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Learning Objectives

• Describe the cognitive factors that humans use to learn new skills 

• Contrast active and passive learning strategies 

• Design a simulation based learning plan 

• Evaluate learning strategies in the context of organizational readiness 

• Integrate a simulation learning project into a overall institutional learning 
strategy 

This session will include specific examples of the how this training platform 
can be used at scale to deliver an enhanced training experience and 
actionable insight into provider preparation. 
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Opportunity

• In 2016, M.D. Anderson Cancer Center successfully implemented 
an enterprise EHR

– Due to the structure of the practice we committed to a single 
enterprise go-live 

– Moved the institution from HIMSS EMRAM level 2 to level 6 
overnight 

• Understanding the risks, we looked for innovative strategies to 
better prepare our medical staff

• Simulation training was seen as a cost effective way to improve 
provider skills, speed adoption and gain insight into their individual 
readiness at go-live
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Background

• Medical education has undergone a revolution in the past decade 
with many new modalities of training including multimedia, 
simulation and virtual reality

– Medical professionals routinely use simulation in dedicated 
spaces to learn technical skills, practice team work and qualify 
for board certifications.  

– While more accepted in the academic side of healthcare, 
simulation training can be used to help augment the learning 
cycle across the enterprise including training for EHR go-live.  
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Training Challenge

• Our training plan for the bulk of our 2000 proscriptive providers 
(Physicians / APNs) consisted of 16 – 24 hours of classroom 
instruction.  

• Following completion of classroom instruction, physicians and MLPs 
were required to complete two-one hour simulation sessions
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The Training Challenge

• Successful EHR implementation hinges on several factors with user 
training in the top rank.

– Classroom training, while standard, is perceived as high cost 
and low value by many medical professionals.  

• Industry analysis recognizes that training tends to be one of the 
more unsatisfactory experiences providers undergo prior to the 
implementation of an EHR.  

– Modern enterprise EHRs are complex and training is critical so 
that providers can successfully function within a complex new 
environment.  

– Well trained providers recover productivity more rapidly and 
the impact to patient care is less
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The Institution

• MD Anderson is a deeply subspecialized cancer focused practice.  
Located in an EHR saturated market

– Providers voiced concern of wasting time in generic training.  
Had to provide sub-specialty specific simulation scenarios for 
our providers

– Created close to 50 separate subspecialty specific training 
sims.  

– Matched volunteer patients who had the disease with the sim 
of that disease.  
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Physical Space

• Created a temporary simulation lab in an unused ambulatory clinical 
space and hosted over 2,000 participants during a six week period.  

• Sessions were 40 – 45 minutes long with a de-brief and profile 
personalization activity for the balance of the hour.  

• Providers were asked to schedule 24 hours in advance, but we 
accommodated drop-ins.

• Utilized hospital volunteers as simulated patients and had EHR 
trained staff to proctor the exam.  

– Both the proctor and the “patient” scored the provider on 
several axis including facility with the application, patient 
engagement, communication skills and use of technology.  



12

Creating the Materials
• We did not find any real history of others using simulation to 

augment EHR training on this scale.  

– A number of false starts in creating the training requirements 
and training materials

• Solicited cases from our network of superusers and built a template 
to abstract case information for sim sessions

– In the EHR training environment we created a patient history, 
including Demographics, Allergies, History, Labs, Imaging and 
Pathology supporting elements 

– Created a “cheat sheet” for the Simulated (volunteer) patient 
that helped fill out the background and provide details 
consistent with elements the physician would discover during 
the simulation.
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Materials

• Formed a team that abstracted key information from representative 
cases to build the simulated patient

– De-identified and loaded into the simulation EHR

– Proctors were primarily experts in the functioning of the EHR 
but had familiarity with medical terms and practice, but no 
deep knowledge.  

• After the content was created, we could provide a fairly real sub-
specialty experience within a walk-in environment.  
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Created the EHR “Record”



19

Simulation Session

• Scheduled for 60 minutes

• The simulation followed a script of a typical new patient appointment 
and first visit.  The provider was asked to review patient history, create 
a note, orders and complete the billing to close the encounter. (40 – 45 
minutes)

• The provider was evaluated by the proctor and patient using a 
structured instrument

• Provider was given immediate verbal feedback following the sim (5 min)

• Handed off to support staff to work on personalization efforts (15 min)
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Emergency Center Simulation
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Scoring and Evaluation

• For each session both the proctor and the simulated patient filled 
out a structured evaluation on the provider

– Some overlapping questions, proctor focused more on the 
proficiency with the technology and the patient focused on the 
provider interaction

– Evaluations were identified for normalization of scoring

– Providers had the option of seeing scores following 
normalization with percentile rankings

• These scores were also used to stratify providers in preparation for 
go-live creating focus for our at-the-elbow support resources on 
those we knew would struggle. 
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Focusing at the Elbow Support

• We used the data gained from the proctor and patient evaluations to 
help deploy and focus our at the elbow support staff.  

• Data was entered into our learning management tracking system.  
These scores were then used to stratify providers and during the go-
live helped to target our at-the-elbow support resources.

– Immediate post-live support is one of the largest single line 
expenses in implementation and tightly managing this is 
critical.  

– We were able to roll off support more aggressively and trim our 
immediate post live support expense by over 15%.  We believe 
this was a direct result of the simulation experience.
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Results

• Being able to provide a realistic experience for a provider to interact 
with the EHR in front of a patient in the safe confines of the 
simulation center was well received.  

• We found it made real to providers that change was imminent and 
they needed to take the time to build competence in the system.  

• Proctors found physicians to be very engaged in the personalization 
session that followed.
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Outcomes Achieved

• Simulation is a valuable approach to both augment learning strategy 
and gain insight into the preparedness of providers.  

• Survey data taken before and after our training program 
demonstrated providers found simulation the most useful 
component in their experience.  
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Lessons Learned and Recommendations
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Lessons Learned

• We should have offered several additional simulation activities

– The experience would have been valuable for nursing as well.

– We should have enabled teams to simulate together.  We 
considered this in the planning phase, but felt it would have 
been logistically difficult.  We believe the benefits of team 
training would have been worth the extra expense.  

– We should have used simulation for our MERIT emergency 
response team.  Would have reduced the stress on the team 
with the new practice environment.  Given the small size, the 
cost would not have been appreciable and easily absorbed in 
the project budget.
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Lessons Learned
• Simulation proved extremely valuable to our providers. 

– It enabled them to use the new environment in a safe 
comprehensive way within the patient care context.  

– We gained an objective understanding of what our providers 
individually would likely need in the immediate post live 
environment.  

– The simulation training experience was rated highly by 
providers and was seen as a valuable activity.  

– Using the data immediately from the simulation environment to 
structure the personalization session that followed enabled the 
provider and support specialist to focus on those specific items 
which would be of the most benefit to that individual at that 
time.
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Lessons Learned

• While simulation based training is widely accepted in re-
credentialing and other specific medical activities, its penetration 
into EHR preparation is minimal.  

– Simulation can create a realistic learning experience helping 
the provider to critically think about how to adopt the electronic 
technology with useful feedback from a patient’s perspective.  

– It enables the training support team to understand the types of 
post-live issues they will face and stratify providers so that 
support resources are objectively distributed by anticipated 
need.  

– Simulation enables the training team to deliver a highly 
customized training experience in an agile, scalable and cost 
effective way.
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Conclusions

• While simulation based training is widely accepted in re-
credentialing and other specific medical activities, its penetration 
into EHR preparation is minimal. 

• Simulation can create a realistic learning experience helping the 
provider to critically think about how to adopt the electronic 
technology with useful feedback from a patient’s perspective. 
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Questions

• John Frenzel, MD, MS

jfrenzel@mdanderson.org, www.linkedin.com/in/john-frenzel

• Craig Owen

cowen@mdanderson.org, www.linkedin.com/in/craigowen

• Please complete the online session evaluation 


