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Storytelling Strategies for the Design of 
Branching Virtual Patient Simulations 

People have been telling stories for 
generations. A captivating story engages both 
our hearts and our minds as we escape into 
another world. While using narratives in medi-
cal education may seem frivolously whimsical, 
when crafted deliberately and told strategical-
ly, stories can affect us emotionally and there-
by have the power to imprint new life lessons 
and new concepts into our mental schemata.  

The design of effective and engaging 
learning experiences within healthcare and life 
sciences can harness the power of storytelling 
to assess and develop a wide variety of skills, 
including: clinical decision-making, communi-
cation, providing empathetic patient care, and 
even pharmaceutical sales consulting—just to 
name a few. The critical task is to align the 
creative narrative with the learning objectives, 

activities, and assessments so that participants 
are guided towards the targeted clinical in-
sights. Though stated simply, the process for 
designing and developing highly complex 
clinical information into strategic patient jour-
neys that facilitate new learning is not as easy 
as it may seem. It requires that the design team 
think through each piece of content systemati-
cally and to analyze how each component and 
decision will affect the holistic, learning expe-
rience. That is, we have to think both system-
atically and systemically while being creative 
storytellers.   

This article explores strategies, practic-
es, and principles that both instructional de-
signers and healthcare professionals can use to 
harness storytelling within the context of 
online simulations. While this discussion is 
about eLearning, many of the strategies pre-
sented in this article can be applied to other 
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types of learning environments, including fa-
cilitator led instruction and live simulations 
with mannequins, task trainers, and standard-
ized patients.  

To situate the exploration of strategies 
and principles, the discussion begins with a 
brief review of the use of VP stimulations to 
facilitate clinical decision-making. Then, the 
article explains how grounded learning theory 
may form the foundation of healthcare simula-
tions. Grounded learning theory will then be 
used to explore strategies and models for de-
signing and developing online simulations. 
The remaining sections explore examples of 
sample simulation pathways that are often 
used in healthcare simulations, as well as two 
simulations that were created by a team in-
cluding an instructional designer and profes-
sional clinicians.  

 
Clinical Decision-Making and Virtual  

Patient Simulations 
Decision-making is at the very core of 

the wellness journey for the entire healthcare 
team including providers and patients. For 
both clinicians and patients, the ultimate goal 
of sharing and analyzing information is to 
make decisions that will help patients maintain 
and improve their health. Therefore, when cre-
ating learning experiences that guide clinicians 
(and patients) towards insights about these 
healthcare journeys, decision-making should 
be at the forefront of design and development.  

Both experts and novices, in a variety 
of contexts including medicine, use stories to 
make sense of complex, ill-structured infor-
mation and to evaluate alternative decision and 
outcome options (Jonassen, 2011). In clinical 
decision-making, experienced healthcare pro-
viders use their mental library of illness scripts 
to diagnose patients (Bizzocchi & Schell, 
2009; Jonassen, 2011). These schemata are 
memories of clinical domain knowledge and 
contextual information that provide roadmaps 
for determining the diagnosis and for evaluat-
ing treatment options (Jonassen, 2011; 
Schmidt & Boshuizen, 1993). In contrast, nov-
ice healthcare providers have fewer illness 
scripts, and therefore, must rely upon their 
conceptual, scientific knowledge. It is through 
clinical experience and deliberate practice, that 
providers build their mental library of illness 
scripts (Ericsson, 2008).  

Bizzocchi and Schell (2009) suggest 
that clinical training should provide a balance 

of both rich and thin narrative cases. Rich nar-
rative cases are immersive experiences that 
include well-developed stories and rich media 
elements. In these stories, learners experience 
the healthcare journey from the patient’s per-
spective as they describe, in their own words, 
their symptoms, challenges, and concerns. 
This storytelling approach has two advantages: 
it supports learning and provides a more holis-
tic patient-centered approach to healthcare 
(Bizzocchi & Schell, 2009, p.1414). Converse-
ly, thin narrative cases are a more traditional 
approach that provide brief clinical summaries 
from the provider’s perspective; they are typi-
cally written in the third person singular and 
lack character development. Bizocchi and 
Schell recommend using more rich narrative 
cases earlier in clinical training to improve 
learning and to promote empathetic care. As 
learners progress, the curriculum can switch to 
the inclusion of more thin cases to support the 
development of a mental library of illness 
scripts through deliberate practice (Ericsson, 
2008).  

Virtual patient simulations use story-
telling to create rich, branched learning experi-
ences for clinical decision-making and for 
healthcare communication skills. Virtual pa-
tients are online learning and assessment expe-
riences that simulate real life patient encoun-
ters (Bateman, Allen, Samani, Kidd, a& Da-
vies, 2013; Cook & Triola, 2009; Hirumi, et 
al., 2018). They involve learners (both experi-
enced and inexperienced) in the following 
tasks: reviewing the patient history, conduct-
ing the patient interview, ordering labs and 
imaging studies, forming a clinical diagnosis, 
recommending treatment options, managing 
complications, and communicating with other 
clinicians and patients (McGee, 2014). 

Storytelling techniques that integrate 
creative writing with rich media supports 
learning by organizing information in authen-
tic contexts and by promoting emotional en-
gagement (Branaghan, 2010; Rock, 2009; 
Spero, 2012). When learners become im-
mersed in the strategic story they are better 
able to retain, retrieve, and apply the 
knowledge and information they discover. The 
emotional aspect of the conflict and the resolu-
tion that is inherent in the very structure of 
stories support the movement of information 
from short term to long term memory (Spero, 
2012). The emotional memories of these nar-
rative experiences are more easily encoded 
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and retrieved than information that is present-
ed to learners in isolation (Branaghan, 2010; 
Kapp, 2013).  

 
Grounded Theory for Designing Rich Nar-

rative VP Simulations 
The use of rich narrative VP simula-

tions in healthcare learning experiences is well 
established. However, creating these simula-
tions has its own unique challenges and there 
is little guidance on effective strategies for 
their design. One of these challenges relates to 
the fact that instructional designers need to be 
both analytical and creative. Both of these 
skills are needed to design and develop strate-
gic learning stories that immerse participants 
in an engaging story, that guides them towards 
the targeted insights, and that collects the de-
sired data (Kapp, 2013, p. 6). Not just any sto-
ry will work; the story, along with its decision 
points and branching pathways, must be 
aligned with the learning objectives. Yet, as 
Kapp states, many instructional designers are 
more comfortable with the analytical task of 
creating learning experiences to ensure align-
ment between the learning objectives, activi-
ties, and assessments. Some instructional de-
signers may not be as comfortable with writ-
ing fictional stories that are aligned with the 
desired design; additionally, many designers 
may not be comfortable with learning com-
plex, clinical content quickly and with viewing 
medically graphic media. The critical task is to 
create an engaging strategic story that meets 
the clinical learning objectives and that col-
lects the desired performance related data.  

Recently, a grounded theory for VP 
simulation design was proposed (Batemen, 
Allen, Samani, Kidd, & Davies, 2013, p. 599). 
In the virtual patient construction component 
of this model, there are several elements to 
consider while designing these instructional 
simulations:  
 Real Life: how realistically the exper i-

ence portrays the healthcare setting 
 Pathway Flux: how clinical information 

is presented, and the degree of freedom 
learners have regarding the case progres-
sion 

 Feedback: how feedback is delivered 
 Decision Flux: the freedom learners 

have to make decisions, including optimal, 
suboptimal and poor 

 Consequence Effect: the extent to which 
learners experience the outcomes of their 

decisions. 
Delivering feedback can be separated 

into two categories: consequences and judge-
ments (Allen, 2012, p. 27). To create an au-
thentic experience, it’s wise to follow a simple 
strategy, “When in story, stay in story.” That 
is, learners should first experience the conse-
quences of their decisions within the narrative 
before receiving coaching--outside of the nar-
rative--that fosters reflection about their per-
formance (Allen, 2012). In fact, the act of 
providing feedback creates a threat response 
that prevents performance improvement 
(Rock, 2009). A better approach is to guide 
learners to discover their own insights by ena-
bling them to make decisions, observe the con-
sequences, and then reflect upon the action 
that caused the outcome. “Real change hap-
pens when people see things they have not 
seen before” (Rock, 2009, p. 218).  

To foster self-reflection, online coach-
es or mentors can be created to simulate a cog-
nitive apprenticeship (Dennen, 2004). A quali-
tative research study conducted with a VP 
simulation found that learners reported “…
greater confidence in their understanding of 
feedback received from a mentor” than from 
anonymous feedback delivered via non-
narrative assessment questions (Schladen, 
2015, p. 242). 

The mentor can be an actual expert in 
the field or a fictionalized person. This online 
mentor can be portrayed through a variety of 
media treatments, such as photos, text, audio, 
or video. Typically, the mentor opens the sim-
ulation, provides just in time coaching within 
the simulation, and then guides reflection at 
the conclusion of the simulation. Feedback can 
be provided immediately after a decision/
consequence sequence, or it might be delayed 
until the completion of the simulation. If feed-
back is delayed, then it is critical for the men-
tor to foster the connection of the decision to 
the associated outcome. Otherwise, learners 
may not identify which decision caused the 
consequence, and then will not arrive at the 
targeted insight.  

When creating branched simulations 
(whether or not they are healthcare related), 
instructional designers, along with other mem-
bers of the team, have to balance all of these 
considerations including: creating an engaging 
story that simulates an authentic context, de-
termining the degree of freedom learners will 
have over the simulation flow, the type and 



31           www.jaid.pub   ∙   January 2020 

 
timing of feedback, and the use of a mentor. 
Additional considerations are: the level of in-
teractivity and richness of media, the type of 
assessment data required from the simulation, 
the implementation requirements, and the re-
source constraints for design and development.  

For VP simulations, there are addition-
al factors to consider: the balance of providing 
complex clinical information with creating a 
streamlined learning experience, portraying 
patients with realistic dialogue and behaviors, 
including authentic alternate outcomes, and 
crafting coaching from a credible mentor who 
provides sufficient clinical information with-
out causing cognitive overload.  

To meet these needs, the design pro-
cess tends to use an agile approach with short 
iterative phases of needs analysis, design, and 
development (Allen, 2012). To ground the 
project, a brief analysis is conducted to deter-
mine the need, goals and objectives, assess-
ment and data requirements, as well as tech-
nical considerations. From there, storyboard-
ing begins by working with one or two subject 
matter experts to identify the simulation flow. 
The process begins by identifying the decision 
points that relate to the objectives; this defines 
the branches, as well as the coaching touch-
points and performance-based data collection 
opportunities. Through successive iterations, 
the simulation is then designed, developed, 
and evaluated until the it reaches to comple-
tion. 

 
Clinical Decision-Making Branching  

Designs 
To demonstrate how branching can be 

incorporated into VP simulations, this section 
explores several possible diverging designs 

that often occur in healthcare simulations. 
Each of these designs offer different opportu-
nities for crafting a clinical story, enabling 
more or less learner narrative control, and for 
providing unique strategies to provide coach-
ing and to promote reflection. The design for-
mats also engage learners within the emotional 
context of a story, thereby promoting the re-
tention and retrieval of new illness scripts. 
 

Alternate Versus Single Outcomes  
 While each VP simulation has a unique 
story and flow that meets the targeted learning 
goals, there are several branching formats that 
recur throughout the designs. For example, in 
clinical decision-making, quite often there are 
similar steps, including reviewing the patient 
history, conducting the patient interview, 
forming a differential diagnosis, ordering labs 
and imaging studies, formulating a diagnosis, 
and recommending treatment options. Some 
simulations may also include following up 
with the patient throughout the treatment pro-
cess to manage any complications. To meet 
patients’ needs, the simulation will have alter-
nate patient outcomes including: poor, subop-
timal, or optimal (Figure 1). Note: Each rec-
tangle in Figure 1 represents a screen in the 
simulation. 

With the alternate outcomes, learners 
progress through the case much as they would 
in a real-world context. The story begins with 
the patient history. To ensure authenticity, the 
health records can simulate the format that 
providers would review in their actual prac-
tice. As learners work through the case, they 
operate independently without coaching. They 
make decisions about what questions to ask 
the patient, the labs and imaging studies to or-

Figure 1. Simulation flow for enabling alternative outcomes  
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der, and determine the diagnosis. After recom-
mending treatment, the simulation moves for-
ward in time and the learners see an update 
from the patient. Depending upon the efficacy 
of their choices, learners may see an optimal, 
suboptimal, or a poor outcome. For example, 
the patient may have symptom relief with few 
complications (optimal); the patient may feel 
better but may have encountered some avoida-
ble negative consequences (suboptimal); or the 
patient may have suffered a severe complica-
tion (poor). The outcome may be the result of 
one or several choices that occurred earlier in 
the simulation; therefore, the consequences 
and feedback might be delayed. Or they could 
be a result of the treatment option only. It de-
pends upon the objectives of the simulation.   

Only after observing this real-world 
consequence, does the mentor return to pro-
mote self-reflection. This can begin with a 
more global discussion and then can continue 
in a more granular level. For example, the 
coach can discuss the learners’ individual 
choices, including whether or not they identi-
fied the most accurate diagnosis, ordered the 
preferred labs and imaging studies, and to 
what extent they utilized resources efficiently. 
A benefit to this approach is that learners pro-
gress uninterrupted throughout the simulation, 
much as they would in the real world. Howev-
er, since feedback is delayed it is critical to 
provide sufficient coaching at the end of the 
simulation to ensure that learners correlate 
their choices to the patient outcome. 

In other situations, it may be important 
for learners to discover the optimal solution 
before progressing in the simulation (Figure 
2). In this design, after seeing a poor outcome, 
learners immediately reflect with the help of 

their coach. For example, in this fictional case, 
the disposition decision was to send the patient 
home rather than to the emergency department 
(the optimal decision). As the story continues, 
the patient returns home and subsequently 
dies. With such an egregious outcome, the sto-
ry is suspended and the mentor facilitates re-
flection immediately. Then time is reset, and 
learners return to the decision point to make a 
different decision. In this case, there are just 
two branches. However, there could be addi-
tional branches. A benefit to this flow is that 
learners receive immediate coaching after 
making a poor decision. A risk is that the story 
is suspended and this may impede engage-
ment.  

To avoid overwhelming learners and to 
reduce development time, one general guide-
line is to limit branching to a maximum of 
three or four alternate pathways. Too many 
pathways can cause cognitive overload for 
learners by having to weigh the benefits and 
risks of multiple options. Additionally, if 
learners can only progress after selecting the 
optimal decision, having many alternate paths 
may frustrate the learners who choose most or 
all suboptimal paths prior to selecting the opti-
mal choice. Research supports the reduction of 
branching options. Rock (2009) states that the 
optimal number of choices to select from 
while deciding is two. However, from a data 
analysis perspective limiting the design to two 
branches provides participants with a fifty per-
cent chance of selecting an optimal branch. 
Therefore, using three branches can provide a 
balance between offering options and avoiding 
higher levels of complexity—both for simula-
tion development and for the learning experi-
ence.  

Figure 2. Simulation flow for discovering an optimal approach 
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Using the VP construction model de-

scribed above, these two simulation designs 
have the benefit of realistically portraying the 
healthcare setting, providing learners with 
high degrees of decision flux, and providing 
consequences. However, the pathway flux is 
limited since learners are guided through the 
flow of the simulation and do not have control 
about when they review specific information.  
 
Exploring Alternative Optimal Approaches 

While the branching designs previous-
ly discussed portray healthcare outcomes rang-
ing from optimal to poor, the emphasis of VP 
simulations is not always about avoiding bad 
decisions; instead, often times the goal is to 
explore several optimal approaches. For exam-
ple, practicing physicians may have differing 
viewpoints on the best approach, and there is 
no inherently wrong approach. In these situa-
tions, a VP simulation can be developed to 
gather information about what decisions ex-
perts would make for a specific case and to 
begin a dialogue about the benefits and chal-
lenges of various options (Figure 3).  
 The result for physicians is an opportuni-
ty to explore the different approaches and ob-
serve short videotaped panel discussions from 
experts—all within the context of a specific 

patient. It is the specific illness script that 
frames the conversation about the various 
treatment options. Additionally, the simulation 
can collect data about which approaches are 
being chosen more frequently. Open and 
closed ended questions can be included in the 
simulation for physician participants to ex-
plain or select their rationale.  

In the Exploring Optimal Approaches 
design, it is important to present the case and 
ask any rationale-based questions prior to 
sharing panel discussions to avoid biasing the 
data. Additionally, using a blended approach, 
the online simulation can be followed by a live 
event with a panel discussion in which experts 
share data from the simulation and debate the 
case in further detail.  

 

Real World Examples: Exploring Two 
Branching VP Simulations 

While the previous section presented branch-
ing designs that are often used in VP simula-
tions, this section presents two case studies 
with custom designed VP simulations: one 
simulation focuses on clinical decision-
making, and the other simulation addresses 
clinician-to-clinician communication skills.  
 
Kaiser Permanente: Assessing and Develop-
ing Clinical Decision-Making 1 
 In a branched VP simulation designed 

Figure 3. Branching options for exploring optimal approaches 

1 Funded by Decision Simulation Virtual Patient Lokahi Grant from Kaiser Permanente.  
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and developed with Kaiser Permanente for 
continuing medical education, practicing phy-
sicians diagnose and treat a patient who is hav-
ing leg pain. Using an alternate outcome 
branching design, physicians complete their 
work up prior to receiving a patient update 
(Figure 4). The last section of the simulation 
consists of a series of coaching screens in 
which the mentor guides reflection about a 
variety of choices relating to the case. Rather 
than following a linear case flow, this simula-
tion provides physicians more control over the 
simulation pathway. That is, providers decide 
what information they wish to review and in 
what sequence.  

For example, in the Next Step se-
quence (Figure 5) physicians select from list 
of tasks including ordering imaging studies 
and labs, seeking consults, and utilizing online 
diagnostic tools. The simulation limits physi-
cians to ordering just one advanced imaging 
study since the patient is waiting for results. If 
they attempt to order a second study, the simu-
lation provides a statement from the patient 
who is noticeably frustrated and refuses to 
wait several hours for an additional testing. 
 The simulation depicted in Figures 4 and 
5 branches further based upon whether or not 
physicians order at least one imaging study. If 

they do not place any imaging orders, physi-
cians remain on the suboptimal path (Screens 
10 – 16). Even on this suboptimal path, there 
is an optimal, suboptimal, or poor outcome 
depending upon the physician’s selections re-
garding treatment and disposition decisions. If, 
however, they do order one of the four imag-
ing studies, the simulation branches down to a 
different pathway. As the story continues, the 
physicians’ treatment and disposition deci-
sions still determine which of the three alter-
native outcomes will occur. The outcomes 
range from a brief two-day hospitalization 
with a full recovery to a 19-day hospitalization 

Figure 4. Excerpts of simulation flow that enable exploration of alternative outcomes 

Figure 5. Alternative task options made available with 
the next step sequence 
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with intubation (Figure 6). By simulating vari-
ous patient outcomes, this simulation engages 
participants emotionally in the story and there-
by supports learning through the addition of a 
new illness script in the physician’s mental 
database of clinical patient stories.  

A design consideration for this simula-
tion was the need to balance the production of 
rich media while staying within the scope of 
available resources. The solution was to devel-
op media in-house and to use a few short vid-
eo and audio clips to augment the custom pho-
tography. This approach used higher level me-
dia strategically, including a video welcome 
from the mentor, and an audio clip of the pa-
tient.  
 The assessment data from this simulation 
are robust, including information about learner 
selections relating to imaging and lab orders, 
diagnostic accuracy, treatment initiation, dis-
position decision, and resource utilization effi-
ciency. Additionally, after the diagnosis selec-
tion, physicians are asked to self-report confi-
dence levels in their diagnosis. This enables 
Kaiser Permanente to compare physicians’ 
diagnostic accuracy with their self-reported 
confidence levels, and was based upon a re-

search study which found that “…physicians’ 
level of confidence may be relatively insensi-
tive to both diagnostic accuracy and case diffi-
culty” (Meyer, Payne, Meeks, Rao, & Singh, 
2013, Abstract). Both learners and the organi-
zation gain insights from these data. Physi-
cians receive a personalized coaching report 
comparing their performance on key metrics to 
those of their peers; and the organization re-
ceives data dashboards with both individual 
and aggregate performance data.  

The Veterans Administration: Healthcare 
Communication Assessment and  
Development  

Virtual patient simulations can be also 
used to assess and develop clinician-to-
clinician and clinician-to-patient communica-
tion skills. The Veterans Administration (VA) 
created a rich narrative, video-based VP simu-
lation for continuing medical education to as-
sess and develop nurses’ implementation of 
the SBAR model. This model structures com-
munication between clinicians to ensure that 
critical information is shared efficiently and 
effectively (Engard, 2016). The format sum-
marizes the following patient-related infor-
mation: situation (S) background (B), assess-

Figure 6. Screen excerpts of the optimal and poor outcomes 
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ment (A) and recommendation (R).  
For this simulation, the VA’s goal was 

to get a baseline measurement of how many 
nurses used SBAR without being prompted 
and their skill level in using the model when 
prompted. Additionally, the VA wanted to 
provide nurses with coaching to develop their 
proficiency with this communication model.  
To ensure that nurses were unaware of the 
goal, the simulation situates learners within 
the story of a patient who is suffering from 
cancer related pain. Through the context of 

managing the patient’s symp-
toms, the simulation assesses 
SBAR skills both quantitatively 
and qualitatively, provides per-
formance-based coaching, and 
then engages nurses in a second 
opportunity to apply their skills.  
 Figure 7 provides a brief 
excerpt from the beginning of 
the simulation. After calling the 
patient (Mr. Jackson), nurses are 
asked to summarize their find-
ings by typing an open-ended 
response (Figure 7, Screen 02 
and Figure 8).  
 The subsequent screen 
(Screen 03) provides a list of 
closed-ended SBAR phrases. 
Each phrase uses one of the four 
statement types (situation, back-

ground, assessment or recommendation). 
Nurses are instructed to select all of the 
phrases they will include in their statement. A 
total of seven statements are presented to the 
learners, including an incorrect assessment and 
an incorrect recommendation statement.  

Based upon their selection, the story 
continues with a video clip of a conversation 
between the nurse and Dr. Morrison. Learners 
who have a perfect score, progress to see an 
exemplar video modeling the targeted SBAR 
communication skill (Screen 11). For learners 
who require coaching, the physician provides 

Figure 7. Excerpted flow screens for the beginning of an SBAR assessment  
simulation 

Figure 8. Sample screen shot illustrating open-ended narrative in an SBAR simulation 
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feedback within the context of the story along 
three branches:  

 Missed SBAR: Review the impor tance 
of all four phases  

 Chose an incorrect statement(s): Reme-
diate the incorrect choice selection  

 Missed SBAR and chose incorrect state-
ment(s): Reinforce SBAR and remediate 
the incorrect selection. 

For example, the physician responds with irri-
tation and confusion if there is no situation or 
background included in the statement. If an 
incorrect statement is included, the physician 
explains the research behind why that was not 
the best approach. 

Next, learners proceed to a coaching 
screen in which the online mentor provides 
personalized feedback based upon their imple-
mentation of the SBAR model. Finally, all 
learners proceed to the modeling SBAR screen 
in which they can watch an exemplar demon-
stration of the targeted skill. Later in the simu-
lation, nurses have a second chance to apply 
the SBAR model by typing their summary and 
selecting phrases. This approach achieves the 
goal of assessing and developing the target 
communication skill, all within the authentic 
context of the case. The emotional response 
from the physician helps reinforce learning, 
and the specific feedback form the mentor pro-
vides modeling and coaching to improve per-
formance.  

Two design considerations were man-
aged during development. First, the inclusion 
of seven phrases was visually busy and could 
have caused cognitive overload. This risk was 
managed by arranging the phrases in sequen-
tial order and keeping the phrases as brief as 
possible. Second, during implementation nurs-
es took so much time to draft their open-ended 
statements that the sessions went over their 
scheduled time. When necessary, the VA re-
moved the open-ended questions to shorten the 
time.  

The SBAR assessment simulation was 
implemented in a blended approach to support 
application level learning. Once nurses com-
pleted the online activity, they then participat-
ed in a live role play simulation with a stand-
ardized patient. This strategy of beginning 
with an online experience, prior to participat-
ing in a live simulation, can be an effective 
way of scaffolding learning and reducing 

stress. Live simulations can be more stressful 
since they are observed and are often vide-
otaped. However, the approach of having 
learners begin with the online activity, allows 
them to explore the concept in a safe, non-
threatening environment and to receive con-
sistent coaching prior to applying the model 
real-time, with a live actor.  

The Kaiser and VA simulations cover 
very different skillsets and content areas and 
use unique branching to empower both learn-
ers and organizations to discover targeted in-
sights. Yet, both create rich narrative VP expe-
riences that emotionally engage learners and 
promote the development of new illness 
scripts.  

The Kaiser simulation uses an alternate 
branching technique to provide learner control 
over the flow of information and decision-
making. The consequence effect and feedback 
for this simulation are extensive and personal-
ized to each learner’s decisions. The simula-
tion uses simple media such as custom devel-
oped photos, audio clips and videotapes, that 
when paired with well-crafted character devel-
opment, carry the story. 
 The VA simulation uses branching tech-
niques to enable learners to determine the 
pathway of the video-based story based upon 
their implementation of the SBAR communi-
cation model. Rather than receiving feedback 
solely from a mentor, they see and hear the 
physician’s response to their communication 
first—much as they would in a real-world set-
ting. The resulting flow guides learners from 
attempting the skill without prompting, to ap-
plying it with prompting, to seeing the effect 
of their first attempt. Then learners observe the 
consequences of their communication, reflect 
on their performance, and finally review an 
exemplar role play video. The design of the 
VA simulation presents an authentic portrayal 
of the health care setting, freedom over simu-
lation flow and presents opportunities to make 
decisions, observe consequences, and receive 
feedback. 

Designing for Data Analysis and  
Measurement  

The branching designs and VP simula-
tion examples depict the types of performance 
data these simulations can collect and explain 
how they can be used to facilitate insights for 
both learners and organizations. However, 
there are many other types of data that can be 
collected. For example, VP simulations can 
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record demographic, participation, engage-
ment, and satisfaction data which can be used 
to analyze the performance data in more detail, 
and to identify opportunities to improve the 
simulation. Data dashboards can provide drill 
down data so that organizations can compare 
decisions made by demographics, such as 
years in practice, geographic location, etc. 
Comparisons can also be made between diag-
nostic accuracy, treatment efficacy, confidence 
levels, and resource utilizations. Additionally, 
qualitative data can be captured to measure 
open-ended responses. Learners can receive 
scorecards summarizing their performances, 
and personalized coaching reports comparing 
their performance to that of their peers.  

While there are many opportunities for 
data collection, designers need to create an 
engaging experience that will include the nec-
essary decision points to ensure the simulation 
captures the desired information. Without the 
appropriate design, the information will not be 
captured. Consequently, planning for assess-
ment and metrics must be considered early on 
in the analysis phase and must be consistently 
evaluated throughout successive iterations of 
design and development.  

 
Conclusion 

While VP simulations have great po-
tential, their development has unique require-
ments and there has been little guidance about 
effective design strategies. By integrating the 
art of storytelling with the science of instruc-
tional design during the creation of VP simula-
tions, clinical stories can be built that strategi-
cally align learning objectives with decision 
points, consequences, and coaching opportuni-
ties. Assessment and metrics must also be 
planned throughout the iterative design pro-
cess to ensure that both learners and the organ-
izations implementing the simulation are guid-
ed towards the targeted insights. In addition, 
instructional designers in the healthcare con-
text must collaborate effectively with a variety 
of subject matter experts and team members as 
they craft an emotionally engaging, clinically 
relevant experience.  

As David Rock (2009) so aptly stated, 
real change occurs when people discover 
things they have not experienced before. With-
in the healthcare setting particularly, it is not 
always feasible to provide real world experi-
ences for the large number of patient journeys 
needed to build the clinician’s mental library 

of illness scripts. Nor is it always necessary or 
advisable. VP simulations can facilitate the 
process of discovering insights, so that learn-
ers are better able to remember, retrieve, and 
apply the targeted skills in a real-world con-
text. When we craft an engaging story that en-
ables learners to make their own decisions, to 
experience the consequences of their actions, 
and then, with the help of a mentor, to reflect 
upon the outcomes, we set the stage for true 
change.  
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