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Abstract
Background: Standardized patients (SPs) have been one of the popular assessment methods in clinical teaching for decades,
although they are resource intensive. Nowadays, simulated virtual patients (VPs) are increasingly used because they are permanently
available and fully scalable to a large audience. However, empirical studies comparing the differential effects of these assessment
methods are lacking. Similarly, the relationships between key variables associated with diagnostic competences (ie, diagnostic
accuracy and evidence generation) in these assessment methods still require further research.
Objective: The aim of this study is to compare perceived authenticity, cognitive load, and diagnostic competences in
performance-based assessment using SPs and VPs. This study also aims to examine the relationships of perceived authenticity,
cognitive load, and quality of evidence generation with diagnostic accuracy.
Methods: We conducted an experimental study with 86 medical students (mean 26.03 years, SD 4.71) focusing on history
taking in dyspnea cases. Participants solved three cases with SPs and three cases with VPs in this repeated measures study. After
each case, students provided a diagnosis and rated perceived authenticity and cognitive load. The provided diagnosis was scored
in terms of diagnostic accuracy; the questions asked by the medical students were rated with respect to their quality of evidence
generation. In addition to regular null hypothesis testing, this study used equivalence testing to investigate the absence of meaningful
effects.
Results: Perceived authenticity (1-tailed t81=11.12; P<.001) was higher for SPs than for VPs. The correlation between diagnostic
accuracy and perceived authenticity was very small (r=0.05) and neither equivalent (P=.09) nor statistically significant (P=.32).
Cognitive load was equivalent in both assessment methods (t82=2.81; P=.003). Intrinsic cognitive load (1-tailed r=−0.30; P=.003)
and extraneous load (1-tailed r=−0.29; P=.003) correlated negatively with the combined score for diagnostic accuracy. The quality
of evidence generation was positively related to diagnostic accuracy for VPs (1-tailed r=0.38; P<.001); this finding did not hold
for SPs (1-tailed r=0.05; P=.32). Comparing both assessment methods with each other, diagnostic accuracy was higher for SPs
than for VPs (2-tailed t85=2.49; P=.01).
Conclusions: The results on perceived authenticity demonstrate that learners experience SPs as more authentic than VPs. As
higher amounts of intrinsic and extraneous cognitive loads are detrimental to performance, both types of cognitive load must be
monitored and manipulated systematically in the assessment. Diagnostic accuracy was higher for SPs than for VPs, which could
potentially negatively affect students’ grades with VPs. We identify and discuss possible reasons for this performance difference
between both assessment methods.
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Introduction
Performance-Based Assessment With Standardized
Patients and Virtual Patients
Since the turn of the millennium, performance-based assessment
has become a mandatory part of medical licensure examinations
in various countries [1], complementing traditional assessment
formats, such as text vignettes, with methods including
standardized patients (SPs) and simulated virtual patients (VPs).
SPs have been used for performance-based assessment in health
care since the 1960s [2]. However, VPs have only recently
become more widely employed in this domain [3].
The term SPs refers to (trained) actors or real former patients
who act as if they display symptoms of a disease [4]. Usually,
students encounter several SPs in assessment settings to reliably
measure clinical variety [5]. Performance is then scored by a
trained faculty member or the SPs themselves using a rating
scheme. Although we will elaborate on the specific features
used for this assessment method later, it should be noted here
that organizing an assessment with SPs is relatively resource
intensive [6].
VPs are a type of computer simulation and typically include an
authentic model of a real-world situation that can be manipulated
by the participant [7]. VPs can use avatars or realistic videos
with SPs as stimuli and offer varying degrees of interaction [8].
Moreover, assessment through VPs can take place automatically,
and a recent study showed that such an automatic assessment
corresponds well to ratings from clinician-educators [9]. The
production of authentic VPs can frequently produce considerable
costs above $10,000 [10]. Although the initial production of
VPs is often more resource intensive than organizing SPs, this
assessment method is then permanently available and fully
scalable to a large audience.
Next, we summarize a conceptual framework. This framework
provides, on the one hand, a precise operationalization of
diagnostic competences. On the other hand, the framework
includes a research agenda that summarizes essential moderators
of performance that should be examined systematically in
research on simulation-based assessment.

A Framework for the Assessment of Diagnostic
Competences With Simulations
The framework developed by Heitzmann et al [10] to facilitate
diagnostic competences with simulations operationalizes
diagnostic competences in assessment settings as a disposition.
This disposition encompasses the components of diagnostic
knowledge, diagnostic quality, and diagnostic activities.
Diagnostic knowledge includes conceptual and strategic
knowledge [11]. Conceptual knowledge encompasses concepts
and their relationships. Strategic knowledge comprises possible
avenues and heuristics in diagnosing. Diagnostic quality consists
of components’ diagnostic accuracy and efficiency that can
https://www.jmir.org/2021/3/e21196

XSL• FO
RenderX

serve as major outcome measures in empirical studies.
Diagnostic activities entail the actions of persons assessed during
the diagnostic process, such as evidence generation by asking
questions in history taking. The framework proposes that context
is an important moderator in assessment. Therefore, more
research on the effects of the assessment methods SPs and VPs
seems to be warranted. A meta-analysis on simulation-based
learning of complex skills [12] added to this framework that
authenticity should also be explored as an important moderator
in assessment and learning. Similarly, a meta-analysis on
instructional design features in simulation-based learning
indicated that certain types of cognitive load could be
detrimental to performance [13]. Therefore, it could be fruitful
to explore the relationship between cognitive load and diagnostic
competences within SP and VP assessments.

Perceived Authenticity and Diagnostic Competences
With SPs and VPs
There is a multitude of conceptualizations of authenticity. In
our study, we focus on perceived authenticity [14] because this
concept can be assessed entirely internally by learners’
judgment. Other related concepts such as thick authenticity [15]
and fidelity [16] can, at least to some extent, also be determined
externally.
According to a factor analysis by Schubert et al [14], perceived
authenticity—sometimes also called presence—comprises the
facets of realness, involvement, and spatial presence. Realness
describes the degree to which a person believes that a situation
and its characteristics resemble a real-life context [14].
Involvement is defined as a feeling of cognitive immersion and
judgment that a situation has personal relevancy [17]. Spatial
presence denotes the feeling of physical immersion in a situation
[14]. SPs are considered highly authentic because they are
carefully trained to realistically portray symptoms and allow
for natural interactions [18]. Empirical studies support this
claim, reporting high values of perceived authenticity for SPs
[19,20]. VPs also received rather high perceived authenticity
scores in empirical studies [21] but lacked some of the features
that may make SPs particularly authentic, such as high
interactivity in oral conversations. Thus, VPs could potentially
evoke lower perceived authenticity than SPs. Findings on the
effect of authenticity on diagnostic competences are mixed. On
the one hand, it has been argued that higher authenticity is
associated with higher engagement and better performance [22].
On the other hand, literature reviews [23,24] that compared the
relationship between perceived authenticity and clinical
performance in simulation-based learning only reported minimal
effects of authenticity. In addition, an empirical study [25]
showed that above a certain threshold, further increases in
perceived authenticity do not improve diagnostic accuracy.
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Cognitive Load and Diagnostic Competences With SPs
and VPs
Cognitive load theory posits that performance can be inhibited
through high situational demands that stress working memory
and attention [26]. The cognitive load consists of the following
3 different facets [27]: Intrinsic load results from the interplay
between certain topics and materials and the assessed person’s
expertise. Extraneous load is created exclusively by
characteristics of the assessment environment that strain memory
and attention without being necessary for performance. Germane
load refers to the cognitive load created through the assessed
person’s cognitive processes, including schema construction
and abstraction. Intrinsic and extraneous cognitive loads are
considered additive and can inhibit performance in complex
tasks [27]. Germane load, however, is theorized to bolster
performance [27]. A few primary studies from medical education
have already contrasted the cognitive load of different
assessment methods and reported their relationship with
diagnostic competences. Dankbaar et al [28] demonstrated that
intrinsic and germane cognitive loads were higher for a group
learning emergency skills with a simulation game than for a
group learning with a text-based simulation. Extraneous load
did not differ between these groups, and none of the groups
differed in performance. Haji et al [29] compared surgical skills
training with less complex and more complex simulation tasks.
The total cognitive load was higher in the more complex
simulation than in the less complex simulation, and cognitive
load was negatively associated with performance. As a result
of these findings, we can conclude that SPs and VPs generally
do not differ in different facets of cognitive load if the
assessment methods are of equal complexity, and the main
characteristics related to the facets are similar. The literature
summarized earlier also shows that intrinsic and extraneous
cognitive loads are negatively associated with diagnostic
competences.

Assessment Method and Diagnostic Competences
Before we discuss diagnostic accuracy and evidence
generation—2 important aspects of diagnostic competences—it
should be noted that diagnostic competences are only a part of
the broader concept of clinical reasoning. Clinical reasoning
emphasizes the process of diagnosing and encompasses the full
process of making clinical decisions, including the selection,
planning, and reevaluation of a selected intervention [30]. In
line with the conceptual framework by Heitzmann et al [10] for
facilitating diagnostic competences, diagnostic accuracy denotes
the correspondence between the learner’s diagnoses and the
solutions determined by experts for the same cases. According
to this framework, evidence generation (ie, actions related to
the gathering of data in a goal-oriented way) is also an important
quality criterion for the diagnostic process and a crucial aspect
of diagnostic competences.

Diagnostic Accuracy
Currently, there are only a few studies in the health care domain
that contrast assessments using VPs and SPs directly in one
experiment. Edelstein et al [1] investigated assessments with
SPs and computer-based case simulations in advanced medical
students using a repeated measures design. A moderate positive
https://www.jmir.org/2021/3/e21196
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correlation was found between diagnostic accuracy in the two
assessment formats that used different cases. Guagnano et al
[31] examined SPs and computer-based case simulations in a
medical licensing exam. Participants first completed the
computer-based case simulations and then completed the SPs.
The two assessment methods correlated positively with each
other. Hawkins et al [32] compared the assessment of patient
management skills and clinical skills with SPs and
computer-based case simulations in a randomized controlled
trial. Participating physicians completed both assessment
methods, and a positive correlation of diagnostic accuracy with
both assessment methods was reported. Outside the health care
domain, a meta-analysis of studies from different domains
reported a robust modality effect for students in problem-solving
tasks. Students who solved problems presented in the form of
illustrations accompanied by text were more successful than
students who solved problems presented merely in text form
[33]. Similarly, it seems reasonable to assume that one
assessment method could lead to higher diagnostic accuracy
than the other assessment method because of its different
characteristics. The described findings from the health care
domain tentatively indicate that SPs and VPs could result in
relatively equivalent diagnostic accuracy. Such a finding would
contradict the modality effect reported in other domains.

Evidence Generation
Comparable empirical studies on evidence generation for SPs
and VPs are lacking. Nevertheless, we can assume that the
quantity of evidence generation should be higher for SPs than
for VPs. The main reason for this is that students can ask
questions of SPs more quickly orally than by selecting questions
from a menu of options with VPs. Apart from this difference
in evidence generation between the 2 assessment methods, the
relationships between evidence generation and diagnostic
accuracy are interesting. The relationship between the quantity
of evidence generation and diagnostic accuracy is relatively
complex. The ideal amount of evidence generation may depend
strongly on the case difficulty, the diagnostic cues contained in
the evidence, and learner characteristics. For these reasons, the
framework by Heitzmann et al [10] for facilitating diagnostic
competences argues that the sheer quantity of evidence
generation is not a dependable quality criterion for the diagnostic
process. However, the quality of evidence generation is
hypothesized by Heitzmann et al [10] to be a rather dependable
quality criterion for the diagnostic process. This agrees with the
literature, as we know from studies on SPs using observational
checklists that the quality of evidence generation is positively
associated with diagnostic accuracy [34]. Moreover, one study
with specialists in internal medicine and real patients
demonstrated that asking specific questions in history taking
correlated positively with clinical problem solving [35].

Study Aim, Research Questions, and Hypotheses
We aim to compare the perceived authenticity, cognitive load,
and diagnostic competences in SPs and VPs. We also aim to
examine the relationships of perceived authenticity, cognitive
load, and quality of evidence generation with diagnostic
accuracy. Thus, we address the following 3 research questions:
To what extent does perceived authenticity differ across the 2
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assessment methods, and how is it associated with diagnostic
accuracy (RQ1)? We hypothesize that SPs induce higher
perceived authenticity than VPs (H1.1). Moreover, we expect
to be able to demonstrate with equivalence tests for correlations
(given in the Statistical Analyses section) that perceived
authenticity is not associated meaningfully with diagnostic
accuracy (H1.2). Next, is cognitive load equivalent for SPs and
VPs, and how is it related to diagnostic accuracy (RQ2)? We
assume to find equivalent cognitive load for SPs and VPs (H2.1).
Moreover, we expect that intrinsic and extraneous loads are
negatively related to diagnostic accuracy (H2.2-H2.3). To what
extent are the diagnostic competences components diagnostic
accuracy, quantity of evidence generation, and quality of
evidence generation equivalent or differ for SPs and VPs, and
how are they related to each other (RQ3)? We hypothesize that
SPs and VPs evoke equivalent diagnostic accuracy (H3.1). In
addition, we assume that the quantity of evidence generation is
higher for SPs than for VPs (H3.2). We also expect that the
quality of evidence generation is positively related to diagnostic
accuracy (H3.3).
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as they had passed their second national examination and worked
full time as interns in a medical clinic or practice. We provide
a detailed overview of participant characteristics across all
conditions and a CONSORT (Consolidated Standards of
Reporting Trials)–style diagram of participant flow in
Multimedia Appendix 1.
We collected data from October 20, 2018, to February 20, 2019,
in the medical simulation center of the University Hospital,
LMU Munich. We recruited participants via on-campus and
web-based advertising. Participants were randomly assigned to
conditions by the first author by drawing a pin code to log in
to an electronic learning environment without knowing the
condition assigned to the pin. In the final data collection
sessions, the conditions were filled by the first author with
random participants from specific expertise groups (novices vs
intermediates). This procedure was applied to achieve a
comparable level of expertise in all conditions. As expected,
the proportion of participants from different expertise groups
did not differ across conditions (χ²3=0.2; P=.99).

Research Design

Methods
Participant Characteristics and Sampling Procedures
A sample of 86 German medical students (with a mean age of
26.03 years, SD 4.71) made up the final data set. This sample
consisted of 63% (54/86) females and 37% (32/86) males.
Medical students in years 3-6 of a 6-year program with a good
command of German were eligible. Medical students in years
3-5 (44/86, 51%) were considered novices, as they were still
completing the clinical part of the medical school. Medical
students in year 6 (42/86, 49%) were regarded as intermediates

The study used a repeated measures design with assessment
method (SPs vs VPs) as the key factor. In addition, we varied
the between-subjects factor case group (CG) order and
assessment method order. In total, students encountered 6
different cases. We provide an overview of the experiment in
Table 1. Details of the succession through cases and medical
content in the experimental conditions are provided in Table 2.
We attempted to ensure similar topics and difficulty for both
CGs by conducting an expert workshop and adapting cases
based on the experts’ feedback as part of creating the
experimental materials.

Table 1. General overview of the experiment.

a

Part of the experiment

Activity or test

Duration (min)

Pretest

Briefing

10

Conceptual knowledge test

40

Strategic knowledge test

40

Break

—a

10

Assessment phase I (cases 1-3)

VPsb or SPsc

70

Break and change of modality

—

5

Assessment phase II (cases 4-6)

VPs or SPs

70

Posttest and debriefing

Working memory test

15

End-debriefing

5

No activity or test takes place.

b

VP: virtual patient.

c

SP: standardized patient.
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Table 2. Succession through cases and medical content in the experimental conditionsa,b.
Cases

Condition 1A

Condition 1B

Condition 2A

Condition 2B

1-3

CGc A (SPsd)

CG B (VPse)

CG B (SPs)

CG A (VPs)

4-6

CG B (VPs)

CG A (SPs)

CG A (VPs)

CG B (SPs)

a

Case group A: (1) pulmonary embolism with lymphoma, (2) congestive heart failure with atrial fibrillation, and (3) hyperventilation tetany caused by
a panic attack.
b

Case group B: (1) pulmonary embolism with coagulation disorder, (2) community-acquired pneumonia, and (3) hypertrophic obstructive cardiomyopathy.

c

CG: case group.

d

SP: standardized patient.

e

VP: virtual patient.

Procedure and Materials
Participants completed a pretest of conceptual knowledge and
strategic knowledge at the beginning of the experiment.
Afterward, participants took part in the assessment phase,
solving the first 3 cases with SPs and the next 3 cases with VPs
or vice versa. All cases were drafted by a specialist in general
practice and evaluated positively by an expert panel. The cases
were not adapted from real clinical cases but based on cases
from textbooks and symptoms reported in guidelines. A short
familiarization phase preceded each assessment phase and
included a motivational scale. For all cases in both assessment
methods, assessment time was held constant at 8 minutes and
30 seconds for history taking and 5 minutes for writing up a
diagnosis for the case in an electronic patient file. At the end
of the experiment, participants were debriefed. A more detailed
overview of the procedure can be found in Multimedia Appendix
2.
Assessment with SPs was conducted in a simulated emergency
room. All SPs were (semi-) professional actors who were
financially compensated; most had previous experience working
in an SP program. All SPs were extensively trained by an acting
coach and a physician, memorized their symptoms and scripts,
and were not aware of their patient’s diagnosis. Participants
first received prior information (eg, electrocardiogram and lab
results) and presentation of the chief complaint for each case.
Next, participants formulated and asked questions
independently, and the SPs responded. The interaction was
recorded on a video. After each case, the participants completed
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a patient file, including measures of diagnostic accuracy and
other scales. A screenshot of this assessment method is provided
in Figure 1.
The assessment with the VPs was carried out in a simulated
assessment environment in a computer room. First, participants
received prior information and a video with a chief complaint
for each case. The participants then selected questions
independently from a menu with up to 69 history-taking
questions. The VP’s answer was streamed as a video, including
a recorded response by an actor. After each case, the participants
completed a patient file, including a measure of diagnostic
accuracy and other scales. A screenshot of this assessment
method is provided in Figure 1.
The VPs, patient file, and other measures were implemented in
the electronic assessment environment CASUS [36]. The
questions provided for the VPs were based on a structural and
topical analysis of history-taking forms by Bornemann [37] and
are displayed in Multimedia Appendix 3. According to this
analysis, physician questions in history taking can fall under
the 5 categories of main symptoms, prior history, allergies and
medication, social and family history, and system review.
Participants with SPs received empty history-taking forms for
all cases and time to formulate possible history-taking questions
during the familiarization phase, at which point participants in
the VPs only read all questions from the menu. Without this
additional structuring support in the SP condition, the
participants in the VP condition would have received additional
support in the form of a list of questions in the menu.
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Figure 1. History-taking with standardized patients and virtual patients.

Measures and Covariates
Perceived Authenticity
Perceived authenticity was operationalized as a construct with
the 3 dimensions of realness, involvement, and spatial presence
[14]. All 3 authenticity scales used a 5-point scale ranging from
(1) disagree to (5) agree and were taken from multiple validated
questionnaires [14,38-40]. The items were slightly adapted to
simulation-based assessment and are included in Multimedia
https://www.jmir.org/2021/3/e21196
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Appendix 4. A combined score for all 3 dimensions was built
by calculating the mean. This scale achieved a reliability of
Cronbach α=.88.

Cognitive Load
The cognitive load scale by Opfermann [41] used in this study
assessed the extraneous cognitive load with 3 items and germane
and intrinsic cognitive loads with 1 item each. A 5-point scale
from (1) very easy, (2) rather easy, (3) neutral, (4) rather hard,
J Med Internet Res 2021 | vol. 23 | iss. 3 | e21196 | p. 6
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to (5) very hard was used. The scale is included in Multimedia
Appendix 4. A combined score for all 3 facets was built by
calculating the mean. This scale achieved a reliability of
Cronbach α=.88.

Motivation, Diagnostic Knowledge, and Other Control
Variables
We assessed motivation as a control variable because it could
differ between assessment methods and potentially affect
performance. The expectancy component of motivation was
assessed with a 4-item, 7-point scale adapted from Rheinberg
et al [42]. The motivation expectancy scale ranged from (1)
strongly disagree to (7) strongly agree. The value component
of motivation was measured with a 4-item, 5-point scale based
on a questionnaire by Wigfield [43]. The motivation value scale
ranged from (1) strongly disagree to (5) strongly agree. The full
scales are provided in Multimedia Appendix 4. Diagnostic
knowledge was also measured in this study but later not taken
into account in the analyses because it was similar in VPs and
SPs because of the repeated measures design. We measured
diagnostic knowledge using a conceptual and strategic
knowledge test. Both types of knowledge have been identified
as predictors of clinical reasoning [44]. The maximum testing
time was set to 40 minutes per test. More details on both
diagnostic knowledge tests are reported in Multimedia Appendix
4. Apart from this, demographic data were collected, including
participants’ sex, age, and expertise (year of medical school).

Fink et al
in the videos of the SP encounters, and the electronic assessment
environment stored all selected questions during the VP
encounters. The R scripts automatically classified the log data
from the VPs using the coding scheme. Student assistants had
no medical background and were trained by the second author
to code the transcripts from the SP encounters. This task mainly
implied recognizing the intent of history-taking questions and
linking them, if possible, to the most similar question in the
coding scheme. After training the raters, 20% of this complex
and extensive SP data were coded by 2 raters to check interrater
agreement. This data set encompassed SP data from 18 of the
86 participants of our study with all three SP cases in which the
participants took part. Fleiss κ=0.74 demonstrated that
agreement was substantial, and the rest of the data were coded
by the same raters individually. The score for quantity of
evidence generation corresponded to the total number of
questions posed for each case. To calculate the score for quality
of evidence generation for each case, we counted the number
of relevant questions posed and divided this score by the number
of relevant questions that could potentially be posed.

Scale Construction
Diagnostic accuracy and evidence generation scales for each
assessment method and combining the 2 methods were built by
calculating the mean of the included cases. Case 1 in CS A was
excluded from all analyses because of high difficulty (mean
diagnostic accuracy 0.05, SD 0.18).

Diagnostic Competences

Statistical Analyses

Diagnostic Accuracy

This study answers the proposed research questions using
traditional null hypothesis significance testing (NHST) and
equivalence testing. In contrast to NHST, equivalence testing
can be used to investigate “whether an observed effect is
surprisingly small, assuming that a meaningful effect exists in
the population” [45]. For this type of test, first, the smallest
effect size of interest, that is, the threshold for a meaningful
effect, is specified based on the literature. The null hypothesis
that the effect is more extreme than the smallest effect size of
interest is then investigated. To do this, 2 separate 1-sided tests
(TOST; eg, t tests) are conducted [46]. These tests examine
whether the observed effect is more extreme than the specified
smallest effect size of interest. If both 1-sided tests are
significant, the null hypothesis that there is a meaningful effect
that is more extreme than the smallest effect size of interest is
rejected. Thus, equivalence is supported. For more convenient
reporting, only the t test with a higher P value is reported. In
cases in which equivalence cannot be supported, NHST is
performed for follow-up analyses.

Diagnostic accuracy was assessed based on the answer to the
prompt “Please choose your final diagnosis after history taking”
from a long menu containing 239 alternative diagnoses. Two
physicians created a coding scheme for scoring diagnostic
accuracy in all cases (Multimedia Appendix 4). To do that, the
physicians rated all 239 alternative diagnoses for all cases and
resolved the disagreements until they reached full agreement.
One of the physicians was a specialist in general practice who
also drafted the cases. The other physician was a board-certified
doctor familiar with medical assessment through her dissertation.
The latter physician, who is also the second author of this paper,
then scored diagnostic accuracy based on the coding scheme:
1 point was allocated for the designated correct answer, 0.5
point for a partially correct answer, and 0 point for an incorrect
answer. Due to having only 1 rater to score the diagnostic
accuracy with the comprehensive coding scheme, a reliability
estimate cannot be reported. However, this is also not necessary
because the exact diagnostic accuracy score for all selectable
diagnoses included in the electronic assessment environment
was determined upfront in the coding scheme.

Evidence Generation
The second author classified the quality of evidence generation
by determining the essential questions relevant for the correct
diagnosis for each VP case (the coding scheme is given in
Multimedia Appendix 4). This process took part before looking
at the experimental data. All solutions were discussed with a
specialist in general practice, and all disagreements were
resolved. Student assistants transcribed all utterances recorded
https://www.jmir.org/2021/3/e21196
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All statistical analyses were performed using R version 3.6.1
[47]. The TOST procedure and the corresponding package
TOSTER [45] were used to conduct the equivalence tests. In
all statistical analyses, the alpha level was set to 5%; 1-tailed
tests were used where applicable. The Bonferroni-Holm method
[48] was used to correct P values for multiple comparisons in
post hoc and explorative tests.
For all equivalence tests, the smallest effect size of interest was
determined based on the discussed literature. For H1.2 and
related post hoc tests, the smallest effect size of interest was set
J Med Internet Res 2021 | vol. 23 | iss. 3 | e21196 | p. 7
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to be more extreme than r=±0.20, which corresponds to the
effect size of small but meaningful correlations typically
encountered in the social sciences [49]. For H2.1 and related
post hoc tests, a meaningful effect was determined as an effect
of Cohen d=0.35. This effect size lies between a small effect
(Cohen d=0.20) and a medium effect (Cohen d=0.50) [49] and
occurs frequently in the social sciences. For H3.1, we
determined that a meaningful effect exists in the case of a
difference of ±0.125 points in diagnostic accuracy. This was
based on supposing a pass cutoff of 0.50 for diagnostic accuracy
(ranging from 0 to 1) and setting 4 equal intervals for the
hypothetical passing grades A-D.

Power Analysis
We conducted a priori power analysis for dependent samples t
tests (H1.1 and H3.2). This power analysis was based on a small
to medium effect of Cohen d=0.30, 2-tailed testing, an error
probability of 5%, and 80% power, resulting in a targeted sample
of 90 participants. Moreover, we carried out a priori power
analyses for 1-tailed correlations with r=±0.25, an error
probability of 5%, and 80% power (H2.2-H2.3 and H3.3). This
power analysis resulted in a planned sample size of 95
participants. A post hoc power analysis for the main equivalence
test (H3.1) with 86 participants, the observed effect of Cohen
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d=0.26, and an error probability of 5% resulted in a power of
78%. All power analyses were conducted using G*Power
software [50].

Results
Descriptive Statistics and Analysis of Control Variables
Descriptive statistics are provided in Table 3. The perceived
authenticity variables were rated as very high for SPs and
relatively high for VPs. Cognitive load variables were reported
to be moderate in both assessment methods. The average
diagnostic accuracy was medium. The quantity of evidence
generation was higher for SPs than for VPs. The quality of
evidence generation was medium for both assessment methods.
Motivational variables were rated rather highly for both SPs
and VPs. A post hoc comparison showed that the value aspect
of motivation was higher for SPs than for VPs (2-tailed t83=2.89;
P=.01; Cohen d=0.31), whereas the expectancy aspect did not
differ between assessment methods (2-tailed t83=0.44; P=.66;
Cohen d=0.05). Participants demonstrated slightly above
medium performance on the conceptual and strategic knowledge
tests. Multimedia Appendix 5 provides an additional
visualization of the results using boxplots and bee swarm plots.
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Table 3. Descriptive statistics.
Variable

Both methods, mean (SD)

SPsa, mean (SD)

VPsb, mean (SD)

Perceived authenticityc

3.62 (0.67)

4.02 (0.67)

3.23 (0.84)

Realnessc

3.71 (0.79)

4.13 (0.74)

3.28 (1.07)

Involvementc

3.82 (0.66)

4.03 (0.73)

3.61 (0.83)

Spatial presencec

3.35 (0.80)

3.89 (0.83)

2.80 (1.05)

2.88 (0.61)

2.88 (0.74)

2.90 (0.69)

Intrinsic loadc

3.18 (0.68)

3.20 (0.78)

3.14 (0.80)

Extraneous loadc

2.84 (0.65)

2.82 (0.79)

2.87 (0.76)

Germane loadc

2.74 (0.76)

2.73 (0.88)

2.76 (0.84)

Diagnostic accuracyd

0.46 (0.18)

0.51 (0.28)

0.41 (0.24)

Quantity of evidence generation

22.26 (4.88)

29.01 (8.03)

17.34 (4.21)

Quality of evidence generationd

0.40 (0.11)

0.37 (0.18)

0.43 (0.13)

Motivation expectancy aspecte

5.07 (0.91)

5.10 (0.88)

5.05 (1.08)

Motivation value aspectc

4.44 (0.51)

4.54 (0.54)

4.34 (0.67)

Conceptual knowledged

0.65 (0.14)

—f

—

Strategic knowledged

0.66 (0.15)

—

—

Cognitive loadc

Diagnostic competences

Control variables

a

SP: standardized patient.

b

VP: virtual patient.

c

Scale range: 1-5.

d

Scale range: 0-1.

e

Scale range: 1-7.

f

Knowledge was assessed before taking part in SPs and VPs.

Perceived Authenticity and Diagnostic Accuracy (RQ1)
A paired sample t test demonstrated that in line with hypothesis
H1.1, perceived authenticity was considered higher for SPs than
VPs in terms of the combined score (1-tailed t81=11.12; P<.001;
Cohen d=1.23). Post hoc tests showed that this was also the
case for realness (t80=8.83; P<.001; Cohen d=0.98), involvement
(t81=4.60; P<.001; Cohen d=0.51), and spatial presence
(t79=10.65; P<.001; Cohen d=1.19). Our expectation in H1.2
was that perceived authenticity would not be meaningfully
associated with diagnostic accuracy. The TOST procedure for
correlations showed that the relationship between diagnostic
accuracy and the combined perceived authenticity score (r=0.05;
P=.09) was outside the equivalence bounds of a meaningful
effect of r=±0.20. Post hoc equivalence tests demonstrated that
this also holds for the relationship of diagnostic accuracy with
realness (r=0.03; P=.06), involvement (r=0.07; P=.11), and
spatial presence (r=0.05; P=.08). Reanalyzing these correlations
with regular 1-tailed NHST tests also yielded nonsignificant
results for the combined score (P=.32), realness (P=.39),
involvement (P=.28), and spatial presence (P=.33). These results
mean that there is neither evidence for the absence of meaningful
https://www.jmir.org/2021/3/e21196
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correlations nor evidence for significant correlations. These
inconclusive findings may stem from the lack of statistical power
because of the relatively small sample size [45].

Cognitive Load and Diagnostic Accuracy (RQ2)
We hypothesized in H2.1 that we would find equivalent
cognitive load scores for SPs and VPs. Equivalence testing with
the TOST procedure for paired samples indicated that for both
assessment methods, the scores for combined cognitive load
(t82=2.81; P=.003) were significantly within the equivalence
bounds of an effect of Cohen d=0.35. Adjusted post hoc
equivalence tests showed that this is also the case for intrinsic
load (t82=−2.47; P=.008), extraneous load (t82=2.55; P=.01),
and germane load (t82=2.64; P=.01). We expected in H2.2-H2.3
to uncover negative correlations between diagnostic accuracy
and intrinsic cognitive load and extraneous load. As assumed,
intrinsic cognitive load (1-tailed r=−0.30; P=.003) and
extraneous load (1-tailed r=−0.29; P=.003) correlated negatively
with the combined score for diagnostic accuracy. Adjusted
explorative follow-up analyses showed that germane load
(r=−0.25; P=.010) and the total score for cognitive load
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(r=−0.31; P=.004) also correlated negatively with the combined
score for diagnostic accuracy.

Assessment Method and Diagnostic Competences
(RQ3)
Diagnostic Accuracy
In H3.1, we hypothesized finding equivalent diagnostic accuracy
scores for SPs and VPs. H3.1 was first examined by applying
a paired samples TOST procedure. According to our data, we
cannot reject hypothesis H3.1 that a difference in diagnostic
accuracy of at least ±0.125 points (1 grade) exists between the
2 assessment methods (t85=−0.60; P=.28). A follow-up 3-way
mixed design analysis of variance demonstrated that neither the
CG order nor the assessment method order (F3,82=2.49; P=.12;
η2=0.03, respectively, F3,82=0.02; P=.88; η2=0.01) had a
significant effect on diagnostic accuracy. The assessment
method itself, however, had a significant main effect (F3,82=6.30;
P=.01; η2=0.07), indicating that diagnostic accuracy was higher
for SPs than for VPs. The finding that diagnostic accuracy was
higher for SPs than for VPs also corresponds to the result of a
paired sample t test (2-tailed t85=2.49; P=.01; Cohen d=0.27).

Evidence Generation
H3.2 that students display an increased quantity of evidence
generation with SPs than with VPs was supported (1-tailed
t69=12.26; P<.001; Cohen d=1.47). However, in an explorative
follow-up analysis, we found no evidence that the quantity of
evidence generation was related to diagnostic accuracy (1-tailed
r=0.11; P=.15). This finding holds equally for SPs (r=−0.09;
P=.76) and VPs (r=−0.10; P=.82). Moreover, H3.3 that the
quality of evidence generation is positively related to diagnostic
accuracy in both assessment methods was not supported (1-tailed
r=0.18; P=.05). Corrected post hoc analyses showed, however,
that the quality of evidence generation was positively related
to diagnostic accuracy for VPs (r=0.38; P<.001); this finding
did not hold for SPs (r=0.05; P=.32). Additional post hoc
exploratory analyses revealed that the quality of evidence
generation was higher for VPs than for SPs (2-tailed t74=–2.47;
P=.02; Cohen d=0.29).

Discussion
Principal Findings
With regard to perceived authenticity, our results showed that
SPs and VPs achieved high scores on all 3 dimensions of
realness, involvement, and spatial presence. Despite this high
level of perceived authenticity in both assessment methods,
perceived authenticity was higher for SPs than for VPs on all
3 dimensions. This finding is in line with the literature, which
has long claimed that SPs achieve a very high level of perceived
authenticity [18-20]. Other studies on perceived authenticity
have so far focused on comparing formats such as SPs, video
presentations, and text vignettes and different levels of
authenticity within VPs [21]. Our study extends this literature
by directly comparing SPs and VPs with respect to 3 frequently
used perceived authenticity variables. This comparison seems
particularly relevant, as both assessment formats are becoming
https://www.jmir.org/2021/3/e21196
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increasingly popular. Our findings on the relationship between
perceived authenticity and diagnostic accuracy are mixed. The
equivalence test on correlations was not significant; therefore,
we could not confirm the hypothesis that perceived authenticity
is not meaningfully associated with diagnostic accuracy.
However, a regular correlation between perceived authenticity
and diagnostic accuracy that was calculated afterward was close
to 0. Taken together, these findings of nonequivalence and
nonsignificance indicate that we did not have sufficient power
to draw a conclusion [45]. Nevertheless, we have found some
indication that the correlation between perceived authenticity
and diagnostic competences is rather small. This finding is in
accordance with literature reviews [23,24], which reported small
correlations between perceived authenticity and performance.
With regard to cognitive load, we found that the combined score
is equivalent for SPs and VPs that use the same clinical cases.
This finding substantiates the literature suggesting that cognitive
load depends mainly on task complexity [29]. Moreover, the
fact that the extraneous load was equivalent for SPs and VPs
indicates that user interaction through a software menu does
not substantially increase cognitive load. This finding is
important because decreasing the cognitive load by allowing
for user input using natural language processing [21] is still
highly expensive. Our study also adds to the literature that the
level of cognitive load is similar in SPs and VPs as assessment
methods if the different types of cognitive load are
systematically controlled for during the design process. In
addition, we demonstrated that intrinsic and extraneous cognitive
loads correlate negatively with diagnostic accuracy. The finding
on intrinsic cognitive load corroborates that the interplay
between materials and the assessed person’s expertise is
associated with performance. The finding on extraneous
cognitive load shows that unnecessary characteristics of the
assessment environment can strain memory and attention and
be detrimental to performance in assessment settings. Together,
these findings fit well with the literature, which has repeatedly
reported negative effects of intrinsic and extraneous cognitive
loads on complex problem solving in medical education [27]
and other domains [51]. Our study unveils that a negative
relationship between intrinsic and extraneous cognitive loads
and performance in a simulation-based measure of diagnostic
competences already shows when overall cognitive load is
medium on average.
Our study found no evidence that diagnostic accuracy was
equivalent for SPs and VPs. In contrast, higher diagnostic
accuracy was achieved for SPs than for VPs. The small number
of studies comparing both assessment methods so far [1,31,32]
have reported medium correlations, not taking into account
different case content or testing time. Using the TOST procedure
as a novel methodological approach, our study contributes to
the literature by finding that grading was not equivalent, as
participants received a better hypothetical grade when the
simulation-based assessment was administered with SPs than
with VPs. On the one hand, we cannot rule out that this finding
may be explained by additional support from the actors in the
SP assessment. To avoid and mitigate such an effect, actors
were trained by an acting coach and a physician, memorized
their symptoms and scripts, and did not know the diagnosis of
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their case. Moreover, student assistants screened all SP
assessments, and no additional systematic support by actors
was discovered. On the other hand, this finding can be explained
by the lower appraisal of motivational value and the lower
quantity of evidence generation reported for VPs. Participants
solving VP cases may thus have been less engaged and may
have collected a smaller number of important diagnostic cues
that supported their diagnostic process.
Contrary to our expectations, the quality of evidence generation
was not positively correlated with the combined diagnostic
accuracy score. Closer inspection of the data revealed that the
quality of evidence generation was positively correlated with
diagnostic accuracy in VPs. This confirmed relationship is in
line with the theoretical assumptions of Heitzmann et al [10].
In SPs, however, the quality of evidence was not correlated with
diagnostic accuracy. This finding contradicts the theoretical
assumptions of Heitzmann et al [10] and empirical results from
studies using observational checklists with SPs [34] and real
patients [36]. There are 2 explanations for these conflicting
findings. First, the quality of evidence generation was, as an
exploratory follow-up t test indicated, higher in VPs than in
SPs. This higher quality of evidence generation could have been
caused by a slightly different process of history taking in both
assessment methods. Participants working with VPs selected
questions from a menu. In contrast, participants working with
SPs formulated questions during history taking freely. Second,
SPs could have offered additional support to assessed persons
who displayed a low quality of evidence generation, whereas
VPs reacted in a completely standardized way to all assessed
persons.

Limitations
One methodological limitation of our study might be the low
statistical power for the analysis of hypothesis H1.2 and related
post hoc analyses that addressed the relationship between the
perceived authenticity variables and diagnostic accuracy. This
lack of statistical power can primarily be attributed to our
investigation of whether a correlation of r=±0.20 or more
extreme exists. As recommended by Lakens [46], the smallest
effect size of interest was selected based on findings from the
literature. Specifying the smallest effect size of interest to be
larger would have increased power but not have contributed
findings from a valuable equivalence test to the literature. This
is the case because the literature already assumes a small effect
size [23,24].
One theoretical limitation of the study is that the results on
perceived authenticity may not generalize without restrictions
to other related concepts of authenticity. Shaffer et al [15] argue
that thick authenticity consists of four different aspects. An
authentic task, situation, or material should (1) exist in real life,
(2) be meaningful, (3) allow the learner to engage in professional
activities of the discipline, and (4) be conducted rather similar
in instruction and assessment. The authors assume that thick
authenticity can only be achieved when all aspects of
authenticity are adequate and that VPs could potentially achieve
similar authenticity to SPs. Hamstra et al [16] proposed
distinguishing fidelity using the terms physical resemblance
and functional task alignment. The authors report weak evidence
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for the relationship between physical resemblance and
performance, and strong evidence for the relationship between
functional task alignment and performance. In our study, the
concepts of thick authenticity and fidelity were not measured
for two reasons. First, these concepts can, to some extent, only
be judged externally by experts. Second, the repeated measures
design of the study forced us to keep aspects such as thick
authenticity, physical resemblance, and functional task
alignment as similar as possible in SPs and VPs. Nevertheless,
we believe that the relationship between different authenticity
concepts and diagnostic competences still requires further
research. Future studies should attempt to untangle the
relationship between different authenticity concepts and
diagnostic competences by measuring these systematically.

Conclusions
Our findings on the relationship between perceived authenticity
and diagnostic accuracy contribute to the debate on the costs
and benefits of perceived authenticity in performance-based
assessments. These results relativize the importance of perceived
authenticity in assessment. Increasing the perceived authenticity
of assessment methods above a certain necessary threshold and
thus raising their costs [23] does not seem to be of much benefit.
Such spending could potentially squander a large share of the
medical education budget [52] that could be put to more valuable
use. Our results on cognitive load highlight its importance as a
process variable in assessment settings. Performance-based
assessment should thus attempt to reduce extraneous load and
control for intrinsic load to measure performance in a
standardized way that is still close to clinical practice [53].
Finally, the findings on diagnostic competences have some
practical implications if VPs are used as an alternative to SPs
in assessment. In particular, we found that VPs could lead to
lower diagnostic accuracy scores than SPs, which could, in turn,
negatively affect students’ grades. There are 2 different
mechanisms that could explain this finding: assessment with
SPs could overestimate true performance or assessment with
VPs could underestimate true performance. In accordance with
SPs overestimating performance, we could not rule out
additional support from the actors. In fact, the low,
nonsignificant correlation between the quality of evidence
generation and diagnostic accuracy in SPs, together with the
higher diagnostic accuracy in SPs, could indicate that actors
provided some additional support (eg, to participants who
displayed low quality of evidence generation). Careful training
[54] and screening thus seem to be of great importance to avoid
additional support from actors during SP assessment to match
the high level of standardization that VPs provide. The
mechanism of possible underestimation of performance with
VPs could be substantiated by the lower motivational value and
quantity of evidence generation discovered for VPs. We suggest
taking the following measures: students could be motivated
additionally in VP assessment by more interactive environments
(eg, using natural language processing) or providing automated
elaborated feedback directly after the assessment. Moreover,
the assessment time can be extended when menu-based VPs are
used in practice. This way, the quantity of evidence generation
could be raised to a level similar to that in the SP assessment.
J Med Internet Res 2021 | vol. 23 | iss. 3 | e21196 | p. 11
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Fink et al

Acknowledgments
The authors would like to thank Hannah Gerstenkorn, who developed the case vignettes. In addition, the authors would like to
thank Ana Maria Semm, Renke Biallas, Jessica Feichtmayr, and Johannes Kissel, who assisted in conducting the study and
analyzing the data, and Keri Hartman for proofreading. Finally, the first author (M Fink) would like to thank Larissa Kaltefleiter
for her advice. This work was funded by the German Research Association (Deutsche Forschungsgemeinschaft; project number
FOR2385).

Authors' Contributions
M Fink wrote the first draft of the manuscript, took part in conducting the study, and conducted data analysis and visualization.
VR took part in conducting the study and provided feedback and editing. M Stadler conducted data analysis and visualization
and provided feedback and assisted with editing. M Siebeck conceptualized and designed the study, provided feedback and
editing, and acquired funding. FF conceptualized and designed the study, provided feedback and editing, and acquired funding.
M Fischer conceptualized and designed the study, provided feedback and editing, and acquired funding. All authors approved
the final manuscript for submission.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Participant characteristics across all conditions and CONSORT (Consolidated Standards of Reporting Trials)–style diagram of
participant flow.
[DOCX File , 55 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Overview of the experimental procedure and simulation phases.
[DOCX File , 22 KB-Multimedia Appendix 2]

Multimedia Appendix 3
Table containing the questions provided with all virtual patients. These questions were allocated to the five history-taking categories
of main symptoms, prior history, allergies and medication, social and family history, and system review.
[DOCX File , 27 KB-Multimedia Appendix 3]

Multimedia Appendix 4
Authenticity scales, cognitive load scales, coding scheme for diagnostic accuracy, coding scheme for the quality of evidence
generation, motivation scales, and details of the diagnostic knowledge tests.
[DOCX File , 33 KB-Multimedia Appendix 4]

Multimedia Appendix 5
Boxplots and bee swarm plots for authenticity, cognitive load, and clinical reasoning variables for standardized patients and
virtual patients.
[DOCX File , 73 KB-Multimedia Appendix 5]

References
1.
2.
3.

4.
5.

Edelstein RA, Reid HM, Usatine R, Wilkes MS. A comparative study of measures to evaluate medical students' performance.
Acad Med 2000 Aug;75(8):825-833. [doi: 10.1097/00001888-200008000-00016] [Medline: 10965862]
Barrows HS, Abrahamson S. The programmed patient: a technique for appraising student performance in clinical neurology.
J Med Educ 1964 Aug;39:802-805. [Medline: 14180699]
Botezatu M, Hult H, Tessma MK, Fors UGH. Virtual patient simulation for learning and assessment: superior results in
comparison with regular course exams. Med Teach 2010;32(10):845-850. [doi: 10.3109/01421591003695287] [Medline:
20854161]
Vu NV, Barrows HS. Use of standardized patients in clinical assessments: recent developments and measurement findings.
Educational Researcher 2016 Jul;23(3):23-30. [doi: 10.3102/0013189x023003023]
Harden RM, Stevenson M, Downie WW, Wilson GM. Assessment of clinical competence using objective structured
examination. Br Med J 1975 Mar 22;1(5955):447-451 [FREE Full text] [doi: 10.1136/bmj.1.5955.447] [Medline: 1115966]

https://www.jmir.org/2021/3/e21196

XSL• FO
RenderX

J Med Internet Res 2021 | vol. 23 | iss. 3 | e21196 | p. 12
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
6.
7.
8.
9.

10.

11.

12.
13.

14.
15.
16.
17.
18.
19.

20.
21.
22.

23.
24.

25.

26.
27.
28.

29.

30.

Ziv A. Simulators and simulation-based medical education. In: A practical guide for medical teachers. Vol. 2. 3rd ed.
Amsterdam: Elsevier; 2009.
de JT. Instruction based on computer simulations. In: Handbook of research on learning and instruction. New York:
Routledge; 2011:446-466.
Villaume WA, Berger BA, Barker BN. Learning motivational interviewing: scripting a virtual patient. Am J Pharm Educ
2006 Apr 15;70(2):33 [FREE Full text] [doi: 10.5688/aj700233] [Medline: 17149413]
Setrakian J, Gauthier G, Bergeron L, Chamberland M, St-Onge C. Comparison of assessment by a virtual patient and by
clinician-educators of medical students' history-taking skills: exploratory descriptive study. JMIR Med Educ 2020 Mar
12;6(1):14428 [FREE Full text] [doi: 10.2196/14428] [Medline: 32163036]
Heitzmann N, Seidel T, Hetmanek A, Wecker C, Fischer MR, Ufer S, et al. Facilitating diagnostic competences in simulations
in higher education a framework and a research agenda. Frontline Learning Research 2019 Dec 3:1-24. [doi:
10.14786/flr.v7i4.384]
Kopp V, Stark R, Fischer MR. Fostering diagnostic knowledge through computer-supported, case-based worked examples:
effects of erroneous examples and feedback. Med Educ 2008 Aug;42(8):823-829. [doi: 10.1111/j.1365-2923.2008.03122.x]
[Medline: 18564096]
Chernikova O, Heitzmann N, Stadler M, Holzberger D, Seidel T, Fischer F. Simulation-based learning in higher education:
a meta-analysis. Review of Educational Research 2020 Jun 15;90(4):499-541. [doi: 10.3102/0034654320933544]
Cook DA, Brydges R, Hamstra SJ, Zendejas B, Szostek JH, Wang AT, et al. Comparative effectiveness of
technology-enhanced simulation versus other instructional methods: a systematic review and meta-analysis. Simul Healthc
2012 Oct;7(5):308-320. [doi: 10.1097/SIH.0b013e3182614f95] [Medline: 23032751]
Schubert T, Friedmann F, Regenbrecht H. The experience of presence: factor analytic insights. Presence: Teleoperators &
Virtual Environments 2001 Jun;10(3):266-281. [doi: 10.1162/105474601300343603]
Shaffer DW, Resnick M. Thick authenticity: new media and authentic learning. J Interact Learn Res 1999;10(2):195-216
[FREE Full text]
Hamstra SJ, Brydges R, Hatala R, Zendejas B, Cook DA. Reconsidering fidelity in simulation-based training. Acad Med
2014 Mar;89(3):387-392 [FREE Full text] [doi: 10.1097/ACM.0000000000000130] [Medline: 24448038]
Hofer M. Presence und involvement. 1st ed. Baden-Baden: Nomos; 2016:978-973.
Barrows HS. An overview of the uses of standardized patients for teaching and evaluating clinical skills. AAMC. Acad
Med 1993 Jun;68(6):443-451. [doi: 10.1097/00001888-199306000-00002] [Medline: 8507309]
Luctkar-Flude M, Wilson-Keates B, Larocque M. Evaluating high-fidelity human simulators and standardized patients in
an undergraduate nursing health assessment course. Nurse Educ Today 2012 May;32(4):448-452. [doi:
10.1016/j.nedt.2011.04.011] [Medline: 21565436]
Rethans JJ, Sturmans F, Drop R, van der Vleuten C. Assessment of the performance of general practitioners by the use of
standardized (simulated) patients. Br J Gen Pract 1991 Mar;41(344):97-99 [FREE Full text] [Medline: 2031767]
Friedman CP, France CL, Drossman DD. A randomized comparison of alternative formats for clinical simulations. Med
Decis Making 1991;11(4):265-272. [doi: 10.1177/0272989X9101100404] [Medline: 1766329]
Padgett J, Cristancho S, Lingard L, Cherry R, Haji F. Engagement: what is it good for? The role of learner engagement in
healthcare simulation contexts. Adv Health Sci Educ Theory Pract 2019 Oct;24(4):811-825. [doi: 10.1007/s10459-018-9865-7]
[Medline: 30456474]
Norman G, Dore K, Grierson L. The minimal relationship between simulation fidelity and transfer of learning. Med Educ
2012 Jul;46(7):636-647. [doi: 10.1111/j.1365-2923.2012.04243.x] [Medline: 22616789]
Schoenherr JR, Hamstra SJ. Beyond fidelity: deconstructing the seductive simplicity of fidelity in simulator-based education
in the health care professions. Simul Healthc 2017 Apr;12(2):117-123. [doi: 10.1097/SIH.0000000000000226] [Medline:
28704289]
La Rochelle JS, Durning SJ, Pangaro LN, Artino AR, van der Vleuten CPM, Schuwirth L. Authenticity of instruction and
student performance: a prospective randomised trial. Med Educ 2011 Aug;45(8):807-817. [doi:
10.1111/j.1365-2923.2011.03994.x] [Medline: 21752077]
Sweller J, van Merrienboer JJG, Paas FGWC. Cognitive architecture and instructional design. Educational Psychology
Review 1998;10(3):251-296. [doi: 10.1023/a:1022193728205]
Young JQ, Van Merrienboer J, Durning S, Ten Cate O. Cognitive Load Theory: implications for medical education: AMEE
Guide No. 86. Med Teach 2014 May;36(5):371-384. [doi: 10.3109/0142159X.2014.889290] [Medline: 24593808]
Dankbaar MEW, Alsma J, Jansen EEH, van Merrienboer JJG, van Saase JLCM, Schuit SCE. An experimental study on
the effects of a simulation game on students' clinical cognitive skills and motivation. Adv Health Sci Educ Theory Pract
2016 Aug;21(3):505-521 [FREE Full text] [doi: 10.1007/s10459-015-9641-x] [Medline: 26433730]
Haji FA, Cheung JJH, Woods N, Regehr G, de Ribaupierre S, Dubrowski A. Thrive or overload? The effect of task
complexity on novices' simulation-based learning. Med Educ 2016 Sep;50(9):955-968. [doi: 10.1111/medu.13086] [Medline:
27562895]
Young M, Thomas A, Lubarsky S, Ballard T, Gordon D, Gruppen LD, et al. Drawing boundaries: the difficulty in defining
clinical reasoning. Acad Med 2018 Jul;93(7):990-995. [doi: 10.1097/ACM.0000000000002142] [Medline: 29369086]

https://www.jmir.org/2021/3/e21196

XSL• FO
RenderX

Fink et al

J Med Internet Res 2021 | vol. 23 | iss. 3 | e21196 | p. 13
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
31.

32.

33.
34.
35.

36.
37.

38.

39.

40.
41.
42.
43.
44.

45.
46.
47.
48.
49.
50.
51.
52.
53.
54.

Fink et al

Guagnano MT, Merlitti D, Manigrasso MR, Pace-Palitti V, Sensi S. New medical licensing examination using computer-based
case simulations and standardized patients. Acad Med 2002 Jan;77(1):87-90. [doi: 10.1097/00001888-200201000-00020]
[Medline: 11788331]
Hawkins R, MacKrell Gaglione M, LaDuca T, Leung C, Sample L, Gliva-McConvey G, et al. Assessment of patient
management skills and clinical skills of practising doctors using computer-based case simulations and standardised patients.
Med Educ 2004 Sep;38(9):958-968. [doi: 10.1111/j.1365-2929.2004.01907.x] [Medline: 15327677]
Hu L, Chen G, Li P, Huang J. Retracted article: multimedia effect in problem solving: a meta-analysis. Educ Psychol Rev
2019 Jul 11;32(3):901. [doi: 10.1007/s10648-019-09490-4]
Stillman PL, Swanson DB, Smee S, Stillman AE, Ebert TH, Emmel VS, et al. Assessing clinical skills of residents with
standardized patients. Ann Intern Med 1986 Nov;105(5):762-771. [doi: 10.7326/0003-4819-105-5-762] [Medline: 3767153]
Woolliscroft JO, Calhoun JG, Billiu GA, Stross JK, MacDonald M, Templeton B. House officer interviewing techniques:
impact on data elicitation and patient perceptions. J Gen Intern Med 1989;4(2):108-114. [doi: 10.1007/BF02602349]
[Medline: 2709168]
Casus computer software. 2018. URL: https://www.instruct.eu/en/ [accessed 2021-01-30]
Bornemann BM. Documentation forms of internal medicine and surgery for history taking and the physical examination
for the medical training of students in Germany: An analysis of content and structure. Diss. München: Institut für Didaktik
und Ausbildungsforschung in der Medizin der Ludwig-Maximilians-Universität München; 2016. URL: https://edoc.
ub.uni-muenchen.de/19166/1/Bornemann_Barbara.pdf [accessed 2021-02-16]
Seidel T, Stürmer K, Blomberg G, Kobarg M, Schwindt K. Teacher learning from analysis of videotaped classroom
situations: does it make a difference whether teachers observe their own teaching or that of others? Teaching and Teacher
Education 2011 Feb;27(2):259-267. [doi: 10.1016/j.tate.2010.08.009]
Vorderer P, Wirth W, Gouveia F, Biocca F, Saari T, Jäncke F, et al. MEC spatial presence questionnaire (MEC-SPQ): short
documentation and instructions for application. Report to the European Community, Project Presence: MEC (IST--37661).
2001. URL: http://www.ijk.hmt-hannover.de/presence [accessed 2021-01-30]
Frank B. Validation. Measuring Presence in Laboratory-Based Research with Microworlds 2014:51-61. [doi:
10.1007/978-3-658-08148-5_6]
Opfermann M. There's more to it than instructional design: the role of individual learner characteristics for hypermedia
learning. Berlin: Logos Verlag; 2008:1-295.
Rheinberg F, Vollmeyer R, Burns BD. FAM: Ein fragebogen zur erfassung aktueller motivation in lern- und
leistungssituationen. Diagnostica 2001 Apr;47(2):57-66. [doi: 10.1026//0012-1924.47.2.57]
Wigfield A. Expectancy-value theory of achievement motivation: a developmental perspective. Educ Psychol Rev 1994
Mar;6(1):49-78. [doi: 10.1007/bf02209024]
Schmidmaier R, Eiber S, Ebersbach R, Schiller M, Hege I, Holzer M, et al. Learning the facts in medical school is not
enough: which factors predict successful application of procedural knowledge in a laboratory setting? BMC Med Educ
2013 Mar 22;13(1):28 [FREE Full text] [doi: 10.1186/1472-6920-13-28] [Medline: 23433202]
Lakens D, Scheel AM, Isager PM. Equivalence testing for psychological research: a tutorial. Advances in Methods and
Practices in Psychological Science 2018 Jun 01;1(2):259-269. [doi: 10.1177/2515245918770963]
Lakens D. Equivalence tests: a practical primer for tests, correlations, and meta-analyses. Soc Psychol Personal Sci 2017
May;8(4):355-362 [FREE Full text] [doi: 10.1177/1948550617697177] [Medline: 28736600]
R Foundation for statistical computing. R [Computer software]. Vienna, Austria: R Foundation for Statistical Computing;
2019. URL: https://www.r-project.org/ [accessed 2021-02-16]
Holm S. A simple sequentially rejective multiple test procedure. Scandinavian J Stat. 1979. URL: https://www.jstor.org/
stable/4615733?seq=1 [accessed 2021-02-16]
Cohen J. Statistical power analysis for the behavioral sciences. 2nd ed. Hillsdale: Lawrence Erlbaum; 1988.
G*Power computer software. 2014. URL: https://www.psychologie.hhu.de/arbeitsgruppen/
allgemeine-psychologie-und-arbeitspsychologie/gpower.html [accessed 2021-01-30]
Sweller J, van Merriënboer JJG, Paas F. Cognitive architecture and instructional design: 20 years later. Educ Psychol Rev
2019 Jan 22;31(2):261-292. [doi: 10.1007/s10648-019-09465-5]
Lapkin S, Levett-Jones T. A cost-utility analysis of medium vs. high-fidelity human patient simulation manikins in nursing
education. J Clin Nurs 2011 Dec;20(23-24):3543-3552. [doi: 10.1111/j.1365-2702.2011.03843.x] [Medline: 21917033]
Miller GE. The assessment of clinical skills/competence/performance. Acad Med 1990 Sep;65(9 Suppl):S63-S67. [doi:
10.1097/00001888-199009000-00045] [Medline: 2400509]
Lewis KL, Bohnert CA, Gammon WL, Hölzer H, Lyman L, Smith C, et al. The Association of Standardized Patient
Educators (ASPE) Standards of Best Practice (SOBP). Adv Simul (Lond) 2017;2:10 [FREE Full text] [doi:
10.1186/s41077-017-0043-4] [Medline: 29450011]

Abbreviations
CG: case group
https://www.jmir.org/2021/3/e21196

XSL• FO
RenderX

J Med Internet Res 2021 | vol. 23 | iss. 3 | e21196 | p. 14
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Fink et al

NHST: null hypothesis significance testing
SP: standardized patient
TOST: 2 separate 1-sided test
VP: virtual patient

Edited by G Eysenbach, R Kukafka; submitted 25.06.20; peer-reviewed by J Cheung, P Bergl, A Kononowicz, S Edelbring; comments
to author 08.08.20; revised version received 01.10.20; accepted 27.12.20; published 04.03.21
Please cite as:
Fink MC, Reitmeier V, Stadler M, Siebeck M, Fischer F, Fischer MR
Assessment of Diagnostic Competences With Standardized Patients Versus Virtual Patients: Experimental Study in the Context of
History Taking
J Med Internet Res 2021;23(3):e21196
URL: https://www.jmir.org/2021/3/e21196
doi: 10.2196/21196
PMID: 33661122

©Maximilian C Fink, Victoria Reitmeier, Matthias Stadler, Matthias Siebeck, Frank Fischer, Martin R Fischer. Originally
published in the Journal of Medical Internet Research (http://www.jmir.org), 04.03.2021. This is an open-access article distributed
under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work, first published in the Journal of
Medical Internet Research, is properly cited. The complete bibliographic information, a link to the original publication on
http://www.jmir.org/, as well as this copyright and license information must be included.

https://www.jmir.org/2021/3/e21196

XSL• FO
RenderX

J Med Internet Res 2021 | vol. 23 | iss. 3 | e21196 | p. 15
(page number not for citation purposes)

