	STANDARDIZED PATIENT SIMULATION RUBRIC – NUNP 449

	DESIRED OUTCOME

	The learner will demonstrate the ability to create a differential diagnosis based on the presenting symptoms. Complete an appropriate history and physical exam, including any testing indicated. Accurately conclude the diagnosis and develop a reasonable plan of care. Create and submit a SOAP note summarizing the visit findings, assessment, and plan.

	LEARNER-CENTERED OBJECTIVES

	While participating in this simulation the learner will:
1. Solicit a focused history and perform an appropriate physical exam.
2. Identify screening, lab, imaging, and diagnostic tests that should be performed to assist with diagnosing, if any.
3. Identify the likely diagnosis as well as differential diagnosis for this patient.
4. Develop a management plan and provide appropriate patient education during the visit.
5. Create and submit a SOAP note summarizing visit findings, assessment, and plan.

	GRADING RUBRIC

	Overall approach to patient / clinical situation, professionalism (15 points) 
· Professionalism, including introduction, demeanor, body language (4 points)
· Appropriate hand washing / sanitizing / gloving for any patient contact (3 points)
· Clear and concise patient interactions that show empathy, utilize active listening skills, and other therapeutic communication strategies (4 points)
· Overall flow of visit (4 points)
Subjective Data (15 Points)
· Appropriate OLDCART of appropriate symptoms (thorough but not excessive) (1 point for each element)
· Elicits patient’s understanding of reason for the visit (1 point)
· Pertinent history
· Medical and surgical (1 point each)
· Psychosocial (1 point)
· Family history (1 point) 
· Immunization history (1 point) 
· Health screenings (1 point)
· Falls/safety (1 point)
· Few inappropriate or excessive elements (i.e. avoid medical jargon, use of open-ended questions to gather a focused patient history) 
Objective data (15 Points)
· Assessment of appropriate body systems including use of correct assessment technique
· Neurologic (3 points)
· Psychologic (3 points)
· Cardiovascular (3 points)
· Pulmonary (2 points)
· GI (1 points)
· Thyroid/endocrine (2 points)
· Integument (1 point)
· Few inappropriate or excessive elements (i.e. conducts a comprehensive physical assessment in the allotted time including all of the above body systems), use of systematic approach to physical assessment 
Assessment/Plan (30 Points)
· Appropriate differential, including correct diagnosis (5 points total)
· Correct diagnosis (3 points)  
· Differential diagnoses, e.g. depression, mild cognitive impairment, Alzheimer’s disease, etc. are included (2 points)
· Appropriate screening recommendations (5 points total)
· Vaccines, including herpes zoster, pneumonia, influenza, Sars COVID-19 (0.5 point for each)
· Women’s health screenings, including mammography, HPV, Pap test (0.5 point for each)
· Bone density or PSA screening as applicable (0.5 point)
· Colon cancer (1 point)
· Appropriate ordering of labs, imaging, and other testing (5 points total)
· CBC, with or without differential depending on level of the learner (1 point)
·  BMP and LFT, or a combined CMP (1 point) 
· TSH +/- free T4 (0.5 point) 
· Fasting lipid panel (0.5 point)
· Hgb A1c (0.5 point)
· Student should inquire whether patient has ever been screened for HBV and HIV and offer if SP answers no for either (0.5 point for each)
· CT head without contrast or MRI head (0.5 point)
· Additional testing/referrals to consider (no points deducted if not included but important for learner feedback/debrief points)
· Neurocognitive testing referral 
· Behavioral health referral 
· Vitamin D level (depending on geographical location)
· Vitamin B12 level 
· RPR
· Appropriate patient education/teaching (7 points total, 1 point for each topic covered)
· Tobacco cessation
· Sleep hygiene
· Physical activity
· Nutrition
· Health maintenance
· Falls/safety 
· Medication safety
· Appropriate documentation – concise and accurate SOAP note (8 points total, 2 points for each element of SOAP note)


Total = 75 possible points
· Points may be deducted in increments of as little as 0.5 point.
· Points may be deducted for omission of critical subjective or exam elements, as well as excessive or unnecessary subjective or exam elements.  
· Points may be deducted for missing appropriate differential diagnoses or work-up, or off-base or unnecessary work-up
· SOAP note should be an accurate record of the encounter, but further interpretation of data is allowed after the encounter has ended.  I.E. Do not chart things you haven’t done, but you can access and interpret clinical tools after the visit.




