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Objective. To design and implement a demonstration project to teach interprofessional teams how to
recognize and engage in difficult conversations with patients.
Design. Interdisciplinary teams consisting of pharmacy students and residents, student nurses, and
medical residents responded to preliminary questions regarding difficult conversations, listened to
a brief discussion on difficult conversations; formed ad hoc teams and interacted with a standardized
patient (mother) and a human simulator (child), discussing the infant’s health issues, intimate partner
violence, and suicidal thinking; and underwent debriefing.
Assessment. Participants evaluated the learning methods positively and a majority demonstrated
knowledge gains. The project team also learned lessons that will help better design future programs,
including an emphasis on simulations over lecture and the importance of debriefing on student learn-
ing. Drawbacks included the major time commitment for design and implementation, sustainability,
and the lack of resources to replicate the program for all students.
Conclusion. Simulation is an effective technique to teach interprofessional teams how to engage in
difficult conversations with patients.
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INTRODUCTION
Graduates from health professional schools are ex-

pected to have competencies well beyond knowledge of
drugs and diseases. A 2003 Institute of Medicine (IOM)
report highlighted the need for health professional stu-
dents to be educated to deliver patient-centered care,
employ evidence-based practice, apply quality improve-
ments, use informatics and practice in interdisciplinary
teams as a way to improve patient safety.1 The 2007 Ac-
creditation Council for Pharmacy Education (APCE) Ac-
creditation Standards and Guidelines for the Professional
Program in Pharmacy aligned the IOM report recommen-
dations in terms of changes for pharmacy education.2

Specifically, the ACPE Standards state that graduates
must be competent to deliver patient-centered care and
to communicate and collaborate with patients, their care-
givers, physicians, nurses, and other health care providers.
Additionally, the Standards highlight the importance of
students developing critical-thinking and problem-solving
skills.

The Pharmaceutical Care section of the 2007 Center
for the Advancement of Pharmaceutical Education
(CAPE) Guidelines includes educational outcomes re-
lated to communication with patients, caregivers, and
other health professionals. Specifically, the CAPE Guide-
lines state that students should develop competency in
fostering collaborative relationships that embodies team-
based care, demonstrates a caring and respectful attitude,
and communicates information in a way that patients and
healthcare professionals understand in order to communi-
cate ‘‘clearly, accurately, compassionately, confidently,
and persuasively.’’3 The ACPE Standards encourage
working with actual or simulated patients and health care
professionals whenever possible during the instruction of
effective communication skills.2

Simulation is an increasingly common part of phar-
macy education, as evidenced by the number of articles in
the Journal that describe the use of standardized patients
and human simulators. Simulation is a broad term that
includes computerized human models that replicate phys-
iologic responses and disease states, live actors who role
play during medical scenarios, and real health care providers
who model positive and negative professional behavior
in simulated learning environments. Simulation allows
students to practice skills in a low-risk environment.4
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Students interact with the simulators as they would with
live patients, allowing them to practice and learn essential
skills before caring for humans. Simulation allows stu-
dents to develop competency in areas that may not be
available consistently during advanced professional prac-
tice experiences (APPEs).5 It allows students to become
more comfortable during difficult situations like dealing
with angry patients, giving bad health news to patients, or
asking patients personal questions. Interprofessional
teams working together in simulated environments can
learn about each other’s scopes of practice and how to
share information as they provide care for their patients.
Simulation has been incorporated in professional practice
laboratories and pharmacotherapy classes,6,7 and has
been used to develop communication skills, physical as-
sessment skills, and primary care skills; as an assessment
at the end of an APPE; and to model interprofessional
teams.8-11 Generally speaking, students like this form of
education and describe improved knowledge and confi-
dence in the area taught using simulation.

Fernandez used high fidelity simulators to teach
hypertensive emergency care to teams of pharmacy stu-
dents.12 Ninety percent of students stated that when com-
pared to lectures, they learned clinical patient care better
and 98% also found the course useful for their practice.

Westberg et al teamed pharmacy, medical, and nurs-
ing students to assess a standardized patient.4 Pre- and
post-experience surveys found that students gained an
appreciation for the others professions’ patient care re-
sponsibilities and they also developed high-quality care
plans.

Changes in pharmacy practice and health care as
a whole, as outlined in the 2007-2008 Argus Commission
Report and the Joint Commission of Pharmacy Practi-
tioners 2015 Vision Statement, will result in deployment
of pharmacists in even more direct patient care roles at
a more personal level, increasing the need for pharmacists
to conduct ‘‘difficult conversations’’ with patients.13,14

Even though simulation is discussed as an effective
method for students to practice communication skills dur-
ing difficult situations, there is little literature actually
describing this process. Health professionals reported
feeling better prepared and less anxious to initiate difficult
conversations with patients and had a better understand-
ing of patients, families, and the interprofessional team
after participating in a 1-day workshop using standardized
patients.15,16

The demonstration project described in this paper was
undertaken to teach interprofessional team skills, with an
emphasis on ad hoc teams. Ad hoc teams were defined as
groups of professionals who come together, function as
a team around a specific patient-care issue, and then dis-

band. The project also taught interprofessional teams how
to recognize challenging patient situations and engage in
‘‘difficult conversations.’’

DESIGN
This demonstration project was designed in response

to a 2007 request for proposals from the Association for
Teaching Prevention and Research (ATPR), an organiza-
tion focused on improving population health through pro-
moting research in preventative medicine. ATPR also
fosters interprofessional curriculum development for
those disciplines engaged in disease prevention. ATPR
funded teams of health professionals from health care
systems and academic medical centers to attend the In-
stitute for Interprofessional Prevention Education to re-
fine their proposal on teaching disease prevention with
experts in interprofessional education. ATPR also funded
a subsequent project that resulted from the meeting. So-
cial Sciences Institutional Review Board approval was
obtained before the project was initiated.

Expected Outcomes and Learning Objectives
The project provided an opportunity for pharmacy

students and residents, nursing students, and pediatric
medical residents to learn, practice, and receive feedback
on their skills in functioning in an ad hoc health care team
and in engaging in difficult conversations with patients.
The global outcomes included:

d Educate healthcare providers to successfully as-
semble and function in an interprofessional ad
hoc team.

d Educate health care providers to identify and in-
tervene in highly charged interpersonal situa-
tions such as difficult conversations.

Specific to this paper, upon completion of the pro-
gram, participants were expected to be able to:

d Identify areas of difficult conversations in patient
care/professional practice.

d Recognize signs and symptoms, diagnosis, treat-
ment, and referral options for intimate partner
violence.

d Demonstrate competence while functioning as
a member of an ad hoc interprofessional team
engaged in difficult conversations.

The specific learning objectives were at the knowl-
edge and application levels of Bloom’s Taxonomy of
Learning.

Educational Environment
Faculty members from the University of Missouri-

Kansas City (UMKC) Schools of Pharmacy and Nursing
and the Children’s Mercy Hospital Emergency Department
(CMH ED) designed the initial proposal. Once the project
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went into full development, the project team was ex-
panded to include an additional CMH ED attending phy-
sician, 2 CMH ED nurses, the program director for the
standardized patient program at the UMKC School of
Medicine, and an intimate partner violence counselor
from the Bridge program at Rose Brooks Center, a local
domestic violence shelter. A social worker was available
to assist students who were upset by the material covered
during the difficult conversation portion of the program.
The final project team represented the disciplines in-
cluded on the interprofessional teams, content experts
in the topics included in the difficult conversations, and
the expertise needed to design and execute simulations
using both high-fidelity human simulators and standard-
ized patients.

The initial team attended the ATPR meeting in Sep-
tember 2007. A pre-pilot program was held in July 2008
to work out the timing and flow between didactic content
and simulations and glitches in each scenario. The actual
demonstration project was held over 2 evenings in Sep-
tember and October 2008. The project team met 2 to 4
times a month between the ATPR meeting and the dem-
onstration in September 2008 to develop and refine the
methodology and content.

Twelve volunteers participated in the project. They
were recruited by e-mails sent to the target student popu-
lation by their respective programs. Participants included
4 senior nursing students, 1 senior pharmacy student, 3
first-year pharmacy residents (PGY-1), 3 pediatric med-
ical residents (PGY 1-3), and 1 pediatric emergency med-
icine fellow (PGY-4). Senior students/residents were
solicited to avoid any negative impact on the learning
caused by 1 discipline having significantly more clinical
experience than another. Volunteers were awarded gift
cards or earned clinical hours (nursing students) for their
participation.

The project was completed in the jointly run UMKC
School of Nursing/CMH Simulation Center. The center
has several simulated medical/surgical patient rooms
arranged around a classroom space and nurses’ station.
Two large rooms replicate an intensive care unit and
emergency department trauma room. These rooms were
equipped with beds, monitors, charts, resuscitation sup-
plies, medication dosing guidelines, and mock medica-
tions. The rooms had windows to allow observers to
watch and comment at a distance and not interfere with
the scenario. S3010 Newborn HAL high fidelity human
simulators (Gaumard Scientific, Miami, FL) were used
during each simulation. The standardized patients were
actors recruited from the UMKC School of Medicine
Standardized Patient Program. Simulated charts were
available for the child for hospital-based scenarios and

for the mother and child for a scenario set in a family
practice clinic. A faculty facilitator and team member
who operated the simulator were present in each room
during each simulation. Participants were allowed to
ask the faculty facilitator questions. The simulation cen-
ter’s classroom was used for didactic sessions and large
group debriefings. The overall goal was to provide a safe
learning environment where students could give and re-
ceive feedback from peers and faculty members.

Pedagogy/Andragogy
The program was a mixture of teacher-focused and

learner-focused activities. The teacher-focused activities
were brief didactic sessions that provided content and
a framework of understanding about scopes of practice
and team functions (first night of program) and difficult
conversations, intimate partner violence and suicide (sec-
ond night of the program). The majority of time was
spent in learner-focused activities where students inde-
pendently completed brief readings and self-assessments
before the 2 sessions, or observed or participated in sce-
narios. The debriefings that followed the scenarios
allowed participants to actively share their feelings and
reactions to the simulation in which they had just partic-
ipated. The participants, under faculty guidance, reflected
on their own experiences and learned from each other’s
experiences during these brief discussions. Table 1 lists
the initial debriefing questions asked after the scenarios.
More specific questions relating to individual scenarios
were asked after the general questions. Students spent
about 1 hour of preparation time before each class session.
During the actual program, about 75% of the time was
dedicated to scenarios or debriefings. The combination of
a human simulator and a standardized patient was chosen
to further enhance the authenticity of delivering care in
a pediatric setting. Also, there was no literature found
combining the use of these 2 modalities in simulation-
based education, so the project was able to implement
a novel approach to learning.

Content
The program was delivered during two 4-hour ses-

sions held 3 weeks apart. The first session focused on

Table 1. Debriefing Questions Asked of Health Professions
Residents Completing Sessions on Patient Communication
Using a Simulated Patient and a Human Simulator

How do you think that went?
What were some of your successes? Your failures?
How was the team performance? How many of the behaviors

in the team model did you practice?
What were your favorite and least favorite aspects?
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orientating the participants to the human simulator and
standardized patients and learning about scopes of prac-
tice and ad hoc team function. The results of this session
will be reported in a separate publication. The second
night focused on ad hoc team function during difficult
conversations.

The Conscious Competence Learning Model and
Matrix underpinned the projects’ design and assessment
methods. The model is most commonly applied in the
business world and it describes how personal learning
and change occurs. The model operates under the premise
that people apply what they learn from training when they
become aware that they need and can benefit from the
training experience. As learners progress from stage to
stage, they feel like the ‘‘lights came on’’ or some other
feeling of awakening. In this learning model, the learners
or trainees generally begin at Stage 1, ‘‘unconscious in-
competent,’’ and pass through a series of stages with the
goal to attain Stage 4, ‘‘unconscious competence.’’17 Stu-
dents used this matrix (Table 2) as the measure of their
competence in various domains of engaging in difficult
conversations with patients (Table 3). The goal was for
participants to move forward at least 1 stage on the matrix.
The project team felt this goal was achievable after a short
training program and could also impart meaningful
change for participants as they moved forward in their
career.

The scenarios were designed by the project team in
consultation with the director of the standardized patient

program. Each scenario incorporated an interprofessional
team with 1 representative from each profession to treat
the child and interact with the mother. Participants were
not assigned specific responsibilities in caring for the
child. They naturally assumed their roles within their
own scopes of practice. Another interprofessional team
observed the scenario through a window outside the treat-
ment room. Team membership switched with each sce-
nario in order to model ad hoc teams. By switching
between participant and observer roles, students had dif-
ferent ways to learn and to contribute to the learning of
others during debriefings. A human simulator (the child)
and a standardized patient (the mother) were used to
model a situation where a mother had a sick child who
needed attention. The child was the presenting patient,
whereas the mother exhibited the signs and symptoms
of intimae partner violence or suicidal thinking, precipi-
tating the difficult conversation. Although the standard-
ized patient acting as the mother maintained the same role
for all 3 scenarios, the health care setting in which she and
her child were seen and the child’s presenting problem
changed with each scenario.

The program was as follows:
d Physician-facilitator led a 20-minute discussion

on difficult conversations, including specific ex-
amples and strategies to minimize discomfort
and discord.

d Scenario 1: Standardized mother and simulated
baby. The child was being discharged from the

Table 2. Conscious Competence Stages17

Competence Incompetence

Conscious Stage 3: Stage 2:
d Will not reliably perform skill without thinking

about it
d Will still need to think in order to perform skill
d Can perform skill without assistance
d Can demonstrate the skill but unlikely to be

able to teach it
d Practice is the best way to move from Stage 3

to Stage 4

d Aware of the existence and relevance of the skill
d Aware of their deficiency in the area, ideally by

trying to use the skill
d Realizes that by improving the skill their

effectiveness will improve
d Has a measure of their deficit and a measure of what

level of skill is required for their own competence
d Ideally person makes commitment to learn and

practice new skill

Unconscious Stage 4: Stage 1:
d Skill is second nature d Not aware of the existence or relevance of the skill
d For some skills can perform this skill while

doing something else
d Not aware of their deficiency in the area
d Must reach at least Stage 2 before skill development

can begind Can teach the skill to others unless it has
become instinctual and then they may have
difficulty explaining it

d Needs to be checked periodically against
new standards
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hospital after a stay for respiratory illness. The
discharge was delayed as the child had a new
onset fever. The mother exhibited symptoms of
intimate partner violence. Each health professional
came into the room independently to work within
their scope of practice for the discharge. They
decided on their own whether to meet as a team
or not prior to discharge.

d Teams switched membership and roles (partici-
pant or observer).

d Scenario #2: Same as Simulation #1 except the
signs of intimate partner violence in the mother
were more obvious. The mother pulled up her
sleeves to show bruises on her arms. Her partner
called and asked when she would be ready to
leave. She was very distressed as she spoke to
him on the phone.

d Small and large group debriefings were conducted.
d The Rose Brooks Center counselor provided in-

formation on intimate partner violence recogni-
tion and referral.

d The pharmacist-facilitator led a 20-minute dis-
cussion on difficult conversations in the context
of suicidal thinking.

d Teams switched membership and roles (partici-
pant or observer).

d Scenario #3: Mother and child were at their fam-
ily medicine clinic getting follow-up after the
baby’s hospitalization. The baby had become
ill again and might need to be re-hospitalized.
Mom was stressed and intimated suicidal think-

ing. Each student worked within his/her scope of
practice to care for the mother in a clinic setting.
The participants decided on their own whether
to meet and discuss her care as a team.

d Small and large group debriefings were conducted.
d Participants wrote at least 3 statements about diffi-

cult conversations, completed a self-assessment on
difficult conversations, and evaluated the program.

This program used 5 of Issenberg’s 10 features of
effective learning18 in the methodology, including pro-
viding feedback (debriefing sessions), repetitive practice
(students were involved with 6 scenarios over the 2 ses-
sions and the roles played by the standardized mother and
simulated child remained the same, just the setting in
which they received care and the reason for the visit
changed), multiple learning strategies (didactic and active
learning), controlled environment (simulators, standard-
ized patients and social workers), and defined outcomes.

EVALUATION AND ASSESSMENT
Evaluation Data

Participants completed the following activities out-
side of class before the first session: the Inter-professional
Teams in Difficult Conversations Self-Assessment (Table 3)
and the directed questions on past difficult conversations.
The Self-Assessment was repeated at the end of the sec-
ond session, before participants left the simulation center.
They were also asked to write 3 statements that they
believed about difficult conversations at the end of the
second session. The accuracy of the 3 statements was
determined by comparing them to the content delivered

Table 3. Inter-professional Teams in Difficult Conversations Self-Assessment Before and After Participating in Difficult
Conversations Using a Simulated Patient and a Human Simulator

Item

Mean
Baseline

Score

Mean
Final

Scorea P

Progressed
Within Learning

Matrix, %b

1. Engaging in difficult conversations with patients. 2.3 3.0a 0.007 67 (0)
2. Engaging in difficult conversations with patient’s extended family 2.3 2.9a 0.007 67 (0)
3. Coping with the emotional fallout from a patient during a difficult conversation. 2.0 2.9a 0.002 75 (0)
4. Empathizing with the patient during a difficult conversation 3.0 3.5a 0.011 50 (3)
5. Sharing sensitive information obtained from a patient assessment with

the appropriate parties.
2.7 3.5a 0.002 75 (1)

6. Recognizing subtle clues when discussing sensitive issues with patients 2.7 3.4 0.053 50 (0)
7. Making appropriate referrals for patients with difficult issues. 2.8 3.3 0.098 58 (1)
8. Accepting the patient’s right to make his/her own decision 2.9 3.2 0.180 50 (3)
9. Functioning in imperfect and ambiguous situations 2.4 2.9a 0.025 50 (1)

Rating scale used: 4 5 I can perform this skill as second nature (automatically without thought or effort); 3 5 I can perform this skill reliably and
without assistance, but I have to think in order to do it; 2 5 I am aware of the existence of this skill, but I am not effective in performing it; 1 5 I
am currently unaware of the existence of or relevance of this skill.
a Significant change from pre-test to post-test as measured by Wilcoxan Signed Ranks Test
b % of total group that moved up one level on matrix (# rated 4 on pretest)
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earlier in the evening by 1 of the faculty members. Stu-
dents’ performance within the actual simulations was
assessed using a rubric completed by faculty observers
(Table 4). Student satisfaction with the program was eval-
uated by a separate survey instrument administered at the
end of the session (Table 5). Participants completed di-
rected questions on difficult conversations before the pro-
gram. Their responses were the basis for the program
introduction. Students described a range of conversations
that they found difficult. The most commonly cited diffi-
cult conversations were around death and dying. They
also listed medical mistakes, team conflict, and patients
questioning or refusing care as challenging. The partici-
pants felt helpless, sad or depressed, uneasy, stressed,
and/or incompetent, but also sympathetic when they en-
countered these situations. Reasons included their own
difficulty in admitting mistakes, difficulty dealing with
their own emotions or the emotions of others, and the
challenges of having to make decisions under time re-
straints. Finally, they said they would handle the situa-
tions by listening to the other party, encouraging patients
to speak freely and ask questions, positioning themselves
at the same physical level as the patient when speaking,
consulting with the team, relying on previous experience,
and offering comfort.

The Wilcoxon signed rank test was used to compare
whether a significant change occurred in the pre- and
postintervention test or each question on the Inter-
Professional Teams in Difficult Conversations Survey

(Table 3). For all items, at least 50% of students moved
1 stage higher in the matrix. Increases in scores were
found for all items, although the change was only signif-
icant for questions 1-5 and 9.

Although faculty members used a rubric (Table 4) to
guide the debriefing and there was quantitative data on
performance on the individual simulations, the survey had
not been validated and interrater reliability training was
not completed before the session, so the results were not
reported. The majority of participants indicated that the
program ‘‘mostly met’’ or ‘‘entirely met’’ the stated learn-
ing objectives (Table 5).

The 3 statements that students wrote about difficult
conversations at the end of the program were reviewed by
the faculty member who led that discussion. He rated
the statements as accurate or not accurate relative to the
content and discussion held during the didactic session.
Nine of 11 (82%) students listed 3 accurate statements,
1 (9%) listed 2 accurate statements, 1 (9%) listed 1 accu-
rate statement, and 1 did not provide any statements.

When evaluating the program, students said the
course was thought provoking and led to self-reflection.
They found debriefing to be a positive process and the
feedback allowed them to see how to better approach
patient situations similar to those in the scenarios in the
future. They liked combining the standardized patient
with the patient simulator as it helped them to realize that
an encounter should not focus solely on the identified
patient and that they needed to be sensitive to caregivers’
needs as well. They liked the simulation laboratory facil-
ities, the pacing of activities, and the opportunity to learn
about each other’s scopes of practice. They also felt they
better understood what to do when confronted with diffi-
cult conversations. The Rose Brooks Center counselor,
the realistic experiences, learning with other disciplines,
and team building were all viewed favorably. Students
expressed a desire to engage in additional simulation sce-
narios as they found them to be the most beneficial
method of learning to communicate with patients and
other health care providers.

DISCUSSION
This demonstration project was the first attempt for

3 programs within UMKC to partner in a program that
teaches and assesses interprofessional skill development.
The assessments were not designed to assign a grade or
score, but to demonstrate whether participants improved
their knowledge and advanced along the Conscious
Competence Matrix. Assessment also included measures
of student satisfaction with the experience and self-
assessment as to whether students gained knowledge
and experience about engaging in difficult conversations

Table 4. Rubric for Difficult Conversations Scenarios

Recognizes need to initiate difficult conversation
d Recognizes non verbal signs of distress or subtle

indications
Engages in conversation

d Asks direct questions about situation
d Involves family members as appropriate

Involves family members as appropriate
Appropriately manages emotional fall-out from patient and

team member(s)
d Recognizes that emotional fall out is not personal
d Remains calm and in control of situation, not escalating

emotional response
d Utilizes team members as appropriate
d Maintains personal and patient safety

Uses therapeutic communication style
d Open body language
d Same physical level
d Presence
d Clarifies as needed
d Closes communication loop

Closes communication loop
d Makes appropriate referrals
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with patients. Overall, faculty members considered it to
be a success because of the participants’ favorable reac-
tion and the many lessons they learned through the design
and implementation of the program. The goal that all
participants move up 1 level on the Conscious Compe-
tence Learning Matrix was not met, although improve-
ment was seen in the majority of students. A portion of
participants ranked themselves high at baseline, so move-
ment up the scale was difficult. Since the main measure
was self-rated as opposed to a more objective evaluation
by a faculty member, it is unclear whether these students
were competent at baseline or overestimated their ability.
Future programs will include more content and experi-
ences in the areas where students did not improve, such as
recognizing subtle clues from patients when discussing
challenging issues. The programming appeared to im-
part knowledge to the participants since at least half of
the students improved their rating by 1 level on every
question, 75% were able to state 3 accurate comments
about difficult conversations, and the majority felt the
program objectives were met. The results were encourag-
ing as the students liked the teaching methods and learned
new skills that they could not have achieved from lectures
alone. The goal of the sessions was to provide an educa-
tional experience over and above what students received
in their regular educational programs and that was
achieved. Students usually do not gain experience with
difficult conversations until they are faced with a real life
situation. Using standardized patients and human simula-
tors helped the students gain confidence and experience
when the stakes were relatively low, unlike when they are
working with an actual family who just received bad news
about their loved one.

The drawbacks to this project were similar to those
described in papers about other simulation projects in
health care education.4,7,10,12 The first was the major time
commitment required to design the program. Some of the
project team had significant experience in using simula-

tors for training within their own profession, but none in
using simulators in an interprofessional environment.
None of the core team had significant experience with
using standardized patients, so outside expertise from
the school of medicine’s standardized patient program
was brought in to design that part of the program.

Active-learning strategies were heavily emphasized
because advanced level students were more likely to at-
tain the program objectives by ‘‘doing’’ followed by re-
flection and feedback rather than by passive listening.
Also the sessions were held in the evening after a full
day of work, so active learning was essential to maintain
the learner’s attention. If this program were implemented
on a broader scale, it likely would need to be offered in the
daytime—a challenge given the conflicting schedules
across the schools.

There was no existing model or theoretical frame-
work on which to base the ad hoc team portion of the
project. The project team spent many months reviewing
the medical and business literature to find a theoretical
framework for ad hoc team function in health care with
limited success. Finally, after consulting with the project
coordinators at ATPR, the Conscious Competence model
was selected to show whether the content resulted in
learning gains in awareness. The challenges in finding
this model slowed down project implementation.

Another challenge was the cost and sustainability of
the project. The project team participated out of personal
interest and the substantial time commitment was in ad-
dition to their normal workload. In order for the project to
be sustained, time allotted for interprofessional simula-
tion education would have to be built into their ongoing
responsibilities. The resources necessary to conduct this
project with a full class of pharmacy, nursing, and medical
students would be challenging to obtain, especially in the
current economic climate, so the lessons learned from the
project will be used to look at realistic ways to use simula-
tion in interprofessional teams so more students can benefit.

Table 5. Evaluation of Second Session of a Two-Part Training Project on Patient Communication Using a Simulated
Patient and a Human Simulator

Objective

Objective
Not Met At
All No. (%)

Objective
Partially Met

No. (%)

Objective
Mostly Met

No. (%)

Objective
Entirely Met

No. (%)

Identify areas of difficult conversations in patient care/
professional practice

1 (9) 0 3 (27) 7 (64)

Recognized sign and symptoms, diagnosis, treatment, and
referral options for IPV

1 (9) 0 0 10 (91)

Demonstrate competence while functioning as a member
of an ad hoc inter-professional team engaged in
difficult conversations

1 (9) 0 3 (27) 7 (64)
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Overall, the project was a success, as faculty gained
experience in designing interprofessional educational
programs using 2 types of simulation. Additionally,
a new use for simulation showed promise as students
gained confidence in dealing with ‘‘difficult patient situ-
ations’’ before they face them in real practice. Finally, the
project brings the reality of implementing intensive ac-
tive-learning strategies to the attention of the university
administration who can determine where it fits as a prior-
ity within and across the health professional schools to
identify resources to create a sustainable program.

SUMMARY
A demonstration project was designed to teach mem-

bers of interprofessional teams how to better engage in
difficult patient conversations regarding intimate partner
violence and suicide. Scenarios using both human simula-
tors and standardized patients provided an active-learning
environment, and debriefing and self-reflection further
enhanced the participants’ skill development. The results
were positive, as participants demonstrated both knowl-
edge and skill enhancement using the assessment tools
and they were satisfied with the program. The project team
gained many valuable lessons in designing interprofes-
sional educational programs using different simulation
methods and also experienced some of the common chal-
lenges in using simulation as a teaching tool. The team will
use these lessons as they move simulation-based education
at UMKC into future student experiences.
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