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Introduction

The purpose of this chapter is to outline a step-by-step devel-
opment process that will support you in creating, adapting
and revising standardized patient (SP) scenarios for your
program. We interviewed members of consortia who work
together to develop cases to give readers an idea for going
outside of a single institution for additional benefits.

Scenario Development

The scenario development process starts with the curriculum
learning objectives, upon which the patients’ story is based.
All the scenario materials an SP Educator (SPE) needs to
train the SP to authentically portray that story should include
(but are not limited to); goals and learning objectives, level
of the learner, patient story and content, supplemental learn-
ing resources obtained, researched and/or prepared by the
SPE (e.g. video, illness story, timeline, moulage, props, set-
ting, door instructions for learner), feedback or assessment
tools and training guides (e.g. checklist, communication
rubric or scale), and information about the administrative
aspects of delivering the learning or assessment activity.
Developing case materials and supporting documents is
made easier with the use of a standardized template. Using a
template helps to organize the details and standardize your
approach. It helps the SPs learn a case quickly through using
a familiar format.

With any educational endeavor, the first step is defining
learning objectives for the activity specific to the level of the
learner [3]. This aligns with the ASPE SOBPs 2.2.1 Clear
goals and objectives that can be assessed and 2.2.2 Goals and
objectives that specify the intended level of learners.
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The Liaison Committee on Medical Education (LCME),
the body who accredits MD programs in the US and Canada,
requires as part of the accreditation standards:

...the medical school ensures that the learning objectives for

each required learning experience (e.g., course, clerkship) are

made known to all medical learners and those faculty, residents,

and others with teaching and assessment responsibilities in those
required experiences [4].

The LCME defines learning objectives as: A statement of the
specific, observable, and measurable expected outcomes
(i.e., what the medical learners will be able to do) of each
specific component (e.g., course, module, clinical clerkship,
rotation) of a medical education program that defines the
content of the component and the assessment [4].

Each measurable learning objective describes the desired
outcome (what the learner should do; e.g. take a medical
history), the conditions under which the skill is performed
(e.g. with a patient in a primary care setting), and, if the
examination is a summative assessment, the level of com-
petence required to pass (e.g. obtain 85% of the history
items on a checklist). The level of competence may be
adjusted depending on the level of learner, for example,
expecting higher performance for more advanced learners.
Well-written objectives ensure the scenarios being devel-
oped are relevant to the learner/assessment activity. Often,
clinical faculty want to develop cases based on interesting
patients they’ve seen in practice, without regard for the
educational objectives. So, it is useful to encourage clinical
faculty to continually bring the SP case focus back to the
educational objectives to ensure the case complements and
speaks to the intended curriculum. Typically, cases written
for SP-based activities include objectives for history-tak-
ing, physical examination, patient education, communica-
tion skills, and clinical reasoning. More specifically,
objectives may include practicing team-based care (work-
ing interprofessionally), or successful performance of tech-
nical procedures.

Tip SP availability is not a basis for developing cases; the
educational objectives always guide case development.

Formative and Summative

Formative experiences foster knowledge acquisition, skills
development, focus on providing feedback to the learner, and
are designed to support behavior change in keeping with
educational objectives and improve performance. While case
development is not dramatically different between formative
and summative activities, cases developed for summative

assessment—where the outcome of the evaluation determine
pass/fail status, promotion to the next level, or licensure
decisions—must contain the highest level of detail. Case
materials will support the SPE in training the SPs to provide
standardized performances and accurately score the instru-
ments designed to collect performance data. If SPs provide
verbal or written feedback, they require additional training to
meet formative or summative objectives. (See Chaps. 7, 8 on
Training SPs and 9 — Communication Training).

For the purposes of this chapter we will continue with
traditional definitions and application of formative and sum-
mative activities when preparing scenarios. However, after
reading Chap. 5 which introduces the Human Simulation
Continuum Model, you may find yourself thinking more
broadly of human simulation (HS) and when to apply them.
Selecting the appropriate HS application will influence how
you prepare SPs, modify accompanying materials and refine
the case template.

Blueprinting

Like an architect’s blueprint, developing the blueprint for for-
mative experiences in a longitudinal curriculum or multi-
station SP encounters in a clinical skills summative assessment
is the next important step to guide case development. A blue-
print ensures a balanced sampling of cases across task domains
(e.g. history-taking, physical examination, and communicat-
ing with patients) and criteria such as patient demographics,
acuteness of the problem, and organ systems [5]. Using a blue-
print prevents learners from seeing only one type of patient
(e.g. multiple acute respiratory, geriatric patients, etc.).
Because health professions trainees must learn to recognize
and appropriately provide culturally competent health care, an
important part of the blueprint is diversity in the patient popu-
lation. Ideally, the blueprint should sample the kind of popula-
tion the learners are expected to see in clinical practice. This
means case materials and SPs should demonstrate diversity in
age, ethnicity, gender identity, sexual orientation, race, reli-
gion, cognitive and physical abilities, and socioeconomic sta-
tus [4]. (For more on cultural diversity see Chap. 10).

Formative cases can be designed in a longitudinal, scaf-
folded fashion throughout a course or clerkship, incorporat-
ing the learner’s deeper understanding as they progress, and
offer greater challenges once earlier challenges are mastered.
The blueprint for formative activities skills progression takes
into account this progression as seen in Fig. 6.1.

For formative simulation activities, the number of cases
used should be sufficient to allow the learner exposure to the
concepts to later be measured with the summative
assessments, so that adequate feedback about areas to
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Fig. 6.1 Sample station for
skills progression

Sample station for skills progression

Obijective: By the end of the course, the second year medical student will be able
to demonstrate history-taking, focused physical examination, and communication

skills.

SP is a 25 year old female with left lower abdominal pain.

Beginning of course

Quarter of the way
through the course

Halfway through End of the course

the course

History-taking

Complete Physical
Examination

improve is provided in advance of the summative assess-
ment. In a summative clinical skills assessment, the number
of stations impacts reliability of learner scores; generally, the
higher the number of stations, the greater reliability of the
examination [5-8]. The United States Medical Licensing
Examination (USMLE), for example, consists of 12 stations.
Health professions schools may be limited by the resources
available such as fewer rooms or fewer available SPs and
staff to run a larger exam. SPEs must balance the resources
available with the realization that more stations usually pro-
vide a more reliable exam and resulting data set.

For the teaching and assessment of clinical reasoning in
medical education, begin with two or three plausible diagno-
ses for the chief complaint, and build the case from there,
aligning with the educational objectives. Avoiding single
diagnosis cases allows the learner to develop and demon-
strate their clinical reasoning skills by offering a differential
diagnoses list after the encounter. For example, right lower
quadrant pain in a young female could be appendicitis, ovar-
ian torsion or ectopic pregnancy. The patient’s story will
need to be consistent with the diagnoses. (See Chap. 13
Expanding the Field of SP Methodology).

Process for Developing Content

The process for developing case content is similar for for-
mative and summative experiences. Depending on your
context, case development for an SP program for which
there is a single full-time educator may necessitate a differ-
ent approach to resources, versus a program in which there

History-taking

History-taking History-taking

Focused Physical
examination

Focused Physical
examination

Answer questions Answer questions;

Counseling

are multiple SPEs. Years of experience show that many
viewpoints contribute to better cases. Many academic insti-
tutions use a group approach for SP case development; how-
ever, context and resources will inform various approaches.
These various approaches may include a committee
approach and/or establishing a consortia and establishing a
development team. However, one consistent requirement is
collaboration with clinical faculty to develop the case con-
tent with the SPE.

One of this book’s editors, Lou Clark, PhD, MFA, has
worked as a consultant and for a variety of academic institu-
tions, so we asked her about her approach in these various
contexts:

Authors  Lou, what has worked well for you in the past in
terms of developing SP scenarios?

Lou I’ve found that beginning with a template in mind
is ideal, but then I actually start by interviewing
the subject matter expert (SME) or course direc-
tor who is interested in working with our team.

Authors  Why is interviewing helpful at this stage?

Lou First of all, sometimes we will chat for a few min-

utes and I will realize that an SP activity is not the
best match for the learning goals and objectives.
If this is the case, I recommend other options and
we do not proceed which saves everyone time and
money. So, rather than jumping right into a
canned event template noting learner demograph-
ics, event details, etc., I find it more useful to
begin by asking some open-ended questions such
as: what are your educational objectives, what are
you hoping your learners will get out of this
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Authors

Lou

Authors
Lou

Authors
Lou

event? And, how will working with SPs benefit
your learners versus other educational methods?
If it seems SPs are a good match, then I generally
continue the chat and complete an event template
in a more organic style—not necessarily from top
to bottom but fill it in as details come up. Using
this approach enables me to listen for what is
most important to the SME, and then to ask fol-
low-up questions to check details when needed.
This approach also feels more natural to me, and
I actually find it models the communication skills
we are encouraging in our learners including ask-
ing open-ended questions, listening, and using
closed-ended questions to check details—Ietting
the conversation unfold in an improvisational
way rather than as a rote checklist.

Makes sense, but this approach may not be com-
fortable for all SPEs. What are your thoughts on
that?

I agree and as with many aspects of SPE work,
there is not one accepted practice. I think each
SPE should explore all available resources, and
then decide for themselves.

What do you do next?

This depends on the available resources. If I am
the only SPE on the project, I will continue to
develop the case with the initiating faculty and
encourage him or her to involve at least one other
clinician to gain multiple perspectives. If I am a
part of, or leading a team, I will look to the exper-
tise within the team and ask an SPE who is best
suited to training this case. We will ask the SME
who else on their team could contribute to the
scenario, and then all work together to write the
necessary medical information into the case.
Then, we will generally complete the case antici-
pating the types of questions SPs would ask in
training about things like medical jargon and who
this patient is as a person, (e.g. home life, educa-
tional background, hobbies, etc.). If an SPE on
the team has been an SP we will often not involve
an SP at this stage. If not, we will try to recruit an
SP to get their perspectives. If the case is designed
to highlight health concerns related to an under-
represented group, it is of the utmost important to
involve a member of that group in your case
writing.

Can you give us an example?

If you are writing a case in which the learning
objectives are about health concerns specific to

transgender people, it is best to involve a person
who identifies as transgender in the case develop-
ment process.

What next?

When you are working with the same course
director to develop multiple cases and if they are
the one always providing information on who the
patient is as a person, there is a risk that all of this
background information will be similar because it
is informed by a single person with a single back-
ground. In order to promote diversity within your
SP program and the courses and programs it
serves, it is crucial to have multiple perspec-
tives—including SP input—into case develop-
ment. Due to this I will not simply email the SP
case template to the SME and ask them to com-
plete it and email it back. If possible, I always
encourage a I-hour meeting in which I or another
SPE sits at the keyboard and types into the tem-
plate while we continue the initial interview with
the SME and other clinicians. This way, the con-
versation becomes a shared creation of the case
which we will then go on to pilot. This hour meet-
ing generally saves time by anticipating questions
that would have come up in SP training, ensures
diversity is built in from the beginning rather than
as an afterthought, and enables us to maximize
SP training time in other ways.

Thanks Lou, We appreciate you sharing your
experience and expertise.

Authors
Lou

Authors

A committee approach for developing case content for
licensure is used by the USMLE, National Board of
Osteopathic Medical Examiners (NBOME) and the Medical
Council of Canada (MCC) [6]. For the USMLE, a case
development group consists of 3—4 physicians, 2 SPEs, and
a case developer who is charged with capturing the discus-
sion and completing the case materials after the meeting, as
well as experts in the scoring instruments used (patient
notes and communication skills scales) and an SP. To avoid
one person’s medical opinion with regard to the best
approach to a case, it is optimal that multiple clinicians
should give input, preferably from varied specialties. In
addition to the clinicians, as noted above, the SPEs and SP
contribute. SPs may also be partners during the develop-
ment process to briefly demonstrate aspects of the case for
the clinicians. A first year post graduate physician is avail-
able to role play with the SP immediately after the case is
developed while the committee observes, in order to make
changes before the case goes further into development.
While such a large group may seem beyond the resources of
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most schools, at the very least, more than one clinician, an
SP, and an SPE should be involved in the process. The case
writing group at the institution should mark out regularly
scheduled time to work on developing cases to add to the
case bank for formative and summative uses. This will help
the group hone skills needed to continue to work as a team.
There is also the practical benefit that cases may be alter-
nated by class of learners so learners may not pass down
curricular information from class to class.

Higher level learners can be used to rehearse or test out
the case during development and for piloting. Piloting
involves running the case with someone similar to the learn-
ers who will be using it (e.g. 4th year learners for cases
intended for 3rd year learners; first year residents for cases
intended for 4th year learners). Ideally every case should be
piloted, but sometimes it is not feasible. If the case cannot be
piloted separately, insert the case into the live exam as an
unscored station for data collection purposes (learners should
not be aware it is not scored until after the examination).
Piloting cases uncovers flaws that can be corrected such as
unforeseen diagnoses identified by the learners, missing
information from the case materials, or SP portrayal
challenges.

Tip Revisions can be made based on the data collected by
the pilot. Case development is an iterative process.

Another approach to maximizing resources is forming
consortia with other programs to develop and share scenario
materials. We interviewed Win May, MD, PhD, Professor in
the Division of Medical Education, Department of Pediatrics,
and the Director of the Standardized Patient Program in the
Keck School of Medicine. The Keck School of Medicine is a
member of the California Consortium.

Authors  Could you please describe the organization of
the consortium. Which schools belong and
when did it start?

Dr. May The Consortium consists of the eight allopathic

medical schools in California. The Consortium
began in the 1990s, when the Macy Foundation
awarded grants to support six consortia of US medi-
cal schools to develop and implement a SP Clinical
Performance Examination. This Consortium was
one of them and is the “lone survivor.” It started as
the Southern California Consortium for the
Assessment of Clinical Competence, with the five
southern California medical schools. The Northern
California schools joined later in the early 2000s.

The Consortium has four Committees: Executive
Committee, Research Committee, Finance
Committee and the Trainers Committee.

What resources are shared?

All cases, training materials and checklists are
shared as well as training videos.

How does scenario development work for the
consortium?

There is a primary school and a secondary school
for each case that is developed. The primary
school is responsible for the case development.
Once that is done, the case will be sent to the sec-
ondary school, for comments and suggestions.
The completed case is presented at a Consortium
meeting, where there is always lively discussion
of the training materials and checklists.

What are some of the strengths of taking part in a
consortium?

Strengths: (a) the ability to share and discuss
training materials, checklists and videos is huge.
We can bounce our ideas off one another, and get
feedback from both clinician and trainer (SPE)
perspectives; (b) All school data are collated and
analyzed by a psychometrician, so we can see
how our learners are performing, as well as how
the case itself is doing; (c) There is a SPE meet-
ing every year, where we can discuss issues and
problems encountered when training the cases,
and how to deal with them.

Authors
Dr. May

Authors

Dr. May

Authors

Dr. May

Authors  What should folks thinking about starting a con-
sortium need to know?

It is such a worthwhile endeavor, and you will
need to have members who are committed to the
success of the Consortium.

The Mid Atlantic Consortium (MAC) is comprised of
the SPEs at Clinical Skills and Simulation Centers repre-
senting several medical schools in the Mid-Atlantic region
of the US. Collaboration arose in the mid-1990s from the
Macy Foundation’s support of several early consortia.
Originally called the Baltimore/Washington Consortium,
the group consisted of George Washington, Georgetown,
Howard, Johns Hopkins, Uniformed Services University of
the Health Sciences, and the University of Maryland. In
2009, the consortium was renamed the Mid Atlantic
Consortium.

The purpose of the MAC is to foster collaboration among
centers and universities in the consortium. Karen Lewis,
PhD, CHSE, Administrative Director of the CLASS Center

Dr. May
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Table 6.1 Mid Atlantic consortium
Mid Atlantic Consortium

Resources Hosting meetings

Shared Cost of statistical analysis of annual data
Training resources
Leadership responsibilities
Case development

Case

MAC members meet each year to select which cases to repeat and to determine how many new cases to try. Case selection is

Development based on statistical analysis and clerkship representation. MAC members offer new cases to try (either existing cases their
institution has already created or new cases they agree to write) based on the needs identified for the exam, and members vote

on which new cases to add.

After case selection for the next exam, repeating and/or new cases will be piloted with one SP and several slightly advanced
learners, after which the observing MAC members will refine and finalize the case(s).
Final versions of all shared cases are uploaded to a shared, secure page prior to the start date of the first school conducting its

exam.

Strengths
Provides a wealth of data for research.
Offers a shared case bank.

Enables sharing and learning about research, administration, case development, and training.

Offers tool validation and sharing of information (could help with LCME).

Extends opportunities for contributions to scholarly work.

Provides people familiar with your work outside your institution, which is required for CHSE certification.
Offers opportunities for shared knowledge that could help with center certification.

Leadership opportunities.
Challenges

Finding meeting times for the face-to-face meetings when most members can be there.

Reaching consensus on checklist items and governance issues can sometimes be tricky.

Sometimes members forget/don’t follow the protocols/agreed upon steps.

For Baltimore/Washington schools, SPs are in high demand during exam season. Each school holds the exam at a time best for
them, but the SPs could be needed at the same time by other schools for other projects.

Words of
Wisdom

It might seem easier than doing the work on your own, but it takes a lot of effort even when everyone is fully committed.
Members need to agree on goals and come to consensus on policies and procedures and membership. Members need to want to

be a part of the consortium and believe in the benefits of working together or it won’t work.

and SP Program Director at the George Washington School
of Medicine and Health Sciences provided information about
the MAC, summarized in Table 6.1.

Using a Template for Scenario Development

Now that you have developed your objectives and blueprint
and we have learned about sharing resources versus single
institution scenario development, we will focus on develop-
ing your case within a template. To illustrate how a template
works, the ASPE development template will be used to
explain the various parts of a scenario [2]. Developing sce-
nario materials and supporting documents is made easier
with the use of a standardized template.

Using a template helps to organize the details and stan-
dardize your approach to the activity. Once introduced, it
also helps all the stakeholders in the educational activity to
fully understand what is needed for an SP activity and to help
them consistently prepare quality cases. Another benefit in
using a standardized template is SPs learn a case quickly
through using a familiar format. Please note that there is not
a single accepted template SPEs must use, but in this chapter,

we are intentionally highlighting the ASPE template because
it is available through the professional association website
and used by many SPEs. Also, of note, the sample case pro-
vided is for a summative assessment event. Other case exam-
ples for formative activities are provided throughout this
book, (see Chaps. 9 Communication Training and 13
Expanding the Field). Below are the 10 parts of the ASPE
case template used to develop a case:

¢ Part 1 — Administrative Details

¢ Part 2 — Door Chart/Note & Learner Instruction

¢ Part 3 — Content for SPs

¢ Part 4 — SP Checklist

¢ Part 5 — Checklist Guidelines

¢ Part 6 — Additional Materials

¢ Part 7 — Post-Encounter Activities

e Part 8 — Note Rubric or Answer Key for Post-
Encounter Activities

e Part 9 — Briefing/Learner Orientation

¢ Part 10 - Debriefing

Many versions of comprehensive templates for case
development exist in the literature and on the web. The orga-
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nization of the content and the number of details may vary,
but for learning and assessment activities, the template
should be as complete as possible so that all relevant material
needed for developing, training for portrayal, scoring and
delivering feedback, piloting, and implementing a case are
included. Use of a standardized template will make subse-
quent cases easier to develop and to include all necessary
information, and will help to fulfill ASPE SOBPs:

e 2.2.3 Simulation design that meets the purpose.

e 2.2.4 Simulation design that is repeatable.

e 2.2.5 Information for SPs (e.g., situation and backstory,
history, affect and demeanor, signs and symptoms to sim-
ulate, cues).

e 2.2.6 Training resources (e.g., props, moulage, videos,
task trainer).

e 2.2.11 Data for managing the documents and recruiting
SPs (e.g., author information, date of development,
patient demographics, body type criteria).

You are encouraged to think of this template (and others)
as a guide that will require modification to suit the resources
and constraints found at individual institutions and the HS
application selected. Additionally, templates may be reorga-
nized to suit the flow of the activity planned.

Part 1: Administrative Details

It is critical to document administrative/logistical details
necessary for the smooth implementation of learning or
assessment activities as part of the case. Such “behind the
scenes” information includes the objectives and purpose for
the activity, the level of the learner being assessed (including
any prerequisites for the activity such as a completion of a
clerkship or other classes), recruiting demographics for the
SPs (age range, gender, BMI, etc.), and other considerations
such as props needed for realism or other necessary simula-
tion equipment. Providing detailed documentation as part of
each case will ensure that SPEs understand how to interpret
the case and create an event that accurately conveys and
addresses the educational objectives being taught or
measured.

Administrative details in the ASPE template include the
case SP name (avoid the use of humor or distracting informa-
tion), reason for the visit to the health care provider, and
chief complaint (which may be the same as the reason for the

visit). It also includes the differential diagnoses as well as the
actual diagnosis, (if there is one). If formative feedback is
part of the scenario, feedback prompts specified by faculty
and/or SPEs should be included (see Chap.9—Communication
Training). If the case is used to assess clinical reasoning, it
should be written so that more than one diagnosis is possible
so that learners demonstrate reasons for listing the various
diagnoses. The faculty must consider what information from
the case would support each of diagnoses on the
differential.

Logistical details that impact curriculum including a sin-
gle faculty contact, assessment instruments, training agen-
das, and further instructions for additional staff are also
critical to include with the case. Although we recommend a
committee approach to developing cases for the best out-
come, an individual clinician should be assigned to each case
so that SPEs can contact one person (rather than the entire
committee) regarding questions that arise during training,
piloting the case, or on the day of the activity. A list of assess-
ment instruments required (e.g. SP checklist, communica-
tion rubric or scale, post-encounter note, quiz) is helpful to
use for staff setting up the simulation event so that all
required parts of the activity are in place. Without a list,
SPEs and staff must guess what faculty intended, which can
lead to confusion for all involved including the learners. A
recommended training agenda will be covered in another
chapter; however, a summary of the amount of training
needed (usually between 1 and 2 training sessions for forma-
tive activities and 2—4 training sessions for a summative
assessment activity if resources permit) and the times and
dates for those sessions should be documented for the SPE
and SP. [9] If additional materials for training are needed,
these should also be listed. Examples include physical diag-
nosis videotapes for training SPs to score accepted PE
maneuvers; textbooks demonstrating anatomy for training
responses to the physical examination, or example videos
from SPs who played the case previously. These materials
are also helpful for training SPs on scenario components
including affect, communication skills assessment, and pro-
viding verbal feedback to learners. It is also important that
SPs are open to and incorporate any case changes and feed-
back changes since last usage, which should be highlighted
when utilizing video from previous events for training pur-
poses. Instructions for additional staff: (e.g. simulation tech-
nician, proctor, simulation educator) clarify the role
expectations and make explicit the tasks assigned to each
staff member.
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Part 1 — Administrative Details (Sample)
Patient (SP) Name:

Tanya Clarke

Patient’s Reason for the Visit (e.g. why is the patient coming to the doctor today?):

Left lower quadrant pain

Patient’s Chief complaint:

| have a terrible pain in my lower stomach.

Differential Diagnosis:

e  Ovarian torsion
e Pelvic inflammatory disease
e  Ectopic pregnancy

Actual Diagnosis:

Not applicable

Case Purpose or Goal: (e.g. formative, summative, teaching, learner practice,
assessment, lecture, demonstration)

Summative end-of-clerkship assessment

Level of the learner and discipline: (e.g. 3rd year Nursing Learner)

Third year medical learner

Learner’s prerequisite knowledge and skills:

Successful completion of OB/GYN, Family Medicine, and Internal Medicine clerkships.

Case authors:

Dan Nasser, MD — Internal Medicine

Janine Howard, MD, MPH - OBGYN

Pat Sintak, DO — Family Medicine

Sandy Burgess, PhD, CHSE — Simulation Center Director
Jaquelyn Nelson, MS — Standardized Patient Educator
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Date of case development:

May 10, 2019

Summary of patient story:

The patient is a 21-year-old college learner with sudden onset of severe left lower abdominal
pain. She experienced nausea and vomiting of undigested lunch yesterday and awoke last night
with the pain. She reports feeling warm. Last menstrual period was 6 weeks ago. She reports
a vaginal discharge of a week’s duration.

Learning/Case objectives:

Given a 15 minute encounter with an SP, a third year medical learner will:
e Elicit >75% of the focused medical history checklist items;
e Correctly perform >75% of the focused physical examination checklist items
e Receive a pass score (>80%) on the Communication Skills checklist list.

List of assessment instruments used: (e.g. SP checklist, post-encounter notes, quiz)

e Medical history checklist and guide to the checklist
e Physical examination checklist and guide to the checklist
e Communication skills checklist and rubric

Event format: (e.g. formative, summative, small group, individual, multi-station
assessment, duration)

Summative end-of-third year 10 station assessment. This is a 15 minute patient
encounter station.

Demographics of patient/recruitment guidelines: (e.g. age range, gender,
body type, ethnicity, other)

21-year-old(18-25)

Height and weight proportionate (BMI 26-30)
Any ethnicity

No abdominal scars or abnormalities

List of special supplies needed for encounter: (e.g. additional materials
see part 6, moulage, props, SP attire, physical exam equipment, etc.)

Not applicable

Recommended SP training agenda:

Routine summative assessment training (3 sessions and a mock examination).

SP Training materials needed: (e.g. documents, video, physical exam equipment,
references, images, websites)

Case training documents

Physical examination training videos (abdominal examination)
Communication Skills rubric and videos

Affect training video (pain response with palpation)

Instructions for additional staff: (e.g. sim tech, proctor, sim educator)

Not applicable
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Part 2: Door Chart/Note and Learner
Instruction

Expectations for SP-based activities should not be a guessing
game for the learner. Clear, unambiguous instructions are
needed for each case, so the learner knows what to expect,
and what is expected. Enough information about the patient
should be provided so the learner can be prepared before
entering the room. Doorway information should include the
setting (place and time), the patient’s name, age, gender, and

chief complaint. Frequently, vital signs are provided (includ-
ing pulse oximetry, if desired). Depending on the case, lab or
imaging results may be included. In addition to information
about the patient and his/her condition, instructions about the
expectations of the learner should include the tasks to be
completed (e.g. elicit an appropriate history, conduct a
focused physical exam) and the length of the encounter
(10 minutes, 20 minutes, 30 minutes, etc.). Also indicate if a
case task involves a series of complex communication skills
such as counseling or motivational interviewing.

Part 2 — Door Chart/Note & Learner Instruction (Sample)

Setting (place/time)

Ambulatory Care Clinic

Patient Name: Tanya Clarke
Age: 21
Gender: Female

Chief Complaint: Left lower abdominal pain

Vital Signs: (if applicable)
Blood Pressure: 100/60

Temperature: 99 F
Respiratory Rate: 14
Heart Rate: 70

Pulse Oximetry: 99%

Instructions to Learners:

You have 15 minutes to:

° Take an appropriate history

. Conduct a focused physical examination (no breast, genitalia, or rectal examinations).

° Demonstrate effective patient centered communication skills.

Part 3: Content for SPs

The content for the SPs is the essential training material
needed to standardize portrayal across your program, and,
if applicable, multiple centers and learners. Also, in the
case of formative activities, content for the SPs may pro-
vide direction on providing standardized feedback to learn-
ers on their performance (see Chap. 9 Communication
Training). In addition to the expected medical information
including the history of present illness, past medical his-
tory, family history, and social history, review of symptoms

and other symptoms, aggravating and alleviating factors,
and responses to physical examination maneuvers, the SPE
and the SP need to know about the background and person-
ality of the patient being portrayed and how to respond to
questions about psychosocial aspects [11]. The material
must contain details about how the SP should respond to
jargon and how to disclose information (i.e. what is volun-
teered or specifically asked for and responses to multiple
questions). Specific verbiage that must be memorized such
as the opening statement/line and standard challenges that
will be presented to each learner must be stated clearly.


https://doi.org/10.1007/978-3-030-43826-5_9
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Since teaching about communication skills includes the
frequent use of open-ended questions, SPs need responses
to these in order to demonstrate that SPs are portraying
fully developed patient characters that will share more if
learners are curious and show interest in their lives. Ideally,
SPEs should include SPs in crafting responses to open-
ended questions during training that are appropriate to the
medical details and background information provided in
the case (see Chap. 8 Ten Step Training framework). SPs
will often think of natural and creative responses to open-
ended questions from the portrayal or performer perspec-
tive because they are preparing to bring the case to life. In
response to “tell me more,” the SP should not be left to say,
“What do you want to know?” The unintended consequence
of this will be learners using a “shotgun” approach to his-
tory-taking, asking lots of closed, focused questions.

The case content for the SP should be written from the
SP’s point of view to help the SP to learn the role (e.g. “I felt
the headache come on about an hour ago” vs “your headache
started an hour ago”). The language used should be compa-
rable to the vocabulary the patient would use, (e.g. free of
medical jargon and in keeping with their education level,
personality, and communication preferences). This is an area
where SPs and SPEs can make a big impact while working
with clinicians, acting as “translators” from “medical-speak”
and in providing suggestions as to how patient characters
would sound and what they might say.

The content for the SPs should be geared toward provid-
ing stimuli for the objectives being assessed. In other words,
if part of the construct being evaluated is empathy, the case
should provide the SP with emotional material to facilitate
providing learners with opportunities to demonstrate empa-
thy toward the patient. This should be trained so that each SP
provides each learner with the opportunity to demonstrate
empathy— in a standardized fashion during each encounter.
It is important to note that standardizing emotional responses
from SPs does not imply generating the same exact expres-
sions or tone of voice for each learner, but rather providing
authentic responses rooted in who the patient is (see Chap. 9
Communication Training).

An important consideration is the ability of the SP to
maintain the affect and behavior required for the period of
time needed for the assessment. For example, playing a very
anxious person or a depressed person for the course of the
day can be extremely taxing physically and psychologically,
as would simulating some conditions like shortness of breath.
(See Chaps. 7, 8 Training SPs and 9 Communication
Training). However, SPEs must appreciate why it is impor-
tant to consider SP training, the impact on the SP, and the
educational objectives when creating case content.

Tips for Scenario Development
Some helpful hints when developing scenario materials
include:

e Matching the learning objectives to the case. For exam-
ple, a case involving acute onset abdominal pain may not
provide the material for assessing the examinee’s ability
to perform a neurological examination.

e Consider the time required for the examinee to complete
the expected tasks. A complete, thorough neurological
examination and history cannot be performed by a novice
health professions learner in 10 or 15 minutes. Enough
time must be allotted for the tasks being assessed.

e SP responses and portrayal must be realistic. This means
that cases must be written to be believable to aid the
learner in more fully experiencing the SP encounter as
they would a clinic or hospital patient encounter. Write
the case from the patient’s perspective and how the patient
would use medical terms. The use of formal language
from pediatric or adolescent patients, or use of the term
“fatigue” to describe tiredness or “radiate” to describe
pain moving to another body part in a patient with low
health literacy detracts from the realism of the experience,
and may result in a negative impact to the learner’s
performance.

e Include some diversity in the SP’s story. Not every patient
drinks only a glass of wine on special occasions or is in a
25-year monogamous marriage. Likewise, avoid stereo-
types like unmarried elderly librarians with cats.

* Balance the psychosocial information to provide enough
detail to answer most common questions, without over-
whelming the SP with too much minutiae that may never
come out in the encounter. The cognitive load on the SP
should be considered, particularly if they are expected to
memorize a checklist for scoring purposes. Also, con-
sider that SPs enjoy engaging in the training process as
creative and may, if appropriate, help co-write their own
patient character details outside of the realm of the med-
ical information or any informative relevant to the
checklist(s).

e Adjust the timeline for various times of day. Cases such as
abdominal pain that comes on suddenly after a meal will
need details for various timing throughout the day. The
information provided to the SP should not hinge on a sin-
gle meal that might be 12 hours removed. Learners should
not be asked to “pretend” that it’s a different time of day
than it really is; learners may struggle with pretending to
adhere to case details such as time of day that are variable,
and cases should be made as realistic as possible to
address this problem.


https://doi.org/10.1007/978-3-030-43826-5_8
https://doi.org/10.1007/978-3-030-43826-5_9
https://doi.org/10.1007/978-3-030-43826-5_7
https://doi.org/10.1007/978-3-030-43826-5_8
https://doi.org/10.1007/978-3-030-43826-5_9
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Part 3—Content for SPs (Sample)

Presentation and Resulting Behaviors (e.g. body language, non-verbal
communication, verbal characteristics):

| am Tanya Clarke, a 21-year-old college junior. | am in terrible pain, and | don’t deal with

pain very well. | am laying on my right side in a fetal position, holding my lower stomach

area with my arms across my body (see video example). It hurts to move, so | do it slowly (if
asked) and moan softly once. If asked to lie on my back, | keep my knees bent, and | return to
my right side when the doctor is finished.

| am frowning because it hurts so badly. | answer questions as briefly as possibly, but | am
cooperative and answer each question asked. My voice is a bit whiny because | am in pain. My
eye contact is natural.

Opening Statement

“My stomach is killing me!”

Dealing with Open-Ended Questions and Guidelines for Disclosure

e Response to open questions:
0 This pain woke me up last night.
o I've never had pain this bad before.

e Information hidden until asked directly (what the patient should withhold until
specific questioning):
o My last period was 6 weeks ago.
o I've had a discharge from down there for about 2 days.

History of Present lliness (HPI): (consider the following)

Quality/Character: It's a sharp, stabbing pain that’s always there.

Onset: It woke me up last night when | was sleeping.

Duration: It's been hurting since last night, but it feels like it's been getting worse.

Location: It’s right here in my lower stomach (NOTE: left lower quadrant)

Radiation: The pain doesn’t go anywhere;it just stays right there.

Intensity: This is the worst pain I've ever had. |IF ASKED: it's an 8 or 9 on a scale of 1 to 10.

Aggravating Factors (what makes it worse): It's worse if | move around

Alleviating Factors (what makes it better): Lying as still as possible.

Precipitating Factors (does anything seem to bring it on): | don’t know what brought it on.

Associated Symptoms: | felt sick to my stomach and threw up after lunch yesterday.

Significance to Patient (impact on patient’s life, patient’s beliefs about origin of problem,
underlying concerns/fears, expectations for the visit): | wasn’t able to go to class today, and
I had a friend drop me off because | didn’t think | could drive. I'm scared the pain is going to

get worse.

| think this may have something to do with my periods; it's due any minute, and maybe it's
just a really bad one.




6 Development of Scenario and Training Materials: Fundamentals, Interprofessional and Hybrid Scenarios, and Inclusion...

Review of Systems: (e.g. pertinent positives and negatives)

® | feel warm, but | haven’t taken my temperature.

® |'ve had a discharge from down there for about 2 days. It's kind of smelly and thick.
Past Medical History (PMH): (consider the following)
llinesses/Injuries: None

Hospitalizations: None

Surgical History: None

Screening/Preventive (if relevant): My last Pap smear was about a year ago. | try to see the
gynecologist every year.

Medications (Prescription, Over the Counter, Supplements): Advil for cramps during my
period.

Allergies (e.g. environmental, food, medication and reaction): None

Gynecologic History (if relevant): | started my periods when | was 13. They've always been
irregular, coming anywhere from 4 to 6 weeks apart, lasting from 3 to 5 days. My last period
was 6 weeks ago. | get cramps for the first day,but | take Advil and that helps.

Family Medical History: (consider the following)
Family tree (e.g. health status, age, cause of death for appropriate family members)
My mom and dad are healthy. 'm an only child.

Relevant Conditions/Chronic Diseases (management/treatment): None

Social History:
Substance Use (past and present)

Drug Use (Recreational and medications prescribed to other people) : I've tried
marijuana before, but | don’t smoke it regularly. It makes me sleepy and hungry and |
don't like it that much. | can’t even remember the last time | smoked it. My friends
aren’'tinto it.

Tobacco Use: I've never smoked cigarettes.

Alcohol Use: | drink beer or white wine at parties but never more than 2. | don't like
feeling drunk. | don’t understand why people do that!

Home Environment: | live an apartment with 3 other students. We all get along and help
each other out with the chores and homework. | can rely on my roommates if | need anything.

My mom and dad have worked hard all their lives and are excited that I'm the first in the
family to go to college. Mom’s an administrative assistant and dad is a truck driver. They are
very proud of me and supportive, but | do feel some stress to do well and get good grades. |
don’t want to waste this opportunity that they never had.

Social Supports: My mom and dad live 3 hours away. | go to see them whenever | get a break
from school.

Occupation: I'm a full-time junior majoring in psychology. | work part time on the weekends
at the college bookstore. I'd like to take a year off to work and save money when | graduate so
| can go to graduate school for a master’s degree.
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Relationship Status

Current sexual partners (if relevant): I've been having sex with my boyfriend for
about a year. He's also a student, and lives in a frat house on campus. It's hard to get
any alone time together between school, work, and other activities (and our
roommates!). Wetry to use condoms every time (but sometimes we don’t). He’s my
only partner (I believe I'm his only partner, too). We last had sex last weekend.

Lifetime sexual partners (if relevant): My boyfriend in high school was my first
partner and the only other partner I've had.

Safety in relationship (if relevant): | feel safe with my boyfriend. He’s very smart
and is a theater major. He’s a really great actor.

Leisure Activities: | like to play tennis and go to plays with my boyfriend. My roommates
and | like to hang out together, watching TV and movies.

Diet: | try to eat healthy, lots of salads, but | enjoy hamburgers and fried chicken occasionally.

Exercise: | like to play tennis, and | go to the college gym to take fitness classes like
kickboxing and yoga.

Physical Exam Findings: (may also include instructions on replicating findings)

e When the doctor taps or presses on my left lower stomach, | tighten my stomach
muscles and say, “that really hurts!”

e When the doctor presses on my left lower stomach, and suddenly let’s go, it hurts more
when she presses than when she lets go (the release does NOT hurt more than the
pressing).

Prompts and Special Instructions:

Questions the patient MUST ask/ Statements patient must make: What should | tell my
mom when | call her?

Questions the patient will ask if given the opportunity: Can you give me something for the
pain? If the doctor tells me | can’t have anything right now, I'll sigh audibly.

What should the patient expect from this visit? | want to find out what is going on. | expect
they’ll give me something for the pain, and I'll be just fine.

If the doctor tells me | have to be hospitalized, | will say, “Oh, no! | have to call my mom!
And | need to tell my roommates.”

If the doctor tells me it may be a pregnancy, | will say, “This can’t be happening to me now! |
can’'t have a baby! | feel like I'm too young to have a baby, and my boyfriend and | aren’t
serious enough to get married. | don’t know if | can handle the responsibilities. What will |
tell my parents? They will be so disappointed in me.”

Guidelines for Feedback: (e.g. logistics, content for feedback)

Not applicable
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Part 4: SP Assessment Instruments (Checklists)

The following applies to ASPE SOBP 2.2.9 Evaluation
instruments and performance measures (e.g., checklists and
rating scales, participant and facilitator evaluations).

The key element to SP-based assessment is checklist design,
which should be based on educational objectives. Checklist items
must be clear and unambiguous, stated in terms easy for raters to
understand and to recognize, especially if SPs are completing the
checklists. The tasks should be listed in a logical sequence from
start to finish. Too many, too few, or nonessential items may pro-
duce scores which are meaningless in assessing clinical compe-
tence on a particular case. A classic article by Vu et al. [12]
showed that increasing the number of checklist items adversely
affects the accuracy of SP recordings and suggests limiting the
checklist to between 15 and 20 items [10].

As with developing the case itself, it’s imperative that
checklists be developed and reviewed by other faculty.
Checklist items must be evidence-based to avoid items based
on “tradition” or personal favorites of individual faculty. For
example, standing on the right side of the bed or percussing
the heart borders may be something some clinicians still do,
but have little evidence to support the appearance on a check-
list. Texts such as Magee’s Evidence Based Physical
Diagnosis or JAMA’s Rational Clinical Examination are
useful references for developing checklists [13, 14].

Checklists may be dichotomously scored, such as “yes/no”
or “done/not done” or “asked/not asked.” For more detailed
feedback, particularly with physical examination maneuvers,
letting the learner know when they did attempt a maneuver but
failed to execute it effectively provides important information
for remediation more than “done/attempted/not done”.

Many physical examination items will be used repeatedly
for developing future cases. In order to standardize checklist
items across cases, it’s helpful to develop a database of physi-
cal examination maneuver items. These items can then be
reused and distributed to all teaching faculty and learners so
there is transparency about what will be assessed. Another
approach is to standardize checklists across types of cases, so
there is congruency with what is expected by the learners.

With regard to how the raters complete the checklist, we
often think of SPs memorizing what happens in the encoun-
ter and completing the checklist afterward, but also consider
the idea of a “real time” observer (e.g. faculty member, pre-
ceptor, or subject matter expert), or someone who will watch
a videotape later on to complete the checklist.

Tips for better checklists include:

Items should be behaviorally focused (describe the exam-
inee’s actions). If items aren’t behaviorally focused, they
are not observable for the SP or rater, and therefore make
the rater’s job impossible. If you can’t make an item
observable, the checklist becomes more about the rater’s
opinion than the learner’s performance. The construct
“empathy” is a good example. What does empathy look
like? An item like “displayed empathy” leaves it up to the
rater’s judgement; however, with training, a rater could
recognize the item ‘“made an empathic statement.”
Professionalism is another construct that means different
things to different raters, for example, was the learner’s
white coat clean, did they wear sneakers, did they intro-
duce themselves as a learner? Each behavioral aspect to
be assessed needs to be defined in order to minimize bias
and subjectivity from raters.

Items should contain only one task. Lumping two or more
tasks into one item makes scoring difficult for any rater
who is completing the checklist. For example, if the item
is “checked my pulse and my blood pressure” but the
learner only does one of these; how is this scored? It also
makes it difficult to analyze performance data (did the
learner forget to check the pulse or did they forget the
blood pressure?).

Items should only include physical examination maneu-
vers raters can observe.

For example, checking respiration can be done discreetly
by a learner, so raters may miss this. Unless the learner is
doing something concrete that the rater can witness, it
should not be a checklist item. Also, it is vital SPEs ensure
camera placement in their simulation center is optimal to
capture all observable checklist behaviors. For this rea-
son, is important to check the cameras prior to each simu-
lation activity.

Items in the scoring instrument should not be answered or
addressed in the pre-brief, orientation, or any information
provided to learners prior to starting the simulation.
Learners are less likely to verify or demonstrate content
that has been provided. For example, if you want the
learner to take the blood pressure, do not put the blood
pressure reading on the doorway instructions. If you want
the learner to find out about the onset of the problem, do
not put that the pain started yesterday on the doorway
instructions.
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Part 5: Assessment Instruments Guidelines

The following applies to APE SOBP 2.2.10 Training proto-
cols for raters (SP or other).

Assessment instruments are an essential component of
scenario development, and SPs and other raters need to be
thoroughly trained to complete all assessment instruments.
Approaches to training will be covered in other chapters, but
the need for rater training cannot be over emphasized. Some
have the false belief that because the faculty member is a
healthcare professional, no preparation or training for scor-
ing is needed, as these individuals can rely on “expert judge-
ment.” Healthcare professionals and SPs are first human,
with all the unconscious bias and personal preference any
person has. Those who expect faculty members to arrive to
an assessment without prior preparation for accurate scoring
will not be able to rely on the resulting scores. Everyone rat-
ing the performance of learners (whether a faculty member
or an SP) need thorough training in the use of the assessment
instruments including familiarity with the guide to these
instruments.

The purpose of assessment guidelines is to make explicit
what actions on the part of the learner will receive credit by
the SP or other rater. In doing so, one hopes to address any
potential problems affecting interrater reliability, including
personal bias. In other words, two raters looking at the same
learner behavior need to be trained to rate the behavior in the
same way. Therefore, creating clear assessment instruments
(e.g. checklists or other rubrics) is an essential part of sce-
nario development.

One approach to creating checklist guidelines is to
approach each item thinking of as many ways as possible a
learner could receive credit for the item. For example, the
educational objective is “The learner will demonstrate the
ability to ask a patient about sexual activity.” The checklist
item, if scored by the SP, is written in lay language, and the
guide to the checklist gives examples of questions learners
could ask that would receive credit for the checklist item.

1. T have sex with my husband. (Checklist item written in
lay language)
* Are you sexually active?
e Do you have sex with men, women or both?
* How many partners do you have?

The three examples above are intended as just that; exam-
ples, not as an all-inclusive list. It is impossible to think of
all the novel ways learners come up with questions but list-

ing a few gives the rater an idea of what should receive
credit.

For physical examination checklists, each item needs a
thorough explanation as to what would constitute an observed
behavior. Palpation of the liver may have many approaches,
and each need to be listed in the guide to avoid penalizing
learners who may use a different yet acceptable maneuver.
Although time-consuming up front, the development of a
physical examination database containing all acceptable
approaches to each part of a complete physical examination
can be used for teaching, self-study, and assessment.
Commercially available videotapes or institutionally made
ones can be used to supplement the text for each maneuver.

Part 6: Additional Materials

Standardized patient cases can be supplemented by addi-
tional materials such as previous health records, X-rays, lab
results, lists of medication, or photographs. Some institu-
tions use cards to list abnormal findings such as high or low
blood pressure (these cards can be handed to the examinee
after the blood pressure is taken). These materials should
be listed on the case template so that the SPE responsible
for setting up the assessment knows to include them.

Part 7: Post-encounter Activities

It is important to include any post-encounter learner activi-
ties in the scenario development process. These activities
may include writing a patient note, ordering labs or imaging,
or answering multiple-choice questions. In addition to sup-
plementing the assessment of the encounter, these additional
learner activities enable SPs to complete assessment instru-
ments during the same timeframe. For formative activities,
the post-encounter learner activity may be a written reflec-
tion, or a debriefing or feedback session conducted by the SP,
SPE, or faculty member.

Currently, the USMLE Step 2 examination requires a
typed patient note after each standardized patient encounter.
The note consists of data gathering (listing history and physi-
cal findings from the encounter) and data interpretation
(listing the differential diagnoses in order of likelihood, with
support from the history and physical findings and listing
any tests for follow-up, if indicated). Examinees have 10
minutes to complete the note. Examples can be found at the
USMLE website [15].
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Part 8: Note Rubric or Answer Key for Post-
encounter Activities

Similar to the guide to the checklist, any post-encounter
activity requires a rubric, or answer key, for those responsi-
ble for scoring. The committee drafting the scenario materi-
als will need to spend time ensuring the key for scoring is
clearly written and unambiguous. For example, using the
sample format provided by the USMLE on the website, the
committee would complete the rubric for each case by
including the answers expected for each section of the post-
encounter note (e.g. listing the important aspects of the his-
tory, physical examination, diagnoses with supporting
evidence from the history and physical and diagnostic tests,
if any). The importance of this step is to standardize the scor-
ing across raters.

Part 9: Briefing/Learner Orientation

Briefing can be done before any simulation activity. Briefing
follows the ASPE SOBP 2.2.8 Briefing instructions, time
frames, instructions to learners.

Often overlooked, the orientation for the learners is vital so
that they know exactly what is expected. Participating in simu-
lation activities may be stressful and may interfere with the
learner’s ability to perform. As a result, consider giving writ-
ten (or electronic) instructions at the beginning of a course, a
few days or a week prior to the event, and again an oral (or
videotaped) presentation immediately prior to the start of the
activity. This information should include the format and tim-
ing, session objectives, and any special instructions (e.g. bring
a stethoscope, what to wear, etc.). Like the doorway instruc-
tions, the purpose of the briefing orientation is to make explicit
what is expected so there are no surprises for the learers.

Part 9 — Briefing/Learner Orientation(Sample)

Format and Timing

15-minute individual encounter with an SP

Session Objectives: (as applicable)

Elicit the focused medical history
Perform a focused physical examination
Demonstrate Communication Skills

Special instructions: (e.g. special equipment)

bring a stethoscope

Part 10: Debriefing

Debriefing can be done after any simulation activity.
Debriefing follows two Domains from the ASPE SOBPs:
1.1.8 Structure time and create a process for de-roling and/or
debriefing; 2.2.7 Case-specific feedback or debriefing
guidelines.

A variety of approaches can be utilized for group debriefing
or individual debriefing. The term “feedback,” for the purposes
of this chapter, is used when the SPE or SP provides specific
information about performance with the intent to modify think-

ing and/or behavior to improve future performance. SPs may
be trained using a template or a rubric to give constructive feed-
back to the learner after the encounter according to the objec-
tives being assessed. Frequent monitoring to ensure SPs are
providing constructive feedback consistently to each learner is
recommended. Monitoring is ideally done by SPEs but may be
done by other SPs trained on the same case (see Chaps. 7, 8 on
Training and 9 on Communication Training).

A carefully planned approach including the time allotted
for the activity should be used to standardize the format for
all learners.


https://doi.org/10.1007/978-3-030-43826-5_7
https://doi.org/10.1007/978-3-030-43826-5_8
https://doi.org/10.1007/978-3-030-43826-5_9
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Part 10 — Debriefing (Sample)

Techniques to be used (e.g. Plus-Delta, Advocacy-inquiry, Debriefing with Good

Judgement)

and physical safety
Feedback - pre-trained rubric

Debriefing - Plus-Delta with Learners and intentional check-in with SPs regarding emotional

Scenario Development: Interprofessional
Scenarios

All of the general considerations noted above apply to inter-
professional scenarios. However, any template for interpro-
fessional simulations (sometimes called “interprofessional
simulation-based education”, or IPSE) [16] should address
two sets of criteria: (1) How the scenario relates to the most
widely accepted definition of interprofessional education;
and (2) How the scenario relates to the Interprofessional
Education Collaborative (IPEC) competencies (particularly
in the US) [17, 18].

Interprofessional education is most commonly defined
as “two or more professions learning about, with and from
one another” [17]. While health science education may
involve one of these activities (for instance, sharing the
scope of practice or ethical standards of a licensed pharma-
cist with medical learners), they seldom involve all levels
of learning about, with and from one another. Simulation
plays a critical role in interprofessional education precisely
because it is difficult to meet these criteria without it.
Learners from two different professions taking the same
pharmacology course does not meet the criteria for inter-
professional education if they are not learning how each
profession might use the same content. However, learners
who learn how to apply didactic content, using their knowl-

Fig. 6.2 IPE simulation
model at the University of
Minnesota. (Reproduced with
permission of the University
of Minnesota)

Simulation
education

edge of pharmacology in the shared care of one or more
patients or clients in a real or simulated context, are engag-
ing in interprofessional education. Learners who partici-
pate in high-quality IPSE are better prepared for clinical
education, maximizing their ability to participate actively
in interprofessional healthcare teams and accelerating their
time-to-competence [19, 20].

As with all simulations, successful Interprofessional edu-
cation (IPE) should be scaled to the learners’ general level of
capability. A typical model is the University of British
Columbia’s “exposure, immersion, mastery” model of skill
development. Simulation education can be wrapped around
this educational model to create a comprehensive approach
to interprofessional development (Fig. 6.2).

Similarly, IPSE should consider how the content of clini-
cal scenarios meets IPEC competencies. The IPE
Collaborative was created by several health science educa-
tion accreditors in 2009 to achieve consensus on how to
assess interprofessional education in their respective health
science professional school curricula [18]. Specifically, the
IPEC Competencies address four domains:

I. Values/Ethics for Interprofessional Practice
II. Roles/Responsibilities
III. Interprofessional Communication
IV. Teams and Teamwork

Clinical
education
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Table 6.2 Domain III Interprofessional Communication. General Competency Statement-CC Communicate with patients, families, communi-
ties, and professionals in health and other fields in a responsive and responsible manner that supports a team approach to the promotion and main-

tenance of health and the prevention and treatment of disease

CCI.

CC2.

CC3.

CC4.
CCs.

Choose effective communication tools and techniques, including information systems and communication technologies, to facilitate
discussions and interactions that enhance team function.

Communicate information with patients, families, community members, and healthcare team members in a form that is understandable,
avoiding discipline-specific terminology when possible.

Express one’s knowledge and opinions to team members involved in patient care and population health improvement with confidence,
clarity, and respect, working to ensure common understanding of information and treatment and care decisions, and population health
programs and policies.

Listen actively and encourage ideas and opinions of other team members.

Give timely, sensitive, instructive feedback to others about their performance on the team, responding respectfully as a team member to

feedback from others.
CC6.
CC7.

Use respectful language appropriate for a given difficult situation, crucial conversation, or interprofessional conflict.
Recognize how one’s own uniqueness, including experience level, expertise, culture, power, and hierarchy within the health team,

contributes to effective communication, conflict resolution, and positive interprofessional working relationships (University of Toronto,

2008).
CC8.

From Ref. [18]

Each domain includes multiple competencies that should be
taken into account when creating SP scenarios and assess-
ment tools. Looking at Domain III Interprofessional
Communication, a performance assessment may include:
(Table 6.2) [18].

Since different models of interprofessional practice may
be unfamiliar (or not transparent) to SPs, they may require
additional training or education to successfully assess indi-
vidual or team performance. For instance, what would
Competency 1, “Choose effective communication tools and
techniques” look like in a labor and delivery scenario with
nurse-midwives and OB-GYNs? With the development of
successful, inclusive clinical models, such as Team Birth,
SPs are challenged to evaluate performance that goes beyond
traditional models of team care. Using Team Birth objec-
tives, successful completion of this item might include a
birth plan on a whiteboard.

Even though standardized patients may not have had an
experience of a delivery that included the laboring mother and
birth partner, a nurse-midwife, and an OB-GYN as a team,
with training, they would still be able to determine if a birth
plan was shared and communicated to all team members (who
are likely going in and out of the patient’s room at different
times) “using effective communication tools and techniques.”

One team care case for social work and family nurse prac-
titioner learners provides a good example (see Table 6.3).
Shared patient interviews and team care benefit patients
(who only have to tell their story once) and providers (who
hear the same history and can ask follow-up questions in real
time). This model of team care is particularly appropriate for
complex patient cases that involve both mental health and
physical health findings. However, shared patient interviews
can create challenges. Providers from different professions
can find it difficult to negotiate competing and overlapping
goals in patient interactions and coordinate their individual

Communicate consistently the importance of teamwork in patient-centered care and population health programs and policies.

interactions with patients/clients. Patients who are unfamil-
iar with team interviews can be confused about the role of
each provider and without coordination, can feel that they
are being interrogated rather than cared for. Sharing the
expected competencies with simulated patients/clients helps
them to better understand the educational goals of the simu-
lation, the authentic challenges of real patients in these kinds
of interactions, and how best to give feedback to the learners
in the simulated encounter.

Finally, training materials — especially guidelines for
SPs giving feedback — should take into account best prac-
tices in IPSE and interprofessional facilitation [21, 22]. The
value of interprofessional simulation is not only in expos-
ing learners to different professional perspectives, but in
providing them with an opportunity to experience tension
and productive conflict in the practice of patient and client
care. While SPs are not content experts, training them in
the same facilitation techniques as clinical faculty adds an
important element to the quality of learner experience. In
debriefs, learners often defer to feedback they receive from
patients, and find it at least as credible as feedback from
faculty [23].

Scenario Development: Simulated Families
and Groups

Developing scenarios for individuals requires careful atten-
tion to the medical history, condition, and affect of the SP or
client; developing scenarios for simulated families adds a
new layer of complexity. Simulating families means simulat-
ing relationships under stress, depending on the scenario. For
instance, end-of-life scenarios demand a range of emotional
responses, including deep sadness, regret, guilt, fear, anxiety,
and anger [24]. Developing the specific strategies and script-
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Table 6.3 Case for social work and family nurse practitioner

Case Description:

I am Aaron/Erin Wessman (age 18) and have been referred to the clinic today for evaluation of my neck pain and to get a refill of
pain medicine. I was in a car accident about 5 months ago when I was rear-ended, and I hurt my neck. I have been worked up by
neurology and orthopedics and had imaging (cervical spine film and head and neck CT), none of which revealed significant
abnormality. I briefly tried physical therapy, but the pain was too great and I stopped going after 2 sessions. I thought it would get
better, but it has just gotten worse and worse. I was fired from my job at a retail clothing store because I couldn’t work due to the
pain. I returned to my parent’s home (I moved out when I was 17) and tried living there for over a month, but me and my mom got on
each other’s nerves. I am living with friends, sort of “couch surfing” for the last 2 weeks. I have constant pain in my neck and arms
and can’t do much. The only thing that helps is Vicodin and that is what I want a refill of today. I have been taking about 4 Vicodin
5/325 (1-2 every 4 hours) each day. I have also been taking mom’s Flexeril for muscle relaxation and to help with sleep for the last
2 weeks. Over-the-counter medications don’t work for me. Tramadol gave me stomach upset, so I don’t want that either. I drink
alcohol around 2-3 drinks about 3 times per week, mostly beer and wine. I don’t smoke cigarettes, but I do smoke marijuana most
days, because it helps with the pain.

Interprofessional Competencies:

The learner’s ability to coordinate a visit with a patient with chronic pain syndrome and drug-seeking behaviors utilizing interprofessional
collaboration.

Social Work Competencies: Family Nurse Practitioner Competencies:

Conduct a biopsychosocial problem-based history relative to
presenting problems

Demonstrate the ability to develop a beginning rapport with
a client

Demonstrate the ability to evaluate environmental and social
factors that could affect outcomes

Demonstrate the use of relevant assessment tools
Demonstrate the use of patient-centered care skills (meeting
patient’s needs, addressing feelings/concerns, identifying
health beliefs, exploring patient understanding, negotiating
treatment plan)

Formulate preliminary clinical conceptualization based on
subjective and objective data

Develop a holistic, evidence-based interprofessional
management plan with family nurse practitioner based on
patient risk factors, patient preferences and goals, current
management guidelines, and the use of resources that may
alleviate symptoms and promote health; prevent substance

Conduct a problem-based history and physical exam relative to presenting
problems

Demonstrate the ability to evaluate environmental and social factors that
could affect outcomes

Demonstrate the use of relevant assessment tools

Identify necessary laboratory or diagnostic testing for the evaluation of
chronic pain and substance use

Formulate appropriate problem-based diagnoses based on subjective and
objective data

Demonstrate knowledge of pharmacotherapy for the management of
chronic pain in a patient at risk for substance abuse

Develop a holistic, evidence-based interprofessional management plan with
social worker based on patient risk factors, patient preferences and goals,
current management guidelines, and the use of resources that may alleviate
symptoms and promote health; prevent substance abuse

Counsel patient on diagnoses and medications and management plan
Specify follow up

Demonstrate effective communication and interprofessional collaboration

abuse

Counsel patient on diagnoses and management plan options
(medical and psychosocial)

Specify follow up (day, time, interval, warning signs, teach
back for management plan)

Demonstrate effective communication and collaboration
with the nurse colleague

with social worker colleague

Case courtesy of Interprofessional Education and Resource Center, University of Minnesota; Mary Benbenek, Clinical Professor (School of
Nursing); and Joseph Merighi, Associate Professor and Director of Graduate Studies (School of Social Work)

ing to express these emotions, realistically simulate the deep
intimacy and historicity of family relationships, and repli-
cate those multiple times in the course of a simulation
requires time, rehearsal, careful preparation, and recalibra-
tion of performances.

Other types of groups (such as victims of a mass casualty
incident) also require careful coordination and choreography.
While they do not necessarily require a simulated familiarity,
they do require realistic responses (such as dissociation, ter-
ror, or voyeurism) to crisis situations. Structuring those
responses — and coordinating them with any medical or psy-
chological challenges built into the scenario — necessitate
specialized training techniques [25].

Scenario Development: Hybrid Simulations

SPs and SPs as embedded participants (EP) (individuals who
portray a role in the scenario in order to ensure successful
execution) add substantially to the realism of hybrid scenar-
ios but face special challenges in working with partial task
trainers and mannequins. Standardized patients need to be
trained in the operation of partial task trainers, mannequins,
and other equipment necessary to the implementation of the
scenario. A standardized patient practicing with wearable
birthing trainer prior to simulating an obstetric emergency
(with another SP as her embedded participant birth partner)
in a hybrid simulation (see Fig. 6.3).
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Fig. 6.3 A standardized patient practicing with wearable birthing
trainer in a hybrid simulation

This training should include troubleshooting with devices
so they can assist with problem-solving if malfunctions
should occur during implementation (see Fig. 6.3). While
this sometimes requires the intervention of a technician, an
EP or SP can improve the experience of learners even in a
sub-par simulation encounter.

Additionally, EPs and SPs also require coordination in
their performances. Like group scenarios, this may include
close, familial relationships, but it may also include more
distant, even adversarial relationships when SPs are portray-
ing healthcare professionals or an intrusive element.

Scenario Development: Patient-Centered
and Patient-Driven Simulation

The development and implementation of patient-centered
and patient-driven simulations offers enormous benefits to
learners, practitioners and, of course, patients and patient’s
families. However, these simulations pose unique challenges
for the SPE, crossing boundaries between fiction and fact,
and potentially, education and therapeutic intervention.

Part of the challenge lies in understanding the defini-
tions of “patient-centered” and “patient-driven” simulation
[7]. As noted in Arnold et al., in patient-centered simula-
tion, “patients’ views, needs, and goals for education are
the focus of the simulation as opposed to the needs of a
program of study or a healthcare professional group” [7
p-S51]. SPEs are uniquely positioned to serve as transla-
tors, ambassadors, and advocates, bridging the gap between
providers and patients, systems and families. SPEs day-to-
day work — moving fluidly between the learners learning

needs, faculty objectives, and the realities of patient experi-
ence — offers a perspective that has no analog in healthcare
education.

Just as we cannot assume that a “team of experts” will
make an expert team, we cannot assume that content exper-
tise will lead to an “expert case” [26]. Yet, we have no crite-
ria for optimal simulation cases or optimal case development.
Just as scholars have established how much “realism” is
required for effective simulation, so we have the opportunity
to try to establish how much specificity (and what kind) is
required for an authentic case designed for meaningful learn-
ing. Patient-centered and patient-directed simulation offers
intriguing opportunities for research in this arena. SP/EP
scenario development can become more of a “co-production”
by patients/clients and educators [27] and less of a “mirror
for the teachers’ preconceptions” [28].

Summary

Scenario development and training techniques must be
responsive to the specific needs of clinical context experts
and learners. As healthcare systems around the world change,
our case development and training techniques need to change
with them. The fundamental principles of scenario develop-
ment and training noted above should apply to all SP-based
simulations, but there are special concerns and consider-
ations (consistent with the ASPE Standards of Best Practice)
in simulations that apply to newer models of care, innovative
medical technologies, and/or emerging simulation tech-
niques. These include: patient-centered/patient driven simu-
lation; hybrid simulations combining live role players with
wearable task trainers; simulated families or groups; and
most importantly, interprofessional simulation. As more
healthcare professions require interprofessional education
and refine their standards for program accreditation, these
recommendations will take on added importance.

Scenario development is a team process, beginning with
the educational objectives for the activity. The teaching fac-
ulty—in partnership with other clinicians, SPEs, SPs, and
community members from underrepresented groups—
should be the ones involved in designing the formative and
summative activities for the skills taught. This provides a
feedback loop on teaching effectiveness while avoiding pit-
falls surrounding one person’s opinion or personal prefer-
ence. Good scenario development takes time, is an iterative
process, and should be done on a routine basis in order to
develop the skills of the participants working as a team and
to increase the size of the case bank for security reasons.

The use of a template will provide a standardized approach
to providing everything the SPE needs to implement a sum-
mative assessment of clinical skills. Pilot testing of cases
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must be done using volunteer learners, residents, or faculty
members unfamiliar with the case, but with similar experi-
ence to the learners with whom it will be used, to see how the
case will perform prior to use. Then, the case writing com-
mittee should make any needed adjustments to best meet the
educational objectives.
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