o EHEFBPEFERERS
& PR S IS 1

SPHBER [t=FIE] BAIMiZUA52hR

The “Seven Sins” of SP Education and How to Overcome Them

273 MD, PhD, CHSE
SMFEFESSRPERSR




3708
Conflict of Interest
- R EEFEERMRPIEFRETH
* IS — A REREHEFHRURESH
* IR — A RERRPIEER I 157
 IRECTRA BB EME (ASPE ) LHRIREERRER
* iSIM (Improving Simulation Instructional Methods) RIESITEIPABL =

« BMJ=FH|J Simulation and Technology-enhanced Learning HiH4RZ=



F X Bin

BT AIR R | IrAREE

- SIEESPHIEREMAYIERE ;

+ RBBASPERRIESLIITERNINE SIEHER |

- R AR{EENASPER(ESEIR IR HE R Bt SIEiE MIIsPEIFH
HIE DIalRE,




1. HpUsPAN=INIA



IFE [tRERA
a7 EITA ?




SPRI&Z R SE——KEAY

ESSENTIAL READINGS IN
PROBLEM-BASED LEARNING

aited by
e e

Dr. Stephen Abrahamson Dr. Howard Barrows Prof. Ronald Harden Dr. Paula Stillman



e 1963%F ,

SPRY&Z RSB ——XESH

SE[E Dr. Howard Barrows 5Dr. Stephen AbrahamsonBIR{EFREZEAR]

HFPRSIAN “EFUBA" | HF196e4FHITRXIRE

e 1991%F ,

 1972%F , SEEDr. Paula Stillman IR E AMEAIBIEEIFIRIENSR

- 1975%F , 32[F Prof. Ronald Harden 12 ZEWMREMIRER=ER ( OSCE ) RIS
HANSPIERENFER

- 1989%F , EALMSE, N 136 FREZREEE 94 FRER: ( 70% ) (EiRiE2]
FHEA T SPEREZEFER

EHEEZEES (cvB ) BUZBEIT , Dr. Paula Stillman 3§ sp IS

wAREEZHE | FREPREIESRSP



SPRY&Z RSB ——XESH

+ 19926F , MNEXEFZRSE ( MCC) 1§ SP MAINNEXEDEEE
- 19935F , REIEFFHE—IIL sp , IEVFH RN

- 1998£F , EEIIMNEIEFEEITAIRZINERS ( ECFMG ) TEInFIREES
(CsA) RIEAY sp WHMEIEFERGER RS RERIAGENHITEZ

* 20015F , SE—EIXISPEIB A RBIINSASPEREAL
* 2003£F , TECMBHAYEENT , FEFISSPRISFRSPRIEZGRS

- 2003%F , EEEEVVEEFHBEERS ( ACGME ) EHeKIZUIIENLZEHR
ZiSiEAsPR{TRHEDVEM




SPRY&Z RSB ——XESH

« 20045F , EEEREFFEZRS ( NBME ) FInEEEEhih a7t
( UsMmLE ) B9 il 1TliEARB I EEE T , FHEH sP {EAEZFER

o 2213£E , S FRETSMIEKREIDHREEE , 5RA oscE AR , #+

1ZH sP (FAEZEFE

- 20155F , FEEREFFiHP L ( NMEC) E14FFEFBRPE TR
RV EIDE R B M ERBAE—MEREIERT | FEEHFERSEANSH sp

- 20165F , RERFIANEIMERE 5 FiERE 55— ERSEIIER
&Rz

HRPMASPRIF

- 20175F2 , SPREEEANPEIERREINE SIS E e GeE 4



SPIEEE S A SRR




SPIEFRERNZAIIX

 SPIERESBEII25FRBE......

- SPRIIAR . RRSXIRRHFRTE
- SHATFEZITFN

- IROABTFHF

- BUHETRRA? ?




2. SPZI SR LRI |n) el



N O U R W NKH

SPIEFSIEAIERR [GFIE]

sPizFZZAKERIE
SP{Lie

sPEJih. ZiFilhie
SPIE=EEE /2P {Lie
sp [¥izsLB] i
sPizFRBRIE
SPIME{EIN{EIL



s [tF=IE] —SPZEH(KERS

[EREDHIVE R ARHRUEHIALL | sPREFEIRAY—FiEAZ ]




SPHE [TFRIE] —SPHILIE

FRENANRELZ—FEERB
SPEW% *?(IEJ flh'nﬁ:gu of simulated patients in medical

education: AMEE Guide No 42’

JENNIFER A. CLELAND', KEIKO ABE? & JAN-JOOST RETHANS®

$ ull= o [ — |
% S P n L‘ E "University of Aberdeen, UK, 2Gifu University, Japan, University of Maastricht, The Netherlands
TG 5R J ]

Abstract

Medical training has traditionally depended on patient contact. However, changes in healthcare delivery coupled with concerns

about lack of objectivity or standardization of clinical examinations lead to the introduction of the ‘simulated patient’ (SP). SPs are
now used widely for teaching and assessment purposes. SPs are usually, but not necessarily, lay people who are trained to portray
o000 00 a patient with a specific condition in a realistic way, sometimes in a standardized way (where they give a consistent presentation
which does not vary from student to student). SPs can be used for teaching and assessment of consultation and clinical/physical
examination skills, in simulated teaching environments or in situ. All SPs play roles but SPs have also been used successfully to
give feedback and evaluate student performance. Clearly, given this potential level of involvement in medical training, it is critical
to recruit, train and use SPs appropriately. We have provided a detailed overview on how to do so, for both teaching and
assessment purposes. The contents include: how to monitor and assess SP performance, both in terms of validity and reliability,
and in terms of the impact on the SP; and an overview of the methods, staff costs and routine expenses required for recruiting,
administrating and training an SP bank, and finally, we provide some intercultural comparisons, a ‘snapshot’ of the use of SPs
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KT EZI—I%K EHEE (SOBP)

Karen L. Lewis'”, Carrie A. Bohnert?, Wendy L. Gammon?®, Henrike Holzer, Lorraine Lymans, Cathy Smith®,
Tonya M. Thompson’, Amelia Wallace® and Gayle Gliva-McConvey’
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mR1xitEtTvE ( Standards of Bes
Abstract
° In this paper, we define the Association of Standardized Patient Educators (ASPE) Standards of Best Practice (SOBP)
ra ct I ce 7 for those working with human role players who interact with learners in a wide range of experiential learning and

assessment contexts. These human role players are variously described by such terms as standardized/simulated
o] o— patients or simulated participants (SP or SPs). ASPE is a global organization whose mission is to share advances in
° 'S‘_l S ;E = A . SP-based pedagogy, assessment, research, and scholarship as well as support the professional development of its
AS P E* /TI R ]. K S O P CO m m Itte e members. The SOBP are intended to be used in conjunction with the International Nursing Association for Clinical
Simulation and Learning (INACSL) Standards of Best Practice: Simulation®, which address broader simulation practices.
;E i & [ v e | We begin by providing a rationale for the creation of the ASPE SOBP, noting that with the increasing use of simulation
E y |9 $ E in healthcare training, it is incumbent on ASPE to establish SOBP that ensure the growth, integrity, and safe application
= of SP-based educational endeavors. We then describe the three and a half year process through which these standards
—_— /_ _ ~ were developed by a consensus of international experts in the field. Key terms used throughout the document are
. — r H H M f i I defined. Five underlying values inform the SOBP: safety, quality, professionalism, accountability, and collaboration.
¢ . 2 O 1 7'E — :tAd Va n Ce S I n S I m u I at I O n E I D Finally, we describe five domains of best practice: safe work environment; case development; SP training for role
portrayal, feedback, and completion of assessment instruments; program management; and professional development.
Each domain is divided into principles with accompanying key practices that provide clear and practical guidelines for
I | : achieving desired outcomes and creating simulations that are safe for all stakeholders. Failure to follow the ASPE SOBP

could compromise the safety of participants and the effectiveness of a simulation session. Care has been taken to

RN N N — make these guidelines precise yet flexible enough to address the diversity of varying contexts of SP practice. As a
° 7& 1J: ?j_b:t = S = \ = living document, these SOBP will be reviewed and modified periodically under the direction of the ASPE Standards of
m — s -LA/ l ~ ’l:l\ Ex I = Iz jk i E Practice Committee as SP methodology grows and adapts to evolving simulation practices.

Keywords: Patient simulation, Simulation training, Standards, Simulated patient, Standardized patient, Simulated
o patient methodology, Standardized patient methodology, Case design, Feedback, Training

The Gobal NetworkforHuman Simelaton Eéucation
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Lewis, K. L., Bohnert, C. A.,, Gammon, W. L., Holzer, H., Lyman, L., Smith, C,,
Thompson, T., Wallace, A., Gliva-McConvey, G. (2017). The Association of
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THE ASSOCIATION OF STANDARDIZED PATIENT EDUCATORs  °® 1.3.3 Ensure that SPs understand if and how they
are being compensated before accepting work
(e.g., may include payment for training and work
time, travel expenses, food vouchers, gift cards).
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Introduction

We have found the AMEE guide, ‘The use of simulated patients
in medical education’ (Cleland et al. 2009) to be a helpful
summary of the current state of simulated patient (SP)
methodology in medical education. In this Viewpoint, we
highlight features of the Guide, challenge concepts and
propose future directions for SP methodology and pro-
grammes. We draw on the literature and our experiences of
England, Canada and

SP methodology in  Australia,

Switzerland, and offer SP, faculty and student perspectives.

The use of simulated patients in medical
education: Guide supplement 42.1 - Viewpoint'

DEBRA NESTEL', CARINE LAYAT BURN?, SHANE ALAN PRITCHARD', RONALD GLASTONBURY'

"Monash University, Australia, University of Applied Sciences Health Sciences, Switzerland, University of Toronto, Canada

education but offering scholarly insight to performance

training.
We wonder the extent to which SP-based education is
culturally and/or contextually (and discipline) bound.

Although many elements of SP methodology are likely to be
shared, others may not of which there were several examples
in the Guide. These differences may be a reflection of local
needs and the curricula in which SP-based education is
located, but it may also be a result of the limited evidence-base
which Cleland et al. (2009) articulate. We too acknowledge the
excellent work of Wallace (2000), especially in assessment-
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Principle Practice

1.1.1 Ensure safe working conditions in the
design of the activity (e.g., number of
rotations, number of breaks, physical,
cognitive, and psychological challenges
in the role portrayal).

1.1.2 Anticipate and recognize potential
occupational hazards, including threats
to SP safety in the environment
(e.g., allergenic substances, exposure to
sharps, air quality, live defibrillators).

1.1.3 Screen SPs to ensure that they are
appropriate for the role (e.g., no conflict
of interest, no compromising of their
psychological or physical safety).

1.1 Safe work practices
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3.2 Training for
role portrayal

3.2.1 Review with SPs the key objectives,
responsibilities, context (e.g., formative,
summative, level of learner, placement
in curriculum) and format (e.g., length
of encounter, type of encounter) of
each activity.

3.2.2 Engage SPs in discussion and practice of
role portrayal features (e.g., affect, signs
and symptoms, behaviors).

3.2.3 Provide SPs with strategies to deal
with unanticipated learner questions
and behaviors.

3.24 Ensure consistency and accuracy of role
portrayal of individual SPs, and among
groups of SPs portraying the same role.

3.2.5 Ensure SP readiness for the simulation
activity through repeated practice and
targeted feedback.
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° E*mmu Ps] Hg E#ﬂ#iﬁﬁ] &tﬁ 4.2 Expertise 4.2.1 Possess depth of knowledge in SP methodology.

4.2.2 Advocate for the integration of SP methodology

into the curriculum where appropriate.
4.23 Identify when SPs should be incorporated into

 GTA/MUTASPETA a simulation activiy.

4.24 Collaborate with subject matter experts to design
SP cases, training, and assessment materials.

4.2.5 Train SPs according to scenario or project
parameters.
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Standardized Patient (SP) \ stan-der- diz-d \ pa-shent \ noun
[Note: this term 1s often synonymous with Simulated Patient]

Etym. standard - “authoritative or recognized exemplar of quality

<

or correctness” (late 15¢.). Meaning “rule, principal or means of
judgment” 1s from 1560s. That of “definite level of attainment” 1s

attested from 1711 (as in standard of living, 1903).

Etym. patient — (n.) “suffering or sick person under medical
treatment,” late 14c.

Definition

» A person who has been carefully coached to simulate an actual
patient so accurately that the simulation cannot be detected by a
skilled clinician. In performing the simulation, the SP presents
the gestalt of the patient being simulated; not just the history, but
the body language, the physical findings, and the emotional and
personality characteristics as well (Barrows 1987).

An individual trained to portray a patient with a specific condition
1 a realistic, standardized, and repeatable way and where
portrayal/presentation varies based only on learner performance;
this strict standardization of performance in a simulated session

1s what can distinguish standardized patients from simulated
patients.

* SPs can be used for teaching and assessment of learners including
but not limited to history/consultation, physical examination, and
other clinical skills in simulated clinical environments (ASPE).
SPs can also be used to give feedback and evaluate learner
performance (ASPE).

* An individual who is trained to portray a real patient in order
to simulate a set of symptoms or problems used for healthcare
education, evaluation, and research (SSH).

More commonly used in the USA and Canada in large part because
SPs participate in high stakes assessments in which SP responses
to the learner were standardized; in recent years as SPs have been
included in more formative teaching scenarios, its meaning has
become interchangeable with the term simulated patient.
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GTA/MUTASPETA
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Principle

Practice

5.1 Career
development

5.2 Scholarship

5.3 Leadership

5.1.1 Develop and promote expertise in knowledge,
skills, and attitudes related to SP-based simulation.

5.1.2 Develop and promote expertise in theories,
principles, and processes of education and
assessment relevant to the context of one's
practice (e.g., medical education, nursing
education, legal, and law enforcement training).

5.1.3 Maintain membership in professional simulation
societies (eg., ASPE, ASPiH, INACSL, SESAM, SSH).

5.14 Engage in educational opportunities
(e.g., professional conferences, courses, degree
programs, certifications).

5.1.5 Develop personal management skills (e.g., time
management, wellness strategies, career planning).

5.1.6 Seek out opportunities for career mentoring.

5.2.1 Develop an understanding of the range of
opportunities for scholarship in SP methodology.

5.2.2 Identify and/or develop new contexts for SP
methodology.

5.2.3 Contribute to the evolution of best practices
through innovation, research, and dissemination
of emerging methods in various venues
eg. publications, presentations).

5.3.1 Promote understanding and development of SP
methodology locally, nationally, and internationally.

5.3.2 Mentor and support SPs and other SP educators
within one’s institution and within the community
of practice.

5.3.3 Seek out and advocate for growth of leadership
skills (e.g., collaboration, team building, change
management, interpersonal effectiveness, conflict
resolution).
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Evaluation of symptom checkers for self diagnosis and triage:

audit study

Hannah L Semigran,' Jeffrey A Linder,? Courtney Gidengil,>* Ateev Mehrotra*®

STUDY QUESTION
What s the clinical accuracy of symptom checkers for
diagnosis and triage?

SUMMARY ANSWER

Symptom checkers provided the correct diagnosis in one
third of evaluations and suggested appropriate triage

in approximately half of the evaluations. Although both
outcomes varied by the severity of the condition, advice
on triage was generally risk averse, suggesting users seek
care for their conditions when medical attention was not
necessary.

WHATIS KNOWN AND WHAT THIS PAPERADDS

Members of the public are increasingly tuming to the internet
to research their health concerns, and symptom checkers,
which are offered by physicians’ organisations, health
plans, governments, and private companies, attempt to
streamline and improve this process. This was the first large
evaluation of the clinical performance of symptom checkers.

Selection criteria for samples

Using searches of Google and app stores, we identified
23 symptom checkers that were in Enghsh were free
were publiglya e e

cal advice
divided equally Tnto g
care is required, non-emergent care is reasonable and
a medical visit is generally unnecessary and self care
is sufficient.

Primary outcomes

correctly recommended seeking emergent care, non-emer-
gent care, or self care.

Main results and role of chance

The 23 identified symptom checkers were based in
the United Kingdom, United States, Netherlands, and
Poland: 11 provided both diagnoses and triage advice,
eight provided only diagnoses, and four provided only
triage advice. Performance was assessed on a total of
770 standardised patient evaluations for diagnosis and
532 standardised patient evaluations for triage. The 23
symptom checkers provided the correct diagnosis first
in 34% (95% confidence interval 31% to 37%) of stand-
ardised patient evaluations, listed the correct diagno-
sis within the top 20 diagnoses given in 58% (55% to
62%) of standardised patient evaluations, and provided
the appropriate triage advice in 57% (52% to 61%) of
standardised patient evaluations. Performance on tri-
age varied by urgency of condition, with appropriate tri-
age advice provided in 80% (95% confidence interval
75% to 86%) of emergent cases, 55% (47% to 63%) of
non-emergent cases, and 33% (26% to 40%) of self care
cases (P<0.001).
Bias, c ding, and other for caution

We used clinical vignettes in which the symptoms and
diagnoses were typically clear, and few had comorbid
conditions, resulting in a possible overestimation of the
true clinical accuracy of symptom checkers. We also do
not have data on the clinical performance of physicians
with the same standardised patient vignettes, preventing
adirect comparison between symptom checkers and physi-

FHEMARBNLR

Research Letter
March 2015

Standardized Patient-Based Assessment of
Dermatology Resident Communication and
Interpersonal Skills

Stephanie Wang, BS'; Lynda Shadrake, BS2; Milena J. Lyon, MD'; et al

» Author Affiliations | Article Information

JAMA Dermatol. 2015;151(3):340-342. doi:10.1001/jamadermatol.2014.3646

Effective physician-patient communication is essential for the delivery of quality dermatolog-
ic care. The Accreditation Council for Graduate Medical Education recognizes the importance
of physician communication and interpersonal skills (CIS) as proficiency in these skills is iden-
tified as a core competency in the Program Requirements for Graduate Medical Education in
Dermatology.1 We developed and piloted a 6-station objective structured clinical examination
(OSCE) using standardized patient (SP)-based assessments for use in dermatology residency

programs to assess CIS.

BMJ

JAMA
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Practical Considerations

LRSS

Portfolios, logbooks, chart review, obser
peer evaluations, “stealth/incognito patients”

FHhiEE, TEAE. mHiEE. MWERER.

FTEY. EEEE
OSCEs, Simulations

MR,

Written tests (short answers, essays)
PEZ (BHEE. &X)

Written tests (MCQs, matching)

PEB ( ZI5~A, BoXIRR )

Miller, GE. Acad Med. 1990; 65(9 Suppl):S63-7.
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Open Access

An integrative OSCE methodology for enhancing
the traditional OSCE program at Taipei medical
university ospital - a feasibility study

Che-Wei Lin"?", Daniel L Clinciu**', Mark H Swartz>!, Chien-Chih Wu®, Gi-Shih Lien”, Cho-Yu Chan®,
Fei-Peng Lee® and Yu-Chuan Li"*"

Abstract

Background: Continuous development and use of new technologies and methodologies are key features in
improving the learning, performance, and skills of medical students and students of all health care professions.
Although significant improvements in teaching methodologies have been made in all areas of medicine and health
care, studies reveal that students in many areas of health care taking an objective structured clinical examination
(OSCE) express difficulties. Thus, this study was planned as a feasibility study to assess the educational effectiveness
of an integrated objective structured clinical examination (iOSCE) using both standardized patients and virtual
patients.

Methods: Thirty (30) medical students in their first year of internship at Taipei Medical University volunteered to be
part of a feasibility study for demonstrating the concept of iOSCE. They divided themselves into five groups of six
students each and were requested to evaluate two cases: 1) a patient with abdominal pain and 2) a patient with
headache using a combination of a standardized patient and a virtual patient. For each of the two cases, five
stations were designed in which students were given ten minutes per station leading to a final diagnosis and
concluded with a debriefing. The five stations were:

e Station 1) Interacting with the standardized patient.
e Station 2) Writing the patient note and developing a differential diagnosis.
e Station 3) Selecting appropriate laboratory and imaging studies.

e Station 4) Making a final diagnosis and stating the evidence for it.

e Station 5) Having the debriefing.

Each group of 6 students was assigned 2 hours per day for each case. All participants completed a survey regarding
the usefulness and efficiency of the iOSCE.

3Ll EE (iOSCE )

{migi :
- integrated EaIURY
- informative {52/
- investigative ERSTIERT

- innovative SUFRTERY
- (i XEBBAJOSCE :

Objective Structured Clinical
Eexperience
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If you want to go quickly, go alone.
If you want to go further, go together
HEEI{T a2 %E, 55 MiiT/5 20
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