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This commentary presents two simulated pharmacist training events during which concerning medical
issues were discovered. The simulation exercises, the pharmacist’s responsibility in those exercises, and
the need to plan for unexpected findings when conducting simulation events are discussed.
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INTRODUCTION
Although infrequent, health professions students and/

or their evaluators sometimes identify a critical medical
problem while conducting an examination of or procedure
on a standardized or simulated patients during a simulated
experience. After being presentedwith this situation twice,
we searched the health professions literature for recom-
mendations or standards for how an evaluator of a student
should react when they suddenly become a provider for
the simulated patient, but we were unable to find any pub-
lished work addressing our experiences.

There are numerous articles addressing standardized
patients.1-4 An article by Simon and Dove5 encourages
faculty to have the standardized patient undergo a profes-
sional medical evaluation before they are assessed by
learners so that any urgent or emergent health problems
are identified before the skills assessment. Neither of the
experiences described here involved a standardized patient.
Instead, one experience involved a student and the other a
family member who volunteered to serve as a patient. We
share these two experiences to initiate a discussion on the
responsibility of serving as an evaluator in skills testing and
the need to have pre-planned guidance in place when con-
cerning results are identified during the evaluation. One of
the circumstances described here involved the added chal-
lenge of a pharmacist serving as a remote evaluator for
learners in other jurisdictions. Both experiences described
here were based on real evaluator interactions with students
and simulated patients, but the details were modified to pro-
tect the privacy of those involved.

The first situation occurred during an in-person
assessment of pharmacy students’ basic physical assess-
ment skills as part of a national point-of-care testing certif-
icate training program. Both evaluators present when the
situation occurred were pharmacists licensed in the juris-
diction where the testing took place and had assistance
from certified student assessors who had previously com-
pleted the same training. During blood pressure assess-
ment of a classmate, a pharmacy student learner obtained
an unusually high blood pressure reading (182/94 mmHg).6

The student-assessor overseeing the procedure immediately
requested help from the pharmacist-evaluator. While taking
the student’s history, the pharmacist-evaluator learned the
student had previously been treated for rhabdomyoly-
sis.7,8 The student was transported to the emergency
department and subsequently admitted for renal failure.
The pharmacist-evaluator accompanied the student to
the emergency department and stayed until a family
member arrived.

The second situation occurred during a synchronous,
online diabetic foot examination. The learner was a phar-
macist who was licensed in the jurisdiction where the test-
ing was performed; however, the evaluator, also a
pharmacist, was licensed in a different jurisdiction and
state from that where the assessment was conducted. The
learner was performing a microfilament test, but the simu-
lated patient, a family member, was unable to feel any of
the attempts at stimulation of the foot with the micro-
filament. The simulated patient had no history of diabetes
or leg or spinal injury and was able to feel digital stimula-
tion of the foot when the learner used a finger.9 The
pharmacist-evaluator recommended that the patient con-
sult their provider at the earliest possible opportunity, and
this advice was reiterated by the pharmacist-learner.
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DISCUSSION
Evaluators do not expect to find problems during

simulated skills assessments. Generally, the simulated
patients are either healthy students, faculty, or staff, or
standardized patients with known conditions. In these two
instances, however, the simulated patient immediately
became a real patient. Likewise, the pharmacist-evaluators
immediately became providers. Incidents like these and
guidance on the proper handling of similar situations could
not be found in the literature.

The identification of unexpected health issues is a
part of the profession of pharmacy. Pharmacists are
trained to manage these issues through team-based care
and proper patient referral. As such, both examples pro-
vide an opportunity to highlight the clinical services that
pharmacists provide.

The two examples of health crises presented in this
paper were not simulated. The people who had agreed to
participate in a simulation as patients were found to have
medical needs: one was a need for immediate care and the
other was a need for evaluation with limited delay. These
experiences illuminate that pharmacy student evaluators
must be able to do more than properly complete a scoring
rubric. The evaluator must also be able to appropriately
manage problems identified during the simulated experi-
ence. We propose that in preparing a simulated experi-
ence, the planning should include the following: crafting
the experience thoughtfully to ensure the student gathers
the information required for the assessment; creating an
appropriate scoring rubric; considering any potential med-
ical issues that could be identified during the simulation;
and selecting evaluators who are able to manage these
medical issues should they be identified during the exer-
cise. For instance, when planning a simulation that will
involve the student taking the blood pressure of a simu-
lated patient, each evaluator should knowwhat to do in the
event that extreme hypotension or hypertension are identi-
fied. Likewise, if the simulation will involve the student
testing for sensation using a Semmes-Weinstein monofila-
ment examination, the evaluator should know the proper
action to take if no sensation is detected. When the student
will be required to obtain a blood glucose level of a simu-
lated patient, the evaluator should know what levels are
cause for referral or emergency treatment. Performing
some health assessment tests is within the scope of prac-
tice for pharmacists.We are not advocating that only a car-
diology expert can assess blood pressure monitoring or
that endocrinologists are the only providers qualified to
assess proper blood glucose levels. Rather we are encour-
aging that the creators of simulated exercises prepare eval-
uators to deal with abnormal findings. We are advocating

that, in settings where students assess simulated patients
and a critical or actionable result could be discovered,
pharmacists or other licensed health care providers be
used as evaluators.10

Not all clinical skills laboratories have the potential
to identify underlying medical issues. A skills laboratory
focusing on patient counseling, for instance, would not
expect to discover problems because the simulated patient
will be presenting from a deliberate, planned dialogue.11-13

Careful consideration should be given to collecting data
during the development phase of a laboratory exercise. If
the skill being assessed is a fingerstick process, is it neces-
sary to obtain a resulting blood sugar that may need to be
acted upon? Or is the skill being assessed merely the stu-
dent’s ability to properly collect the blood sample? In some
cases, it may be appropriate to remove the data gathering
element entirely. This would prevent any possibility of
what was intended to be a simulation becoming “real” and
would protect the health information and privacy of the sim-
ulated patient.

Preparing the evaluator for problem issues that may
be identified during the simulated assessment is the
responsibility of the professional developing the assess-
ment activity. Planning how to respond should these issues
arise is the responsibility of the evaluator.14-16 In fact, we
would argue that responding appropriately is an ethical
mandate for evaluators who are also health care professio-
nals. Health care professionals, such as the pharmacists in
our example, are responsible for their actions when inter-
acting with patients. As soon as the learner identifies a
potential medical problem, the simulated patient becomes
a real patient, and the pharmacist-evaluator becomes a
provider. At that point, professional ethics must be consid-
ered. The pharmacist serving as the evaluator is no longer
serving the learner; instead, the evaluator becomes the
pharmacist provider serving the patient, and must do so
with beneficence, nonmaleficence, fidelity, and veracity.17

Any professional asked to serve as an evaluator must
determine, in advance, if they are prepared to meet this
responsibility. If not, they should decline any request to
serve as an evaluator.

Is the pharmacist who agrees to serve as an evaluator
“practicing pharmacy”? In most jurisdictions teaching is
not listed within a pharmacist’s scope of practice and
teaching pharmacy is not considered a licensure obligated
function. In other words, faculty members of a pharmacy
school are not required, as a matter of pharmacy law, to be
licensed in the jurisdiction where they teach. Those engag-
ing in clinical practice are licensed to provide patient care,
but educators without a practice site are not required to be
licensed unless such requirements are imposed by the
institution where they teach. What happens then when the
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health care professional serving as an evaluator is thrust
into the role of provider by the discovery of a medical con-
dition during the assessment of a simulated patient?

In our first example, the pharmacist was licensed in
the jurisdiction where the assessment was provided. That
pharmacist could easily transition into the role of provider.
In the second example, however, the pharmacist-evaluator
was not licensed in the jurisdiction where the identified
patient was located. This pharmacist-evaluator had no
legal authority to practice the profession of pharmacy in
that state, even though he was legally licensed in the juris-
diction where he was serving as a preceptor. He was
observing and interacting with the pharmacist-learner and
the patient using online, video technology. In this capacity,
the evaluator was “in charge” of the learning experience
and the findings.

Given these circumstances, did the pharmacist-
evaluator act professionally? Part of the answer may lie in
the definition of telepharmacy in the state where the
patient was located. It would also depend on that jurisdic-
tion’s definition of patient counseling. Certainly, each
state has the duty to protect its citizens from unlicensed
practice of health care. But these unlicensed practice laws
likely do not address this situation directly, and the dearth
of literature addressing the situation implies that regula-
tors, like educators, have not considered these situations.
Is it reasonable to try to demarcate the line between
“advice” and “counseling”? Is it reasonable to require
state licensure to assess skills in pharmacy education? No,
neither are reasonable nor easily accomplished. While
states have the responsibility to protect their citizens from
unlicensed practice of health care, they do not need to pro-
tect patients from receiving advice. As long as the patient
can clearly determine whether the advice is being provided
by a licensed health care provider or not, patients or care-
givers can be allowed to make decisions based on pro-
vider’s advice, regardless of their credentialled status.
Additionally, the learner in this scenario was a pharmacist,
licensed in the jurisdiction where the simulated assess-
ment was being conducted. The learner-pharmacist also
had a responsibility to the patient to provide appropriate
care and advice. Pharmacy schools cannot reasonably
expect faculty to be licensed in dozens of states so they
can conduct virtual skills assessments for students located
in other states and jurisdictions.

The final considerations raised by these two encoun-
ters focus on the pharmacist’s duty to follow-up on a
patient’s condition. In the first example, the pharmacist-
evaluator, not the learner, gathered the patient history that
identified the previous rhabdomyolysis. The pharmacist
was on-site and personally evaluated the patient’s blood
pressure. This pharmacist accompanied the patient to the

hospital and ensured that the patient was properly referred
to another member of the health care team. This pharma-
cist completed her duty to the patient. The patient was
accurately assessed and referred to proper care.

In the second encounter, the pharmacist-evaluator
was at a distance, with no opportunity to personally con-
duct a foot sensation test using microfilament. This phar-
macist had to rely on the comments from the learner and
the patient to conclude that the patient lacked sensation.
Because the pharmacist arrived at this conclusion from a
remote location, he was unable to accompany the patient
to see a primary care provider. Instead, the pharmacist
could only recommend that the patient contact a pri-
mary care provider or podiatrist. With limited knowl-
edge of the area where the patient lived, the pharmacist
did not make a specific recommendation of which provider
to see, only general recommendations. Both the patient and
the pharmacist-learner (the patient’s family member) said
that they understood the recommendation and would seek
medical help. The pharmacist-evaluator reported the circum-
stances to the facultymember responsible for the assessment
activity.

Pharmacists, like any other member of the health care
team, are responsible for ensuring that a patient who has
been referred to another provider has accessed that provider
or that the patient chose to ignore the pharmacist’s advice.
Failure to follow-up could constitute unprofessional con-
duct based on a breach of the applicable standard of care.
The pharmacists described in these assessment encounters
each followed through with the patient and the faculty
responsible for the educational session.

CONCLUSION
Both pharmacists described here accepted the respon-

sibility to become a provider when faced with information
that a simulation patient had an identified medical need.
Each of the pharmacists made a proper referral and each
notified the person in charge of the situation.6-9 One could
argue that discussing these situations is not necessary as
no adverse outcomes were noted and each professional
acted professionally and ethically, in the best interest of
the patient. We would argue that the experiences of two
pharmacists are insufficient to conclude that this would be
the standard response of most pharmacist evaluators. Fur-
ther, we would argue that the establishment of standards,
determined by the educators and professionals who design
and assess simulated patient encounters, are essential to
ensuring that the highest quality of patient care is demon-
strated during the educational process (ie, assessment) and
that the health care professionals involved in assessing
simulated encounters have the guidance needed to be
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comfortable with and respond appropriately when urgent
or emergent situations arise.
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