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A FIELD GUIDE FOR HEALTHCARE SIMULATION EDUCATORS AND PROGRAMME LEADERS

Beyond the Al Patient

How Al changes clinical simulation in medical
and nursing education and training

Where Al adds value, where it fails, and how to tell a real capability from a polished demo.

A global framework, with an Indian implementation lens.
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THE FIVE ROLES OF Al IN CLINICAL SIMULATION

Al enters clinical Ry o1 :
Participant

Simu1ati0n in five rOIeS’ Al as the simulated interlocutor
Practice with a patient, family

n()t One member, or colleague.

The role every demo opens with, the Al patient, is
just one. In many programmes, much of the near- Ar 05 @ 02 o

term value sits in the observer and the mirror. Epidemiologist Observer

Al that surfaces cohort and Al as the analyst of encounters

curriculum patterns .
P Turns captured encounters into

evidence-anchored feedback.

_ _ _ AT THE CENTRE
Finds recurring signals across

learners and departments.

Clinical

simulation
encounter

PRACTICAL READINESS

@® Usable today for bounded formative practice B 04 P 03 Py
(g
@® Promising, dependent on conditions Designer Mirror
Early-stage Al as the case and variation engine Al as.the learner’s guided self-
. . debrief
Readi indicates deplovabilit der stated saf d ; Drafts cases, variants, and teaching
SRCLISES INTISETEs Copiy avlRy MIIGSESIeteEiSRIRERAICS NS materials for named clinical review. Structured reflection at a scale
established educational effectiveness. faculty cannot staff

One role can run through many modalities - SP sessions, audio encounters, virtual patients, avatars, VR/AR, manikins, hybrid - and across in-person, telesimulation,

ACROSS MODALITIES .
or asynchronous review.
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ROLES - MODALITIES - DELIVERY AND TIMING

Roles are not modalities

What Al does pedagogically is a separate question from how the simulation is experienced, and from how people are connected. One role can

run through many modalities and many delivery and timing arrangements.

Al roles

What Al is doing pedagogically

Participant
Simulated interlocutor

aa

Observer
Analyses captured encounters

-~ Mirror
Guides learner self-debrief

Designer
@ g

Drafts cases and variants

Epidemiologist
_/\r P g

Surfaces cohort patterns
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FIVE

Modalities EIGHT

How the simulation is experienced or captured
L Human SP session

2 Peer roleplay

[ Text virtual patient

0 Audio Al encounter

Avatar or video consultation
VR/AR environment

Manikin or task trainer

©w & & @

Hybrid simulation

The same educational role can sit inside or around any of these.

Delivery and timing THREE

How participation and review are organised

® Co-located / in-person
Same room

Distributed synchronous
Telesimulation

. ,))

® Asynchronous review
Reviewed after the encounter



ROLE 01 - PARTICIPANT @® USABLE TODAY FOR BOUNDED FORMATIVE PRACTICE

The Al patientis real - and it is just the start

A conversational Al can hold a spoken clinical encounter in real time, allowing rehearsal to scale beyond the availability of trained

human role-players.

Not "soft skills" - conversational clinical performance: handover and escalation, consent under pressure, breaking bad news, counselling, triage, de-escalation.

X

- .A ®\
Language becomes a design and Privacy changes who practises

Variation becomes a parameter e 1 .s .
validation requirement

) ) Solo rehearsal removes the audience and may
One case, many personas in one evening - an

. . . Hindi, Tamil, Telugu, Bengali and more, with real lower the social barrier to repeated practice,
anxious relative, a hostile attender, a low- T . ] _
, . - code-switching, in the register patients actually particularly for learners who are uncomfortable
literacy farmworker - at adjustable difficulty. o
use. practising in front of peers.

Where it is weak - a voice is not a clinical body (no examination, no procedures); emotional fidelity has a ceiling; an unconstrained model drifts. Al rehearsal precedes, never

replaces, SP encounters and supervised clinical exposure.
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ROLE 02 - OBSERVER - THE HEART OF THE GUIDE ® PROMISING

Observation and feedback are now decoupled

A captured encounter - Al-hosted, or a human SP session, peer roleplay, OSCE station, or handoff drill - can become an analyzable artifact, given
consent, evidence streams clear enough to interpret, and a governance model.

What it produces - evidence-anchored feedback LEAST MATURE - HIGHEST STAKES

EXPERIMENTAL - CLINICIAN-AUTHORED RULES AND CLINICIAN REVIEW

v Talk-time and interruption patterns - who held the floor b

v Open vs closed questions, and where each fell

The hardest thing it can attempt

v Jargon density, and whether terms were ever explained
Not how it was said, but what was decided - whether each claim

was supported, a medication decision was safe, the right safety-net
v Framework coverage - which SBAR or SPIKES steps appeared or were skipped advice was given. Usable only under hard constraints: acceptable-

decision rules locked in advance, nothing uncertain silently credited,

. . . , L every flag routed to a named clinical reviewer.
v Empathic opportunities taken vs missed, with the transcript lines

v Aflagged-moments digest - 90 seconds of highlights, not 25 live encounters

Indian reality bites hardest here - noisy rooms, overlapping speakers, code-switching, poor microphones, accents under-served by speech recognition. Capture, transcription,
and governance decide whether this role is transformative or useless. Test it on your own encounters before believing anyone, including us.
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ROLE 02 + ROLE 03 - THE PAIRING

The observer scales feedback. The mirror scales reflection.

Two services around one encounter, addressing the same binding constraint - educator time - from two sides. One makes the encounter visible

< ONE CAPTURED ENCOUNTER )

to the educator; the other makes it visible to the learner.

Observer FOREDUCATORS Mirror FOR THE LEARNER
1 Captures the evidence 1 Replays what they did
. . Uses structured reflective questions informed by advocacy-
2  Maps it to the rubric 2

inquiry principles

3 Flags the key moments 3  Surfaces the question never asked

4  Produces educator-visible feedback 4  Prepares the learner for the debrief

A Facilitator-led debrief then the next practice attempt

Al can support guided reflection and some forms of technology-supported debriefing. For complex team, emotionally charged, high-stakes or summative contexts, this guide recommends a
trained facilitator.
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ROLE 04 + ROLE 05

A living case library, and a view across the cohort

(

© 04

Designer

the case and variation engine

@® USEFUL WITH REVIEW

Ar 05
Epidemiologist

the cohort and curriculum view

EARLY-STAGE
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WHAT IT DOES

Can accelerate the first drafting of cases, variants and supporting materials - case stems, SP scripts, faculty
checklists, debrief guides, remediation variants, regional-language versions, and PHC / district / tertiary
adaptations of the same medicine.

NON-NEGOTIABLE Al drafts; the programme owns. Every case passes named clinical review before a learner sees it.
Unreviewed generated content can contain plausible clinical errors; named clinical review is
mandatory.

ILLUSTRATIVE SIGNALS

Looks past the student to the cohort - a whole batch skipping ideas-concerns-expectations; interns never
closing the SBAR loop; students avoiding cost, adherence, and family concerns.

THE CAVEAT That is a curriculum finding, not a student finding - it changes what gets retaught. These are signals to
investigate, never verdicts to act on.



WHERE THIS LANDS

Where this lands across a simulation programme

. . Surger
Nursing Anaesthesia gery
PARTICIPANT  OBSERVER
ALL FIVE PARTICIPANT  OBSERVER
. . . . Consent under pressure, disclosing complications; a less
SBAR handoff, teach-back, de-escalation: a particularly Pre-anaesthesia consent, SBAR when postponing a .. .
o . i . . visible opportunity is recorded, analysed consent
strong fit in this guide. case. Not airway or crisis choreography. .
conversations.
. . . Additional specialties
Psychiatry Community medicine / PHC
MEDICINE 0BG PEDIATRICS
PARTICIPANT  OBSERVER PARTICIPANT  DESIGNER EPIDEMIOLOGIST
EMERGENCY MEDICINE
Risk and de-escalation rehearsal; Al precedes, never Local-language, low-literacy counselling: a particularly
replaces, supervised exposure. strong language-sensitive fit. Conversational tasks fit; bodies and procedures stay out
of scope.
THE INDIA IMPLEMENTATION LENS
Honest baseline Career stage Infrastructure honesty Regulatory direction
Evaluate Al against the alternative you actually UG fundamentals at scale; interns need Hostel Wi-Fi, shared phones, and noisy rooms  Indian medical and nursing curricula are
have, usually peer roleplay, not a mature SP handover and consent now; PGs need are the real deployment environment. competency-based and give communication,
programme. disclosure conversations. teamwork and simulation explicit curricular

relevance.
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HOW TO READ ANY CLAIM

The demo is not the evidence

None of these claims is settled by a polished demo. Each is a question of evidence, and good answers are specific.

CLAIM WHAT EVIDENCE SHOULD EXIST WHAT SHOULD MAKE YOU SCEPTICAL

Case control

Modality and
delivery fit

Speech, language,
and local conditions

Evidence
traceability

Programme
ownership

Clinical safety

Reflection, not
verdict

Governance
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Case facts are locked; the model cannot invent symptoms, labs, or a diagnosis when
a learner stalls.

The modality and delivery model match the objective: SP, text, audio, avatar, VR/AR,
manikin, hybrid simulation or telesimulation is selected because it suits the target
task and context.

Tested on your accents, languages, and code-switching, in your rooms and remote
workflows, on the phones, shared devices, and bandwidth learners actually use.

The encounter evidence is inspectable - transcript, audio, video, logs, marks, notes -
and every score links to the evidence and rubric element behind it.

Cases, rubrics, and feedback rules can be reviewed and revised by the programme.

Clinical-decision feedback is bounded, labelled when unreviewed, and routes
uncertainty to a named clinical reviewer.

A guided self-debrief asks questions and surfaces the learner's own reasoning;
human-facilitated debriefing is not displaced where it is required.

Consent, retention, storage, access, and whether student data are used to train
models are all written down.

X

The persona drifts, volunteers the diagnosis, or fabricates clinical detail under
pressure.

Treating an avatar, headset, or voice interface as proof of educational value.

Fluent only in a quiet office, on good Wi-Fi, in clean formal English - a vendor demo.

A score or dashboard number that cannot show what evidence it came from.

A vendor-controlled black box you cannot see into.

The Al independently judges clinical correctness and presents it as validated.

It scores the learner, hands them conclusions, or substitutes for human facilitation in
complex, high-stakes or summative contexts.

"We are compliant,” with no specifics.



What Al does not change

WHAT Al CAN DO

Increase practice volume

Surface feedback anchored to transcripts, clips, and rubrics

Hold a learner's private reflection and support guided reflection
and some technology-supported debriefing

Direct practice and attention with automated signals

WHAT STAYS HUMAN

Certifying competence - Al cannot do this by itself.

The judgement - evidence arrives in the debrief, not instead of it.

A trained facilitator - for complex team, emotionally charged, high-
stakes or summative contexts.

Marks, progression and remediation remain human decisions.

Bodies still need manikins and wards; teams still need rooms. A real resuscitation does not compress into a screen.

A tool without a timetable slot and a named programme owner is an app subscription, not a programme.
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WHO WROTE THIS

This guide was written by the Lingua CoPilot Medical team. We have a commercial interest in Al clinical simulation. Our
view is that the most useful question is not whether Al can play a patient, but where it can responsibly extend
practice, reflection, feedback, case design, and programme insight.

THE STANCE

Al simulation earns trust when it is bounded, evidence-anchored, programme-
owned, clinically governed, and tested in the actual language and infrastructure
conditions where learners train.

EVIDENCE BASE

deliberate practice (Ericsson 2004) - simulation with deliberate practice (McGaghie et al. 2011) - technology-enhanced simulation and validity evidence (Cook et al. 2011; Cook & Hatala
2016) - communication frameworks (SBAR, Haig 2006; SPIKES, Baile 2000) - Indian regulatory direction (CBME, NMC 2024; INC nursing 2021) - debriefing and facilitation (Rudolph et al.
2007; INACSL 2025) - Indian-accent English ASR: Svarah (Javed et al. 2023) - clinical safety and hallucination assessment of LLM-generated medical text (Asgari et al. 2025) - GenAl-
supported virtual patients and current evidence limitations (Jiang et al. 2026)

Version 1.0 - July 2026. This guide reflects the authors' assessment as of July 2026 and is intended for educational planning, not
legal or regulatory advice; institutions should consult current NMC and INC notifications for requirements. You are welcome to
share this document in full within your institution. The latest version is always available at medical.linguacopilot.in.




