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Background:  In the past decade, Tri-Service General Hospital has trained many actors-background standardized patients 

(SPs). However, we also have recruited some nonactor SPs since 2010. Reviewing the literature, the reliability of SPs with or 

without actor background would be the impact factor on high-stakes OSCE has not been well studied. Aim: The purpose of this 
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of the examination when participating in the Taiwan high-stakes objective structured clinical examination (OSCE). The result 

will be the policy for selecting which kind of SPs to participate in the high-stack OSCE in our hospital. �������	
 In this 

retrospective observation, we analyzed 74 actor background SPs (A-SPs), and 70 no actor background SPs (NA-SPs) who have 

participated in each spring test of 2015–2017 Taiwan high-stakes OSCE. The data of SPs performance have come from two 

parts: one is from the examinee with the global rating of the SPs performance and the other is from the examiner with eight-
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stable and satisfactory, and let examinees feel like real patients. The scores from examiners also showed that two groups of SPs 
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4.41 ± 0.50, P < 0.05), the possible reason is related to the less-experienced associate with mild memory decline in aged NA-

SPs.Conclusions: Our observation gives the essential information, that the well-trained and experienced SP are necessary for 

participating in the high-stakes OSCE examination, even without the background of the actor. What we need is a professional 

SP who not only has excellent professionalism but also has a good personality literacy to engage in his/her work.
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ORIGINAL ARTICLE

INTRODUCTION

From the literature, since 1964, standardized patient (SP) is 
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Over the last 40 years, SPs have become a standard education 

and evaluation method in medical schools. One of the 

best-established and best-validated uses of simulation in 

medical undergraduate education and evaluation is the 

SPs.2,3 A further previous study has emerged that addresses 

the adequacy of measurements obtained using SPs as a 

means of assessment.4,5� ���� ���� ��� ���� ���� ����	��
�	���

and licensure decisions has been a recent phenomenon.6-10 
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examinations in medicine was a great achievement.8-10 The 

Taiwan Medical Licensing examination (TMLE) introduced 

high-stakes objective structured clinical examination (OSCE) 
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licensing in 2013.11 With the current Taiwan high-stakes 

OSCE requirements, at least eight out of 12-stations require 

SPs assistance examinations. It needs a large number of SPs 

to engage the examination. Our hospital, Tri-Service General 

Hospital, is one of the 21 Taiwan examination sites, and 

needs multiple SPs for 3 consecutive days of high-stakes 
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the whole examination and the accuracy of SP’s performance 

are strongly related to the test results.12-15 Therefore, a 

well-trained SP is critical.

The choice of an SP can be either healthy people or a 
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���16,17 From the 

literature review, we have found that their identity could not 

be uncertain, from patients, actors, lawyers, retired teachers, 

and home makers.18,19 Most of the SPs are volunteers.20-23 

Choosing professional actors to participate in the SP program 
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script or within the familiar improvisational outline, they 

are unlikely to change their performance on the subject 

than nonactors.16,24 Some SP training center tells actors that 

specialized training is required for them to become the SPs.25 

However, some well-trained actors are still the resources of 

SPs in some medical school portray in psychiatry complaints.17 

In the past decade, our hospital had recruited and trained many 

retired or part-time actors to become the SPs. They provide 

clinical simulations to medical students for their clinical skills 

training.26,27 However, some of them cannot be suitable for the 

Taiwan high-stakes OSCE due to their age and gender factors. 

In order to meet the criteria of high-stakes OSCE, we started to 

recruit and train non-actor background SPs (NA-SPs) for the 

shortage of the previous actor background SPs (A-SPs) from 

2010.

This retrospect observation, we want to know is, when 

our SPs participated in 2015–2017 Taiwan high-stakes 

OSCE, whether the SP has a professional actor background 

would be an impact factor. Therefore, we enrolled 74 A-SPs 

and 70 NA-SPs to participate in the 2015–2017 Taiwan 

high-stakes OSCE. The performance of SPs is assessed in 

global observation by examinees and in eight-item checklist 
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examiners.
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Standardized patients
All of SPs recruited to our hospital should meet the 
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Science Center and Dr. Wang.28,29 They should demonstrate 

a passionate and responsible attitude, behave an excellent 

intellectual ability, communication skills, accountability, 

patience, appropriate talk, and mental maturity.

In this study, 144 SPs (74 A-SPs and 70 NA-SPs) were 

enrolled to participate in the spring of Taiwan high-stakes 

OSCE from 2015 to 2017. The gender distribution includes 

50 male and 94 females (27 males and 47 females in A-SPs; 

23 males and 47 females in NA-SPs); age distribution is 

from 27 to 68 years (A-SPs are 27–68 years and NA-SPs are 

27–68 years) [Table 1].

Both groups of SPs graduated from senior high school 

or college, and both groups of SPs had at least 2 years of 

mock OSCE examination experience in our hospital. Before 

participating in high-stakes OSCE, all enrolled SPs and 

examiners should complete the training course designed by 

the Taiwan Association Medical Education (TAME) OSCE 

committee and be accredited for the examination.

The test content of clinical skills includes history taking, 

physical examination, counseling/patient education, managing 

ability/acute care, communication, interpretation of laboratory 

data, and procedural skills in total 12 stations.

Table 1: General data of standardized patients engaged 

in the Taiwan High-Stakes Objective Structured Clinical 

Examination, Tri-Service General Hospital site (2015-2017)

A-SP (%) NA-SP (%) Total (%) P

Years

2015 26 (35.1) 22 (31.4) 48

2016 24 (32.4) 24 (34.3) 48

2017 24 (32.4) 24 (34.3) 48

Gender

Female 47 (63.5) 47 (67.1) 94 (65.3)

Male 27 (36.5) 23 (33.9) 50 (34.7)

Total 74 70 144

Age years

Range 28-68 27-68 27-68

Mean±SD 51.22±12.29 49.44±11.81 50.35±12.05 0.379*

*A-SP versus NA-SP. SD=Standard deviation; SP=Standardized patient
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a 12-station of OSCE, eight 10-min encounters with an SP, 

and four 10-min tests with the simulator for procedural skills. 

Each course of the examination is held on 3 consecutive days 

in our hospital. SP trainers and physician examiners conduct 

SP training and exercise 2 h before each day’s examination, 

and we arranged two SPs (one A-SP and another NA-SP) to 
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was one track run and administered the OSCE twice per day, 

a total of 24 examinees participated per day in our site, and 
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results, take the 1-day test, and rest another 2 days, so a total 

of 48 SPs in turn performance. Therefore, the entire course of 

examination requires 24 physician examiners to evaluate 48 

SPs’ performances in 3 days’ exam in our site each year, and 

the sum of 72 examiners and 144 SPs in 3 years.
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was designed and provided by the TAME OSCE committee) 

for scoring.30

The performance of the SP assessed by the examinee was 

only one item scoring in the performance of all eight-stations 

SPs encountered on that day. Each examinee rated the score 

as a composited score of eight SPs whom he encountered, 

which was indistinguishable from the performance of A-SPs 

or NA-SPs, and SP’s performance assessment question is 
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The examiner to assess the performance of the SP is from 

the checklists of eight items to evaluate.
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The score of each item is the same from 1 to 5 (very 
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is using ANOVA and two-tailed t-test.

RESULTS

The gender distribution includes 50 males and 

94 females (27 males and 47 females in A-SPs; 23 males 

and 47 females in NA-SPs). The age distribution of all SPs 

is 27–68 years, with a mean age of 50.35 ± 12.05 years; the 

A-SP age distribution is 28–68 years with the mean age of 

51.22 ± 12.29 years, and NA-SP is 27–68 years with mean age 

of 49.44 ± 11.81 years old, P ��B�BQ���
�������

In high-stakes OSCE, there was only one item for assessing 
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participated in the 2015–2017 examination [Table 2]. The 

mean score of SP’s performance is 3.69 ± 0.64 in 2015, 

3.84 ± 0.59 in 2016, and 3.86 ± 0.84 in 2017. The data showed 
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����B�>�+P = 0.316), 
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the performance of all the SP’s in the 3 consecutive years’ 

examination.

Analysis of the examiner’s rating on the SP’s performance 

showed that among all the SPs who have participated in 

the 2015–2017 examination, the scores of eight items were 
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of the examinee’s observation and shows that during these 
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stable and excellent, as is shown from the scores assessed by 

the examiners or examinees in 3 years. Based on this result, 

Table 3: Standardized patients’ Performance Scores by 

Examiners between 2015 and 2017

Item/year 2015 (48) 2016 (48) 2017 (48) P

Item 1 4.60±0.54 4.65±0.48 4.58±0.54 0.836

Item 2 4.67±0.48 4.60±0.57 4.65±0.53 0.839

Item 3 4.77±0.42 4.83±0.38 4.79±0.46 0.761

Item 4 4.60±0.54 4.58±0.50 4.65±0.53 0.836

Item 5 4.75±0.48 4.60±0.49 4.67±0.56 0.380

Item 6 4.77±0.42 4.85±0.36 4.85±0.41 0.499

Item 7 4.67±0.48 4.60±0.54 4.58±0.54 0.715

Item 8 4.81±0.39 4.71±0.46 4.88±0.39 0.145

Total 37.65±3.11 37.44±3.15 37.65±2.92 0.929

ANOVA test

Table 2: Global rating of Standardized patients’ 

Performance by Examinees

Year 2015 2016 2017 Total

Examinees (n) 65 58 66 189

Scores (mean±SD) 3.69±0.64 3.84±0.59 3.86±0.84 P=0.316

SD=Standard deviation
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NA-SP groups in the 2015–2017 examination by examiners’ 

assessments.

Our main concern of this study is to observe whether 

the performance of A-SPs or NA-SPs in high-stakes OSCE 
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performance by examiners’ assessments; the data showed 

high scores of each out of eight items of SPs’ performance, 
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and NA-SP [Table 4]. Even though the data were separately 
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groups of SPs was still excellent, and the statistic between 
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Therefore, from the examiner’s perspective, eight items 

of SPs’ performance in both groups are excellent without a 
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Our sample showed that the mean age of SPs in the 
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SPs (56.94 ± 10.28 vs. 46.85 ± 11.48, P < 0.001, t-test). 

However, the mean age in the A-SPs (51.22 ± 12.29) and 
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the age and/or gender factors would be an impact on the SPs’ 

performance. We observed the results of these two factors in 

two SPs’ groups. First, we divided ages into young and older 
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SPs, the data showed older NA-SPs’ scores were the lowest 

than other three groups in item 1 (4.41 ± 0.50) and item 
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mean scores of older NA-SPs than that of older A-SPs in 

item one [4.41 ± 0.50 vs. 4.67 ± 0.53, P ��B�BQ%��
����>�%� ]�	��

means that the older NA-SPs with less reliability present less 

consistent information to the examinees than that of older 

A-NP, but fortunately, the score was still high (4.41 ± 0.50). 

We have also analyzed the gender factor into two groups of 
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eight items among the four groups [Table 8].

DISCUSSION

Over the past decade, international medical education 

reformers have recognized that all medical students would 

take responsibility for health care after graduation. The 

high-stakes OSCE was introduced because of the high 

incidence of malpractice claims, increases in medical errors, 

and the decrease in patient satisfaction with treatment 

attributed to poor interpersonal and clinical skills, as well as 

poor history-taking and physical examination skills.2,31,32]� ^��

has been found that it is not only essential for the medical 

student to have good medical knowledge but also essential to 

have excellent clinical skills for patient safety and to improve 

patient–doctor interaction.7,33 In 1992, the Medical Council 

of Canada (MCC) Qualifying Examination Part II8 and 2004, 

the United States Medical Licensing Examination (USMLE) 

�
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�������'!���
������

NA- standardized patients in total 3 years

Item/SP A-SP (74) NA-SP (70) P

Item 1 4.68±0.50 4.54±0.53 0.124

Item 2 4.70±0.52 4.57±0.53 0.133

Item 3 4.84±0.37 4.76±0.46 0.250

Item 4 4.66±0.50 4.56±0.53 0.224

Item 5 4.70±0.49 4.64±0.54 0.486

Item 6 4.86±0.34 4.79±0.45 0.234

Item 7 4.68±0.50 4.56±0.53 0.169

Item 8 4.81±0.39 4.79±0.45 0.721

Total 37.93±2.94 37.20±3.12 0.149

t-test, two tails

�
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2015 A-SPs (26) 2015 NA-SPs (22) 2016 A-SPs (24) 2016 NA-SPs (24) 2017 A-SPs (24) 2017 NA-SPs (24) P

Item 1 4.65±0.49 4.55±0.60 4.62±0.49 4.67±0.48 4.75±0.53 4.42±0.50 0.313

Item 2 4.69±0.47 4.64±0.49 4.62±0.58 4.58±0.58 4.79±0.51 4.50±0.51 0.514

Item 3 4.77±0.43 4.77±0.43 4.88±0.34 4.79±0.41 4.88±0.34 4.71±0.55 0.719

Item 4 4.65±0.49 4.55±0.60 4.58±0.50 4.58±0.50 4.75±0.53 4.54±0.51 0.732

Item 5 4.81±0.40 4.68±0.57 4.58±0.50 4.62±0.49 4.71±0.55 4.62±0.58 0.697

Item 6 4.77±0.43 4.77±0.43 4.88±0.34 4.83±0.38 4.96±0.20 4.75±0.53 0.443

Item 7 4.69±0.47 4.64±0.49 4.62±0.49 4.58±0.58 4.71±0.55 4.46±0.51 0.597

Item 8 4.85±0.37 4.77±0.43 4.67±0.48 4.75±0.44 4.92±0.28 4.83±0.48 0.398

Total 37.88±2.88 37.36±3.42 37.46±3.19 37.42±3.17 38.46±2.80 36.83±2.87 0.566

ANOVA test. SP=Standardized patient
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Step 2 Clinical Skills (USMLE Step 2 CS),9 both initiated 

important clinical skills test for qualifying their medical 
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the Ministry of Examination and the Ministry of Education, 
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for TMLE, Step 2 Clinical Skills for all medical graduated 
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form model with two administrations per year. Our hospital is 
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spring administration. Historically, SP-based assessments were 

implemented as a part of formative evaluation activities.1,16,35 
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learning experience for students, can provide valuable and 
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assessment of clinical skills acquisition.12,36,37 For this purpose, 

in the initial 10 years, we also applied SP-base assessments 

to our medical students for clinical skills training.26,27]� ^��
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undoubtedly successful for clinical skills training, and most 

of our SPs recruited from the Taiwan Actor Union in the 
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training course designed by TAME OSCE, and practiced at 

least two times of mock OSCE held in each site.34 Based on 
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backup. Owing to the age and health factors, the number of our 

original A-SPs is not enough, so it is necessary to train some 
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In the training process, for the consistency and accuracy 

of SPs performance as well as their portrayal of the case, 

great preparation of guidelines and curriculum for SPs is 
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their presentation to the case. However, some NA-SPs were 

found to take longer and more intensive training to achieve 

the preset standards. Based on this, we would like to take this 

opportunity to see the outcome of the two groups of SPs after 

our training. Before joint high-stakes OSCE, we had evaluated 

two groups of SPs in our pretest, and found that there was no 
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feedback, some of the NA-SPs do have little weaknesses that 

need to be improved. According to these opinions, we have 

more rigorous training for our SPs to prevent any errors before 

engaged to high-stakes OSCE. In this observation, we should 

know how SPs would behave when they participated in the 

past 3 years of high-stakes OSCE.

In our site, we arranged one A-SP and one NA-SP in the 

same station to play the same role during their participation 
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2015, there were two stations due to the age and gender need 

of scenario, so both stations were portrayed the cases by the 

A-SPs only, and the SPs’ performance was assessed separately 

Table 6: The performance of A-standardized patient versus 
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Variable Young

A-SPs (35)

Young

NA-SPs (38)

Older

A-SPs (39)

Older

NA-SPs (32)

P

Item 1 4.69±0.47 4.66±0.53 4.67±0.53 4.41±0.50 0.088

Item 2 4.74±0.44 4.66±0.53 4.67±0.58 4.47±0.51 0.178

Item 3 4.86±0.36 4.76±0.43 4.82±0.39 4.75±0.51 0.689

Item 4 4.66±0.48 4.55±0.55 4.67±0.53 4.56±0.50 0.687

Item 5 4.80±0.41 4.66±0.53 4.62±0.54 4.62±0.55 0.403

Item 6 4.94±0.24 4.79±0.41 4.79±0.41 4.78±0.49 0.265

Item 7 4.71±0.46 4.61±0.55 4.64±0.54 4.50±0.51 0.395

Item 8 4.86±0.36 4.84±0.37 4.77±0.43 4.72±0.52 0.490

Total 38.26±2.37 37.53±3.19 37.64±3.38 36.81±3.04 0.286

Age 39.71±6.51 40.03±5.61 61.54±4.56 60.62±5.94

ANOVA test. SP=Standardized patient

Table 7: The performances of older A-standardized patients 

versus older NA- standardized patients

Variable Older A-SPs (39) Older NA-SPs (32) P

Item 1 4.67±0.53 4.41±0.50 0.038*

Item 2 4.67±0.58 4.47±0.51 0.134

Item 3 4.82±0.39 4.75±0.51 0.510

Item 4 4.67±0.53 4.56±0.50 0.402

Item 5 4.62±0.54 4.62±0.55 0.942

Item 6 4.79±0.41 4.78±0.49 0.899

Item 7 4.64±0.54 4.50±0.51 0.263

Item 8 4.77±0.43 4.72±0.52 0.655

Total 37.64±3.38 36.81±3.04 0.287

Age 61.54±4.56 60.62±5.94 0.466

*<0.05, t-test, two tails. Item 1: SP’s performance is reliable and consistent, 

SP=Standardized patient
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A-standardized patients and NA-standardized patients

Variable Male 

A-SPs (27)

Male 

NA-SPs (23)

Female 

A-SPs (47)

Female 

NA-SPs (47)

P

Item 1 4.64±0.49 4.52±0.51 4.68±0.52 4.57±0.54 0.588

Item 2 4.68±0.48 4.60±0.50 4.70±0.55 4.57±0.54 0.644

Item 3 4.84±0.37 4.76±0.44 4.85±0.36 4.74±0.49 0.584

Item 4 4.56±0.51 4.48±0.51 4.70±0.51 4.62±0.53 0.348

Item 5 4.68±0.48 4.56±0.51 4.70±0.51 4.70±0.55 0.682

Item 6 4.92±0.28 4.76±0.44 4.85±0.36 4.79±0.46 0.442

Item 7 4.64±0.49 4.48±0.51 4.68±0.52 4.62±0.53 0.473

Item 8 4.76±0.44 4.72±0.46 4.83±0.38 4.83±0.43 0.662

Total 37.72±2.87 36.88±3.15 38.00±3.06 37.45±3.08 0.505

ANOVA test. SPs=Standardized patients
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by the examinees and examiners. According to the examinee’s 

questionnaire, concern on SP’s assessment is only one item: 
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composite score on the day of the 8-stations SPs encountered 

in the examination. Each examinee had encountered the 
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and the rating scores could not indeed distinguish the SP 
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can still give the information of our SPs’ performance each 

year from the examinees’ viewpoint. In 2015–2017, among the 

total of 189 examinees, the mean scores of SP’s performance 

were 3.69 ± 0.64, 3.84 ± 0.59 and 3.86 ± 0.84, respectively, 
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P = 0.316. This result indicates that the SP’s performance in 

our site is stable and acceptable to examinees in consecutive 

3 years.

Examiner’s assessment of the SP is to use the checklist to 

score eight items separately in each SP. The results showed our 

SP’s performance is also stable in each of 3 years, and each 

score of the eight items is high, indicating that SP’s performance 

in the examination is satisfactory to the examiners. This 

excellent result shows that our SPs are of good validity and 
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impact on the success of the whole test. Data analysis showed 
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each of the checklist, even the mean score on NA-SPs was 

little lower than that of the A-SPs. However, the scores were 

�	��� 	�� ���� �����������������	�������� 	������ ����������� 	��

���� ���� ������%� ��	��� �
�� ��� ���� ��� ���� ��
������ ���� �����

one is our SPs’ performance is good validity and reliability 

for getting high scores and the other reason may be due to 
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scenario in high-stakes OSCE. For preventing the inconsistent 
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designed not too tricky to perform, which may be the reason 

that each SP can get a high score on each item. Data show that 

the SP’s performance over these consecutive 3 years has let the 
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all of these results had reached the goal of high-stakes OSCE.

The issue of concern to A-SP’s performance is whether they 

will go beyond the cases or over self-expressed by the traits 

of the actors. However, the data of the third, sixth, and eighth 

items shown that the problem does not exist as these issues 

have been educated and banned in the training curriculum.

The data also showed one phenomenon that the examinee’s 

rating appeared to be lower than that of the examinee. The 

possible reason to answer is that the timing of examinees to 
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be complicated in anxiousness and stress to unknown their 

achievements in the test, resulting in the assessment. However, 

the mean scores from examinees were still not bad and even 

reached a satisfying level in consecutive 3 years. The examiners 

themselves had no such problems, and their scorings were 

more objective and detail in the checklist assessment.

Our data also showed another thing, that the mean age of 
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However, each score of eight items was not a statistically 
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to imply that the aged SPs were also not the impact factor to 
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we take a tangent to the age, divided into young and older 
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according to the study of Joshua Hartshorne, an MIT cognitive 

science researcher and the lead author of a study looking at 
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beginning of decline in short-term memory, working memory, 

and image recognition.38 In our training experience, more 

extended time and more repetition in SPs’ training after the 

age of 50 are needed. If we add the age factor only into A-SPs 

and NA-SPs groups and analyze the scores in each of the eight 

items. The data showed that the older NA-SPs was the weakest 

group, and the young A-SPs was the most energetic group, 
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to examinees (item 1) score was lowest in older NA-SPs, see 

Table 6. When we compared older A-SPs with older NA-SPs 
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less reliable and consistent in performance than older A-SP, 
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SPs, but if the experience is good enough like older A-SPs, 

even training need more time for remembering what they 
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the age factor still wants to be concerned in high-stakes OSCE 

if training is not enough.

On behalf of the past, the policy to recruit professional 

actor background persons only to serve as SPs in our hospital 
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proved that as long as well-trained, experienced, coupled 

with professionalism and pleasant personality, whether the 

background is an actor or not, can become a competent SP.

Although the data do not show the training process before 

the test, the SP of the actor background should be able to convey 

facial emoticons, mood, tone adjustment, or body language 

performance during the preparation for exams, regarding the 

actor’s expertise. However, some of the symptoms of the 

disease still require guidance from the professional trainers 

and examiners so that they will not distort or exaggerate 

the performance. Besides, during the training process, each 
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other to achieve consistency, and our A-SPs had contributed 

their expertise to assist our NA-SP with excellent achievement 

in high-stakes OSCE.

To avoid the memory issue of the older SP, in the training 

of the scripted dialog, the training time should lengthen 

for repetition, or the training method needs to be adjusted. 

Fortunately, because high-stakes OSCE is a 10-min station, 

the script content is not complicated for causing problems. 

Furthermore, the two groups of SPs had been screened to 

have a good experience and continuous training and practice 
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before the high-stakes OSCE, all SPs should present correct 

and complete information to the examinees.

Finally, we would like to thank the A-SPs for their excellent 

clinical practice training in this decade for our medical 
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in training new members of NA-SPs with enthusiasm and 

professionalism to smoothly pass the SP transition period, and 
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OSCE in Taiwan.

CONCLUSIONS

To be competent SP in high-stakes OSCE, SP’s 

professional background as an actor or not is not an essential 

factor. On the contrary, well-trained, experienced, coupled 

with professionalism and good personality SPs, are an 

essential factor. We also look forward to seeing all SPs as 

Dr. Wilson’s insights39���
�����	������	���������	���
���
������	��

level of courtesy and professionalism is excellent, and their 
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OSCE. A professional SP can play a proper role in high-stakes 

OSCE, just like an excellent actor plays a proper role in the 

show.

Professional SP will be the goal that hospitals or medical 

schools should pursue. If the hospital or medical school can let a 
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SP can not only play an excellent job in the high-stakes OSCE 

but also can allow hospitals to promote the clinical training of 
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of medical education.
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