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Vignette

You have a message waiting for you on your phone. One of
the faculty members you work with has called to request an
SP for a class on giving bad news. The SP is needed in
2 hours. All you can imagine is that this person must think
that you store your SPs in a dark room somewhere, already
pre-trained for this role, waiting until they’re needed. You
smile to yourself as you think of it as the “put money into a
vending machine and out pops a ready-to-consume SP”
misconception.

Introduction

A misconception is “a belief or an idea that is not based on
correct information” [1]. Over the past 50 years, many com-
mon misconceptions about simulated/standardized patient
(SP) methodology have emerged. While some of these ideas
may appear to be humorous or benign, others can have an
undesirable impact on a simulation session. We have col-
lected these reports from an international community of SP
educators (SPEs) in interviews for this book and through per-
sonal correspondence, as well as drawing on our own experi-
ences. These misperceptions relate to many topics including
authenticity, acting, general considerations for working with
SPs, training, assessment, the Association of Standardized
Patient Educators (ASPE) Standards of Best Practice (SOBP)
[2] and the role of SPEs. We draw on evidence and practice to
provide strategies for SPEs to address these misconceptions
with stakeholders and promote the implementation of SP
methodology in an informed, safe and effective manner.
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SPs and Authenticity

Misconception: SPs aren’t real.

The Evidence: Barrows [3] noted that “students rapidly for-
get they are dealing with an ‘artificial’ patient and relate to the
simulator [SP] as a real patient”. [3 p12] In addition, studies
have shown that experienced physicians are unable to differ-
entiate real patients from well-trained SPs when sent unan-
nounced into their offices. Rethans et al. [4] and Siminoff
et al. [5] both reported a zero detection rate in unannounced
SP (USP) visits to physician offices. Siminoff et al. sent post-
visit evaluations to the physicians to assess the believability
of the USP role portrayals. On a scale of 1-7, with 7 indicat-
ing the most convincing portrayal, ratings ranged from 6.7 to
6.9 for believability, convincingness of portrayal and fre-
quency of maintaining role. The conclusion was that carefully
trained “USPs portrayed their roles authentically within the
context of the patient-physician encounter”. [5 p8].

Misconception: When working with SPs, learners some-
times state that they would act differently if the SP were a
real patient.

The Evidence: This type of response can indicate a lack of
buy-in and engagement from a learner and can be the result of
anxiety or uncertainty brought about by such factors as not
understanding how to work with SPs, not being briefed prop-
erly before a simulation session or having had unhelpful pre-
vious encounters with SPs. Rudolph et al. [6] address how to
create a safe container for a simulation to occur and increase
the potential of learner buy-in and engagement by briefing
learners before the simulation event. One of the techniques
they endorse in the briefing is establishing a fiction contract,
as articulated by Dieckmann et al. [7] When working with
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SPs, this contract would translate into acknowledging to the
learner that yes, the SP is not a real patient and the encounter
with the SP is in a constructed, fictional environment.
Learners are asked to commit to this fiction, to suspend their
disbelief and engage with the SP ‘as if” the situation were
real, and ‘as if” the SP were the actual person they are repre-
senting. In turn, the facilitator is asked to commit to making
the situation as real as possible by making sure that learners
have all the resources that they need for an encounter. SPEs
must work with faculty to create this fiction contract with
their learners. For example, SPEs need to make sure that the
SPs recruited fit the demographic profile of the people they
are representing and fully train the SPs to respond authenti-
cally to many different kinds of learner encounters [8].

Misconception: You can just send any SP over to portray
our case. It doesn’t matter how old they are or what gender
they are.

The Evidence: SPs should be reflective of the people they are
representing [9]. If the case centers on a 25-year-old pregnant
woman and a 70-year-old man arrives to portray the role, the
authenticity and integrity of the learning situation are com-
pletely undermined. It’s difficult for anyone to buy-in to this
situation, let alone expect learners to perceive that a 70-year-
old man could represent a 25-year-old pregnant woman. This
example illustrates a fiction contract broken by both the faculty
member and the SPE long before the SP encounters the learner.

Misconception: There is a difference in learner/physician
performances with SPs verses real patients.

The Evidence: Early studies showed that the clinical per-
formances of medical residents were similar between
encounters with real patients or with SPs who were trained
from a real patient case [10].

Misconception: SPs are standardized.

The Evidence: SPs are human beings and human beings
cannot be standardized. However, as the ASPE SOBP [2]
note, SP behaviors can be standardized along a spectrum
depending on the purpose of what the SP is doing. At one end
of the spectrum, in formative, educational settings, SPs have
a great deal of flexibility in how they interact with learners
while on the other end of the spectrum, in summative con-
texts, SP behaviors are honed to be more repeatable (consis-
tent and accurate) in response to behaviors by learners. The
onus is on the SPE to advocate for case development and
training that supports SPs to perform in an authentic manner
no matter the degree of standardization [11].

Misconception: SPs react the same way to every learner.

The Evidence: The key word in this misconception is
‘same’. Effectively trained SPs will react to each learner’s
unique behavior in a flexible and authentic manner within
the parameters of the degree of required standardization for
the role they have been trained to portray [8, 12—15].

Misconception: SPs aren’t as high fidelity as mannequins.

The Evidence: The Society for Simulation’s Healthcare
Simulation Dictionary [16] defines fidelity as “the degree to
which the simulation replicates the real event ... the ability of
the simulation to reproduce the reactions, interactions and
responses of the real-world counterpart”. [16 p12] We must
therefore argue the SP, who is portraying the human being, is
the closest replication of a real patient in the real-world set-
ting and therefore the highest fidelity simulation modality.
Mannequins can be described as high technology. One
modality is not better than another. The important thing is to
match the right simulation modality with the right learning
objectives.

Misconception: We must use a mannequin because an SP
cannot produce the signs and symptoms needed for this case.

The Evidence: Barrows [17] noted that there are 49 signs
and symptoms that an SP can portray. Increasingly, hybrid
simulation is allowing for SPs, in combination with various
pieces of wearable or adjunct technology, to be involved in
cases that combine competencies related to the integration of
communication and psychomotor skills, clinical decision-
making and professionalism [18].

SPs and Actors

Misconception: You must be an actor to be an SP.

The Evidence: SPs are drawn from a diverse group of indi-
viduals including laypersons, learners, faculty, retired alumni
and actors. However, there is no evidence to suggest that
actors make better SPs than those who have no previous per-
formance training or vice versa [14]. Actors may have the
training, ability and experience to effectively portray strong
emotions and learn detailed, complex information, and there-
fore may require less training in these aspects of SP role por-
trayal [19]. However, many of these skills also can be trained
and developed with non- actors.

Misconception: Human role players in simulation should
be called actors rather than SPs.

The Evidence: As long as there have been SPs, this use of
terminology has been debated. Many SPs have an acting
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background and make excellent SPs. As discussed in the
ASPE SOBP [2] actors and SPs are both performing, but
have different functions or scopes of practice. Actors fulfill
the objectives of the playwright and director and, for the
most part, provide entertainment. SPs are part of the educa-
tional team and are in service to the learning objectives of the
simulation case and the learners. And, acting practices can
greatly inform the work of SPs [20-27]. Addressing this use
of terminology provides an opportunity for the SPE to point
out the unique role of SPs and that the nature of the SP’s
performance is an application of role play in a learning or
assessment setting.

Misconception: SPs who have an acting background are
not as accurate as SPs without an acting background at fill-
ing in assessment instruments.

The Evidence: In a study of 1,972 encounters of SPs por-
traying a role and then filling in an assessment instrument for
a high stakes licensing OSCE, Langenau et al. [28] reported
there was no statistical differences in SP recording accuracy
on history and physical examination checklists related to act-
ing experience. The study concluded that “SPs with and with-
out performing arts experience can be recruited for high-stakes
SP-based clinical skills examinations without sacrificing
examination integrity or scoring accuracy”. [28 p150]

Misconception: [ can save money if I hire actors because 1
don’t need to train them.

The Evidence: If actors are recruited to be SPs, they need
be orientated to SP work and then trained for specific con-
texts, as is the case with all SPs. Actors may need less train-
ing for roles that are highly affective or complicated, but not
always [2].

Misconception: Being an SP is just like any other act-
ing job.

The Evidence: The recruitment process offers an oppor-
tunity for SPEs to clarify the differences between SP and
actor performance. SPEs should explain the multi-faceted
components of SP work that may include providing feed-
back and/or assessing learners, in addition to role por-
trayal [2].

General Considerations for Working with SPs
Misconception: SPs only portray patients.

The Evidence: The scope of contemporary SP practice is
continually evolving in health care and beyond. While SPs

initially portrayed patients, they now portray an increasingly
diverse array of individuals, such as family members, health
care and other providers/professionals, (e.g. embedded par-
ticipants). SP methodology is now employed in fields as
diverse as law, architecture, chaplaincy, law enforcement,
business, the military, veterinary medicine and human
resources. To reflect this shift and to be inclusive of all pro-
fessionals and disciplines that work with human role players,
the term SP is increasingly seen in the literature to mean
simulated participant [29].

Misconception: SPs are ‘tools’ that are used.

The Evidence: SPs are human beings, and part of the edu-
cational team. McNaughton and Anderson [30] remind us
of the importance of the language we use to describe them,
our relationship to them, and that their role in the process
matters. Nestel et al. [31] advocate for “reconsidering this
phrase [using SPs] to the more positive ‘working with SPs.’
Rather than regarding SPs as tools or objects of use, this
small but significant statement emphasizes the crucial con-
tributions that simulated participants make in supporting
learning”. [31 p2]

Misconception: SPs cost too much.

The Evidence: The cost of working with SPs should not be
the first consideration as to whether to employ SP methodol-
ogy. The first consideration should be to determine the
learning objectives and then to match the appropriate simu-
lation modality to the learning objectives. If the learning
objectives relate to diverse competencies such as communi-
cation and the integration of psychomotor skills, clinical
decision-making and professionalism, SPs are probably a
more appropriate simulation modality than mannequins
[29]. Of course, cost is always an important consideration
but to automatically dismiss working with SPs because of
the cost overlooks the fact that all simulation modalities
have associated costs. For example, mannequins have costs
associated with purchasing, running and maintaining them
[32-35].

Misconception: SP work is easy and fun — it’s not a real job.

The Evidence: SP work can be fun, and it is also a highly
demanding job. Depending on the learning objectives and
context, the SP may perform up to three tasks simultane-
ously: recollect details to authentically portray a role;
remember what was discussed to document performance on
assessment forms; and, provide verbal or written feedback
about their experience with the learner. The work may be
physically and mentally demanding in a variety of ways
including long testing days that require stamina and intense
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concentration. Certain cases require repeated physical exams
which may cause some discomfort [36—40].

Misconception: Working with volunteer SPs will save my
program a lot of money.

The Evidence: Working with volunteer SPs will still
require a budget line. Someone with expertise in SP method-
ology must recruit these volunteers, screen them, prepare
them and ensure their quality and wellness [35, 41-45].

Misconception: Volunteer SPs are not as effective as
paid SPs.

The Evidence: There is no evidence to suggest that volun-
teer SPs are more or less effective than paid SPs [14, 42,
46-51].

Misconception: 7 is too expensive to train and hire SPs as
physical exam instructors.

The Evidence: Allen et al. [52] report working with SPs
who are carefully trained to teach physical examinations and
are also known as Physical Examination Teaching Associates
(PETAs) or Patient Instructors (PI) is cost-effective, actually
saves money, and is very popular with learners.

Misconception: Some SP applicants think that being an SP
means that they will be involved in medical experiments or
undergo medical procedures.

The Evidence: SPs do not have medical experimentation or
medical procedures done on them. There is a strong ethical
component to SP work, and to simulation in general, that
would not allow for this kind of situation to happen [2, 53].

Misconception: When [ tell someone in a social setting
about our program they say “Oh I have relative who would
be perfect for this work. She’s such a character”. (e-mail to
Gayle Gliva-McConvey from Nancy McNaughton, 25 June
2019; unreferenced).

The Evidence: SPs portray ‘characters’, or someone
other than themselves, but it is generally not a prerequisite
and can sometimes be as a hindrance if they are ‘charac-
ters.” To be a character implies someone with unique or
quirky traits that are sometimes larger than life. The behav-
ior of ‘characters’ can often pull a group training off track
and frustrate other SPs. Additionally, ‘characters’ may
engage in inappropriate interactions with learners (e.g. too
much familiarity, inappropriate humor) and derail the
learning activity from meeting the objectives. Clearly out-
lining the roles and responsibilities of the SP can help

these individuals and yourself decide if SP work is the
right fit for them [2].

Misconception: Some people believe that there is no appre-
ciable impact if last-minute changes are made to case mate-
rials (e-mail to Gayle Gliva-McConvey from Terry Summer,
23 January 2016; unreferenced).

The Evidence: Flexibility is an important quality for SPEs
and SPs [14]. Sometimes last-minute changes are inevitable
but working habitually in a last-minute manner can be con-
fusing and challenging for SPs and learners alike and erode
the quality of the experience [54]. The ASPE SOBP offers
guidance to help minimize these kinds of situations, such as
creating explicit policies and procedures, allowing adequate
time for the development of cases, and scheduling in a dry
run or a pilot run to test the case prior to the actual simulation
session, especially for a new case [2].

Misconception: There is no impact on SPs if they play a
complex case with a high emotional affect or complex physi-
cal maneuvers repeatedly over the day

The Evidence: While SPs often feel that their SP work is
among the most rewarding work they do, this work may come
with emotional and physiological costs. Portraying highly
emotional roles a single time a day can be draining. Portraying
them multiple times can be overwhelming. McNaughton
et al. [37] describe several residual psychophysiological
effects after SP portrayal of emotionally intense roles and
identify variables that are related to these residual effects.
ASPE SOBP Domain 1 — Safe Work Practices [2] outllines
the need to develop strategies to mitigate potential adverse
effects to prevent SP injury or fatigue. McNaughton et al. [37]
note that understanding the impact on SPs when portraying
emotional roles, can lead to “improved recruitment, training,
and performance”. [37 p135]

Misconception: SPs have a hidden agenda and/or are try-
ing to trick learners.

The Evidence: SPs are not trained to have hidden agendas,
and SP roles are not designed to trick learners. Rather, SP
cases are carefully designed to support the learning objec-
tives, and SPs are carefully trained according to the case
details. For example, unless it is part of their role, SPs do not
fill in gaps in the information, make assumptions, mislead or
hold back information. However, if a learner only asks closed-
ended questions then the SP will answer accordingly with
short answers. If SPs suddenly say something that seems to
be disconnected from the conversation, it is usually a prompt
to get learners back on track rather than an attempt to trick
them [12, 15, 55].
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Training SPs

Misconception: Only clinicians who are subject matter
experts (SMEs) should train SPs.

The Evidence: Having a clinical background can some-
times be helpful but is not essential to be an SPE. SPEs and
SME:s bring different perspectives to the SP training process.
SPEs are the experts in SP methodology. SMEs understand
the clinical components of the SP’s task. Ideally, SMEs and
SPEs are working together as a team to bring their respective
areas of strength to the process of training SPs [56, 57].

Misconception: SPs don’t need training.

The Evidence: No matter what type of SPs on the Human
Simulation Continuum (e.g. role player, structured role
player, embedded participant, simulated patient, standard-
ized patient or standardized patient for high stakes assess-
ments) you work with, they must be prepared and/or trained,
to a level deemed appropriate for a particular session, to
ensure the safety and effectiveness of a simulation [2].

Misconception: SPs can be trained to portray any person
or work in any situation.

The Evidence: It is important when selecting SPs, to con-
sider many factors, including what Cleland et al. [14] refer to
as their ability and suitability. SPs are not interchangeable
widgets. Not all SPs can do all roles. Ability and skills are
important to consider. A large part of the SPE’s task is to
select the right SP for the right role. In addition, casting SPs
in some roles can be unsuitable for various reasons. For
example, there could be a conflict of interest (e.g. the SP is a
close relative of the learner). Personal circumstances may
also preclude a SP from being involved in a session. If an SP
has had a recent death in the family, asking that SP to do a
breaking bad news role could be devastating for both the SP
and the learner if the SP becomes upset in the role. SPs should
always be allowed to opt out of a role, even if they have been
cast and trained, if they perceive that actually doing the simu-
lation session would cause them distress [2]. As SPEs, we
have an ethical imperative to screen for and ensure the psy-
chological safety of all involved in the simulation [58].

Misconception: Ar our site, we only work with confeder-
ates who are practicing clinicians. They don’t need any
training because they already know what to do.

The Evidence: Confederates, or embedded simulated par-
ticipants are “individuals who commonly portray the role of
healthcare professionals in mannequin -based simulations”.
[58 p45] They may have subject matter expertise but may not

understand how to work within a simulation. Sanko et al.
[35] state: “simulation programs that lack training and
assessment of ESPs [embedded simulated persons] do their
learners and their programs an injustice, robbing them of the
full spectrum of engagement and learning that can take place
in a well-rehearsed, well-rounded and well-acted simulation
experience”. [35 p213]

Misconception: [ only work with confederates or embed-
ded simulated participants, so I can’t/don’t use SP method-
ology because it’s only relevant for training those who are
going to portray patients.

The Evidence: There are nuances in the different roles that
SPs can take on [58, 59] but as the ASPE Standards of Best
Practice [2] note, SP methodology can be employed for all
human role players in simulation. For those educators just
starting to work with human role players, it is helpful to
know that the wheel does not have to be reinvented and there
is an existing methodology in place to support and guide
practice.

Misconception: SPs don’t need /shouldn’t be provided with
too many case details to portray a person in a case.

The Evidence: SPs require enough detail to bring the per-
son they are portraying to life in an authentic manner. They
also need a common understanding of any additional infor-
mation that they might he asked so they are able to interact
with learners in a confident and consistent manner.
Sometimes, requests for this kind of information from SPs
are seen as being frivolous or unimportant, but SPs often
gain valuable insights from their front-line interactions with
learners to anticipate the kinds of questions that they will
asked or to spot missing details or gaps in cases. If these
gaps are not filled, SPs may start to make things up, or come
out of role, thereby disrupting the integrity of the encounter
and losing confidence [15]. SPE Elizabeth Kachur has
observed that it can be very upsetting for SPs if they are
portraying people with serious medical conditions and they
are not given information about possible outcomes before
the session. She reports that rationales for not wanting to
provide knowledge of a diagnosis to the SPs can range from
thinking that there is not enough training time to cover it or
that it is not important, or that if SPs are naive, they will
respond more authentically. Kachur reports that this prac-
tice has the potential to be psychologically unsafe for SPs
and she has noted that it can cause them great distress dur-
ing and long after the simulation is over [60]. Withholding
this kind of information has the potential to contradict the
practices and principles in Domain 1 of the ASPE SOBP,
Safe Work Environment [2], particularity related to psycho-
logical safety.
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Misconception: SPs can use their personal histories. This
will save time writing cases and training SPs.

The Evidence: In certain contexts, SPs do use their own
histories [14]. However, it is also important to be aware that
if SPs use their own histories, they might introduce distract-
ing or extraneous information or stray into territory that is
upsetting for both them and/or the learners and that is not
related to the learning objectives of the session [5, 58].

Misconception: SPs do notneed to be de-roled or debriefed.

The Evidence: As outlined in the Phases of Simulation
model developed by Nestel [29], de-roling SPs is an essential
step and one that is often overlooked. De-roling is a technique
derived from drama therapy and acting [61], through which
SPs portraying roles, particularly ones that are intense or
upsetting, can release or separate from the roles so they are not
adversely affected. In addition, it is increasingly being recog-
nized that, as with learners, debriefing SPs helps them to
reflect and grow, allows for reflection and assessment of the
quality of SP participation and attends to SP wellness [58, 62].

Misconception: SPs don’t need to be trained to give feed-
back; rather, they should just provide an honest account of
what an interaction was like for them.

The Evidence: Sending SPs into a room without training in
feedback delivery can result in unsafe situations and ineffec-
tive outcomes. Delivering feedback is a learned skill that
must be practiced and continually refreshed. In addition,
there are many different models of feedback and the SPE
needs to be clear about which model is being required in a
session so they can train their SPs appropriately. SPs also
need to understand what the focus of their feedback is and
that the focus can vary from session to session [63-65].

Misconception: Physical examination techniques should
only be taught to learners by clinicians.

The Evidence: Several studies have proven that carefully
trained SPs can train learners to conduct physical examina-
tion skills as effectively or more effectively than clinical fac-
ulty [52, 66, 67].

SPs and Assessments

Misconception: There is no solid research base for evalu-
ating SP-based assessments.

The Evidence: Research started in the late 1970s to deter-
mine the reliability, validity and other psychometric criteria of

assessments with SPs [68—73]. Colliver [10] notes that “a data-
base prepared by the National Board of Medical Examiners
(NBME) in 1991 listed 209 articles on SP assessments”. (p454)
By the mid-1990s, the US-based National Board of Medical
Examiners was satisfied with the research demonstrating the
value of SPs in assessments and implemented the Step 2 clini-
cal skills component of the licensing process in 2004 [74].
Although there are regional variations, SP-based summative
assessments are now implemented around the world, including
in the UK, Australia, New Zealand, United States, Canada,
Switzerland and Taiwan, to name only a few countries.

Misconception: SP scores aren’t reliable (reproducible).

The Evidence: As Zabar et al. [75] note: “Many programs
use SP raters since they can achieve a good level of reliabil-
ity”. [75 p22] Swanson and Stillman [76] comment: “There
is little difference in the reliability between SP and faculty
raters, though the two may rate somewhat different skills
depending on the study”. [76 p91]

Misconception: Physical Exam Teaching Associates
(PETA)/Patient Instructor (PI) scores aren’t as accurate as
physician scores.

The Evidence: A 1987 study by Elliot et al. [77] reported
that “faculty observers reliably assessed 68% of physical
examination skills. Patient Instructors provided an assess-
ment that was comparable with faculty observers for 83% of
these skills...even when SP training was low”. [77 p3408]

Misconception: PETAs can’t teach the physical examina-
tion techniques as well as physicians.

The Evidence: PETAs have effectively taught physical
examination techniques as demonstrated in several studies
[52, 78, 79]. Barley et al. [66] report that PETAs can teach
physical examination techniques as well or sometimes better
than clinical faculty.

Misconception: SPs cannot assess communication skills.

The Evidence: SPs can be trained to assess observable
behaviors related to patient-centered communications skills
(e.g. fostering the relationship, supporting emotions), such
as in the United States Medical Licensing Examination
(USMLE) [80, 81].

Misconception: SPs cannot provide accurate ratings of
a physician’s interpersonal skills.

The Evidence: In a 2007 study of 37,000 international
physicians completing the Educational Commission for
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Foreign Medical Graduates (ECFMG) certification exami-
nation, Van Zanten et al. [82] reported data from over
400,000 SP encounters. They analyzed four interpersonal
dimensions: skills in interviewing and collecting data;
counseling and delivering information; rapport; and, per-
sonal manner. Results indicated that “SPs, with proper
training and a benchmarked scoring rubric, can provide
accurate and defensible ratings of physician’s interpersonal
skills”. [82 p195]

Misconception: When students who have finished an
assessment tell their peers who have not yet done the assess-
ment about the cases, it is a threat to the validity of the
assessment.

The Evidence: Five studies conducted during 1991-1992
reported no consistent, systematic increasing (or decreasing)
trend in scores throughout an examination period across 23
sites. Learners who were tested later in the examination
period did not perform at a higher level. Additionally, just
because the learner knows what the diagnosis is, it does not
mean they can demonstrate the clinical and interpersonal
skills. In fact, having this pre knowledge may even hamper
their performance [83].

Misconception: SPs are biased/not biased when scoring
learners.

The Evidence: We all have bias [84] and even the most rig-
orous training cannot prevent bias from creeping into an SP’s
work [85]. SP educator Tony Errichetti notes that there are
two types of bias: “statistical bias and personal bias, both of
which are potential sources of SP/rater scoring errors”
(e-mail to Cathy Smith from Tony Errichetti, 18 June 2019;
unreferenced). There are many published strategies for deal-
ing with statistical bias related to SP assessment [72, 86].
Personal bias, which refers to subjective beliefs and values of
an individual [87], is increasingly being recognized as an
important factor to consider in simulation and beyond and
may best be addressed with the support of inclusion and
diversity professionals.

Misconception: SPs are not subject matter experts and
therefore can’t/shouldn’t judge clinical content.

The Evidence: It is true most SPs are not subject matter
experts and therefore cannot judge clinical reasoning.
However, with careful training, SPs can accurately document
whether learners have addressed aspects of clinical content
linked to a scoring tool they have been trained to use. Also, it
is critical to design a checklist that has evidence-based clini-
cally discriminating items to improve the reliability of the
checklist scores of SPs [83].

The ASPE Standards of Best Practice (SOBP)

Misconception: The ASPE SOBPs are only applicable to
larger, well-resourced programs.

The Evidence: The ASPE SOBP [2] were developed to be
applicable to SP programs and practices with diverse charac-
teristics, resources and cultures. These standards are designed
to be both foundational and, depending on the context, aspi-
rational. The SOBP provide precise and yet flexible guide-
lines that address the diversity of varying contexts of SP
practice, and size of programs.

Misconception: The ASPE SOBPs don’t apply to my SP
work because my program doesn’t have high stakes exams.

The Evidence: Training SPs for high stakes exams is just
one aspect of SP methodology addressed in the ASPE
SOBP. It is acknowledged in the document that because of
the wide variety of work that SPs do, not all Domains and the
accompanying Principles and Practices will be applicable to
all programs [2].

Misconception [’'ve been getting along just fine in my SP
program for many years doing it my own way, so I don’t need
to follow the ASPE SOBP or any other standards.

The Evidence Practice 5.1.1 of the ASPE SOBP Domain 5,
Professional Development [2] notes that SPEs should
“develop and promote expertise in knowledge, skills and
attitudes related to SP-based simulation”. [2 p7] Therefore,
as evidence emerges and standards are developed and refined
related to both SP methodology and broader simulation prac-
tices, the SPE has a professional obligation to reflect on how
to incorporate this new information into their practice.

The Role of the SPE

Misconception SPEs are not necessary — SPs can train
themselves.

The Evidence SPEs and SPs have a symbiotic relationship.
The ASPE SOBP [2] describes SPEs as “those who work to
develop expertise in SP methodology and are responsible for
training and/or administering SP-based simulation”. [2 p3]
Emerging research and thought related to the evolving roles
and responsibilities of the SPE and the SP indicates that the
scope of SP practice continues to evolve and that SPEs and
SPs have a relationship that shifts according to different con-
texts [11, 31, 88]. Nestel et al. [11] note: “All of this work is
essentially collaborative ... . Recognition that SPs are inte-
gral players providing educational input from a unique loca-
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tion and as part of an overarching learning plan means that the
educational alliance can be turned into opportunities for rich
learning. The role of SP practitioners [SPEs] is to position
SPs to productively engage in these activities”. [11 p701]

Summary

By responding to misconceptions related to working with
SPs, SPEs can maximize the potential for ensuring that the
effectiveness and safety of an SP-based session is main-
tained. In addition, there is a valuable opportunity to engage
with, educate, and learn from other stakeholders. Finally,
addressing these misperceptions points out the importance of
the SPE working in an evidence-based manner. Moving for-
ward, we encourage open discussion about misconceptions
related to SP methodology with the goal of strengthening
and transforming the possibilities for working with SPs.
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