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Abstract

Background Education for all physicians should include
specialty-specific geriatrics-related and chronic disease-
related topics.

Objective We describe the development,
implementation, and evaluation of a chronic disease/
geriatric medicine curriculum designed to teach
Accreditation Council for Graduate Medical Education
core competencies and geriatric medicine competencies
to residents by using longitudinal encounters with a
standardized dementia patient and her caregiver
daughter.

Intervention Over 3 half-day sessions, the unfolding
standardized patient (SP) case portrays the progressive
course of dementia and simulates a 10-year longitudinal
clinical experience between residents and a patient with
dementia and her daughter. A total of 134 residents
participated in the University of Cincinnati-based
curriculum during 2007-2010, 72% of whom were from
internal medicine (79) or family medicine (17) residency

programs. Seventy-five percent of participants (100)
said they intended to provide primary care to older
adults in future practice, yet 54% (73) had little or no
experience providing medical care to older adults with
dementia.

Results Significant improvements in resident proficiency
were observed for all self-reported skill items. SPs’
evaluations revealed that residents’ use of patient-
centered language and professionalism significantly
improved over the 3 weekly visits. Nearly all participants
agreed that the experience enhanced clinical
competency in the care of older adults and rated the
program as “excellent” or “above average” compared to
other learning activities.

Conclusions Residents found this SP-based curriculum
using a longitudinal dementia case realistic and
valuable. Residents improved in both self-perceived
knowledge of dementia and the use of patient-centered
language and professionalism.
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Editor’s Note: The online version of this article contains a
Box describing the structure of educational sessions used in
this study.

Introduction

Since the 1993 Institute of Medicine Report entitled
Strengthening Training in Geriatrics for Physicians, it has
been recognized that training for all physicians should
include general medicine and specialty-specific geriatrics-
related topics.! Although much progress has been made,

Corresponding author: Jeffrey D. Schlaudecker, MD, Department of Family and
Community Medicine, University of Cincinnati College of Medicine, 231 Albert
Sabin Way, PO Box 670504, Cincinnati, OH 45267-0504,
jeffrey.schlaudecker@uc.edu

Received August 21, 2012; revision received March 5, 2013; accepted March 13,
2013.

DOI: http://dx.doi.org/10.4300/JGME-D-12-00247.1



EDUCATIONAL INNOVATION

additional chronic disease management curriculum devel-
opment is important to ensure that all physicians possess the
clinical competencies necessary for providing the highest
quality of care to older adults.>* Despite the importance of
this training objective, already crowded curriculum and
increasingly restrictive duty hour requirements limit time
available for teaching these important competencies.

This paper describes the development, implementation,
and evaluation of a unique chronic disease/geriatric
medicine curriculum designed to teach Accreditation
Council for Graduate Medical Education (ACGME) core
competencies and geriatrics clinical competencies. Multi-
specialty groups of resident physicians were taught
longitudinally, using a standardized patient (SP) with
Alzheimer disease (AD) and her caregiver daughter.

Intervention

Setting

In 2004, a new geriatric medicine curriculum was imple-
mented at the University of Cincinnati to teach and provide
formative feedback to multi-specialty groups of residents
about skills linked to ACGME core competencies and geriatric
medicine clinical competencies. AD was selected as the
prototype for a longitudinal chronic disease SP case, which,
over 3 half-day sessions, portrayed common challenges that
occur over 10 years of caring for a dementia patient. The
curriculum was implemented at the University of Cincinnati’s
Center for Competency Development and Assessment, an
instructional facility featuring 16 clinical examination rooms
that permitted videotaping and observation of trainee
performance via a closed-circuit television video system.

Curriculum Description

Teaching Strategies Over 3 half-day sessions, an unfolding
SP case was implemented to portray the progressive course
of Alzheimer dementia and simulate a 10-year longitudinal
relationship between resident physicians and a dementia
patient and her daughter. Learning goals and objectives for
each session addressed important chronic disease/geriatric
medicine competencies for primary care residents and the
ACGME Core Competencies (F1GURE).>® Teaching
methods included lectures, videotaped longitudinal SP
stations, SP feedback sessions, case discussion, and video
review. Residents reviewed their own videotaped SP
encounters individually and were guided in so doing by a
written self-assessment containing 6 open-ended
questions.”® Geriatrics and primary care faculty were
recruited and trained to lead the sessions.

Structure Teaching sessions combined didactic and

experiential learning activities; didactics were organized
around the SP sessions (provided as online supplemental

What was known

The majority of primary care physicians indicate they will care for older
adults in their future practice, yet more than half report little or no
experience caring for patients with dementia.

What is new

A 3-day unfolding case using standardized patients simulated a 10-year
experience of caring for a patient with dementia and the patient’s
daughter.

Limitations

Limitations include the small sample, the limited validity of the self-
assessment tool, and the lack of both external assessment of residents’
skills and a control group.

Bottom line

Residents reported the case presentation was realistic and improved
their self-perceived knowledge of dementia and use of patient-centered
language.

material). The curriculum cycle repeated monthly. In
groups of 2 to 6 residents, learners were scheduled for 3
consecutive weekly afternoon teaching sessions during an
ambulatory elective.

Implementation

Twenty experienced SPs received 12 hours of formal on-site
training. Using documentary footage of real patients, 1 of the
authors (T.J.L.) instructed the SPs about realistic dementia
portrayal. The SPs were also trained to elicit learners’
formative self-evaluations of their performance during the
verbal feedback sessions by using open-ended questions. All
participating faculty also received training. An instructor’s
manual and faculty training program were developed to
ensure a consistent instructional standard. Prior to imple-
menting the actual curriculum, faculty instructors inter-
viewed 10 SP pairs and elicited feedback in a pilot test to
ensure validity. The pilot test provided faculty with first-
hand experience with the curriculum they would be teaching
and reinforced SPs’ practice of new roles. The geriatric
medicine program coordinator worked with participating
residency program coordinators to arrange schedules.

Curriculum Evaluation

Baseline and Postintervention Geriatric Skills Initial
sessions began in July 2005. Following each session,
residents completed anonymous self-ratings of their
baseline (preintervention) and postintervention proficiency
in 14 skill categories on a 5-point scale. Baseline skill
ratings were assessed in a retrospective manner to guard
against introduction of response shift bias.”!° Initial
faculty, SP, and resident physician feedback was used to
revise questionnaires in 2006, and data from the academic

years 2007 to 2010 were used for this evaluation.
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ACGME Competencies?

Goals and Objectives of the LEADS Curriculum

The goal of the curriculum is for residents to learn how to improve
care for patients with Alzheimer’s dementia with a focus on
maximizing quality of life for patients and caregivers, managing
common comorbid conditions, demonstrating professionalism and
good interpersonal skills while counseling patients and caregivers
regarding disease prognosis, treatment options, health care finances,
advance care planning, and support health care services, including
hospice. The objectives for each training session are given below.
Residents should:

Patient Care

Medical Knowledge

Practice-Based Learning/Improvement

Interpersonal & Communication Skills

Professionalism

Systems-Based Practice

Session 1 — Early Stage Dementia

Effectively gather historical information to assess cognitive and
functional impairments

Correctly interpret clinical information used in the diagnosis and
classification of dementia

Counsel laypersons about the treatment of Alzheimer disease based
on current clinical data

Assess safety issues for patients with dementia including driving
safety, ability to live alone, and unsafe medications

Inform patients/caregivers about community resources and support
health care services for families affected by dementia

Session 2 — Middle Stage Dementia

Communicate with and educate families regarding appropriate level
of care for dementia patients based on patient’s current functional
status

Identify and manage caregiver stress in persons caring for individuals
with dementia

Assess and treat urinary incontinence among dementia patients

Assess and manage restlessness and agitation among dementia
patients

Identify and initiate useful community referrals for dementia patients
and their caregivers

Session 3 — Advanced Stage Dementia

Discuss advance care plans with surrogate decision makers for
patients that lack decision-making capacity

Document an advance care and conservative treatment plan that
addresses unwanted or unnecessary medical interventions

Assess and treat weight loss and poor oral intake among patients
with advanced dementia

Assess and treat bowel incontinence among patients with advanced
dementia

Manage skin care and pressure ulcers among terminally ill patients

Educate families regarding hospice services

FIGURE LEARNING GOALS AND OBJECTIVES AND ACGME CORE COMPETENCIES GRID

Abbreviation: ACGME, Accreditation Council for Graduate Medical Education.

“Each X identifies that competency as key to the learning objective listed to the left of the X.
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Resident Performance as Rated by SPs Using a written
instrument, resident performance was jointly evaluated at
the completion of all 3 sessions by 2 SPs (patient and
daughter) assigned to each learner. The instrument
included an 11-item evaluation of communication and
interpersonal skills that were common to all stations
(5-point scale: 1 = poor to 5 = excellent).

Resident Curricular Assessment At the end of each
teaching session, residents completed a written evaluation
in which they were asked to rate the value, realism, and
applicability of the experience and their confidence in
providing medical care to older adults. After the final
session, residents additionally used an online evaluation
program to rate the educational value of course items.

Statistical Analyses

Trainees’ retrospective pre-post self-ratings were compared
for each skill category by using the Wilcoxon signed rank
test for paired data (SPSS Inc, Chicago, IL). Session 1 and
session 3 SP ratings of resident performance were compared
using a paired sample ¢ test to evaluate the change in total
score of the resident’s skills/observed behaviors. Effect sizes
were calculated for each category, accounting for the
correlation between repeated measures.'' Wilcoxon signed-
rank test was used to assess the changes in specific
questions in communication and interpersonal skills of the
residents at the 2 time periods by both a “patient” and
“daughter” evaluator.

The University of Cincinnati Institutional Review
Board Social and Behavioral Sciences Division approved
the project.

Results

Resident Participants

A total of 134 residents participated in the curriculum
during years 2007 to 2010, of whom 72% were from
general internal medicine (79) or family medicine (17). The
remainder were residents from obstetrics-gynecology (17),
internal medicine-pediatrics (10), and physical medicine
and rehabilitation (5). Participants included 31 (23%)
residents in postgraduate year (PGY)-2 and 77 (58%)
PGY-3 residents and included 20 (15%) PGY-1, 5 (4%)
PGY-4, and 1 PGY-5 resident(s). A total of 86% (115)

of participants attended all 3 sessions of the curriculum.
Seventy-five percent (100 of 134) of the participants

said they intended to provide primary care to older

adults in their future practice, yet 54% (73 of 134) had
no or little experience with providing medical care to
older adults with dementia. Only 51% (68 of 134)
previously had an interaction with an SP as a part of their
training.

Baseline and Postintervention Resident Self-Skill Ratings

During academic years 2007 to 2010, statistically signifi-
cant improvements in self-reported proficiency were
observed for all pre- and post-skill items (TABLE 1). No
differences were revealed by subanalysis of resident self-
skill ratings as related to PGY, previous SP experience,
specific residency program, or intention to provide primary
care to older adults in future practice.

SP Ratings of Resident Performance at Sessions 1 and 3

Patient SP Role There was a statistically significant
positive change in the total score from session 1 (mean
43.31, SD = 6.72) to session 3 (mean 49.28, SD = 6.49);
P < .005. Significant improvement was also seen in 6
items as rated by the “patient” SP (TABLE 2). Of note, the
only rating that decreased from the initial to the final
session was related to whether the resident “included me
in the discussion.” These results may be explained by the
nature of the portrayed clinical scenario; in the third
session, the patient is portrayed as having advanced AD,
and the residents accordingly take the most of the history
from the caregiver, in contrast with session 1, where the
patient’s cognition is more intact and she is typically the
principal historian. This portrayed disease progression
may explain the finding that residents were rated as less
likely to include the patient in the discussion in the third
session.

Daughter SP Role There was a statistically significant
positive change in the total score from session 1 (mean,
46.78; SD, 6.18) to session 3 (mean, 50.20; SD, 7.76)

(P < .005). Significant improvement was also seen in 8
individual items as rated by the “daughter” SP (TABLE 2).

Participants’ Evaluation of the Curriculum

During academic years 2007 to 2010, 98% (131 of 134
residents) rated this training program as either “excellent”
or “above average” compared to other learning activities
and “agreed” or “strongly agreed” that the SPs’ portrayals
of the clinical scenario appeared realistic, and 96% (129 of
134 residents) “agreed” or “strongly agreed” that the
experience ‘“‘has helped to enhance my clinical competency
in the care of older adults.”

Residents’ mean ratings of the educational value of
each curriculum component (where n = 134, 4 = “‘ex-
tremely valuable”) were as follows: SP clinical encounters,
3.56, SD = 0.64; SP verbal feedback sessions, 3.45,

SD = 0.74; faculty case discussions, 3.47, SD = 0.69;
video review activities, 2.99, SD = 1.18; printed hand-
outs, 3.22, SD = 0.83; and lectures, 3.3, SD = 0.77. No
statistical differences were revealed by subanalysis of
educational value ratings as related to PGY, previous

SP experience, specific residency program, or
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TABLE 1 RESIDENT RETROSPECTIVE PRE- AND POSTINTERVENTION SELF-RATING OF SkiLLs (N = 134)?

Clinical Skill Mean Median Standard Deviation P value (2-tailed)

Applying clinical diagnostic criteria for dementia.

Skill level before 2.77 3 0.89 < .001

Skill level currently 399 4 056

Distinguishing normal aging cognitive changes from those associated with dementia.

Skill level before 2.89 3 0.87 < .001

Skill level currently 4.04 4 0.57

Differentiating between mild cognitive impairment and dementia.

Skill level before 2.76 3 0.95 < .001

Skill level currently 3.86 4 0.76

Differentiating between different types of dementia.

Skill level before 2.75 3 0.95 <.001

Skill level currently 3.78 4 0.80

Interpreting mini-mental status examination test results.

Skill level before 330 3 0.97 < .001

Skill level currently 4.09 4 0.70

Disclosing the diagnosis of dementia to patients with dementia and their families.

Skill level before 2.79 3 1.00 < .001

Skill level currently 4.04 4 0.70

Communicating risks and benefits of current dementia treatments to laypersons.

Skill level before 2.73 3 1.02 < .001

Skill level currently 4.00 4 0.72

Initiating useful community referrals for dementia patients and their families.

Skill level before 2.51 3 1.08 < .001

Skill level currently 4.08 4 076

Discussing advance directives with healthy as well as ill patients.

Skill level before 3.36 3 0.95 < .0

Skill level currently 4.22 4 0.65

Counseling patients and families on genetic testing for Alzheimer disease.

Skill level before 2.16 2 1.00 < .001

Skill level currently 2.84 3 116

Addressing caregiver needs of patients with dementia.

Skill level before 2.79 3 0.83 <.001

Skill level currently 419 4 0.63

Providing palliative care to patients with advanced stage dementia.

Skill level before 2.82 3 0.87 < .001

Skill level currently 3.99 4 0.68
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TABLE 1 CONTINUED

Clinical Skill Mean

Median

Standard Deviation P value (2-tailed)

Managing comorbid conditions in dementia patients (ie, falls, weight loss, delirium, incontinence, and dysphagia).

Skill level before 278 3 0.95 < .00
Skill level currently 3.94 4 0.66

Managing behavioral problems in patients with Alzheimer disease.
Skill level before 266 3 0.97 < .001
Skill level currently 379 4 o

? Resident instructions: “Rate your SKILL LEVEL for each of the following clinical skills retrospectively, as it was BEFORE you participated in this training
experience and as it is CURRENTLY.” Rating scale included 5 possible responses, ranging from 1 = low to 5 = high.

intention to provide primary care to older adults
in future practice.

Implementation Costs

The primary cost of developing the curriculum is creation
of the cases and faculty training manual. The ongoing
costs for the SPs and teaching faculty for teaching are
relatively small and have been supported by the partici-
pating residency programs and ongoing support of the
Office of Geriatric Medicine. Options exist for “lower
tech” implementation of this curriculum, such as forgoing
videotaped monitoring of the SP stations. That change
could preserve the opportunity for residents to receive
feedback from the SPs on their performance while
eliminating the lesser-valued video review exercises.
Further evaluation of the effects of this approach and
research into its applications for teaching and assessing
chronic disease/geriatric medicine competencies are
needed.

Discussion

We describe the successful implementation of a new
chronic disease management/geriatric medicine curriculum
using SPs. Participating resident physicians found this SP
curriculum using a longitudinal dementia case to be both
realistic and valuable compared to other learning activities
in residency. Residents improved in both self-perceived
dementia knowledge and communication abilities, as
perceived by both self-report and SP evaluation. The SPs’
evaluations revealed that residents’ use of patient-centered
language and professionalism improved.

Other educators have used SPs to assess geriatric
medicine skills among residents."'* Our curriculum has
the distinguishing feature of a longitudinal clinical
experience between learners and SPs/daughters over
multiple SP sessions representing a single unfolding

dementia case. Studies have shown that SPs are at least as
effective as faculty in teaching the medical interview to
first-year medical students'® and that SP encounters can be
a useful tool in teaching medical students the art of
communicating.'® There are few published studies of using
SPs for providing formative evaluation of residents’
chronic disease or geriatric clinical skills. SP encounters
have been used to evaluate residents’ skills in end-of-life
discussions before and after a single intervention
consisting of lecture, discussion, and SP interaction
demonstrating statistically significant improvements in
delivery of bad news.'”'* A study of an intervention using
an unfolding SP case across 4 years of medical school
elicited positive ratings from students; however, no data
exist for the value of such an experience for residents."
Our educational intervention’s blend of a simulated 10-
year clinical experience with an SP and caregiver to teach
geriatric competencies with the provision of formative
feedback to resident physicians on communication skills is
unique in the literature.

Our curriculum and SP intervention were effective in
teaching professionalism, use of patient-centered language,
and effective use of open-ended questions, as rated by SPs.
The effect of our curriculum was small mainly because of
an observed ceiling effect with the data. Future instru-
ments could potentially be redesigned for upper level
residents who are more advanced in communication skills.
Our curriculum targets specific geriatric competencies and
additional competencies critical to the professional devel-
opment of resident physicians. SPs’ performance ratings of
residents’ observed interpersonal skills were highly favor-
able and significantly improved from the first to third
sessions, indicating a potentially efficacious method for
teaching these critically important skills. The residents
valued their SP clinical encounters over all the other
teaching methods used in this curricular innovation. This
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TABLE 2 SELECTED STANDARDIZED PATIENT RATINGS OF RESIDENT PERFORMANCE AT SESSIONS 1 AND 3

Patient Rating Mean Before | Mean After P value

Patient role
1. Treated me with respect (ie, didn’t talk down to me). 4.61 4.51 30
2. Showed appropriate empathy (ie, acknowledged my feelings and/or responded 4.28 4.47 n

appropriately to my concerns).

3. Displayed a nonjudgmental attitude. 4.55 4.60 .54
4. Displayed a friendly, professional manner. 4.56 474 01
5. Maintained appropriate eye contact. 4.13 4.52 .69
6. Formally explained or summarized his or her understanding of the case. 413 4.52 001
7. Used language that | understood (ie, no excessive medical jargon). 4.4 4.62 -001
8. Used open-ended questions to elicit information (ie, how did that affect you?). 4.01 433 -03
9. Used closed-ended questions to clarify my responses. 4.03 433 01
10. Asked me if | had any questions and answered them if | did. 4.44 433 47
1. Included the patient in the discussion (ie, did not ignore her). 4.62 418 002

Daughter role
1. Treated me with respect (ie, didn’t talk down to me). 4.28 4.68 001
2. Showed appropriate empathy (ie, acknowledged my feelings and/or responded 4.02 4.44 .001

appropriately to my concerns).

3. Displayed a nonjudgmental attitude. 4.53 4.79 .001
4. Displayed a friendly, professional manner. 436 4.68 .001
5. Maintained appropriate eye contact. 4.62 4.74 .03
6. Formally explained or summarized his or her understanding of case. 3.97 4.32 002
7. Used language that | understood (ie, no excessive medical jargon). 3.98 5.04 .001
8. Used open-ended questions to elicit information (ie, how did that affect you?) 398 4.23 03
9. Used closed-ended questions to clarify my responses. 391 4.28 001
10. Asked me if | had any questions and answered them if | did. 434 4.53 06
1. Included the patient in the discussion (ie, did not ignore her). 4.60 4.42 13

result, combined with the favorable ratings the SPs received
from the residents for the realism of their case portrayal,
reinforces the authors’ impression that the strong perfor-
mance of the SPs, both as patients and teachers, contributed
substantively to this program’s educational value. Residents
found the video reviews least valuable, and we speculate
including multiple video reviews in a curriculum that already
featured highly valued SP feedback provided only marginal
added educational value.

Our finding that 54% (72 of 134) of resident
participants had little or no experience with providing
medical care to older adults with dementia suggests that
despite increasing residency geriatric training requirements,
progress may have been limited since a 2001 study found

474 Journal of Graduate Medical Education, September 2013

that only half of internal medicine and family medicine
residents reported feeling prepared to care for older adults
at the time of graduation.”

Limitations of our intervention include lack of formal
validity testing for the tools used to self-evaluate resident
performance and SPs feedback, although faculty and SP
feedback from the first year of experience was incorporated
into revised tools in 2006. The self-efficacy results in this
study should be interpreted with caution as they are
subjective, and we did not include a control group.

Conclusion

Resident physicians found this SP-based curriculum using a
longitudinal dementia case both realistic and valuable.
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Residents improved in both self-perceived knowledge of
dementia as well as communication abilities, as perceived
by both self-report and SP evaluation. The use of SPs in a
longitudinal clinical encounter can be an effective way to
teach about chronic disease management and core resi-
dency communication skills competencies.
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