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ABSTRACT
Training with adolescent simulated patients (ASP) is increasingly recognized as an effective 
form of teaching interviewing skills with adolescent patients. Beyond the acknowledged 
effectiveness and satisfaction of training with ASP, little is known on medical students’ actual 
experience and specific learning needs related to simulated encounters with ASP, as well as 
factors influencing their learning experience.

The aim of this study was an in-depth exploration of medical students’ perspectives about 
training with ASP.

Using a qualitative design with grounded theory methods, we conducted in-field observa-
tion of training sessions with ASP and individual interviews with eighteen fourth-year medical 
students participating in training.

When provided with an actual experience in a simulated setting, students go through 
a process of anticipating then modulating the challenge of the encounter with an adolescent 
patient. This challenge is influenced and modulated within 3 main dimensions: preconcep-
tions about adolescents, level of experience with adolescent patients and professional 
distance. This process is also influenced by how students perceive and cope with the 
educational setting.

Training with ASP, as a first concrete experience of an adolescent consultation, is an 
opportunity to address important aspects of students’ attitudes towards adolescent patients 
such as students’ preconceptions, personal experiences and feelings that could influence the 
doctor-patient relationship later on. Training should focus on ways to reflect upon and handle 
such attitudes and the emotional resonance experienced by medical students.
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Introduction

Most medical students will have to take care of 
adolescent patients at some stage during their med-
ical practice. They will face the challenge of identi-
fying major causes of morbidity among adolescents 
like mental health disorders, injuries or substance 
use, even though the most common reasons for 
consultation are various somatic symptoms [1–3]. 
To meet this challenge and to address sensitive 
issues like sexual or mental health, physicians 
need to provide a trustful and confidential environ-
ment [4,5]. Adolescents rate their care positively 
when physicians are friendly, respectful and show 
appropriate communication skills [1,6].

Adolescent simulated patients (ASP) are young 
people (adolescents or young adults) trained to por-
tray the role of adolescent patients. Simulation-based 
training with ASP is increasingly recognized as a way 
to improve health professionals’ clinical skills with 
adolescents. Such training is effective in improving 

interviewing and counseling skills regarding general 
adolescent health issues [7] and other specific skills 
like the assessment of adolescent depression and sui-
cide risk [8–10]. The quality of ASP performance and 
feedback is also highly valued, as reflected in high 
satisfaction among learners [11–14]. The perceived 
authenticity of the ASP performance evidenced in 
previous research [14] is an essential ingredient for 
a positive experience. In addition, there are no major 
risks for adolescents hired as simulated patients 
[15–18].

Beyond the fact that training with ASP is 
a recognized and effective training method that is 
highly appreciated by students, little is known on 
medical students’ actual experience and specific 
learning needs related to simulated encounters with 
ASP. For example, it is not clear whether students 
participating in such training have more needs in the 
learning domain of clinical skills (what they do) – i.e., 
interviewing and communication skills – or more in 
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the affective or attitudinal domain (what they feel) – 
i.e., those associated with thoughts and feelings in the 
relationship with patients [19]. Yet, an important 
issue for trainers, especially if training sessions are 
short or scarce, is to identify on what to focus during 
such training.

We also do not know to what extent the experi-
ence of such training is influenced by some individual 
features (such as prior representations about adoles-
cents, experience and confidence in the care of ado-
lescents, etc.) or features related to training setting 
(e.g., group vs individual setting, age & training of 
simulated patients etc.).

Another question that remains is whether the 
involvement of a simulated patient is absolutely 
necessary or whether the same learning outcomes 
could be achieved with another teaching method. 
Training with ‘adult’ simulated patients is often 
valued by students for practicing communication 
skills, particularly because of its experiential nature 
[20,21] and also because it allows them to prepare for 
real patients in a secured setting and to obtain struc-
tured feedback [22]. Few studies, however, have 
focused on students’ experiences with adolescent 
simulated patients.

In a context where adolescent health is globally 
poorly represented in undergraduate curricula [23], 
it is essential to understand students’ needs in order 
to help trainers and curriculum designers define 
focused objectives and select the appropriate teaching 
method to improve the effectiveness of training.

The purpose of this study was an in-depth explora-
tion of medical students’ perspectives regarding train-
ing with ASP. Our research questions were: (1) What 
are students’ prior conceptions of encounters with ado-
lescents and their needs and expectations in relation to 
a training session with ASP? (2) How do medical 
students experience their participation in training? 
(3) What do students perceive as the added value of 
a training session with ASP?

Methods

We conducted a qualitative study using grounded 
theory (GT) methods. The aim of GT is to build an 
explanatory theory about social processes that 
emerges from empirical data [24–27]. Fundamentals 
of GT that were applied to this study include theore-
tical sampling, the iterative process and use of the 
constant comparison method during data analysis 
[25]. Theoretical sampling means that research parti-
cipants are purposefully selected if they are likely to 
provide answers, initially to the research questions 
and later on to the categories emerging from the 
analysis [25,28]. The iterative process implies that 
data collection and analysis are performed simulta-
neously, each informing and influencing the other 

[25,27]. The constant comparison method means 
that as coding of data processes, raw data, codes 
and categories from all sources of data are constantly 
compared to look for similarities or differences.

Setting

The study took place at the medical school of the 
University of Lausanne, Switzerland, which has 
a 6-year undergraduate curriculum. Clinical teaching 
begins in the second year only with simulated 
patients, and then gradually increases since the 
third year with the beginning of exposure to real 
patients. Clinical rotations take place in the second 
half of the 4th year and electives during the whole 
6th year. The undergraduate curriculum in adoles-
cent health and medicine includes 13 hours of formal 
lectures over 6 years and a three-hour training ses-
sion with ASP during the fourth year, run by faculty 
members specialized in adolescent health. At this 
stage of the curriculum, the large majority of students 
have not had any contact with adolescent patients in 
a clinical setting yet.

The main purpose of this simulation-based train-
ing session is to practice interviewing and commu-
nication skills with adolescents. During this session, 
groups of approximately ten students encounter two 
ASP in a row. One student interviews the ASP while 
the others observe. After 5–10 minutes of role-play, 
the student gives feedback on their feelings and then 
gets feedback from the ASP, the observing students 
and the teacher, focused on interviewing techniques, 
communication skills and attitudes. The feedback is 
followed by a brief group debriefing on these aspects. 
Then, another student carries on with the encounter 
and so on until all students have participated. 
A group discussion takes place at the end of the 
session whose purpose is mainly an evaluation of 
the training session by the students.

ASP at the time of this study were healthy young 
people between 14 and 21 years old, carefully selected 
according to their cognitive skills and affective stabi-
lity, with parental consent. They were trained to 
portray a clinical vignette of an adolescent patient 
(e.g., an adolescent with fatigue, substance use, etc.) 
and to give structured feedback to students.

Sampling

We recruited our first 11 participants for interviews 
among fourth-year medical students who volunteered 
during an information session ten days before each 
training session. According to a purposeful sampling 
strategy, we made sure to include students who would 
participate in different training sessions – i.e., with 
different trainers and ASP. Right after training ses-
sions, we recruited 7 additional participants who 
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seemed to have particularly liked or disliked the 
training or who had, during training, raised some 
thoughts or displayed attitudes or behaviors that 
seemed to be related to the emerging categories of 
the data analysis and that prompted further explora-
tion (theoretical sampling) [28]. The sampling pro-
cess stopped when no new insights emerged from the 
interviews (data saturation) [28].

Participants and data collection

Over a three-month period, the main investigator 
(YLT) conducted 29 individual in-depth interviews 
of 45–55 minutes each with eighteen students aged 
21 to 27 (M = 5; F = 13). Of the 18 students included, 
11 participated in two interviews: the first one a few 
days before the training session and the second one 
a few days after training. As mentioned above, seven 
additional students, recruited right after their training 
session, participated in one interview after training. 
The interviews with these 7 participants focused more 
on their experience of the workshop and how it had 
responded to their prior representations and expecta-
tions. Their inclusion in the study particularly helped 
refine the emerging categories. We used an interview 
guide designed beforehand and refined it with 
insights gained from data collection according to 
the iterative process of GT. Data collection stopped 
when no new insights emerged from data analysis 
(data saturation) [28]. Interviews were audio 
recorded and transcribed verbatim. Alias names 
were used in transcriptions and in this article to 
guarantee the anonymity of participants.

YLT also conducted in-field observation of six 
training sessions and collected descriptive (observed 
events) and reflective (personal thoughts) field notes 

as a passive observer [29]. YLT had no active role in 
training sessions. Ninety students, 4 trainers and 7 
ASP participated in these 6 sessions. The interviewed 
students participated in one of the six sessions with 
in-field observation. Figure 1 illustrates recruitment 
and data collection procedures.

Data analysis

The research team (YLT, RB, AEA) performed suc-
cessive cycles of coding of transcribed interviews and 
field notes [28]. Initially, all authors read two inter-
views each and coded them line-by-line (‘initial cod-
ing’). They subsequently elaborated a common 
coding structure that YLT applied to all interviews 
and field notes (‘focused coding’). Through ‘axial 
coding’, the authors explored and outlined connec-
tions between themes generated during initial and 
focused coding [25,27,28] and then integrated them 
around a core category (‘theoretical coding’) to gen-
erate theory [30]. At each step of analysis, the 
research team used memo-writing and applied the 
GT constant comparison method [25,27]. After ana-
lysis, YLT performed member-checking with 5 parti-
cipants: during a group meeting, he presented the 
results to them to ensure that they matched with 
their views [31]. The research team used the online 
software Dedoose® to help organize the analysis.

Ethics review board approval

The study protocol was submitted to the Ethics 
Committee for research on human beings of Canton 
de Vaud, Switzerland, which decided that the need 
for approval was waived because it did not concern 
health data. Each participant received an information 

Figure 1. Illustration of data collection and recruitment procedures – TS = training session, ASP = adolescent simulated patients. 
We conducted in-field observation during training sessions 1 to 6 and recruited 18 students for interviews in training sessions 1 to 4 
and 6.
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sheet and written informed consent was obtained 
from each of them.

Results

The first phase of analysis (initial, focused and axial 
coding) resulted in the emergence of 3 main categories 
including 8 themes and 16 sub-themes, as illustrated in 
Table 1. We then reorganized the themes around the 
core category ‘Demystifying the challenge through 
experience’ (theoretical coding). This resulted in the sche-
matization of an experiential process (Figure 2) in which 
students anticipate and then modulate the challenge of 
the encounter with adolescent patients through an actual 
experience of a consultation in a simulated setting.

This process of anticipating then ‘demystifying’ the 
challenge through experience is organized around 
three main dimensions: (1) preconceptions about ado-
lescents, (2) level of experience with adolescent patients 
and (3) professional distance. The process is also 
influenced by how students perceive and cope with 
the educational setting. The following paragraphs 
successively describe how the challenge is influenced 
and modulated within these 3 dimensions and the 
role of the educational setting. The appendix provides 
additional significant quotes and fieldnotes related to 
these 3 dimensions.

Preconceptions about adolescent patients

A first important factor that influenced students’ 
perception of the challenge of interviewing an 

adolescent patient was their preconceptions about 
adolescents. This refers to preconceived ideas and 
opinions about the specificities and needs regarding 
the phase of adolescence on the one hand, and to 
interaction and communication with patients of that 
age on the other.

‘[I would be afraid to]do something wrong . . . that 
could then have huge consequences especially because 
they are in an unstable period’ (Lauriane, session 4)

This excerpt illustrates how considering adoles-
cence as a difficult period implies the need for stu-
dents to take special precautions when interacting 
with adolescents in order to avoid negative conse-
quences. Moreover, some students expected specific 
behaviors from adolescents that would make commu-
nication and interaction more difficult, e.g., less ready 
to talk about themselves, less confident in other peo-
ple etc.

‘Maybe we fear adolescents a bit because we know 
that it is more difficult to communicate with them, 
they may be less open about their private life’ (Rachel, 
session 3).

Given these considerations, one of the perceived 
roles of training was to modulate some of their pre-
conceptions and de-dramatize some of the related 
anticipated difficulties as illustrated in the following 
excerpt and extract field note:

‘And the exercise showed me that you shouldn’t 
generalize. Not all adolescents are completely silent . . . 
or intimidated by a white coat.’ (Dimitri, session 2)

Extract from field notes (session 2): ‘The student 
says, “It’s not like the other adolescents I’ve seen so far, 

Table 1. Summary of main categories, themes and subthemes that emerged from the first phase of the data analysis (initial, 
focused and axial coding).

Categories Themes Subthemes

Anticipating the challenge Displaying preconceptions about 
adolescents

● Perceived specificities and needs related to the adolescence 
period

● Communication & interaction challenges with adolescent 
patients

Observing the relational closeness with 
adolescents

● ‘Emotional’ closeness with adolescents
● ‘Social’ closeness with adolescents

Facing the unknown ● Past professional and personal experiences with 
adolescents

● Anticipated difficulties with specific skills and knowledge in 
adolescent health

‘Demystifying’ the challenge through 
experience

Modulating preconceptions through 
experience

● Modulating preconceptions

Adjusting the professional distance ● Dealing with one’s own experience of adolescence
● Adjusting the relational distance

Uncovering the unknown ● Having ‘done it once’
● Observing and practicing concrete interviewing skills

Coping with the educational setting Coping with the small group setting ● Fragmentation of the interview
● Presence of observers
● Active observation and group discussion

Coping with the simulated setting ● Purpose and benefits of simulation
● Authenticity and professionalism of ASP
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they would just say yes/no or I don’t know.” The teacher 
relates her experience by reporting that often adolescents 
will open up when you know how to get them to talk’

Level of experience with adolescent patients

Another factor influencing the level of challenge was 
the lack of experience of students in adolescent med-
icine and health. For most of them, this training was 
the first experience with adolescent patients. While 
some could rely on some personal experiences out-
side the medical context, most were not at all familiar 
with the specificities of adolescent medicine.

‘ . . . but in terms of adolescent patients, I had just 
seen one consultation with an adolescent at the chil-
dren’s hospital. [. . .] So, it was unfamiliar and [I was] 
maybe a little bit afraid to talk with adolescents’ 
(Joachim, session 4)

At the same time, students identified specific skills 
required for example to address sensitive topics (sex-
ual health, mental health, suicidal thoughts, substance 
use, etc.) to set the framework for the consultation or 
to structure the interview. Most students reported or 
displayed difficulties related to a lack of such skills, 
which was also widely noted in the field observations.

‘Well, I’d feel ok to take care of a baby with diarrhea 
but I wouldn’t feel ok to take care of an adolescent . . . who 
is not feeling well, or running away or self-harming. I’d 
say: ok we can talk about it but I couldn’t do more [. . .] 
because I don’t know how to do that’ (Lauriane, session 4).

Excerpt from field notes (session 4): “the trainer 
asks the student to explore sexual health because it’s 

important in this ASP case. The student answers iro-
nically: ‘Oh great! But I have no idea how to do that!’

Considering the anticipated challenges described 
above, many students appreciated the opportunity 
to just ‘have done it once’ and to have ‘demystified’ 
the encounter with an adolescent in a medical setting:

‘It was the first time that I did it with a patient, 
whether simulated or not. And I think it’s great 
because it demystifies the whole thing a bit’ (Rachel, 
session 3).

While some students acknowledged that the train-
ing was a good opportunity to observe and practice 
helpful interviewing techniques (e.g., question word-
ing to address sensitive topics or to ensure confiden-
tiality, how to structure the interview, etc.), many 
highlighted the reassuring role of this first actual 
experience itself without necessarily identifying spe-
cific or structured take home messages.

Professional distance

Finally, another important challenge was how stu-
dents managed their sense of relational closeness 
with adolescents and adjusted their professional dis-
tance accordingly. Some could easily recall their own 
adolescence and potentially identify with adolescent 
patients on an emotional level:

‘I rely on my own experience as a teenager. [. . .] 
I tell myself: ok this kid is potentially in psychosocial 
distress. Oh and by the way I remember when I was 
14, I had this great friend who was depressive and used 
to cut her arm. I mean, it evokes you that. My past as 
an adolescent is not that far.’ (Roxanne, session 4)

Figure 2. Illustration of the process of anticipating and ‘demystifying’ the challenge through the experience with an adolescent 
simulated patient.
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Others felt close more on a social level, reporting 
similar activities or exploratory behaviors (e.g., binge 
drinking) and some might consider them as potential 
friends outside the medical setting. This closeness of 
age challenged their professional role and posture as 
illustrated in the following excerpt:

‘I was there not long ago [. . .], so it is easy to 
identify with them. So, you’re here, facing a young 
person . . . and we still need to have the status of 
a responsible adult. [. . .] I would say that the defini-
tion of roles is more complicated. [. . .] I think it’s 
easier with old people. [. . .] With young adults, not 
only with adolescents, it’s difficult because outside the 
frame of the doctor-patient relationship, they could 
have been a friend.’ (Sarah, session 4)

Thus, through the role-play, students faced the 
challenge to adjust the professional distance in the 
way they manage the clinical situation and interact 
with patients.

Some students recognized that this proximity 
could ease the relationship:

‘We are more able to identify with them, to under-
stand them and be sympathetic’ (Dimitri, session 2).

Most students were also very clear about the need 
not to treat adolescents as friends and also to step 
back from their own experiences:

« I think that it’s a mistake to identify too much 
with patients. And I think that there was a risk here, 
I mean . . . Who has never been drunk to the point of 
throwing up? [. . .] So in the balance, I left out my own 
experiences as an adolescent and instead I thought: 
what would a health professional do with that?” 
(Roxanne, session 4)

However, a few students displayed difficulty dis-
tancing themselves from their own experiences. Some 
were tempted to share their own experiences with 
patients or would let these experiences influence 
their investigation or their interpretation of 
a situation . . .

‘I did the part of history about alcohol and I told 
her: yeah, you know we all have drunk at some point . .  
. to avoid judgment, you see. Then maybe I could get 
closer to this patient’ (Mathias, session 1)

. . . while some were tempted to talk with patients 
like with friends

‘He (another student) said, did you f*** her? And 
there was a silence in the room, I think he also realized 
that this was not the right way to say it. And at the 
end of the interview, the teacher said that it was not 
very appropriate, it was not the right way to . . . to ask 
the question’ (Lucas, session 1)

Coping with the educational setting

Several factors regarding training design and delivery, 
particularly the small group setting as well as the 

simulation setting, had also a potential influence on 
the process.

Regarding the small group setting, students needed 
to overcome some drawbacks. The first one was the 
fragmentation of the interview, that is to say that each 
student conducted only a part of the interview:

‘Taking over the role of someone else, [. . .] it breaks 
dialogue [and] conversation. And we don’t know really 
where to start. It becomes unrealistic. Doing it from 
the beginning to the end . . . it’s closer to reality.’ (Alec, 
session 2)

The second drawback was the need to overcome 
the stress generated by the presence of observers.

Yet, students also recognized the added value of 
the small group setting in such training. The active 
observation of peers was considered a major asset to 
provide inspiring ideas related to interviewing skills– 
e.g., how to address sensitive topics:

‘I remember a [student] who took the sexual his-
tory. She asked really good questions and maybe [. . .], 
I will memorize some of them and keep them for the 
next [interview].’ (Soraya, session 3)

Students also underlined that the presence of peers 
fostered discussion, reflection and experience-sharing 
positively.

Regarding the simulated setting, one important 
issue in determining a positive training experience 
was the perceived authenticity of the encounter and 
more particularly of ASP because they were real ado-
lescents. Many students appreciated the realism of 
ASP especially if they attributed their reactions not 
to a standardized role but to their nature of real 
adolescents:

‘[. . .] she was a real adolescent, unless she was really 
good in theater. In my opinion, she was a real adoles-
cent who was really waking up and didn’t want to 
talk.’ (Roxanne, session 4)

Students also emphasized the role of simulation in 
providing an opportunity to prepare for real patients 
in a secured setting, with the possibility to make some 
mistakes without consequences.

Discussion

Students’ experiences during training with ASP 
involved aspects related to attitudes, in addition to 
and complementary to aspects related to interviewing 
and communication skills. Our results highlight that 
training sessions with ASP are an opportunity for 
students to reveal and explore important issues relat-
ing to their attitudes towards adolescent patients such 
as their representations, personal experiences, feelings 
and their interpersonal distance with adolescents. 
Identifying and reflecting upon these issues is crucial 
because it might strongly influence their relationship 
with adolescent patients. Indeed, health professionals’ 
perceptions and experiences are known to influence 
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their beliefs, attitudes and so potentially their care for 
adolescents [32,33]. In addition, this focus on more 
subjective and affective aspects is interesting because 
communication teaching focused solely on ‘tasks’ or 
‘skills’ has been criticized in some fields such as 
cancer care because it does not sufficiently take into 
account the fact that communication is subjective, 
depending on relational aspects and on patient per-
ceptions [34]. Alternative approaches focusing on 
students’ feelings, thoughts and emotions towards 
patients have thus been developed to teach commu-
nication [35].

Students anticipated challenges in their relation-
ship with adolescents depending on their own repre-
sentations and past experiences. The lack of ease with 
adolescents has been reported among health profes-
sionals who often disclose discomfort and a lack of 
confidence regarding adolescent health issues [36,37]. 
Training with ASP is an opportunity to explore and 
overcome such feelings through this concrete experi-
ence. In previous work, following training with ASP, 
students reported greater confidence with adolescent 
patients [38]. Lowering students’ apprehension in 
care of adolescent patients through ASP training is 
a sound answer to improve the quality of care for 
adolescents. The feeling of self-efficacy, defined as 
people’s belief in their ability to perform a task [39], 
is essential as it is associated with better screening 
practice for risky behaviors among adolescents [40].

Another interesting finding is that the specificity 
of training programs with ASP allows medical stu-
dents to experience the influence of their own past 
experience as adolescents and of the small age gap on 
the interpersonal distance with patients. 
Subsequently, such training represents an opportu-
nity to experience how to fine-tune their professional 
attitude and posture as well as the framework and 
limits of the doctor-patient relationship. How profes-
sionals adjust the relational distance with adolescent 
patients is essential because adolescents expect their 
doctor to be friendly [6], which means someone 
engaged and interested in their lives, someone they 
can feel close to and they can easily talk with, yet who 
is still professional in the sense that they do not try to 
behave as a friend or adopt an unauthentic commu-
nication style to get closer. [6,41,42]. While taking 
their own experiences into account might promote 
empathy and a friendly attitude, students need to 
distinguish friendly from being friends and to learn 
to step back from their own experiences and values to 
find the proper distance with patients [32]. This 
question of the right professional distance in a sense 
of maintaining boundaries while being empathetic 
has been a preoccupation of healthcare professionals 
for a long time [43,44].

Overall, students appreciated to have ‘done it at 
least once’, to decrease the perceived challenge, to 

realize what it means to face an adolescent patient 
and to help reflect upon and modulate some of their 
attitudes. The experience itself was thus particularly 
valued. This suggests the importance of having 
a concrete practical experience as a trigger for feed-
back and reflection, which is in line with theories of 
experiential learning (learning through an experi-
ence) [45]. The simulation setting is particularly 
appropriate because it allows for safe practice before 
having real patients, structured feedback from the 
patient and time for reflective practice [22]. 
Reflective practice is crucial in promoting active 
learning through an experience [46] and is also an 
essential ingredient for self-regulated learning and 
lifelong learning [47]. Such training might thus repre-
sent an opportunity among others to support the 
medical students’ development of reflective practice 
about their attitudes towards adolescents and advo-
cate for the continuation of such practice in their 
subsequent care of adolescents, whether supervised 
or not.

Regarding the educational setting, students high-
lighted the contribution of a group debriefing in 
sharing and reflecting on experiences and feelings, 
which is a well-known benefit of small group learning 
[48]. Furthermore, the observation of how peers lead 
the interview could provide a model on how to inter-
view an adolescent patient and promote observational 
learning [49,50, 51]. However, students regretted the 
insufficient amount of individual time of simulation 
and the stress related to the presence of observers. 
Minimizing these negative feelings is important to 
avoid their impact on the goals and course of training 
[35]. As for aspects related to simulation, having real 
adolescents and young people hired as ASP allowed 
a more authentic experience and was widely appre-
ciated, in line with previous work [14]. This point is 
particularly important in a training focused on rela-
tional aspects.

Implications for practice

Our results suggest giving a greater focus on attitudes 
(affective domain of learning) to provide a sound 
answer to students’ needs in the field of adolescent 
health, which has implications for both facilitators of 
such sessions with ASP and curriculum designers. In 
terms of facilitation of these sessions, trainers might 
lead the discussion following the role play in three 
steps. First, the student should be asked to disclose 
how they felt during the role play particularly in their 
relationship with the patient, what difficulties were 
encountered and why. Second, a concise feedback 
focused on interpersonal and emotional aspects 
should be provided, first and foremost by the ASP 
and supported by the teacher. Third, by promoting 
group discussion while referring to their concrete 
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experience of the simulated encounter, the teacher 
needs to actively help students reflect upon their 
preconceptions and own experiences and how they 
influence their interaction and professional distance 
with adolescents. Since students come to the work-
shop with their own representations, it might be 
interesting, if time permits, to explore them even 
before the role play, for example through a group 
discussion, and to further reflect on the evolution of 
these representations through the experience 
with ASP.

As for the educational setting, the small group 
setting still seems most appropriate for this type of 
training. The main issue however is to ensure 
a balance between individual role-play time and 
group discussion time. Obviously, if resources permit, 
each student should lead a full interview or at least 
larger segments of the interview. One possibility 
would be to reduce the size of the groups (3–5 stu-
dents) or raise the length of training. Another option 
would be to prepare students in advance by providing 
them with a model of some interviewing and com-
munication techniques with adolescents, e.g., a video 
of a consultation illustrating how to set the frame-
work of the consultation and how to structure the 
psychosocial history.

Since the question of attitudes and communication 
skills with adolescents is transversally important 
whether one is a pediatrician, a general practitioner 
or another specialist and has specificities compared 
with adults or children, its integration as an essential 
component of adolescent health undergraduate curri-
cula is important beyond specific theoretical knowl-
edge. It implies for curriculum designers to manage 
a space for the expression of and reflection upon 
these fundamental attitudes, if possible based on 
a practical experience as a trigger. The implementa-
tion of sessions with ASP appears to be an appropri-
ate method in this perspective. In a context where 
resources do not allow the participation of simulated 
patients, a small group workshop stimulating reflec-
tive practice for example around clinical vignettes, 
could be an alternative knowing that it would not 
replace the contribution of experience.

Finally, simulated patients should be recruited 
among young people matching the age of the role. 
Their role and especially their way of behaving in the 
relationship or of reacting to questions should not be 
standardized in order to maintain a high level of 
authenticity. Particular attention to feedback on rela-
tional aspects should be given during the training 
of ASP.

Limitations

This study has several limitations. First, the results 
cannot be generalized without further research 

because of the qualitative sampling strategy and the 
importance of the teaching context and culture (e.g., 
structure of the teaching curriculum, previous experi-
ences of simulation, assessment approaches, etc.). 
Secondly, no students from session no.5 volunteered 
for participation, and three students who were 
approached by YLT finally declined to participate in 
an interview. In relation to this, one strength of our 
study is that we integrated insights from two sources 
of data according to the triangulation process [27,51].

Finally, our involvement in training with ASP or 
adult simulated patients may have played a role in the 
analysis [28]. To avoid the influence of our precon-
ceived ideas about training with ASP on data, we con-
stantly reflected on them to take them into account 
[28] and ensured through member-checking that our 
analysis was aligned with participants’ points of view 
[31]. Moreover, as a way to promote this reflectivity 
and to enrich the analytic process, the entire research 
team met repeatedly to discuss emerging concepts.

Conclusion

Our study suggests that practical training integrating 
simulated patients is essential for undergraduate 
teaching in adolescent health because it provides 
a unique opportunity to have at least one experience 
in a secure environment before real patient encoun-
ters. Such an experience is crucial to enable 
a reflective practice that should be focused on atti-
tudes and professional identity as to help students 
uncover and address their feelings, personal experi-
ences and preconceptions that might influence their 
relationship with adolescent patients. Regarding the 
educational setting, the added value of a small group 
setting and of hiring ‘real’ young people as ASP are 
important aspects relevant to trainers in adolescent 
health and medicine who wish to implement or opti-
mize training with ASP. Future research should eval-
uate the magnitude and sustainability of the impact 
of such attitudes-focused trainings on the quality of 
adolescent care, primarily the relational aspects.
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Appendix

Appendix: additional significant quotes and fieldnotes related to the 3 dimensions of the core category ‘Demystifying the 
challenge through experience’, resulting from the final phase of the analysis (theoretical coding)

Themes and definitions Additional significant quotes or field notes

1. PRECONCEPTIONS ABOUT ADOLESCENTS
Displaying preconceptions about adolescents

Refers to examples of students’ preconceived ideas about adolescence as 
a unique period of life with specific needs and about certain specific 
behaviors of adolescents that influence the way they communicate or 
interact with professionals

‘In my head, adolescence is a time when anything can happen, and we have 
the feeling that we need to handle [adolescents] with kid gloves’ (Dimitri, 
session 2). 
‘Maybe we fear adolescents a bit because we know that it is more difficult 
to communicate with them, they may be less open about their private life’ 
(Rachel, session 3).

Modulating preconceptions through experience
Refers to how the training session helped change the students’ 

perspective on their preconceptions
‘The training session allowed me to see that even if adolescents didn’t 

necessarily want to be there for the interview [. . .], it didn’t prevent them 
from talking or from establishing a trustful relationship.’ (Sylviane, 
session 1)

2. LEVEL OF EXPERIENCE WITH ADOLESCENT PATIENTS
Facing the unknown

Refers to how students perceive the challenge related to their lack of 
experience with adolescents, and the subsequent lack of skills and 
knowledge in specific areas of adolescent health and medicine

‘Because here we’re kind of thrown into the deep end, like: “ok let’s go, take 
the history of an adolescent”. So for us, it’s like, well, do we have to do 
the HEAADSSS (psychosocial history)? Do we have to do it like with 
adults? Do have to focus on the complaint or not? well, there you go. It’s 
just that I don’t really know what to expect at the moment’ (Lamia, 
session 3) 
Excerpt from field notes (session 2): ‘One student interrupts the role play 
as soon as the somatic history is over, which she has done well. She talks 
about her discomfort at not knowing how to continue in the HEADS 
psychosocial interview which is more specific to adolescent health’.

Uncovering the unknown
Refers to the perceived added value of having the experience itself but 

also to how the training helped students observe or practice some 
interviewing techniques themselves.

‘It defused something in relation to adolescents. As I said before, it was the 
first time that I talked to an adolescent being myself out of adolescence. 
And it put me more at ease.’ (Dimitri, session 2) 
‘I think it’s important to keep this idea that the HEAADSSS interview must 
be flexible, that it’s not fixed, that it can be modulated and that each 
adolescent will react differently. And to also have in mind this notion of 
how to set a framework, [. . .] that it often helps the good progress of the 
interview . . . if we explain again and again that it is confidential’ (Marie, 
session 2)

3. PROFESSIONAL DISTANCE
Observing the relational closeness with adolescents

Refers to how students feel close to and even identify with adolescents 
either on an emotional level, for example by projecting themselves into 
their own adolescent experience, or on a social level in terms of age 
proximity and sharing common interests or activities

‘So, at one point, it was up to one of my friends to interview him (the 
adolescent) and I know that my friend likes to smoke joints and so with 
all my friends, we were laughing about the situation. You know to watch 
him playing the doctor and giving advice to someone who has problems 
with cannabis’ (Dimitri, session 2)

Adjusting the professional distance

Refers to how students manage distance from their own adolescent 
experience in the assessment and management of adolescent patients 
and to how students deal with the small age difference and social 
proximity in the professional doctor-patient relationship

‘I used to play at video games, and so did all of my friends. And finally, we 
ended up at the university, so it doesn’t have a huge impact. It’s cool to 
play at video games.’ (Lauriane, session 4). 
Excerpt from field notes (session 5): ‘The simulated patient provides 
feedback to the student about some smiles during the consultation and 
her somewhat “cool” attitude that bothered her a bit and that she felt 
was out of step with the case. The student said she wanted to joke 
around a bit to lighten the atmosphere. The teacher takes this 
opportunity to provide some insights about the age difference issue and 
the need to not act like the adolescent’s buddy by citing a study on this 
topic. A student then asks for confirmation that one should not adopt 
such a “cool” attitude.’
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