow PIs, and (7) ongoing performance eval-
uation for quality assurance and to enhance standardization 
of instruction across associates.  

   Evaluation/Rating 
 There is strong data to support the use of SPs to evaluate his-
tory taking, physical examination, and communications 
skills of (particularly junior) trainees  [  48,   49  ] . If an SP is 
expected to document or evaluate performance, it is impera-
tive that she/he be trained to do so in an accurate and unbi-
ased manner. The goals of this session are to familiarize the 
SPs with the instrument(s) and to ensure that they are able to 
recall and document/rate performance according to the pre-
determined criteria. The instrument(s) used to document or 
rate performance should be reviewed item-by-item for clar-
ity and intent. A guide or supplement should accompany the 
evaluation instruments which clearly de fi nes each item in 
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behavioral terms. The instruments should be completed 
immediately after each encounter to increase recall and accu-
racy. A training technique to increase the accuracy of ratings 
is to review and call attention to errors commonly made by 
SPs (and raters in general) when completing scales. Sample 
effects include halo/horn, stereotyping, Hawthorne, rater 
drift, personal perception, and recency. Several vignettes are 
developed, each depicting one of these errors, and the SPs 

are expected to determine which error is being made in each 
example and discuss its impact on the performance rating. 

 Another effective method for training SPs to use evalua-
tion tools includes showing a videotaped previous SP 
encounter and asking the SPs to individually complete the 
instrument based on the performance observed in the encoun-
ter. The instrument may be completed during (or immedi-
ately after) the encounter, repeat with another sample 

  Box 13.1: SP Critique Form I       

 Evaluator: _______________  SP: __________________ 

  SP Critique Form: Role Portrayal  

 1. Is the SP’s body language consistent with the case description? 
 Yes  No (If no, describe why) 

 2. Is the delivery (tone of voice, rate of speech, etc.) consistent with the case description? 
 Yes  No (If no, describe why) 

 3. Does the SP respond to questions regarding the presenting complaint accurately? 
 Yes  No (If no, describe why) 

 4. Does the SP respond to questions regarding his/her previous medical history accurately? 
 Yes  No (If no, describe why) 

 4. Does the SP respond to questions regarding his/her lifestyle accurately? 
 Yes  No (If no, describe why) 

 5. Does the SP simulate clinical  fi ndings accurately? 
 Yes  No (If no, describe why) 

 6. Does the SP depict his/her case in a realistic manner? 
 Yes  No (If no, describe why) 

 7. Does the SP refrain from delivering inappropriate information or leading the trainee? 
 Yes  No (If no, describe why) 
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  Box 13.2: SP Reminders 

  Do’s and Don’ts of Simulation  
 Do 
 …be both accurate and consistent each time you portray the case. Your goal is to present the essence of the patient 
case, not just the case history, but the body language, physical  fi ndings, and emotional and personality 
characteristics. 

 Don’t 
 …embellish the case. Don’t be creative in the details of the case and stray from the standardized information. 

 Do 
 …maintain role throughout the encounter no matter what the trainee may say or do in attempt to distract you from your 
role. 

 Don’t 
 …break from your role. Even if the trainee breaks from his/her role, the best thing to do is keep being you, the patient. 
Generally, trainees will regain the role if you don’t miss a beat. 

 Do 
 …incorporate aspects of your own life when these details do not detract from the reality of the simulation. Try to feel, 
think, and react like the patient would. Begin to think about how “you” feel rather than the more distant stance of how 
the “patient” feels. 

 Don’t 
 …view the case as a script to be memorized since you will lose some of the reality of portraying a real patient. 

 Do 
 …provide constructive feedback in your evaluation checklist as seen from the patient’s point of view. 

 Don’t 
 …simply restate in your feedback what the trainee did or did not do during the encounter. 

 Do 
 …self-monitor your comfort level with the role. You must believe in the plausibility of the role in order to assume it. 
Also be sure that a simulation striking “too close to home” does not impact your ability to portray the role. If this is 
the case, then this role may not be a good match for you. 

 Do 
 …take the role seriously and carefully review the details of the case. Ask questions as you see possible discrepancies 
in the role and seek clari fi cation when needed. 
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encounter, and require the SPs to complete the instrument 
afterwards via recall. Afterwards, collect the instruments and 
tally the results for visual presentation. The SPs then discuss, 
as a group, those items about which they disagree. Rating 
scales can be particularly challenging in forming consensus, 
but in general, a behaviorally anchored scale will result in 
greater agreement of ratings. If necessary, replay the video-
tape to resolve any misunderstood behaviors that arise dur-
ing the training exercise.  

   Feedback 
 One of the greatest bene fi ts of SP encounters is the immedi-
ate feedback delivered by the SP to the trainee. Whether pro-
vided in writing or orally, training SPs to provide constructive 
feedback to the trainees is critically important. As in other 
areas, the training content and duration will vary according 
to the nature of the role and the purpose of the encounter. 
There are several resources available for feedback training 
which can be readily adapted to suit the needs of a particular 
encounter  [  50–  52  ] . 

 The primary goal of this training session is to equip the 
SPs with the knowledge and skills to provide quality con-
structive feedback to the trainees. Feedback is de fi ned as 
“information communicated to the learner that is intended to 
modify the learner’s thinking or behavior for the purpose of 
improved learning”  [  53  ] . SPs should be trained to deliver 
feedback that is descriptive and nonevaluative. The focus of 
the feedback should be consistent with the intent and exper-
tise of the SP. Unless the SPs are serving as trained instruc-
tors, the SP should limit the feedback to how the patient felt 
during the encounter. In other words, feedback regarding 
clinical skills should be reserved for those faculty or others 
who hold this expertise. The SOAP model and DESC script 
are two effective methods for training SPs to frame and 
deliver constructive feedback to trainees  [  51  ] . 

 Once the parameters and principles of the feedback have 
been reviewed, training should continue with opportunities 
for the SPs to put this knowledge into practice. To begin, ask 
the SPs to view a videotaped encounter and assume the role 
of the SP in the video. Immediately afterwards, ask the SP to 
deliver feedback to the “trainee” who in this exercise is simu-
lated by another SP or a staff member. The SP role-plays 
delivering feedback while an observer critiques the perfor-
mance. Refer to Box  13.3  for sample questions to guide the 
critique. 

 The SPs ability to provide constructive written feedback 
should not be ignored. Many of the same principles of con-
structive feedback apply to both oral and written communi-
cations. One method for reinforcing the SPs writing skills is 
to provide a series of feedback statements, some of which are 
inappropriate. Ask the SPs to review each statement and, 
when appropriate, rewrite to re fl ect a more constructive 
comment.     

   Trial Run 
 After SPs have been trained to perform their various roles 
(simulator, evaluator, and/or instructor), it is important to 
provide an opportunity to trial the encounter. These dress 
rehearsals should proceed as the actual event to allow for 
 fi nal preparation and  fi ne-tuning of performance. Depending 
on the nature of the encounter/s, the objectives of the trial run 
may include: provide SPs with a better understanding of the 
format of the encounter, critique the SPs role portrayal, 
determine the SPs evaluation skills, orient and train staff, and 
test technical equipment. Simulated trainees should be 
invited to participate and provide feedback on the encounter, 
including the SPs portrayal. Although minor revisions to the 
cases may be made between the trial and the  fi rst encounter, 
it is preferable for the materials to be in  fi nal form prior to 
this session. Videotape review of the encounter/s with feed-
back provided to the SPs is an excellent method to further 
enhance SP performance and reinforce training objectives. 
The SP Critique Forms (Boxes  13.1  and  13.3 ) described 
above can be used to provide this feedback.    

   Execute and Appraise: Steps to Administer 
and Evaluate SP Encounters 

 The administration of SP encounters will vary by level of 
complexity and use of outcomes. This  fi nal section will sum-
marize several recommendations for ensuring a well-run 
encounter. However, the efforts expended earlier to align the 
encounter to relevant and appropriate objectives; to recruit, 
hire, and train SPs suited to perform and evaluate trainee per-
formance; and to construct sound training and scoring mate-
rials will go a long way to strengthen the encounter and the 
outcomes it yields. 

   Major Players 
 Directing an SP encounter can be a very complex task. 
Depending on the number of simultaneous encounters, the 
number of roles, the nature of the cases, and the number of 
trainees, the production may require dozens of SPs and staff 
support. See Table  13.6  for a description of major players 
and their roles in an SP assessment.   

   Orientation/Brie fi ng 
 As with any educational offering, the orientation of the train-
ees to the SP encounter is critical to the overall quality of the 
experience. Trainees should know the purpose and expecta-
tions of the encounter/s; they should be made aware of the 
quality of the educational experience, how it is aligned to 
their curricula, instructions on how to progress through the 
encounter/s, implications of their performance, and how they 
can provide feedback on the encounter/s for future enhance-
ments. Ideally, trainees should be able to self-prepare for the 
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  Box 13.3: SP Critique Form II       

 Evaluator: _______________  SP: __________________ 

  SP Critique Form: Feedback  

 The SP began by asking the trainee whether he/she would like feedback. 
 Yes  No 

 The SP began the feedback session by allowing the learner to describe how he/she felt the interaction went. 
 Yes  No (If no, describe why) 

 The SP provided feedback about a performance strength. 
 Yes  No (If no, describe why) 

 The SP provided feedback about behaviors that the learner could do something about. 
 Yes  No (If no, describe why) 

 The SP’s feedback was speci fi c. 
 Yes  No (If no, describe why) 

 The SP’s feedback was nonevaluative. 
 Yes  No (If no, describe why) 

 The SP checked to ensure that the feedback was received. 
 Yes  No (If no, describe why) 

 The SP provided appropriate feedback within his/her expertise and intent of the encounter. 
 Yes  No (If no, describe why) 

 The SP provided a suf fi cient amount of feedback. 
 Yes  No (If no, describe why) 

  From Howley and McPherson  [  51  ]     
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encounter by reviewing relevant literature, training videos, 
policies and procedures, etc. These preparation strategies are 
consistent with Knowles et al.’s  [  54  ]  assumptions of adult 
learners, including that they need to know what they are 
going to experience, how it applies to their daily practice, 
and how they can self-direct their learning. 

 When orienting and executing SP encounters, it is impor-
tant to maintain  fi delity by minimizing interactions with the 
SPs outside of the encounters. Trainees should not see the 
SPs until they greet them in the simulation. In addition, an 
individual SP should not engage with the same trainees while 
portraying different roles. Although this may be impractical, 
steps should be taken to avoid overexposure to individual 
SPs. During an encounter, the SP should always maintain his 
character (with the notable exception of the “time-in, time-
out” format). If the trainee breaks role, the SP should not 
reciprocate.  

   Quality Assurance 
 Intra-evaluation methods, such as inter-rater agreement and 
case portrayal checks, should be implemented to monitor 
quality. Woehr and Huffcutt  [  55  ]  found that raters who were 
trained on the standards and dimensionality for assigning 
ratings were more accurate and objective in their appraisals 
of performance. Speci fi c methods include an  SP Critique 
Form  (Box  13.1 ), or a similar tool, to audit the accuracy and 
realism of the role. If multiple encounters are required over 
an extended period of time, critiques should be done periodi-
cally to assess performance. Similarly, the SPs delivery of 
written and oral feedback should also be monitored to pre-
vent possible performance drift (see Box  13.3 ). Similar qual-
ity assurance measures have been shown to signi fi cantly 
reduce performance errors by SPs  [  56  ] . A second approach 
to assuring quality is to introduce additional raters in the pro-
cess. A second rater views the encounter (in real or lapsed 
time) and completes the same rating and checklist instru-
ments of the SP. An assessment of the inter-rater agreement 

will help determine if the ratings are consistent and if indi-
vidual SPs need further training or recalibrating.  

   Debrie fi ng 
 Although there are clear guidelines for debrie fi ng trainees 
following simulation encounters  [  57  ] , there is a paucity of 
published reports on debrie fi ng SPs. It is important to debrief 
or de-role the SP following the encounter. This is particularly 
important for those cases which are physically or emotion-
ally challenging. Methods used to detach the SP from his role 
include discussions about his orientation and trainee behav-
iors during the sessions. Casual conversations about future 
plans and life outside of their SP role will also facilitate the 
debrief process. The goal of this process is to release ten-
sions, show appreciation for the work, distance the SP from 
the emotions of the role, and allow the SP to convey his feel-
ings and experiences about his performance  [  58  ] .  

   Evaluation 
 The evaluation of the encounter should be integrated through-
out the entire IDEA process. Data to defend the quality of the 
encounter is gathered initially when multiple stakeholders are 
involved in identifying the needs of the trainees, in develop-
ing the case and associated materials, and in training the SPs. 
Evaluation of the outcomes is critical to assess the overall 
value of the offering as well as areas for future enhancement. 
Appraisal evidences for the validity, reliability, and acceptabil-
ity of the data resulting from performance assessments were 
described earlier. This evidence determined the utility of the 
SP assessment in making formative and summative decisions. 

 A common 4-step linear model by Kirkpatrick and 
Kirkpatrick  [  59  ]  can be used to appraise the encounter/s, par-
ticularly instructional strategies. This model includes the fol-
lowing progressive outcomes: (1)  reaction  to the offering 
(how he felt about the experience), (2) whether  learning  
occurred (pre to post differences in performance), (3) whether 
 behavior  was effected (generalizable to actual behaviors in 

   Table 13.6    OSCE/SP assessment major players and their roles   

 Role  Responsibilities 

 Exam director  Oversee the entire production; facilitate the development of the cases, training materials, post-encounter stations, 
related instruments, and setting of examination standards 

 Exam steering committee  Address issues ranging from review of exam blueprint to justi fi cation and procurement of  fi nancial support 
 Clinical case consultant(s)  Provide guidance on case including evaluation instruments, train SPs on physical  fi ndings and assess quality of 

portrayal, set examination passing standards, de fi ne remediation strategies 
 SP educator(s)  Recruit, hire, and train all SPs; provide ongoing feedback on quality of SP performance; contribute to the 

development of the cases, training materials, post-encounter stations, and related instruments 
 SP  Complete all prescreening requirements and training sessions, continually monitor self and peer performances, 

present case, and evaluate trainees’ performance timely, consistently, and accurately throughout the examination 
 Administrative assistant(s)  Maintain paperwork for all SPs and support staff, create schedules, prepare materials 
 Proctor(s)  Monitor time schedule throughout examination, proctor trainees during interstation exercises, oversee “smooth” 

functioning of the examination 
 Technical assistant  Control video monitoring equipment to ensure proper capture, troubleshoot all technical dif fi culties as they arise 
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practice), and (4) whether this produced  results  in improve-
ments in patient care or system enhancements (impactful on 
his patients or the system in which he practices). The major-
ity of SP encounters have focused on the levels 1 and 2 of 
this model with participant surveys and pre-posttests of per-
formance and/or knowledge to measure the effect of the 
encounter on knowledge, comprehension, and/or applica-
tion. Levels 3 and 4 are relatively dif fi cult to measure; how-
ever, if the encounter/s can be attributed to positive changes 
at these levels, the outcomes are commendable.    

   Conclusion 

 Whether the purpose is to certify a level of achievement, pro-
vide feedback to trainees about their clinical skills, or provide 
faculty with information about curriculum effectiveness, stan-
dardized patients will continue to play a vital role in the educa-
tion of our healthcare professionals. Although the development 
of optimal SP encounters requires time, commitment, and 
resources, the reward is our ability to instruct an  d assess train-
ees in a safe, authentic, and patient-centered environment.       

   Appendix: Brief Glossary of Common Roles 
and Encounter Formats    

  Common roles  
 Standardized patient  A lay person trained to portray a medical patient’s relevant history, physical  fi ndings, and affect. SPs 

may be used in assessment or instructional encounters. They can also be trained to provide feedback 
on the performance of trainees. Typically, multiple lay persons are trained to portray the same 
patient in a  standard  fashion to allow for repeated performance and fair assessment of numerous 
trainees in a short time period 

 Simulated patient  A lay person trained to portray a medical patient’s relevant history, physical  fi ndings, and affect. SPs 
may be used in assessment or instructional encounters. They can also be trained to provide feedback 
on the performance of trainees. Typically, educators differentiate simulated from standardized 
patients based on whether there are single or multiple lay persons trained to simulate the role in a 
low- or high-stakes encounter, respectively 

 Simulated participant or confederate  A lay person trained to portray a family member, friend, or nurse of a “patient” during a hybrid 
simulation encounter. The “patient” in these encounters is a high- fi delity human patient simulator. 
SPs may be used in assessments or instructional encounters to increase the  fi delity and/or evaluate 
the performance of the individual or team of trainees. They can also be trained to provide feedback 
on the observed performance 

 Patient instructor or educator  A lay person trained to provide instruction on the physical examination using his/her own body. This 
instruction is typically delivered in small group settings where the trainees have the opportunity to 
view demonstrations of the exam as well as practice these newly acquired skills on the PI. These lay 
persons are trained on physical exam skills, teaching techniques, and delivering constructive 
feedback to trainees 

 Gynecological teaching associate  A female patient instructor speci fi c to the gynecological examination 
 Urological teaching associate  A patient instructor speci fi c to the male urogenital examination 
  Formats and methods  
 OSCE  An  o bjective- s tructured  c linical  e xamination is a limited performance assessment consisting of 

several brief (5–10-min) stations where the student performs a very focused task, such as a knee 
examination, fundoscopic examination, or EKG reading  [  27  ] . SPs are often integrated within these 
examinations to simulate patients, evaluate performance, and provide feedback to trainees 

 CPX  The  c linical  p ractice e x amination is an extended performance assessment consisting of several 
(15–50-min) stations where the student interacts with patients in an unstructured environment  [  15  ] . 
Unlike the OSCE format, students are not given speci fi c instructions in a CPX. Consequently, the 
CPX is realistic to the clinical environment and provides information about a student’s abilities to 
interact with a patient, initiate a session, and incorporate skills of history taking, physical examina-
tion, and patient education 

 Hybrid simulation  A simulation that integrates standardized, simulated patients and/or participants with technologies, 
such as high- fi delity simulators, task trainers, and/or medium- fi delity mannequins  [  16  ]  

 Patient encounter  A general term for the station or setting where a single simulation takes place 
 Unannounced standardized patient  An SP who has been covertly integrated into the real clinical practice environment to evaluate the 

performance of a healthcare professional 



18913 Standardized Patients

   References 

    1.    Barrows HS, Abrahamson S. The programmed patient: a technique 
for appraising student performance in clinical neurology. J Med 
Educ. 1964;39:802–5.  

    2.   Outcome Project: General Competencies. Accreditation Council 
for Graduate Medical Education; 1999. Available from   http://www.
acgme.org/outcome/comp/compmin.asp    . Accessed 11 Oct 2011.  

    3.    Barrows HS. An overview of the uses of standardized patients for 
teaching and evaluating clinical skills. Acad Med. 1993;68(8): 
443–53.  

    4.    Norman GR, Tugwell P, Feightner JW. A comparison of resident 
performance on real and simulated patients. J Med Educ. 
1892;57:708–15.  

    5.   LCME Annual Questionnaire Part II. 2011. Available from   www.
aamc.org/curriculumreports    . Accessed 15 Nov 2011.  

    6.    Klass DJ. “High-Stakes” testing of medical students using stan-
dardized patients. Teach Learn Med. 1994;6(1):28–32.  

    7.    Reznick RK, Blackmore D, Dauphinee WD, Rothman AI, Smee S. 
Large scale high stakes testing with an OSCE: report from the 
Medical Council of Canada. Acad Med. 1996;71:S19–21.  

    8.    Coplan B, Essary AC, Lohenry K, Stoehr JD. An update on the 
utilization of standardized patients in physician assistant education. 
J Phys Assist Educ. 2008;19(4):14–9.  

    9.   Association of Standardized Patient Educators (ASPE). Available 
from   http://www.aspeducators.org/about-aspe.php    . Accessed 15 
Nov 2011.  

    10.   Association of Standardized Patient Educators (ASPE). Important 
certi fi cation survey for SP Educators. 14 Sept 2011. Available from: 
ASPE   http://aspeducators.org/view_news.php?id=24    . Accessed 15 
Nov 2011.  

    11.    Kern DE, Thomas PA, Howard DM, Bass EB. Curriculum develop-
ment for medical education: a six-step approach. Baltimore: Johns 
Hopkins University Press; 1998.  

    12.    Amin Z, Eng KH. Basics in medical education. 2nd ed. Hackensack: 
World Scienti fi c; 2009.  

    13.   Doyle LD. Psychometric properties of the clinical practice and rea-
soning assessment. Unpublished dissertation, University of Virginia 
School of Education. 1999.  

    14.    Bashook PG. Best practices for assessing competence and perfor-
mance of the behavioral health workforce. Adm Policy Ment 
Health. 2005;32(5–6):563–92.  

    15.    Barrows HS, Williams RG, Moy HM. A comprehensive perfor-
mance-based assessment of fourth-year students’ clinical skills. 
J Med Educ. 1987;62:805–9.  

    16.    Kneebone RL, Nestel D, Vincent C, Darzi A. Complexity, risk and 
simulation in learning procedural skills. Med Educ. 2007;41(8): 
808–14.  

    17.    Siassakos D, Draycott T, O’Brien K, Kenyon C, Bartlett C, Fox R. 
Exploratory randomized controlled trial of a hybrid obstetric simu-
lation training for undergraduate students. Simul Healthc. 
2010;5:193–8.  

    18.   Yudkowsky R, Hurm M, Kiser B, LeDonne C, Milos S. Suturing on 
a bench model and a standardized-patient hybrid are not equivalent 
tasks. Poster presented at the AAMC Central Group on Educational 
Affairs annual meeting, Chicago, 9 Apr 2010.  

    19.    Cumming JJ, Maxwell GS. Contextualising authentic assessment. 
Assess Educ. 1999;6(2):177–94.  

    20.    Pugnaire MP, Leong SL, Quirk ME, Mazor K, Gray JM. The stan-
dardized family: an innovation in primary care education at the 
University of Massachusetts. Acad Med. 1999;74(1 Suppl):S90–7.  

    21.   Lewis T, Margolin E, Moore I, Warshaw G. Longitudinal encoun-
ters with Alzheimers disease standardized patients (LEADS). 
POGOe – Portal of Geriatric Online Education; 2009. Available 
from:   http://ww.pogoe.org/productid/20246      

    22.    Barrows HS. Simulated patients in medical teaching. Can Med Ass 
J. 1968;98:674–6.  

    23.    Stillman PL, Ruggill JS, Rutala PJ, Sabers DL. Patient instructors 
as teachers and evaluators. J Med Educ. 1980;55:186–93.  

    24.    Kretzschmar RM. Evolution of the gynecological teaching associ-
ate: an education specialist. Am J Obstet Gyn. 1978;131:367–73.  

    25.    Bideau M, Guerne PA, Bianci MP, Huber P. Bene fi ts of a pro-
gramme taking advantage of patient-instructors to teach and assess 
musculoskeletal skills in medical students. Ann Rheum Dis. 
2006;65:1626–30.  

    26.    Henriksen AH, Ringsted C. Learning from patients: students per-
ceptions of patient instructors. Med Educ. 2011;45(9):913–9.  

    27.   Howley LD, Dickerson K. Medical students’  fi rst male urogenital 
examination: investigating the effects of instruction and gender 
anxiety. Med Educ Online [serial online] 2003;8:14. Available from 
  http://www.med-ed-online.org    .  

    28.    Howley LD. Performance assessment in medical education: where 
we’ve been and where we’re going. Eval Health Prof. 2004;27(3): 
285–303.  

    29.    Norcini J, Anderson B, Bollelea V, Burch V, Costa MJ, Duvuvier R, 
et al. Criteria for good assessment: consensus statement and recom-
mendations for the Ottawa 2010 Conference. Med Teach. 
2011;33(3):206–14.  

    30.    Elstein A, Shulman L, Sprafka S. Medical problem solving: an 
analysis of clinical reasoning. Cambridge: Harvard University 
Press; 1978.  

    31.    Van der Vleuten CPM, Schuwirth LWT. Assessment of professional 
competence: from methods to programmes. Med Educ. 2005;39: 
309–17.  

    32.    Harden R, Gleeson F. Assessment of clinical competence using an 
objective structured clinical examination (OSCE). Med Educ. 
1979;13:41–54.  

    33.   Harden V, Harden RM. OSCE Annotated Bibliography with 
Contents Analysis: BEME Guide No 17. 2003 by AMEE. Available 
at:   http://www2.warwick.ac.uk/fac/med/beme/reviews/published/
harden/beme_guide_no_17_beme_guide_to_the_osce_2003.pdf      

    34.    Miller GE. The assessment of clinical skills/competence/perfor-
mance. Acad Med. 1990;65(9):S63–7.  

    35.   Educational Commission for Foreign Medical Graduates 
(ECFMG®) Clinical Skills Assessment (CSA®) Candidate 
Orientation Manual. 2002 by the ECFMG. Available at:   http://
www.usmle.org/pdfs/step-2-cs/content_step2cs.pdf      

    36.    Rethans JJ, Gorter S, Bokken L, Morrison L. Unannounced stan-
dardized patients in real practice: a systematic literature review. 
Med Educ. 2007;41(6):537–49.  

    37.    Ozuah PO, Reznik M. Using unannounced standardized patients to 
assess residents’ competency in asthma severity classi fi cation. 
Ambul Pediatr. 2008;8(2):139–42.  

    38.   Crandall S, Long Foley K, Marion G, Kronner D, Walker K, Vaden 
K, et al. Training guide for standardized patient instructors to teach 
medical students culturally competent tobacco cessation counsel-
ing. MedEdPORTAL; 2008. Available from:   www.mededportal.
org/publication/762    .  

    39.    Holmboe ES, Hawkins RE. Practical guide to the evaluation of 
clinical competence. Philadelphia: Mosby Publishing Company; 
2008.  

    40.   AERA, APA, & NCME. Standards for educational and psychologi-
cal testing. Washington, D.C.; 1999.  

    41.    Nestel D, Kneebone R. Authentic patient perspectives in simula-
tions for procedural and surgical skills. Acad Med. 2010;85(5): 
889–93.  

    42.   Scott CS, Brannaman V, Struijk J, Ambrozy D. Standardized patient 
case development workbook [book online]. University of 
Washington School of Medicine; 1999. Available at:   www.simpor-
tal.umn.edu/training/SPWORKBOOK.RTF    . Accessed 11 Nov 
2011.  

http://www.acgme.org/outcome/comp/compmin.asp
http://www.acgme.org/outcome/comp/compmin.asp
http://www.aamc.org/curriculumreports
http://www.aamc.org/curriculumreports
http://www.aspeducators.org/about-aspe.php
http://aspeducators.org/view_news.php?id=24
http://ww.pogoe.org/productid/20246
http://www.med-ed-online.org/
http://www2.warwick.ac.uk/fac/med/beme/reviews/published/harden/beme_guide_no_17_beme_guide_to_the_osce_2003.pdf
http://www2.warwick.ac.uk/fac/med/beme/reviews/published/harden/beme_guide_no_17_beme_guide_to_the_osce_2003.pdf
http://www.usmle.org/pdfs/step-2-cs/content_step2cs.pdf
http://www.usmle.org/pdfs/step-2-cs/content_step2cs.pdf
http://www.mededportal.org/publication/762
http://www.mededportal.org/publication/762
http://www.simportal.umn.edu/training/SPWORKBOOK.RTF
http://www.simportal.umn.edu/training/SPWORKBOOK.RTF


190 L.D. Howley

    43.    Wallace P. Coaching standardized patients for use in the assessment 
of clinical competence. New York: Springer Publishing Company; 
2007. p. 152.  

    44.    Gorter S, Rethans JJ, Scherpbier A, Van der Heijde D, Houben H, 
Van der Vleuten C, et al. Developing case-speci fi c checklists for 
standardized-patient-based assessments in internal medicine: 
a review of the literature. Acad Med. 2000;75(11):1130–7.  

    45.    Hodges B, Regehr G, McNaughton N, Tiberius R, Hanson M. 
OSCE checklists do not capture increasing levels of expertise. Acad 
Med. 1999;74:1129–34.  

    46.    Howley LD, Gliva-McConvey G, Thornton J. Standardized patient 
practices: initial report on the survey of US and Canadian Medical 
Schools. Med Educ Online. 2009;14:7.  

    47.    Howley LD, Szauter K, Perkowski L, Clifton M, McNaughton N. 
Quality of standardized patient research reports in the medical education 
literature: review and recommendations. Med Educ. 2008;42(4):350–8.  

    48.    Stillman PL, Swanson DB, Smee S, et al. Assessing clinical skills of resi-
dents with standardized patients. Ann Intern Med. 1986;105(5):762–71.  

    49.    Martin JA, Reznick RK, Rothman A, et al. Who should rate candi-
dates in an objectives structured clinical examination? Acad Med. 
1996;71(2):170–5.  

    50.   Howley L. Focusing feedback on interpersonal skills: a workshop 
for standardized patients. MedEdPORTAL; 2007. Available from: 
  www.mededportal.org/publication/339    .  

    51.   Howley L, McPherson V. Delivering constructive formative feed-
back: a toolkit for medical educators. [Unpublished book] Presented 
at the annual educational meeting of the Accreditation Council of 
Graduate Medical Education, Nashville, Mar 2011.  

    52.   May W. WinDix training manual for standardized patient trainers: 
how to give effective feedback. MedEdPORTAL; 2006. Available 
from:   www.mededportal.org/publication/171    .  

    53.    Shute VJ. Focus on formative feedback. Rev Educ Res. 2008;78(1): 
153–89.  

    54.    Knowles MS, Holton EF, Swanson RA. The adult learner. Houston: 
Gulf Publishing; 1998.  

    55.    Woehr DJ, Huffcutt AI. Rater training for performance appraisal: 
a quantitative review. J Occup Organ Psychol. 1994;67:189–205.  

    56.    Wallace P, Garman K, Heine N, Bartos R. Effect of varying amounts 
of feedback on standardized patient checklist accuracy in clinical 
practice examinations. Teach Learn Med. 1999;11(3):148–52.  

    57.    Fanning RM, Gaba DM. The role of debrie fi ng in simulation based 
learning. Simul Healthc. 2007;2(2):115–25.  

    58.    Cleland JA, Abe K, Rethans JJ. The use of simulated patients in 
medical education, AMEE Guide 42. Med Teach. 2009;31(6): 
477–86.  

    59.    Kirkpatrick DL, Kirkpatrick JD. Evaluating training programs: the 
four levels. 3rd ed. San Francisco: Berrett-Koehler Publishing 
Company; 2006.      

http://www.mededportal.org/publication/339
http://www.mededportal.org/publication/171

	13: Standardized Patients
	Introduction
	Common Terminology and Uses
	Advantages and Challenges

	Framework for SP Encounters
	Initiate: Initial Considerations for Using SPs in Healthcare
	Goals and Objectives
	Strategies
	Instruction
	Assessment


	Develop: Considerations and Steps for Designing SP Encounters
	Nature of Encounter
	Case Development
	SP Recruitment and Hiring
	SP Training
	Role Portrayal
	Box 13.1: SP Critique Form I
	Box 13.2: SP Reminders

	Teaching
	Evaluation/Rating
	Feedback
	Box 13.3: SP Critique Form II

	Trial Run


	Execute and Appraise: Steps to Administer and Evaluate SP Encounters
	Major Players
	Orientation/Briefing
	Quality Assurance
	Debriefing
	Evaluation


	Conclusion
	Appendix: Brief Glossary of Common Roles and Encounter Formats
	References


