

Standardized Patient Case   Name/Type   
Primary Authors:  

Setting of Encounter:      ___Outpatient/Medical Office

____ER

____Hospital

____Other, Describe____________

Proposed Case Type:
____ Interview        ____History and Physical   

 _____Genitourinary Training      ____Counseling        _____Other

Chief Complaint


Student Level:
__Nursing Student (yr  _ & Specialty ) 

 OTHER ______________
___Medical Student (Yr____)            ____Resident (yr______& Specialty________)

Patient Demographics  (please check)

Age Range:
___Adult

___18-21    ___22-30
     ___31-40
__41-50    ___51-60
 ____61-75      ___>75      

 If a broader range is acceptable please let us know__________



____Pediatric           Specify_________________________________________

Gender:
___male

____female

___either

Race or Ethnicity:

___caucasian
___AFRICAN AMERICAN





___Asian American
  ___Doesn’t matter        

BODY:
___slender
___average
___overweight  __does not matter

Height range:  __does not matter      specify range if applicable_________
Social or personal attributes of the patient that are important to the case:

Highest Educational Level of Patient in case:
___Grade school
__High school
___College 
___Prof School        ___Any
Are there any physical characteristics the Patient should not have?

(scars, murmurs, etc.) Please describe:

________None_________________________________________________

Will the SP complete an evaluation/assessment form on the students performance?

If so, what type___Yes check list_______________________________________

Please attach copies of evaluation forms.

Will the SP provide immediate feedback to the student in a post-encounter session?

____Yes       ____I would like the SP to review the evaluation form (attached) with the  student after the encounter.   ______minutes for post encounter session

 __No

Room Set up- other than normal room set up

1.   Pseudo-Name of patient:   

2. Patient Presentation:

a) Initial Body Language/Affect: 
b) Appearance: Please be Specific! Clothing, grooming, etc. (ex: in hospital gown)

3.  Response by SP to Student’s first query: 
a) Describe why the patient is seeing the physician, including the patient’s specific opening statement.  In addition to the chief complaint, describe how the patient responds to the physician’s first inquiry: “How are you feeling”, “What brings you in today?” etc.
b) If the student remains silent, nods as if waiting for more information, or asks an open-ended question like “Tell me more about the…” “Describe the… to me”, “Go on”, the patient says:  

4. Information offered upon questioning:
Events:

Concerns:

5. Information given with general questioning:

History of Present Illness:

6. Information given with specific questioning:

7.  Communication and Openness of SP:

8. Does the Patient have a hidden agenda ___Yes  _No     If yes, please explain

9. Patient Expectations: What does the patient expect/want from health care provider?
10. Do any student questions or behavior change the SP’s demeanor or affect during the interview?

11.Describe how the patient will respond to different interviewing styles (e.g., a physician who does not seem interested in the patient’s concerns/problems)

12.Creating empathic opportunities: What could the SP say, or how would the SP behave, to create opportunities for the examinee to express empathy?

13. What questions will the patient ask during the encounter? 

14. Describe the patient’s understanding of this problem. 

15. Any invasive procedures that need to be simulated?  cards
Tentative Case Title:

Educational Objectives:

These should be measurable (and testable).  

Upon study and completion of this module the student should be able to:

Primary Challenges Presented by the Patient’s Behaviors:

Expected Differential Diagnosis:

What is the final diagnosis? List as many as applicable.

SOAP

Subjective

Objective

Assessment and Plan 

Directions:  Please complete the following items that would be found on a complete SOAP Note on this patient.  History of Present Illness.  

S) Subjective (History)

List as many symptoms as are applicable

What the student might say

What you would say

	Area
	 Words patient would use

	Onset  

When did the problem or pain start?
	

	Duration

How long does it last?
	

	Progression

Is the problem or pain getting worse?
	

	Frequency

How often does it occur?
	

	Location

Where is the pain or problem?
	

	Radiation

Does the pain move or travel from one site to another?
	

	Intensity

On a scale of 1-10 how bad is the pain?
	

	Quality

Can you describe the pain, is it sharp, stabbing, etc?
	

	Alleviating factors

What makes the problem or pain better?
	

	Aggravating factors

What makes the problem or pain worse?
	

	Precipitating factors

What were you doing just before the pain started?
	

	Associated Symptoms

Do you have any other symptoms while the main problem is happening or separate from it?
	


RELATED REVIEW OF SYSTEMS:  

List each item
TIMELINE, if applicable

SUBJECTIVE: Please fill out the following regarding the past medical history for all cases:

	Hx area
	Words patient would use

	Medical History

Hospitalizations and ER
	

	Surgical History
	

	Injury History


	

	Current Medications, Prescription and OTC:
	

	Family History

Parents

Siblings 

Other relevant


	

	Occupational History
	

	Social History


	

	Marital Status

Children (childbirth) History


	

	Sexual History


	

	Allergies
	

	Psychological or Psychiatric hx.
	

	Last medical appointment and reason:
	

	Support systems& Religion:
	

	Environmental 

Considerations
	

	Diet & Exercise:


	

	Tobacco:


	

	Alcohol:


	

	Other Substances:


	

	
	


PHYSICAL CHARACTERISTICS/EXAM

	General Appearance: 


	

	
	

	Pertinent Physical findings:


	


SP Props:  

OBJECTIVE:  Physical Examination

 List evaluation, checklist or other assessment forms to be used if applicable.

PHYSICAL EXAM 

Physical exam maneuver that

should be performed


What it looks/feels like
How to score student

	
	
	

	
	
	

	
	
	


EXAM CARDS NEEDED LIST BELOW

ASSESSMENT: Differential

PLAN: Management

Case Scoring Expectations






Acceptable answers



Point value

	Actual Diagnosis/Problem:


	
	

	Differential Diagnosis/Problem List:


	
	

	Critical Findings/Problems:
	
	

	Required Lab/Diagnostics:


	
	

	Required Management:
	
	


Scenario to be read by student prior to the encounter

Presenting Situation

Patient Name:

Setting:



Chief Complaint:
 
Vital Signs:


Patient Age: Please Ask


“Take a relevant history of this man’s complaint.  Then, do a focused physical examination relevant to this patient’s history. You have 20 minutes to complete this task.”

You will have maximum of {20} minutes in the room with the patient.  You will have 5 minutes prior to seeing the patient to review the case and read the medical record.  A warning bell will be given at {15} minutes into the session to alert you to wrap it up.  At the end of the timed session you will hear a second set to chimes to alert you the session has ended and you must leave the room.

You may make notes during the encounter.  You will have {10} minutes once you leave the room to complete your notes/SOAP/form, etc.  After the encounter please complete notes or forms at the stations in the hall.  

ATTACH CHECK LISTS OR EVALUATION FORMS

Standardized Patient Tips and Reminders

· Take on the patient’s problems, as your own, both physical and emotional. 

· Stay in character during the entire encounter.

· Maintain consistency. The information and persona you portray must be the same for each student. Attention to detail is important

· The camera is always on, even after the student leaves the room anything you say to do will be picked up by the camera.

· Try to not react to the overhead bells.

· Remember the student is piecing together a puzzle and you only give away the pieces one at a time.

· Listen carefully to the question asked of you. Answer that question and do not elaborate. 

· You are only to reveal the information specifically provided in the case to a student’s opening question. For example – “what brings you in today?” “I have been experiencing x pain.”

· If you have a “hidden agenda” it can only be revealed in response to specific questions or behaviors from the student. 

Feedback Session

· In many cases you may see the student before they complete their exam questions for progress notes. It is critical that you do not disclose any additional information about the case. The feedback session is to help the student learn about his/her performance. If the student asks about the case, politely say that you cannot discuss the case once it has ended.

· When the student returns to the room for a post-encounter feedback session you may then introduce yourself.

· Let the student go first. Ask him/her “how do you think it went?”

· Use I statements when giving subjective feedback.

· Use language that is descriptive.
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