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Abstract

Undergraduate, Students, Medical

Consultations with children and their families are complex and require soft skills. However, there is a gap in the medi-
cal curriculum concerning these skills, especially as encounter training is often adult-centered. We developed,
validated, and applied simulation scenarios that prioritize active participation of children to train soft skills in child-
centered care for undergraduate medical students. This is a methodological study to develop three scenarios

and a checklist of what is expected. The content was validated by 18 experts. A pre-test was carried out for adjust-
ments. Then, the simulations were applied and evaluated by 18 medical undergraduate students. They included

the participation of 6 pediatric simulated patients aged 9-12 years trained by a drama teacher. According

to the results, the scenarios and checklist proved to be valid instruments in content terms (ICV-I>0.8). The scripts were
followed by the simulated pediatric patients, but they had difficulty mimicking a hypoactive state. Some were anx-
ious, but everyone enjoyed participating in the feedback. The simulated parents had difficulty participating and giv-
ing space to the child's speech. Participants assessed that the simulations performed as they were proposed and,
after experimenting them, felt more prepared. The simulations provided an opportunity for students to practice soft
skills by interacting with children in a safe environment. Using children as simulated patients is feasible but presents
some challenges. Our study has expanded the ways in which children’s health content can be taught. We are investi-
gating whether this training leads to better patient outcomes in real clinical settings.
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Background

Children are often marginalized in appointments or
excluded from decisions involving their own health.
Especially, because they are vulnerable, and the appoint-
ments involve the complex triadic relationship patients-
parents-physician [1]. However, active participation of
children is associated with significant improvements in
understanding the health-disease process, adherence
to treatment, and emotional health [2]. To medical care
effectively, soft skills are essential. In particular, commu-
nication, interpersonal skills, rapport and resilience [3].
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The national guidelines to medical training emphati-
cally guide a person-centered medical practice [4]. How-
ever, interactions with children are often observational
[5], while soft skills training is aimed at parents and
caregivers [6—8]. This standard differs from the recom-
mended one regarding the autonomy, dignity, and safety
of children [9]. In addition, students’ first experiences
with pediatric patients occur without them being ade-
quately prepared. Therefore, there is a gap to be bridged
in medical education [10].

Clinical simulation is a method that allows the creation
of credible scenarios for care in a safe environment [11,
12]. In this environment, it is possible to insert pediat-
ric simulated patients, which consist of children trained
to consistently portray health conditions [13]. But soft
skills scenarios in pediatrics often use adults as simulated
patients [6, 8, 14—17]. This is due to many ethical issues
involved regarding the risk of maleficence, as well as the
challenging logistics for the development of strategies
that ensure children are supported and receive adequate
training [18].

Physicians also need to develop soft skills to provide
care that is focused on the child as part of a family con-
text and to ensure the child’s right to be a protagonist
in his or her health care [19]. In this context, this study
developed, validated, and applied clinical simulation sce-
narios that promoted the active participation of children.
The goal of the study was to teach soft skills in child-cen-
tered care to undergraduate medical students. Recom-
mendations for improving simulation scenarios involving
simulated pediatric patients were also presented.

Methods

This is a methodological study to develop three scenar-
ios and a checklist. It was carried out between 18th of
July and 10th of November, 2022, during the application
of the Child’s Health Module of the Multicampi School
of Medical Sciences (EMCM) of the Federal University
of Rio Grande do Norte — UFRN, Caicé — Brazil. This
module is offered to third-year medical undergraduate
students and aims to develop skills to perform clinical
examination, diagnosis, and therapeutic management in
pediatrics.

Study protocol

Construction of simulation scenarios and evaluator’s
checklist

A directed search was conducted with the aim to find
materials. Search terms used were: Pediatric medi-
cal education AND soft skills OR communication OR
interpersonal skills AND simulated patient OR patient
simulation AND child OR children. The databases used
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were Medline/PubMed and Scielo. Books, regulations,
articles in English and Portuguese, guides and checklists
were considered. But we had trouble finding articles
on the subject. So, we did a manual search, contacting
some authors for materials.

Based on book chapters [20, 21], EMCM medi-
cal course regulations [22] and national guidelines for
medical training [4] a preliminary version of the sce-
narios and checklist was structured. This version was
improved based on the Calgary-Cambridge Guide vali-
dated in Brazil [23] and with support of a multidisci-
plinary group composed by 2 physicians with trained
in family medicine, 2 psychologists with expertise in
health communication and 1 nurse with trained in clin-
ical simulation. They were all professors at EMCM.

The textual elaboration of the scenario followed a pre-
established theoretical-practical model from Fabri et al.
[24]. The group discussed aspects of soft skills in child-
centered care from different professional perspectives.
In addition, the psychologists acted to minimize possible
harm to the participating children. The same group also
participated in the pre-testing phase described below.

Validation by judges

The committee was composed of 18 judges, 6 for each
scenario. The selection of judges was by convenience.
Then, the snowball sampling technique was used, so the
professionals who received the instrument acted as key
informants, providing the electronic address of three
other professionals and so on.

Health professionals with experience in child health,
health communication and/or clinical simulation were
selected. The criteria for selection of judges were adapted
from those proposed by Fehring [25]: master’s degree =4;
master’s degree in one of the cited areas=1; articles pub-
lished on the topics =2; PhD in one of the study areas=1;
clinical experience=2; teaching experience=2. A mini-
mum score of 5 points was used.

The judges received a letter of invitation via email, the
constructed materials and the validity form via Google
Forms®. Each scenario was evaluated regarding com-
prehensiveness and then item by item concerning clarity
and representativeness of the psychometry. For this pur-
pose, a 4-point Likert-type scale was used, as follows: 1
— item not clear or not representative; 2 — item unclear
or requiring major revision to be representative; 3 — item
quite clear or requiring minor revision to be representa-
tive; and 4 — item very clear or representative. There were
also spaces throughout the instrument for suggestions
and criticism.

To systematize the opinion of experts, the Delphi
method was used [26].
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Pre-test
Nine students from the EMCM/UFRN medicine course
participated, selected by purposive sampling. They were
regularly enrolled in the course and had already com-
pleted the child’s health module. Scenarios were tested
and then a session of brainstorm was carried out for
semantic evaluation, achievement of objectives, and fac-
tors that facilitated or prevented implementation.

The multidisciplinary group of teachers also partici-
pated. They made a qualitative analysis of the checklist.

Application and validation by medical undergraduate
students

Eighteen third-year medical students from the EMCM/
UERN who were taking the child health module partici-
pated. Exclusion criteria were having already taken the
child health module; having already taken more advanced
modules of the course; having less than 75% participation
in the activities offered; refusal to sign the informed con-
sent form.

They were selected by random sampling. They were
then divided into two smaller groups (n=9, each) to
experience the simulations. The three scenarios were
developed for three consecutive weeks and were applied
twice on each application day. Each time, a different stu-
dent volunteered to realize the appointment, while the
others watched the performance in the auditorium via
live transmission.

The simulations were designed to last 1 h, intended
for: 15 min — briefing; 15 min — scenario; and 30 min—
debriefing. The purpose and general objective of the sce-
narios, the type of simulation, and the sequence of steps
until the debriefing were informed in the briefing. Addi-
tionally, a fictional contract was established for students
to suspend disbelief and acknowledge the scenario.

After simulations, the students anonymously evaluated
the experience using a 10-question questionnaire. A Lik-
ert-type scale was used, with classification ranging from
1 to 5 in the order of the following concepts: 1 — Totally
disagree; 2 — Partially disagree; 3 — Neither agree nor dis-
agree (indifferent); 4 — Partially agree; 5 — Totally agree.

Three professors participated: a psychologist, a physi-
cian, and a nurse with training in clinical simulation who
led the simulations. There were also the participation of
a laboratory technician and a cameraman. The profes-
sors received guidance on the objectives and skills to be
worked on scenarios, the use of the evaluation instru-
ment, and the debriefing in PEARLS model [27]. They
watched the simulations in the control room, which had
one-way mirrored glass.

Furthermore, all students involved in the research
received study materials, which contained book chapters
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[20, 21] and videos with examples of communication
with children and their families [28, 29]. Then they had
expository-dialogued classes on bioethics and pediatrics
and soft skills in child-centered care according to devel-
opment stages.

Six children aged 9-12 years old, who had been previ-
ously trained, participated as pediatric simulated patients
in both the pre-test and the application. Of these, 2 were
boys, 4 were girls, 1 was black and the rest were white.
They all belonged to the upper middle class. Each child
acted in a single scenario. In turn, two mothers and one
father took turns in the roles of simulated parents. All of
them were trained by a drama teacher. Simulation facili-
tator also participated in the training.

Data analysis

The content validity Index (CVI) was calculated using
two mathematical equations: I-CVI (item-level content
validity index) and S-CVI/Ave (scale-level content valid-
ity index). The I-CVI was used to evaluate the agreement
of each item evaluated. It was calculated by adding the
number of “3” and “4” responses from the judges or “4”
and “5” from the target audience divided by the sum of
the total number of responses. The S-CVI/Ave was used
to evaluate the mean of the I-CVIs in each domain. It was
calculated by summing the I-CVI of all items, dividing
by the total number of items evaluated per domain. The
I-CVI>0.8 and S-CVI />0.9 were considered desirable
for validation [30]. When necessary, the Modified Kappa
Coefficient (MKC) was also calculated to assess the pos-
sibility of random agreement. An MKC>0.74 was con-
sidered desirable [31].

Results
Construction of simulation scenarios and evaluator’s
checklist
Each scenario was composed by four domains: 1 — Con-
text and Previous Components; 2 — Scenario Preparation;
3 — Design; and 4 — Final Components. Domains 1, 2, and 4
were identical to three scenarios, while domain 3 addressed
the simulated case and specific scripts of each scenario.

The purpose of the scenarios was to teach. There-
fore, they were structured with common clinical situa-
tions in pediatrics: sore throat and fever, vomiting, and
asthma attacks. In addition, the scenarios were organ-
ized in increasing levels of complexity and required the
performance of different actions to solve the problems
(Table 1). The simulations were of the scenic type, set in
a medical office for pediatrics, with simulated pediatric
patients accompanied by their simulated parents.

In order to monitor the actions developed by the stu-
dents, a checklist with 22 items divided into six domains
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Table 1 Complexity of the simulation scenarios and problem solution
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Scenarios Somatic problem

Challenge

Problem solution

Scenario 1

Sore throat and fever The child has pain when swallowing;

The child disapproves of pill form or bad tasting medication

Scenario 2 Vomiting

The child disapproves of intravenous injection or administration

of saline;
Dramatizing child;
Rigid parent

Scenario 3 Asthma Crisis

ence;

Anxious parent;
The child is neglecting part of the treatment to demonstrate independ-

The child is ashamed of his own state of health;
The child is using medication inappropriately;
Divergence of information provided by parent and son

Addressing the concerns;
Give treatment options;
Help the child to become involved in care

To calm down;

Recognize feelings and emotions;

To establish rapport;

Inform what the patient has, what will
happen and who will perform the care;
Encourage the patient to feel in control
of the treatment

To calm down;

Recognize feelings and emotions of child;
Identify conflicting information and needs
To Educate;

Help the child solve the problem in order
to be healthy and have a normal social
life;

Encourage the patient to feel in control

of the treatment

Use the observation scale below to rate students and include comments if necessa

Instructions

Observation scale

. Finally, assess the student's overall performance.

0= Did not perform 1 = Partially performed 2 = Completely performed

Domains

Start of appointment

Items
1. Welcomes the child and their guardian, greeting them

1 2 Comments

2. Introduces oneself and asks the name of the child and parents

Initial approach to the
problem

3. Starts the appointment with the child using open question

4. Maintains constant dialogue with the child and parents

5. Explores the concerns of the child and parents about the problem

6. Agrees on the priority demand of the appointment

7. Asks for permission from the child and guardian to perform the physical
examination

Information sharing

8. Communicates to the child what they have, explaining what it is and
what it means for health

9. Uses verbal language appropriate to the child’s maturity level, without
technical terms or translating the terms

10. Gives the child the treatment options

11. Involves the child in decisions about their health, encouraging them to
provide their perspectives and preferences

12. Asks if there are questions, giving openness for the child and their
guardian to ask questions (silence, facilitators, non-verbal language)

End of appointment

13. Makes a synthesis of what was said and asks the child and guardian
to describe with their words what they understood

14. Praises what has been described, reinforces what has been recalled,
and clarifies what is necessary

15. Talks about next Steps (planning and follow-up)

Creation of bond

16. Takes a stance so that the gaze is at the same level as the child, at an
appropriate distance, and uses a soft/calm tone of voice

17. Encourages the child to tell their story (with open-ended questions,
silence, nonverbal language, paraverbal “mm-hm” “hum” or repeating
and paraphrasing what was said

18. Verbalizes the perception about the emotions and feelings that
surfaced in the patient or companion, legitimizes the reaction, and shows
caring, with a desire to act to help

Ethical stance

19. Calls the child and guardian by name, without assigning diminutives
or pejoratives (e.g., “mommy,”, “baby”) and without referring to the

child in the 3rd person

20. Avoids interrupting, rushing, disapproving, inhibiting, and making
moral judgments about the child's and parents' speech/choices

21. Respects the autonomy of the child

22. Gives clear instructions on what to do and what to expect, avoids
using bribes, making promises one can't keep (e.g., “it won't hurt”), and
encouraging the child to “be good”.

0---10---20

Global Student Assessment Scale
41---50---60

21---30---40

61---70---80

81---90---100

| Very poor

Average [

[ Below average |

Above average

Excellent |

Caption: This Checklist was used to monitor the actions developed by the students in the three simulations developed.

Fig. 1 Checklist after content validation and pre-test
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was created (Fig. 1). Professors could record whether
the candidate "did not perform (0 points), partially per-
formed (1 point), and completely performed (2 points)"
the actions, with spaces for comments on each item.
There was also a global student rating scale at the end of
the checklist.

Validation by judges

Judges from thirteen different higher education insti-
tutions served on the panel. They were predominantly
women (16; 89%) and had a mean age of 47 (+6.8) years
old. All of them had at least 10 years of training, teach-
ing experience, and scientific publications in the areas of
study. Most had degrees in medicine (8; 44%) and nursing
(7; 39%); PhD (16; 89%); theses in the areas of health com-
munication and/or child health and/or clinical simulation
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(10; 56%); care experience in the areas involved (17; 94%);
had as their main activity research, teaching, and exten-
sion (16; 89%); and had already given training involving
the themes mentioned (17; 94%).

Consensus was reached in the first round of evaluation.
Respondents unanimously agreed on the scope of the
four domains that make up each scenario (I-CVI=1.00).
It was considered the judgment of the 18 judges for
the evaluation of the items identical of the three sce-
narios (domains 1, 2 and 4) and of the 6 judges for the
specific items (domain 3). The I-CVI concerning clarity
and representativeness of the items identical to the sce-
narios exceeded>0.8 and the CVI/Ave of each domain
exceeded >0.9 (Table 2). In specific items, since there
were 6 evaluators, in addition to the CVI, the MKC
was also calculated to assess the possibility of random

Table 2 Values of the validation index regarding the clarity and representativeness of domains 1, 2, and 4

Clarity Representativeness
Items I-CVI I-CVI
Domain 1 - context and previous components
Theme 1.00 1.00
Target audience 1.00 0.94
Purpose of the simulation 0.94 1.00
Prior knowledge 0.89 1.00
Prior skills 1.00 0.94
Skills and sub-skills to be worked on 0.94 1.00
Activation of prior knowledge 1.00 1.00
S-CVI/Ave 0.96 0.98
Domain 2 - scenario preparation
Interventions and expected outcomes 1.00 1.00
Complexity 0.94 1.00
Evaluation method 094 0.94
Type of simulation 1.00 1.00
Scenario recording 0.94 0.94
Expected time for the activity 0.94 0.94
Material resources 1.00 1.00
Human resources 1.00 1.00
Physical space/simulated environment 1.00 1.00
Team training for the activity 1.00 1.00
Scenario validation/calibration 0.94 1.00
S-CVI/Ave 097 0.98
Domain 4 - final components
Scenario development 1.00 1.00
Scene progression 1.00 1.00
Examiner’s checklist 0.94 0.94
Debriefing 1.00 1.00
Assessment 1.00 1.00
References 1.00 1.00
S -CVI/Ave 0.99 0.99

For this evaluation, the number of judges considered was 18.-CVI - represents the content validity index regarding each evaluated item. S-CVI/Ave is the average of
the I-CVIs in each domain. An |-CVI > 0.8. and S-CVI/AVE > 0.9 were considered for validation
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agreement. The respondents were also unanimous (I-CVI
and CVI/Ave=1.00; MKC=1.00).

The judges made suggestions involving elements of
writing, structure, and organization of the materials
which were accepted. Some comments also raised con-
cerns about the performance of children as simulated
pediatric patients, especially regarding their ability to
memorize the lines of the scripts. Furthermore, they
pointed out the presence of parents in the scenarios
could be a distraction since doctors tend to only commu-
nicate with them.

So, general guidelines were inserted with the reasons
for simulated pediatric patients and simulated parents
speaking or not the information. In the scripts, possible
dialogues and their outcomes were inserted, facilitating
the orientation of the children. It was explained to the
simulated parents that the simulation should prioritize
the active participation of the children. Therefore, they
should only answer questions directed to them and help
the children if they forgot something or asked for help. If
for any reason a child felt uncomfortable participating in
the simulation, they could ask to go to the restroom and
leave the scene (Additional file 1).

Furthermore, the training was structured in a more
playful and longer format, with weekly meetings for 2
months. Additional sessions could be scheduled accord-
ing to the children’s needs. The children needed to feel
safe and comfortable with the scenarios, the simulation
facilitator, and the simulated parents.

Pre-test

All participants considered the scenarios relevant, well
written, capable of achieving the proposed objectives
and with adequate time available. Regarding the perfor-
mance of the simulated patients, it was suggested that
the simulated parents should talk and gesture more to
denote concern. It was also suggested that the simulated
pediatric patients should perform more realistically when
using the spray medication during scenario 3 (Additional
file 1). Thus, these aspects were reinforced to parents
during training, as well as a seal was developed for the
spray applicator to prevent children from coming into
contact with the medicine when simulating its use.

The evaluators suggested modifying the order of the
domains of the checklist (Fig. 1) from “beginning of the
appointment, initial approach to the problem, creation of
bond, information sharing, ethical stance, and end of the
consultation” to “initial approach to the problem, infor-
mation sharing, end of the consultation, creation of bond,
and ethical stance” in order to facilitate filling. In the
ethical stance section, they advised modifying the item
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“respects the autonomy of the child, but recognizes that
the parents are responsible for the final decisions of the
treatment and involvement of the child” to “respects the
autonomy of the child,” since the first option suggests a
treatment without partnership.

All child actors participated in the pre-test to experi-
ence the simulation process. Some were apprehensive but
were reassured by the psychologists and none refused to
participate. During the feedback, the children were happy
to be involved in medical consultations and to be able to
express their preferences.

Application and validation by medical undergraduate
students
The development of the three scenarios occurred accord-
ing to the scripts, except in Scenario 2. This scenario did
not present the expected challenge (Table 1), because the
simulated pediatric patients did not present in accord-
ance with the described condition (Additional file 1).
They showed a regular general condition that was not
consistent with a general state of hypoactivity described
in the physical examination. Therefore, the lines associ-
ated with the distractor were removed from the script, as
well as the information characterizing this condition. The
scenario was rerun, and the expected result was verified.
Each of the three scenarios was applied twice and each
child acted in a single scenario. In this way, the six actors
alternated their participation, so as not to overload each
other. The simulated sessions included the direct obser-
vation and debriefing. The debriefings sessions were used
to discuss positive points and opportunities for improve-
ment. The checklist was used to monitor the actions per-
formed and to work on the students’ self-assessment.
The facilitator observed and guided the students’ speech,
inviting experts and simulated patients to give feedback.
The students evaluated the simulated experiences
(Table 3). In all items there was total or partial agree-
ment with the statements, obtaining values >0.94 (I-CVI)
and>0.98 (S-CVI/Ave). All students (18; 100%) agreed
that the simulation was in line with the proposed topic,
that a safe and respectful environment was created, that
the didactic resources used were appropriate, and that the
objectives and goals were explained. They also considered
the feedback they received to be positive and stated that
they felt more prepared for professional practice after par-
ticipating in the sessions. Lower proportions of students
fully agreed that prior knowledge from previous mod-
ules helped them understand the scenarios (11; 61%), felt
motivated to participate in the sessions (10; 55.5%), and
indicated that the theoretical framework was sufficient to
support the solution of the scenarios (9; 50%).
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Discussion

Physicians’ lack of soft skills for child-centered care is
a global challenge [32]. About that, the quality of child
health care is compromised [33]. We developed, vali-
dated, and applied three scenarios adapted to the active
participation of the child. The results showed that our
scenarios and checklist are valid tools in terms of con-
tent. The simulated pediatric patients acted according
to the scripts but had difficulty simulating a hypoactive
state. Some were anxious and all enjoyed participating
in the feedback. The simulated parents had difficulty
participating and giving space to the child’s speech.
Participants felt that the simulations accomplished
what they had proposed, and that they felt more pre-
pared after experiencing them.

Similar scenarios were found in the studies by Frost
et al. [6] and Kindratt et al. [8]. However, they focused
on parent-centered care. As noted by Wissow et al. [34]
and according to the judges who validated the scenar-
ios, physicians tend to show a higher degree of central-
ity on parents during triadic consultation. Therefore,
it is important to have clinical simulation scenarios to
teach soft skills in child-centered care to physicians.
They need to be validated to verify that they are achiev-
ing their intended goals [35] and that there are no ele-
ments that could compromise their effectiveness [36].

Content validation followed the previous recom-
mendation of the minimum number of judges [37] and
widely used measures were applied to verify agreement
[31]. However, our sample was very specialized, with
few non-experts, who are also important for evaluating
the form, overall impression and categorization of the
degree of difficulty [38]. A limiting point was the dif-
ficulty of receiving responses in a timely manner.
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Judges were also concerned about the use of children
as simulated pediatric patients. However, it should be
noted that learning soft skills requires the participa-
tion of the "other" and cannot be taught using pediat-
ric mannequins [39]. Furthermore, practice with real
patients is not recommended, as it disregards patient
safety and can cause harmful effects [5]. Therefore,
there are important ethical considerations that must
be followed. The age of the child (older children have
greater autonomy), the role they will play, the dura-
tion of the activity, the opportunity for feedback, and a
team committed to defending the rights of the child are
some of them. Family involvement is essential. Educa-
tors must also be sensitive to the child’s objection and
consent [10, 13, 18].

In the pre-test stage and application stages adjustments
were made to actors’ scripts. So, one can note that valida-
tion goes beyond the mere evaluation of an instrument
and is materialized in practice, with the dynamic interac-
tion of the participants [40]. Moreover, the child actors
showed difficulty in maintaining, throughout the scenario
2, a general state of hypoactivity. This aspect had already
been pointed out by Khoo et al. [18] and may suggest that
children have difficulty staging more specific behaviors.
So, it is recommended to work on milder health condi-
tions, as we did, or to include elements in the scenarios
that reinforce the seriousness of the situation. For exam-
ple, placing the child lying on a stretcher, using moulage
to simulate some signal, and reinforcing the parents to be
more stressed.

Working with simulated pediatric patients presents
some potential challenges. The lines in the scripts must
be planned, unlike adult simulations, which only require
a story line. The simulated parents need to be well

Table 3 Evaluation of the simulated experience and values of validation index, according to medical undergraduate students

Item 3 4 5 I-CVI
(n) % (n) % (n) %

Q1 - Prior knowledge of the previous modules helped in understanding the scenarios me 6) 33 1161 0.94
Q2 - The materials provided for theoretical framework were sufficient to support the solution of the scenarios (1) 6 (8) 44 (9) 50 0.94
Q3 - The demonstration of support and the procedural support information were essential for the achieve- me (5) 28 (12)67 0.94
ment of the objectives

Q4 - The simulation corresponded to the proposed theme - - (18)100  1.00
Q5 - A safe and respectful environment has been established - Mme (17) 94 1.00
Q6 - The didactic resources used were adequate - 4) 24 (13) 76 1.00
Q7 - I felt motivated to take part in the simulation (M55 (7)388 (10)555 094
Q8 - After the simulations | feel more prepared for the professional exercise - 6)33 (12)67 1.00
Q9 - I rate as positive the feedback | received during the debriefing - 3)17 (15) 83 1.00
Q10 - The objectives and goals of the simulation were explained in the debriefing - 211 (16) 89 1.00
S-CVI/Ave 098

1 -Totally disagree; 2 - Partially disagree; 3 — Neither agree nor disagree (indifferent); 4 - Partially agree; 5 — Totally agree. I-CVI - represents the content validity index
regarding each evaluated item. S-CVI/Ave is the average of the I-CVIs in each domain. An I-CVI>0.8. and S-CVI/AVE > 0.9 were considered for validation
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oriented so as not to replace the child’s speech, but not
so rigid that they fail to convey the realism of the situa-
tion being experienced. Children need to be familiar with
the health conditions covered, as they may feel anxious.
A good relationship between the child, the simulated par-
ent and the simulation facilitator is also crucial. Hence
the importance of lengthy training and the presence of
psychologists on the team.

Our study considered all ethical norms and guide-
lines recommended for the use of children as simulated
patients. The terms of consent and assent were signed;
children were over 8 years old; simulations were short; the
roles involved everyday situations, which most of them
had already experienced; actors were rotated at each sim-
ulated session; children could leave the scene if they felt
uncomfortable and provide feedback during debriefing.

In addition, among the evaluators there was a psycholo-
gist to intervene in possible damage, and all were aligned
with the scenario proposal and trained for the debriefing.
The debriefing is the most important part of the simula-
tion. It is the basis for fixing and correcting behaviors. It
occurs immediately after the simulated experience and is
conducted by the students themselves, who analyze the
situation and critically reflect on the performance, while
the facilitator observes and directs the actions [41].

All students partially or fully agree that the feedback
they received after the simulations was positive. They
also felt prepared for their professional practice after the
experience. This suggests a positive evaluation. Lower
proportions of totally agree were obtained about the
motivation to participate in the simulations (10; 55.5%)
and the theoretical framework being sufficient to sup-
port the solution of the scenarios (9; 50%). This can be
explained by the fact that our simulations were not
focused on highly valued technical skills (hard skills),
but on the soft skills that students tend to consider less
important [3]. It is noteworthy that the students were at
an intermediate level and clinical management of issues
was discussed throughout the child’s health module.

It is important to emphasize what may limit the appli-
cability of the research results. Only 6 pediatric patients
with similar characteristics participated in the study.
The lack of availability of mothers/fathers to participate
in the scenarios. The need for teachers with differenti-
ated knowledge and more time to train the children.
Regarding the validation process, we did not conduct a
new round of validation after incorporating the judges’
suggestions.

Conclusion

Our scenarios and checklist provided an opportunity
for medical students to practice soft skills by interact-
ing with children in a safe environment. Using children
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as simulated patients was feasible, but not without chal-
lenges. We recommend working with lighter health sit-
uations, including dialogues and possible outcomes in
the scripts, allowing more training time and involving
the simulation facilitator, familiarizing the child with
the simulation process, including psychologists in the
team, and valuing the child’s feedback in the debriefing.

Despite this, there is a gap in medical education that
needs to be discussed. Our study has expanded the
ways in which children’s health content can be taught
in medical curricula. We are now investigating whether
this training translates into better patient outcomes in
real clinical settings. This research could strengthen
the overall robustness and applicability of the study’s
conclusions.
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