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Abstract
In this paper, we define the Association of Standardized Patient Educators (ASPE) Standards of Best Practice (SOBP)
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
patients or simulated participants (SP or SPs). ASPE is a global organization whose mission is to share advances in
SP-based pedagogy, assessment, research, and scholarship as well as support the professional development of its
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: SimulationSM, which address broader simulation practices.
We begin by providing a rationale for the creation of the ASPE SOBP, noting that with the increasing use of simulation
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
defined. Five underlying values inform the SOBP: safety, quality, professionalism, accountability, and collaboration.
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
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
make these guidelines precise yet flexible enough to address the diversity of varying contexts of SP practice. As a
living document, these SOBP will be reviewed and modified periodically under the direction of the ASPE Standards of
Practice Committee as SP methodology grows and adapts to evolving simulation practices.
Keywords: Patient simulation, Simulation training, Standards, Simulated patient, Standardized patient, Simulated
patient methodology, Standardized patient methodology, Case design, Feedback, Training

Introduction
Human simulation is a recognized methodology that
involves human role players interacting with learners
in a wide range of experiential learning and assessment contexts. At the inception of the practice, the
human role players portrayed patients and were
commonly referred to as standardized or simulated
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patients (SPs). In more recent years, SPs may portray
an expanded scope of roles (e.g., clients, family
members, healthcare professionals). There is increasing recognition that SP methodology can be applied
to the work of any individual portraying a human in
any simulation modality (e.g., confederates, learners
playing roles other than themselves, technicians operating a manikin). At the same time, there also may
be distinctions in the nature, scope, and function of
those who portray roles. For example, confederates
have been described as health professionals who are
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“planted” in a scenario to guide it while SPs act as a
proxy for the person that they represent and often do
not have a health professional background [1, 2].
The Association of Standardized Patient Educators
(ASPE) is the global organization focused on human
simulation [3]. ASPE’s mission is to share advances in
SP-based pedagogy, assessment, research, and scholarship. It also supports the professional development of
those who engage in human simulation. Therefore, it is
incumbent on ASPE to pronounce underlying values and
to establish Standards of Best Practice (SOBP) that ensure
the growth and integrity of SP-based endeavors.
The ASPE SOBP provide clear and practical guidelines for educators who work with SPs. Care has been
taken to make these guidelines precise and yet
flexible enough to address the diversity of varying
contexts of SP practice. Broader simulation practices
are addressed in the International Nursing Association for Clinical Simulation and Learning (INACSL)
Standards of Best Practice: SimulationSM [4–11]. The
ASPE SOBP are intended to be used in conjunction
with the INACSL standards. Potential consequences
of not following the ASPE SOBP relate to compromising both the safety of participants and the effectiveness of a simulation session.

Process of SOBP development
The ASPE SOBP have been determined by the consensus opinion of a number of expert educators in the field
of SP methodology. Experts have been identified as individuals who have contributed greatly to the scope and
development of SP methodology, which had its inception
in 1964. This consensus is based on evidence and practice, drawn from a variety of sources and methods, and
reflects the perspectives of many cultures and fields of
practice. In addition to citing specific references within
this document, we also provide a list of essential references that informed its creation (Additional file 1: Essential Reading List).
The development of the standards began at a meeting
(December, 2013) of a group of North American experts

in the field of SP methodology selected by then ASPE
President, Gayle Gliva-McConvey, and ASPE Standards
of Practice (SOP) Committee Chair, Wendy Gammon
(Table 1). A modified Delphi process [12] was used to
identify domains, which form the basis of this document.
A draft of this first round was presented at the January,
2014, meeting of the ASPE Board of Directors. Round
two involved widening the field to include ASPE experts
outside North America to review the domains and their
principles (Table 2). Round three involved a final separate consensus for unification of this document by a team
of reviewers (June, 2016) drawn from the ASPE Board of
Directors (Table 3). These experts made final revisions
(including changing the draft’s title from SOP to SOBP)
and prepared this manuscript.

Terms related to SP methodology
For the purposes of this document, we will expand
on some key terms relevant to SP methodology. Our
understanding of these terms is aligned with the definitions in the Society for Simulation in Healthcare’s
(SSH) Healthcare Simulation Dictionary [13] and the
INACSL Standards of Best Practice: SimulationSM
Simulation Glossary [11] and, in some cases, reflects
additional nuances that are emerging from our
practices.
The terms standardized patient and simulated
patient (SP) are often used interchangeably and refer
to a person trained to portray a patient in realistic
and repeatable ways. SPs interact with learners in
experiential education and assessment contexts.
Learners, depending on the context, are variously described as students, trainees, participants, examinees,
or candidates. SPs can also provide feedback on
learner performance from the perspective of the person they portray, which is unique to working with
SPs. As noted in the rationale, SP-based education
has grown in size and scope of practice to include
many different roles. For this reason, the term simulated participant is being used as a more inclusive
term to refer to all human role players in any

Table 1 Working Committee, December 2013
Carrie Bohnert

USA

Chair, ASPE Educational Content Committee, 2013–2015

Gail Furman

USA

National Board of Medical Examiners, founding member of ASPE

Wendy Gammon

USA

Chair, ASPE Standards of Practice Committee, 2013–2014

Gayle Gliva-McConvey

USA

President, ASPE, 2012–2013

Nancy McNaughton

Canada

Chair, ASPE Grants and Research Committee, 2014–2015

Cate Nicholas

USA

Chair, ASPE Grants and Research Committee, 2012–2013

Tamara Owens

USA

President, ASPE, 2008–2009

Sydney Smee

Canada

Medical Council of Canada

Diana Tabak

Canada

Chair, ASPE Hybrid Special Interest Group
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Table 2 Reviewers, January 2014–2015
Connie Coralli

USA

Chair, ASPE Educational Resources Committee, 2013–2015

Melih Elcin

Turkey

Member Liaison, ASPE, 2014–2015

Valerie Fulmer

USA

Chair, ASPE Publications Committee, 2014–2015

Carine Layat-Burn

Switzerland

Chair, ASPE International Committee, 2014–2015

Karen Lewis

USA

President, ASPE, 2014–2015

Lorraine Lyman

USA

Chair, ASPE Standards of Practice Committee, 2014–2016

Debra Nestel

Australia

Simulated Patient Network

Jan-Joost Rethans

Netherlands

Chair, ASPE International Committee, 2007–2008

Karen Reynolds

United Kingdom

Vice President for Operations, ASPE, 2014–2015

Cathy Smith

Canada

Chair, ASPE Conference Committee, 2013–2016

Amber Walton

USA

Vice President for Operations, ASPE, 2011–2013

simulation context. In this document, the term SP refers to all of these nuances.
The context in which SPs are working determines
the degree of repeatability or standardization
(consistency and accuracy) of their behavior, both
within an individual SP’s performance and between
SPs portraying the same role. This behavior can be
seen as part of a continuum. On one end of the
continuum, in high stakes assessment, SPs may be
trained to behave in a highly repeatable or standardized manner in order to give each learner a fair and
equal chance and are often referred to as standardized patients. It is important to note that in this
context, SPs are individuals whose behavior has been
standardized. In formative educational settings, where
standardization may not play an important part of the
session design, carefully trained SPs are able to respond with more authenticity and flexibility to the
needs of individual learners and are referred to as
simulated patients.
The term actor is sometimes used to refer to an SP.
While both SPs and actors are performing roles, and
acting practices and theories can inform SP work, the

Table 3 Final Working Group, 2016–2017
Carrie Bohnert

USA

Vice President for Operations, ASPE, 2016–2017

Henrike Hölzer

Germany

Chair, ASPE International Committee,
2016–2017

Karen Lewis

USA

Chair, ASPE Standards of Practice Committee,
2017–2018

Lorraine Lyman

USA

Chair, ASPE Standards of Practice Committee,
2014–2016

Cathy Smith

Canada

Chair, ASPE Conference Committee,
2013–2016

Tonya Thompson

USA

Chair, ASPE Grants and Research Committee,
2016–2017

Amelia Wallace

USA

Chair, ASPE Educational Content Committee,
2016–2017

scope of what an SP and an actor does is very different. In general, actors are fulfilling the objectives of a
playwright and/or a director and perform for the entertainment of an audience. In healthcare simulation,
actors may be hired to perform in an educational activity;
however, as SPs, they are doing something different from
actors. They are part of an educational team, focused on
fulfilling the learning objectives of a simulation activity in
service to learners.
We use the term client to refer to individuals or
groups who contract with an SP program for various activities. The term SP educator is used to refer to those
who work to develop expertise in SP methodology and
are responsible for training and/or administering SPbased simulation. Some may be trainers who exclusively
work with SPs, while some may be faculty or healthcare
professionals who work with SPs as part of their clinical
and/or academic roles.

Discussion
The SOBP are organized into five domains: 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. The practices are
numbered for ease of reference. Not all practices are
applicable to every situation, and the order in which
the practices emerge may vary.
The domains are informed by five underlying values
that support SP-based educational practices: safety,
quality, professionalism, accountability, and collaboration (Fig. 1). Safety is the cornerstone of simulation
practice. In that regard, it is the most central of all
values because safety is a principle motivation for
using simulation. In turn, simulation must be conducted in a safe manner that minimizes the risk to all
stakeholders, no matter the activity. Quality refers to
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or program staff—have a safe psychological and physical
learning environment (see INACSL Standard: Professional Integrity [8]). For the community of SP educators,
there are three distinct principles related to creating a
safe work environment: safe work practices, confidentiality, and respect.

Principle

Practice

1.1 Safe work practices

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).
1.1.4 Allow SPs to opt out of any given activity
if they feel it is not appropriate for them to
participate.
1.1.5 Brief SPs so they are clear about the
guidelines and parameters of a simulation
activity.
1.1.6 Provide SPs with strategies to mitigate
potential adverse effects of role portrayal and
prevent physical injury or fatigue.
1.1.7 Inform SPs and clients about the criteria and
processes for terminating a simulation if they
deem it harmful.
1.1.8 Structure time and create a process for
de-roling and/or debriefing.
1.1.9 Monitor for and respond to SPs who have
experienced adverse effects from participation
in an activity.
1.1.10 Provide a process for SPs and clients to
report adverse effects from participation
in an SP activity (e.g., documentation and
action steps to resolve the situation).
1.1.11 Support SPs who act in accordance with
delineated program expectations if a
complaint is made about them.
1.1.12 Manage client expectations of an SP’s
possibilities and limitations.
1.1.13 Work with clients to clearly define the
expected scope of SP involvement in work
assignments.

1.2 Confidentiality

1.2.1 Understand the specific principles of
confidentiality that apply to all aspects
of each simulation event.
1.2.2 Ensure that SPs understand and maintain
the principles of confidentiality related to
specific simulation events.
1.2.3 Protect the privacy of the personal information
of all stakeholders, including that which may
be revealed within a simulation activity.

1.3 Respect

1.3.1 Respect SPs’ self-identified boundaries
(e.g., modesty, limits to physical touch, impact
on person).
1.3.2 Provide SPs with adequate information so
that they can make informed decisions about
participation in work assignments.
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).

Fig. 1 ASPE underlying values and SOBP domains

assuring and pursuing continuous improvement. We
establish and follow standards of excellence in education,
training, and research. Professionalism mandates that
we are part of a community of professionals and act in
accordance with common ethics, values, and standards.
Accountability dictates a commitment to serving the
needs of our stakeholders and informing the public
about our practices. Collaboration requires sharing best
practices with colleagues on a local and global scale. It
is essential to the growth and development of SP-based
practice.
While the domains and values are presented in
separate sections, we acknowledge that they are not
mutually exclusive. There are elements of all of the
values in each of the domains, and there are overlapping practices that have been housed in each domain
for ease of organization for the reader and to reiterate
the importance of the practice (Fig. 1).
This foundational document offers both practical
and at times, aspirational guidance. Future iterations
of these standards will include more advanced and
specialized domains, including SPs who train other
SPs, facilitate sessions with learners, and act as teaching associates (e.g., in gynecological, male urogenital,
and other physical examinations). This is a living
document that will be reviewed and modified periodically under the direction of the ASPE Standards of
Practice Committee as SP methodology grows and
adapts to evolving simulation practices.
Domain 1: safe work environment

It is incumbent on simulation educators to ensure that
all stakeholders—be they SPs, learners, faculty, patients,
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Domain 2: case development

Domain 3: SP training

While curricular or programmatic goals drive teaching and
evaluation activities, the design and development of materials required for SP-based contributions to these activities
are critical aspects of the SP educator role. For the purpose
of this document, the materials include all descriptive case
documents, any supporting documents (e.g., diagrams, photos, patient education literature, rating forms), evaluation
instruments, training resources (e.g., references and videos),
and training protocols an SP needs to prepare for a teaching or evaluation activity. It is important to recognize that
SP cases have multiple components that reflect the different
users of a case, such as SP educators, SPs, learners, raters,
and administrators. The development of these materials is
optimized when employing a collaborative, multistep
process, utilizing a set of best practice guidelines for designing simulations (see INACSL Standard: Simulation Design
[9]) as well as guidelines relevant to the professional context (e.g., medicine, law). Given the importance of caserelated materials to the work of SPs, expertise in the development of teaching and evaluation materials is critical for
SP educators. There are two principles that guide SP case
development activities: preparation and case components.

SP training prepares SPs to portray roles, give feedback, and complete assessment instruments. These
three areas are discrete skills, but are not mutually
exclusive. It is the responsibility of the SP educator
to integrate the development of these skills into SP
training according to the learning objectives of the
activity and the experience of the SP. Training can
be done in many formats (e.g., face-to-face, online,
blended).
The context in which SPs work determines the degree
of standardization (consistency and accuracy) of their
behavior, both within an individual SP’s performance
and between SPs portraying the same role. SP educators apply the same training principles when preparing
all simulated participants, including SPs, confederates,
and others for all simulation modalities (e.g., hybrid,
mixed-modality) [1, 2].

Principle

Practice

2.1 Preparation

2.1.1 Ensure that cases align with measurable
learning objectives. (See INACSL Standard:
Outcomes and Objectives.)
2.1.2 Identify and engage relevant subject matter
experts to assist in the creation of materials.
2.1.3 Ensure that cases are based on authentic
problems and respect the individuals
represented in a case to avoid bias or
stereotyping marginalized populations.
2.1.4 Ensure that case development process allows
sufficient time to draft, review, and edit case
materials prior to implementation.
2.1.5 Ensure that changes arising from dry-runs or
other piloting processes are addressed prior
to implementation of the case.

2.2 Case components

Ensure case components include the following
when appropriate:
2.2.1 Clear goals and objectives that can be assessed.
2.2.2 Goals and objectives that specify the intended
level of learners.
2.2.3 Simulation design that meets the purpose.
2.2.4 Simulation design that is repeatable.
2.2.5 Information for SPs (e.g., situation and
backstory, history, affect and demeanor,
signs and symptoms to simulate, cues).
2.2.6 Training resources (e.g., props, moulage,
videos, task trainer).
2.2.7 Case-specific feedback or debriefing guidelines.
2.2.8 Briefing instructions, time frames,
instructions to learners.
2.2.9 Evaluation instruments and performance
measures (e.g., checklists and rating scales,
participant and facilitator evaluations).
2.2.10 Training protocols for raters (SP or other).
2.2.11 Data for managing the documents and
recruiting SPs (e.g., author information, date
of development, patient demographics,
body type criteria).

Role portrayal

SP educators are expected to ensure that SP performance is consistent and accurate. Because SPs are frequently asked to engage in roles that require at least a
modicum of physical and emotional vulnerability, SP
educators are required to provide supportive and safe
training and learning environments (see the “Domain 1:
safe work environment” section).

Feedback

Feedback is critical to learning. While learners may
receive feedback from many educational sources, including clinicians and peers, SP feedback provides a
unique perspective. As Berenson et al (2012) note:
“SPs can provide students with unique and valuable
information about how their actions and behaviors
affected the SP’s emotional experience of the student, the SP’s trust in the student, and the SP’s understanding of the information exchanged. Thus, the
SP’s feedback fills a critical educational role in the
interpersonal and affective domains” ([14], pe-27).
With appropriate training, SPs may also provide
feedback on a learner’s communication, clinical, or
procedural skills. Effective feedback requires knowledge of the models or protocols adopted by each institution, and SP educators may train SPs in oral
and written feedback strategies.

Completion of assessment instruments

The Standards for Educational and Psychological Testing
define assessment as “any systematic method of obtaining
information from tests and other sources, used to draw
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inferences about characteristics of people, objects, or
programs”([15],p72). In many assessment contexts,
learners must demonstrate their competence through
behavior that is assessed by observers. SPs often portray a role and observe behavior simultaneously. After
an encounter, SPs may document learner performance
on assessment instruments. If this is required, SP training
must also focus on accurate and consistent completion of
assessment instruments.
SP assessments may be formative, summative, or high
stakes, can take many formats (e.g., single-encounter,
multi-encounter, OSCE, CPX), and use many types of
assessment tools (e.g., checklists, rubrics, narrative feedback). Expectations of SP performance vary, depending
on the assessment type or format.
There are five principles SP educators should follow
related to SP training methodology: preparation for the
training process, training for role portrayal, feedback delivery, completion of assessment instruments, and reflection on the training process.

Principle

Practice

3.1 Preparation for
training

3.1.1 Review the purpose, objectives and
outcomes (see INACSL Standard:
Outcomes and Objectives), logistics,
and case materials of the activity.
3.1.2 Address one’s own knowledge gaps,
if any.
3.1.3 Create a training plan that is
responsive to the context and format
of each activity (e.g., group training
for standardization, video review,
practice with simulation equipment).
3.1.4 Gather training resources to supplement
training.
3.1.5 Gather administration documents and
special instructions.

3.2 Training for
role portrayal

3.3 Training for
feedback

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.
3.2.4 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.
3.3.1 Review with SPs the fundamental
principles of feedback as they relate to
the planned activity.
3.3.2 Inform SPs of the feedback objectives
and level of the learners with whom
they will be learning.
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(Continued)
3.3.3 Inform SPs of the feedback logistics
and setting (e.g., one-on-one feedback
with learner, small group feedback,
simulation debrief).
3.3.4 Train SPs to use their observations,
responses, and knowledge to provide
feedback on observable, modifiable
behaviors in learners.
3.3.5 Ensure SP readiness through repeated
practice and targeted feedback.
3.4 Training for
completion of
assessment
instruments

3.4.1 Ensure that SPs understand the nature,
context, and objectives of the
assessment.
3.4.2 Ensure that SPs understand the format of
the assessment instrument.
3.4.3 Ensure that SPs are able to complete
assessment instruments in the time
allotted.
3.4.4 Provide SPs with practice completing
assessment instruments with a variety
of learner behaviors.
3.4.5 Ensure that SPs understand both the
principle and receptive experience of
any physical exam maneuvers they will
be assessing.
3.4.6 In formative assessment, ensure
consistent and accurate completion of
an assessment instrument within
individual SPs, and among groups of
SPs performing the same task.
3.4.7 In high stakes assessment, verify
inter-rater reliability, in which a learner
would achieve the same score when
rated by different SPs.
3.4.8 In high stakes assessment, verify intra-rater
reliability, in which SPs would assign the
same score to an identical performance at
different points in time.

3.5 Reflection on the
training process

3.5.1 Reflect on one’s own training practices
for future improvement
(e.g., evaluation forms, debriefing,
video review). (See also Domain 4.6:
quality management.)

Domain 4: program management

SP programs provide a trained cohort of SPs, expertise in SP methodology, and processes that administer
SP services efficiently and cost effectively. Management in SP programs exists along a spectrum. Some
programs may have one person dedicated to SP program administration and a few SPs, while others
may be headed by a dedicated manager who oversees
the work of many SPs, educators, and administrators. Regardless of size, SP programs are responsible for quality
management practices, including quality planning, quality
assurance, quality control, and quality improvement (see
INACSL Standard: Professional Integrity [8]). Clearly
stated policies and procedures allow an SP program to
demonstrate that it meets legislated, institutional, and
practice standards. They also specify approaches to meeting program goals, enable accountability to stakeholders
(SPs, learners, faculty, staff), and encourage continuous
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improvement. There are six principles to address when
managing SP programs.

Principle

Practice

4.1 Purpose

4.1.1 Articulate a mission statement for the program.
4.1.2 Develop program goals.
4.1.3 Identify measurable objectives for each goal
(where appropriate).

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.
4.2.3 Identify when SPs should be incorporated into
a simulation activity.
4.2.4 Collaborate with subject matter experts to design
SP cases, training, and assessment materials.
4.2.5 Train SPs according to scenario or project
parameters.

4.3 Policies and 4.3.1 Develop and document policies to guide
procedures
program activities.
4.3.2 Develop and document policies that take
into consideration disability access and inclusion.
4.3.3 Develop and document business processes and
procedures, including but not limited to creating
financial management, business, and strategic plans.
4.3.4 Ensure policies and procedures are kept current
and accessible.
4.3.5 Distribute policies and procedures to relevant
stakeholders.
4.4 Records
management

4.5 Team
management

4.6 Quality
management

4.4.1 Collaborate with subject matter experts to
develop a system for reporting learner
performance to stakeholders (e.g., learners,
curriculum developers, faculty, administration).
4.4.2 Ensure that policies are in place for case sharing
and archiving.
4.4.3 Develop and document methods for securely
storing, archiving, and destroying confidential
data (e.g., SP records, learner data, video data,
consent forms, release forms).
4.5.1 Consult with legal, financial, and human resources
experts to ensure that status of SPs (e.g.. employee,
independent contractor, volunteer) and
compensation structure (if applicable) comply with
institutional requirements.
4.5.2 Develop processes to identify, screen, interview,
select, debrief, and maintain SPs and staff.
4.5.3 Recruit and maintain a cohort of SPs that reflects
the diversity of the people they represent in
simulation activities.
4.5.4 Establish policies and procedures for the
psychological, physical, and environmental safety
of SPs, learners, staff, and faculty.
(See the “Domain 1: safe work practices” section.)
4.5.5 Advocate for ongoing professional development
opportunities for all staff, including SPs.
4.6.1 Gather data regularly to assess the alignment of
program activities with legislated, institutional,
and program policies and procedures.
4.6.2 Gather feedback regularly from SPs, learners,
faculty, and other users regarding the quality
of services provided by the program.
4.6.3 Analyze data and other feedback in a timely
manner.
4.6.4 Implement changes for continuous improvement.
4.6.5 Inform stakeholders of changes made based on
their feedback.
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Domain 5: professional development

SP educators engage in professional development to
promote excellence in their own practices, within the
community of practice, and among stakeholders. Professionalism has been defined for many professions that SP
educators interact with, including medicine [16] and
nursing [8, 17]. There are intersections with some of
these concepts of professionalism. However, we are an
emerging, heterogeneous practice without a licensing
process. These SOBP are our first cohesive attempt to
articulate the standards of professionalism for our practice. We draw on Steinert’s [18] model of faculty development to articulate professionalism and professional
development as it relates to our context. In particular,
we focus on three principles: career development, scholarship, and leadership.
Principle

Practice

5.1 Career
development

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 (e.g., ASPE, ASPiH, INACSL, SESAM, SSH).
5.1.4 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 Scholarship 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
e.g., publications, presentations).
5.3 Leadership 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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ABSTRACT

This article has been written for the 40th year of the publication of Medical Teacher. While we celebrate the contribution of
simulated participants (SPs) to health professions education through values and value-based learning, we also offer critical
reflection on elements of our practice, commencing with language. We argue for the use of the term simulated rather than
standardized and acknowledge the dominant role of the SP as patient and the origins of the methodology. These shifts in
terms and their implications in practice reflect changes in the conceptualization of SP-based methodology. Recently published standards for those who work with SPs (SP practitioners) are noted as an important milestone in our community’s
development. We consider contemporary practices addressing the complex notions of values and value in SP-based learning.
We simultaneously refer to the work of SPs and SP practitioners. Phases of educational design including identifying learning
objectives, scenario design, implementation, feedback and debriefing are used to illustrate methodological shifts. Within
each of these phases, there are relational issues that have to date often gone unchecked and are under reported in literature. Finally, using the metaphor of a murmuration, we celebrate contemporary practices of the global SP practitioner community.

Introduction
In this 40th year of the publication of Medical Teacher, we
critically reflect on and celebrate simulated participant (SP)
methodology. Fundamentally connected by shared values
of fostering effective clinician-patient (and other) relationships and promoting patients’ (and others’) perspectives,
practitioners of SP methodology focus on the human elements of clinical practice. In this article, we begin by critically reflecting on terms and their meanings.
The term standardized has been contested as the dominant descriptor of this practice (Nestel and Barry 2006;
Nestel 2015). SP scholars have argued for the broader
heading of the simulated participant, who may at times be
called upon to standardize their portrayal (e.g. in high
stakes assessments as patients in Objective Structured
Clinical Examinations – OSCE) rather than thinking of
patients as standardized (Bearman and Nestel 2015). The
latter has connotations that is in tension with individuality,
person- and patient-centeredness, surely a core value underpinning the practices of SP practitioners. When we think of
real patients, it is unhelpful to think of them as standardized. We believe it sends the wrong message to learners.
The heavy assessment context in which many SPs work
likely fosters the idea that people experiencing an illness or
condition can be known by that condition or standardized
for the purpose of diagnosis and treatment, rather than as
an individual who has the condition. Simulation practitioners who work with other modalities (e.g. manikins, task
trainers, etc.) that are commonly standardized choose not
to use this adjective relative to their simulators. Without
CONTACT D. Nestel
debra.nestel@monash.edu
Monash University, Clayton, Australia
ß 2018 Informa UK Limited, trading as Taylor & Francis Group

Practice points
 The language used to describe our practice has
potentially powerful messages sometimes challenging intended values and value.
 As roles have extended, simulated participant
reflects contemporary language in what has
long been known as simulated/standardized
patient practice.
 Simulated participants have important offerings at
every stage of simulation design.
 The global simulated participant community may
be viewed as a murmuration, individuals moving
in different directions while remaining connected
to the whole.

critical reflection within our community, negative connotations of such terms may go unnoticed with unhelpful
impacts on learners. It is also important to note that there
are global variations in the use of the descriptor as simulated or standardized reflecting local practices. The United
Kingdom (UK) (Purva and Nicklin 2017) and Australia tends
to use the term simulated (Simulation Australasia 2018)
while Canada (SIMone 2015) and the United States (US)
uses standardized (ASPE 2018; SIMone 2015). In Singapore,
where there are strong influences from the UK and the US
in medical schools, both terms are adopted.
While recent history has focused on the “P” representing
patient it now often refers to any participant contributing
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to the human elements of clinical practice (e.g. family,
learners, healthcare professionals, confederates) (Nestel
et al. 2014). Bearman and Nestel (2015) proposed this shift
from simulated patient to this more inclusive term – simulated participant in their discussion of the future of humanbased simulations (Bearman and Nestel 2015). We refer to
this extended role of the SP, beyond portraying a patient,
in a similar way to confederate (Sanko et al. 2013; Nestel
et al. 2014). Two additional points on terms. First, in
Canada and the United States, the term SP educator is commonly used to describe individuals who work with SPs.
However, in the rest of the world, the term is relatively
uncommon with the role taken by individuals with other
health professions’ education responsibilities (e.g. clinical
skills) (Nestel et al. 2015). Here, we use the term SP practitioner to reflect anyone involved in varied facets of SPbased simulations. Their work may include recruiting,
screening, training, assuring the quality of SP work and
their wellness. Second, through the article, we use the term
learner to refer to health professional students and practicing clinicians. However, most SP practitioners and sometimes SPs will declare they are also learners or at least
learning in every SP-based activity. It is just that the purpose of the simulation is not about them.
SP contributions to health professional education has
been a place of great value and of course limitation too,
and one which is continually changing as new technologies
emerge and new relationships are imagined for experiential
learning. Tied to these changes are important conceptual
and methodological shifts in the field of SP-based education accompanied by increasing interest in the ethical and
practical implications of the different relationships SPs are
able to take up within the field (McNaughton 2012;
Bearman et al. 2018; Nestel et al. 2018) The ways in which
we think about the contributions SPs make in an educational activity is changing. SPs are no longer simply models
for others to use but have through their participation also
helped develop a methodology that informs the larger field
of simulation and health professions education more
broadly. Some scholars have argued against phrasing such
as using SPs since it connotes objectification, again pushing
against values of individuality (Nestel et al. 2011;
McNaughton and Anderson 2017)
Having discussed the terms (simulated/standardized,
patient/participant) and the values they reflect, we shift to
discussing contemporary practices associated with the educational design of SP-based simulation – hereafter, mainly
referred to as simply as simulation. Within each we consider
the foundational values that inform best practice and
attendant value of SPs in clinical education. Finally, we
introduce a metaphor for the SP practitioner community as
a murmuration.

Origins of SP methodology
Before further exploring contemporary practice, it is important to consider the origins of SP methodology. SPs have
been on the front lines of health professional education as
a living educational resource since the middle of the 1960s.
In the many years, since Howard Barrows first asked Rose
McWilliams to portray Patty Dugger for a group of medical
students, (Wallace 1997) the field of SP-based education

has grown exponentially not only in demand across health
professions and in scope but also methodologically. The
work of an SP now entails multiple locations and activities
including but not limited to enacting roles ranging from an
inert body for physical examination skills teaching to a
patient experiencing any number of complex emotional
and psychological experiences of loss, addiction, mental illness and more (McNaughton 2012). SPs also take on roles
other than patients (e.g. healthcare professionals, family
members) (Nestel et al. 2008; Nestel et al. 2018). SPs are
also assessors in high stakes assessments, facilitate other
SPs in their interactions with learners, and teach directly as
subject matter experts without clinical faculty present.
Accompanying this growth are shifts in understanding
about the various contributions that SPs are able to make,
specifically in formative contexts. SPs are often spoken
about in terms of the value they add to educational activities; the human element being important to reflect
in learning.

Standards of best practice
A significant product of the SP practitioner community is
the publication of Standards of Best Practice (SOBP) for
those working with human role players (yet another term)
or in this article those we refer to as SPs (Lewis et al. 2017).
This act of professionalization by the SP practitioner community reflects an important action associated with theory
informed quality-oriented practices. Lewis et al. (2017)
describe the five underpinning values of the SOBP – (1)
safety, (2) quality, (3) professionalism, (4) accountability and
(5) collaboration. The standards are positioned within five
domains of best practice: (1) safe work environment, (2)
case development, (3) SP training for role portrayal, feedback and completion of assessment instruments, (4) program management and (5) professional development.
Elsewhere, the standards have and are being reviewed
(Nestel et al. 2017). Our intention here is simply to report
their development and dissemination. We note the
domains of practice as partial reference points for our following discussion.

Value in SP methodology
Our understanding about where and how value is gained
in live simulations is increasingly informed by theories that
outline the nuanced and complex relationships between
learners and SPs as well as between learners and their environments. Battista (2017) describes how activity theory
informs scenario-based simulations suggesting that learner
engagement is part of a dynamic multimodal system that
incorporates other learners as well as equipment, tools and
active participants such as SPs (Battista 2017). Learning
through engagement in a live simulation is more complex
than dominant approaches of deliberate practice and skillsfocused approaches may have led us to appreciate about
learning with SPs. Fenwick and Dahlgren (2015) in their article on socio-material approaches to simulation-based education, discuss the ways in which “ … professional learning
is embodied, relational and situated in social-material
relations” (Fenwick and Dahlgren 2015). The authors suggest that learning emerges through the myriad intersecting

MEDICAL TEACHER

webs of relationships. There is an inherent tension within
simulations, between the dynamic and responsive nature of
many of the interactions and the deliberate planning that
is required to provide such opportunities. This dynamic tension is part of SP methodology that informs design decisions from the inception of any educational project. Yet SPs
are traditionally not introduced into this process until many
of the design and implementation decisions have
been made.
A notable exception is the work of the late Rosamund
Snow (2015) who as a patient with a chronic health issue
was both fascinated and critical of some of the simulations
she observed in that they were, “ … a mirror for the
teachers’ preconceptions rather than as an authentic reflection of a patient encounter.” Based on this response, she
was invited to create learning objectives, design and implement manikin and SP-based scenarios for learners that
reflected what patients would likely want learners to know
(Snow 2015). This initiative led to a fundamental shift in
the educational practices of this simulation center in
London, England. SPs now consistently contribute to educational design and are considered as cofaculty. When possible, including an SP as part of the design process from
the beginning of a project can enhance the coherence and
value of the resulting activity. It also sends important messages to SPs about their status.

Justification of value
In the 1990s, there were several studies in the medical education literature examining the feasibility and sustainability
of SP-based education, especially OSCEs (Reznick et al.
1993; Cusimano et al. 1994). The goal of the research was
to provide evidence to justify the expense of a new assessment method. They were mainly randomized control studies with clear measurable outcomes. Today there is again
an interest in establishing processes to help evaluate the
economic value of simulation-based education seen in
recent publications (Maloney and Haines 2016; Lin et al.
2018). This is important work given the resource intensive
nature of the methodology and ongoing concerns about its
feasibility and sustainability. Perhaps this is truer for SPbased initiatives with their human resource needs.
However, this is no longer a straightforward quantifiable
endeavor. A commentary in response to Lin et al’s raised
important issues about how we define value beyond the
linear quantifiable return on investment framework (Nestel
et al. 2018). The authors noted, a cost-benefit analysis of
any live simulation activity would need to be multifaceted
with special consideration given to contextual factors. “It is
difficult to put a dollar value on better communication
with patients and colleagues, improved team culture or
calmer resuscitation room” (Nestel et al. 2018) How do we
account for the value of a learning experience that may
benefit a professional, years after the educational event? It
is likely that in seeking answers to questions of value, the
community will come closer to other simulation practitioner
communities with similar interests from different and
related contexts. Given the growing sensitivity of theories
to dynamic processes and our understanding of the resulting complexity we can no longer think about value as simply a straightforward investment outcome and a balance
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between risk and benefit. Today we need to consider the
different social and cultural factors that inform SP-based
education pursuits and their long term intended and possibly unintended effects.

An ethical undertaking
SP practitioners require ethical mindfulness. The “four principles plus scope” approach to thinking about ethical issues
in healthcare (Gillon 1994) have relevance to SP-based education. However, a full discussion of these principles –
respect for autonomy, beneficence, nonmaleficence and
justice is beyond the scope of this article. The potential for
harming SPs needs to be considered in every contribution.
Because simulation is experiential it involves the SPs’ emotions and bodies more explicitly in the activity of learning
and asks for a degree of vulnerability that other pedagogical approaches may not. As such, attendant psychological risks to identity and unintended emotional effects
need to be taken account of in planning; designing and
implementing simulation-based education, research and
assessment activities. Here, we are also viewing ethics as,
“ … an embodied practice which includes the acknowledgement of and compassion for pain as well as the activity of working through it” (Braidotti 2006). There is a robust
and historical literature regarding effects of simulating,
both positive and negative on SPs. Citations in the last decade include works by Boerian et al. (2008), Taylor (2011)
and Schlegel et al. (2016). And, there is a growing interest
in frameworks such as trauma informed care approaches to
ensure psychological effects are taken into account when
working with all participants in simulation, learners, faculty
and SP practitioners included (Poole and Greaves 2012).
SP-based learning requires us to include ethics in our
thinking for the following reasons: It is deliberately error
driven, in that educators intentionally design challenges, or
what we may call desirable difficulties into scenarios. Like
bumps and sharp turns, particular surprises or challenges
are planned so that learners may experience falling down
and practice getting up. Simulation is also a performance
medium providing opportunities for faculty to observe
learners demonstrating their skills and knowledge in action.
However, learners are also demonstrating (Boerian et al.
2008) their knowledge, skills, decision-making and problemsolving in front of their peers and colleagues, often in the
context of a professional self that is still in formation. Even
for practicing professionals, demonstrating (performing)
their competence in front of colleagues holds a potential
psychological and perhaps professional risk. Finally, SPbased education is at times a disruptive medium meant in
part to make us learn through discomfort. As the scope of
practice of SP methodology, with potentially vulnerable
populations contributing (e.g. children, adolescents, elderly)
it is perhaps even more important that we privilege this
ethical component of our practice.

SPs as collaborators
SPs are educational allies to SP practitioners, faculty and
the learners with whom they engage. SPs are not necessarily actors or patients. They are often lay people and
although they may be real patients in their own lives they
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are usually not presenting their own clinical picture in educational settings. Rather, SPs are educators who work
within a particular performative modality, simulating scenarios for the purposes of helping learners of all levels meet
educational objectives. No matter how real their role portrayals are this is not necessarily the most valuable contribution they make. They are educational allies to the faculty
and the learners. Collaboration is at the heart of all educational development that involves bringing a patient’s story
to life through simulation and so the degree to which an
SP is able to contribute value to learning depends as much
on their understanding of the learning context, developmental stage of the learner, alignment between learning
objectives, and learning outcomes and their part in the
process, as on the role they are portraying. This means SPs
are most valuable when they understand what is trying to
be achieved from the beginning of the process. And, as
Snow (2015) demonstrated, they are also capable of developing learning objectives in any element of clinical relationships that involve patient-centeredness. We are reminded
of the words of Bleakley and Bligh (2008), “Where patientcenteredness is typically framed as a set of values and
virtues learned from doctors as role models … , and reinforced through structured educational input from medical
educators, patient-centredness is then, paradoxically, not
learned from patients” (Bleakley and Bligh 2008). This highlights an obvious area for SP contribution and SP practitioners have a responsibility to position them to effectively
collaborate.

Educational design
SPs have almost always been allied with faculty in order to
meet specific learning objectives through the SP portrayal
and feedback. However, SPs have often been on the periphery of the development and design aspects of the simulation activities in which they play the main part. By
including SPs during the educational design of simulations,
learning objectives can be tested and brought to life. A
description of a role on paper usually shifts at least a little
once an SP inhabits the part. Early involvement of SPs can
minimize later changes and confusion.
Acknowledging the role that SPs can play in helping
bring educational objectives to life brings intentionality
to the design of learning. SPs are not meant to just
show up and cry and/or be angry in order to add a bit
of flavor to the students’ experience, but rather can be
an essential contributor in simulation design. Deliberate
decisions about emotional presentation and intensity are
of central consideration to ensure that learners are given
access to the challenges that simulation as a methodology so effectively provides. Together with faculty, SPs
are able to provide educational coherence and environmental and semantic fidelity in order to support learners’
understanding and skills development experientially
(Dieckmann et al. 2007).
Planning simulation activities is more like architectural
design than the creation of a play or story with SPs as a
key stone in the structure. When SPs are included at the
developmental stage of a simulation activity, faculty can
test what will stand up in an exercise and what will not.
Faculties are able to see what being angry looks like and if

it meets their objectives. For instance, why is the patient
crying? It is not just because they are sad but because we
want to see how the student will respond in the particular
situation. How do the various pieces fit together and how
do they support the overarching learning? Will the educational objectives crumble under the cognitive load of too
many challenges of the wrong kind? Improving SPs knowledge about the link between educational design and clear
outcomes tied to level of learner and context allowing SPs
and faculty to be intentional about the goals for
their learners.

What does success look like?
Important questions to ask when SP-based work is commissioned are: What does success look like? What do you hope
to see your learners do? How do you hope they will
respond? A scenario can then be tailored to include the
level of affect and content that the SP should be paying
close attention to. It is not a script and the SP is not what
we traditionally think of as acting. They are part of the educational process – portraying someone else’s story with
their bodies while responding to the learner moment to
moment. With a clear understanding, not only about who
they are as the person in role but also why the various
aspects are important SPs can contribute through
responses in their interactions to learning outcomes across
a spectrum of skills and procedures including clinical decision-making, problem-solving and communication of complex information. Intentional goals can be built into the
simulation activity and tested.

Implementation
The view from within a simulation is often different to
that from outside. The SP’s location inside a simulation
allows for a unique perspective. This may or may not
align with the faculty member’s experience. It is often
the veracity of a SP’s portrayal that is remembered years
after the encounter has taken place. This is in part the
responsive, affective element that occurs between an SP
and the learner that cannot be tightly scripted. Learning
emerges in part because a simulation is well designed.
SPs can be encouraged to identify the moments that
occur between themselves and the learners and to articulate their experience of what happened in the context of
the learning goals. They are then responding to what
they receive from the learner based on their understanding of both their patient history and the objectives for
the session.
It is also important to acknowledge the shifting power
bases within SP–learner relationships and what this might
mean for SP practitioners, faculty and learners. When SPs
are portraying patients, they are likely to hold a different
type of power to that which may exist between learners
and real patients. It is important to note this complexity. It
may be further heightened through feedback and debriefing processes – areas that are less commonly directly
explored with real patients. This is the essence of SP work
and likely holds a status inversion for the learners
and patients.
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A murmuration as a metaphor for the SP
practitioner community
Although there is much variation, the SP practitioner community may be viewed as a murmuration, with each starling an SP practitioner, with different elements of their
work shifting the direction of the murmuration, sometimes
separating from the flock but always returning to the
dynamic community. Photographer Neels Castillon captures
this vision in his award-winning video – A Bird Ballet.
https://vimeo.com/58291553#. This metaphor of a global
perspective of the SP practitioner community inevitably has
limitations but as a visual spectacular offers an exciting
image of a dynamic and energetic community – the actions
of one influencing another and another and so on, shifting
directions while staying connected to the whole.
Increasingly SPs will work closely with SP practitioners
across all phases of the method from defining learning
objectives, roles, scenarios, feedback, debriefing, assessment
and evaluation practices. As SP practitioners work to the
SOBP, the underpinning values will be tested across the
five domains of practice. Across the globe, SP practitioners
will move the murmuration in different directions as they
seek to improve practice, but remain connected in a wonderfully dynamic motion.

Conclusions
At the heart of clinical practice are human relationships –
the primary focus of SP methodology. There are multiple
shifts occurring within simulation-based education that are
informing the changing roles of SPs and of the ways that
SP practitioners work. SPs are able to assist SP practitioners
in establishing coherence between learning objectives and
learning outcomes through their involvement in role development. They are able to contribute to design of simulation scenarios through their attention to aspects of
physical, emotional and historical accuracy. These combined activities are likely to influence the learner’s engagement, their judgment of how real the simulation feels. SPs
offer feedback through responsiveness in an interaction as
well as during debriefing following an exchange that provides learners with experiences that often endure far after
the interaction is finished. All of this work is essentially collaborative and much of it, an ethical dimension.
Recognition that SPs are integral players providing educational input from a unique location and as part of an overarching learning plan means that the educational alliance
can be turned into opportunities for rich learning. The role
of SP practitioners is to position SPs to productively engage
in these activities. When enacted, the values of SP practitioners live through the contributions of SPs to humanbased clinical relationships. The value of this experience is
often emotionally-laden for learners, SPs and faculty. This
demands a particular focus on caring for all participants in
SP-based learning. There is much to celebrate in what has
already been achieved and in critically reflecting on contemporary and future practices.
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