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EDITORIAL

Medical simulation – a costly but essential teaching tool

The introduction of simulators into medical education
seems to be an extremely attractive idea for all actors
involved in medical care and medical training: the patient
may feel safer; trainees may feel more confident;
trainers may feel that they have solved the impossible
challenge of providing the best care for their patient
and at the same time the best education for their
trainees; administrators may feel that they are investing
in good quality education, able to increase the skills of
employees and to prevent future malpractice claims;
industry gains a new expensive and demanding market
and the researchers gain new subjects to study.
Using “medical simulation education” as a search
phrase in an indexed medical library will retrieve more
than 9000 published papers on the subject. Based on
these findings it seems safe to say that for researchers
the use of simulators in medical education has been
beneficial. All the other judgements are based on the
perceived benefits, and they may be realistic or not as
they are based on subjective assumptions. They need
definitive answers provided by well designed and conducted studies. One may think that industry is also
gaining from selling expensive medical simulators, but
we must admit that we have no information about the
costs of developing, producing and marketing simulation
products. We may still be unable to draw definitive
conclusions regarding profits.
Standardising medical education according to the
best evidence [1] is a dream not yet become true worldwide, but it has been suggested that maximising trainee
participation might be a reasonable goal [2]. In this
struggle to standardise medical education, the introduction of medical simulators has accentuated the
debates by adding new sets of interventions with potenAddress for correspondence:
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tially poorly understood effects. At the same time, it
has solved what, for years, seemed to be unrealistic –
an increased trainee participation in practical activities. Simulation provided the impossible: the acceptable
opportunity for trainers to fail and potentially to learn
from their own mistakes. Also, it provided an opportunity for debriefing, one of the most important aspects
of solving clinical scenarios, as it has been suggested
that the reactivation of recently acquired information
can strengthen memory storage and likely contributes
to memory consolidation [3].
Simulation provided reasons to apply new changes
in medical educational programs. It is human nature to
react to change with different emotions. Both pessimists and optimists may find published reports as
arguments to justify any personal belief. They all should
base their opinions on measurements. Measurement
is the first step that leads to control and eventually to
improvement. If you cannot measure something, you
cannot understand it. If you cannot understand it, you
cannot control it, and if you are unable to control it,
you cannot improve it [4]. The expected effects of using
simulation in medical education are not yet clearly
defined, nor how to best measure those effects. While
solving this problem, one measurement alone remains
the only undeniable proof of effectiveness for the training programmes: the number of trainees able to receive
practical training and the number of trained procedures.
In this context, a laudable initiative by Artyomenko
and Nosenko [5] is their published experience using
medical simulation to train their obstetrical anaesthesia
teams. The article contains a report of a large number
of trainees receiving practical training in a large number
of clinical scenarios over a short period of time.
Obstetric anaesthesia is a sensitive field as an obstetrical emergency develops fast, sometimes without any
previous warning signs, and a minimum of two lives
are endangered at the same time. There is not too
much time for training during real life situations and
there is increased interest to develop simulation scena-
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rios as an opportunity to train both technical and
nontechnical skills. Different approaches have been
described, from low fidelity simulators [6] for practical
skills training to advanced scenarios. Some authors
developed scenarios competing for evidence based
interventions status sustaining that they are able to
increase not only trainee skills, but also patient outcome
[7]. While most of other simulation based trainings
focus mostly on individual training, when providing
training for obstetrical emergencies, team training
seems to be of greater importance [8]. The imperative
need to train teams adds a supplementary logistical
challenge to the equation.
It is hard to estimate the time needed for all the
subjects included in the reported study to encounter
patients with all the conditions included in the simulation
scenarios and to have the proper instructor, at the
proper time, nearby to provide guiding during teaching
phase and feedback during debriefing. A life time may
be not enough. While it seems clear that providing
training is better compared with no training at all, the
number of trainees receiving training should be a
sufficient reason to justify investments in simulation
products.
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