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Context: Athletic trainers should be able to recognize, refer, and provide support to patients with mental health challenges
such as anxiety, depression, and suicidal ideation. However, clinicians may not have the opportunity to identify the signs and
symptoms in an authentic scenario until a patient presents in their facility. Therefore, supplemental clinical education via
standardized patient (SP) encounters may allow for an opportunity to practice mental health care in a safe manner.
However, data to support if a SP encounter has a lasting effect on one’s clinical practice are lacking.

Objective: To reflect on a SP encounter focused on a mental health emergency (suicidal ideation) and the influence, if any,
the encounter had on one’s clinical practice 1.5 to 3 years following the encounter.

Design: Consensual qualitative research tradition.

Setting: One-on-one interview.

Patients or Other Participants: Twelve graduates from the same postprofessional athletic training program (men ¼ 6,
women ¼ 6) participated in this study.

Main Outcome Measure(s): Participants completed a one-on-one interview guided by a 7-question, semistructured
interview protocol. A 3-person coding team identified domains and categories.

Results: Two domains emerged from the study: (1) learning experience and (2) patient approach. The learning environment
created an emotionally realistic space with reassurance and collaborative learning. Specifically, the participants were able to
transform their practice from errors made during the SP encounter. The SP encounter had positive, long-term effects on
their clinical care including improvements in empathy, active listening, and emergency planning.

Conclusions: Like other research about the longitudinal effects of SP encounters, participants applied the learning
outcomes from the encounter in their clinical practice 1.5 to 3 years later. We suggest mental health SP encounters be used
to prepare athletic trainers, regardless of experience, for emergency mental health crises.

Key Words: Simulation, suicide, professional development

Dr Winkelmann is currently Clinical Assistant Professor in the Department of Exercise Science at the University of South Carolina.
Please address correspondence to Zachary Winkelmann, PhD, SCAT, ATC, Department of Exercise Science, University of South
Carolina, 1300 Wheat Street, Columbia, SC 29208. winkelz@mailbox.sc.edu.

Full Citation:
Winkelmann ZK, Neil ER, Granger KC, Eberman LE. Perspectives of a mental health emergency standardized patient encounter: a follow-
up interview of athletic trainers. Athl Train Educ J. 2022;17(3):210–220.

Athletic Training Education Journal j Volume 17 j Issue 3 j July–September 2022 210

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-06-19 via free access



Perspectives of a Mental Health Emergency Standardized Patient Encounter: A
Follow-Up Interview of Athletic Trainers

Zachary K. Winkelmann, PhD, SCAT, ATC; Elizabeth R. Neil, PhD, LAT, ATC; Kelcey C. Granger, MS, LAT, ATC;
Lindsey E. Eberman, PhD, LAT, ATC

KEY POINTS

� Standardized patient encounters focused on mental
health, specifically suicidal ideation, provide a safe
and realistic way for athletic trainers to practice
identifying, referring, and providing support to a patient
in crisis.
� A mental health emergency standardized patient encoun-
ter has positive, long-term effects on empathy, communi-
cation, and immediate care planning.
� Creating a standardized patient encounter for mental
health must be realistic and include debrief and other
forms of feedback for learners to be reassured in their
decision making.

INTRODUCTION

Between 2013 and 2020, the National Collegiate Athletic
Association (NCAA) Sport Science Institute convened a task
force and created the Mental Health Best Practices for
supporting student-athlete wellness. The interassociation
consensus document identified 4 key areas including (1)
clinical licensure of practitioners providing mental health care,
(2) procedures for identification and referral of student-
athletes to qualified practitioners, (3) preparticipation mental
health screening, and (4) health-promoting environments that
support mental wellbeing and resilience.1 Upon closer
examination, the athletic trainer (AT) was identified as the
coordinator and first point of contact in managing mental
health concerns, the facilitator for referrals, the gatekeeper for
stakeholder communication, and the decision maker for
screening protocols.1,2

Previous researchers have indicated ATs performed well in
recognizing symptoms and referral decision making for
behavioral health conditions.3 However, other researchers,
in 2009 and 2012, have described mental health and
psychosocial referral as a continued area of professional
deficiency for ATs.4,5 While content on psychosocial inter-
vention and referral has been identified in the curriculum for
some athletic training programs4 before the Commission on
Accreditation of Athletic Training Education 2020 Profes-
sional Standards requirement (Standard 77),6 the instructional
strategy to deliver the content was typically lectures,
discussions, or both and assessed using a traditional exam.7

Unfortunately, ATs still struggle with selecting psychosocial
strategies and the intended course of action, but providers
with coursework in sport psychology (or a similar mental
health course) were more accurate in their clinical practice,
suggesting that educational exposure to mental health
improves future integration of these skills into practice.3

Specifically, a suicide prevention training unit in an athletic
training program has been shown to improve clinical
readiness and collaboration between behavioral health and
athletic training professionals.8

The issue though is the translation of the skills and
behaviors into clinical practice.9 Historically, in professional
educational environments, if a specific patient encounter
was not achieved through traditional clinical experience,
athletic training students missed that opportunity, or more
often, preceptors have limited the student’s exposure as a
decision maker in the presenting patient scenario if they feel
it is too difficult, intense, or sensitive information.10 In
postprofessional athletic training education, supervisors for
certified ATs have noted deficiencies in psychosocial
intervention.11 Due to the practice gap of psychosocial
interventions in clinical education, athletic training students
and ATs alike must be provided experiences to promote
implementation and future integration for patient care.9 The
use of hands-on instruction and assessment, such as role
playing and practical exams, has been supported to increase
the confidence in a student’s psychosocial intervention
abilities.7

Role playing can be made more authentic through simulation-
based learning like standardized patient (SP) encounters.
Previous researchers have supported the use of SP encounters
to facilitate continual improvement in areas of weakness such
as communication, psychosocial interventions, and role
execution.11,12 Professional programs in athletic training have
assessed the long-term effect of several entry-level SP
encounters.13 Standardized patients have been found to
improve confidence in professional athletic training stu-
dents.13–15 In addition, small group SP encounters have
developed a learner’s ability to provide psychosocial inter-
vention and referral.16 In postprofessional athletic training
programs, researchers have identified that learners were able
to improve the organization of their clinical exam, were
vulnerable in describing their weaknesses in clinical practice,
and improved their patient-centered care.17 Upon further
reflection and within 6 weeks of completing a SP encounter,
postprofessional athletic training learners described the
importance of how SP encounters transformed their clinical
practice and the process of practice reflection as a result of the
debriefing process.18

Overall, learners who are provided training or course material
on mental health improve their ability to recognize and refer
for psychosocial interventions.3,4,7,8,16 In addition, learners
who practice these skills in SP encounters improve their skills
and abilities in this domain of practice.16 However, we do not
know if there is a translation of these skills and abilities for
credentialed ATs after completing their advanced degree and
continuing their clinical practice. Therefore, the purpose of
our study was to describe how one’s clinical practice was
influenced by a SP encounter for a mental health emergency
1.5 to 3 years after his or her enrollment in a postprofessional
athletic training program.
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METHODS

Design

This qualitative study explored the lived experiences and
clinical practices after a mental health emergency SP
encounter. Before any data collection, approval was granted
from the Indiana State University Institutional Review Board.
The quality assessment guidelines for qualitative research
established by the Standards for Reporting Qualitative
Research19 were followed.

Educational Experiences

As part of a course in the curriculum, all learners completed a
SP encounter at the end of the final semester in the program.
The purpose of the encounter was to facilitate an immediate
recognition and referral in a SP encounter centered around a
mental health emergency specific to suicidal ideation with
elements of acute depression, anxiety, and discrimination. The
learners were expected to demonstrate patient-centered care,
interprofessional and collaborative practice, evidence-based
medicine, and health information technology throughout the
encounter. The learner needed to act on the mental health
emergency to prevent suicide through immediate referral. All
participants in the study completed a suicidal ideation SP
encounter; however, 4 cases were developed over the course of
the program. All 4 SP cases were focused on the same content
area of mental health, and each case included elements of

suicidal ideation, acute depression, anxiety, and racial
discrimination. For the scenarios, clinical specialists in
behavioral health and educational specialists in SP case
development were consulted to curate the patient cases. To
improve the psychological fidelity of the cases, details were
gathered from real, documented patient cases. For the
encounter, the learners were provided up to 30 minutes to
complete their encounter. The encounter was followed by a
group debrief with the SP actors within hours of the
encounter.

Participants

Participants for this study were recent graduates (at least 1
year) of a postprofessional Doctor of Athletic Training
program. These participants had previously completed several
SP encounters and simulation-based learning experiences
throughout the 2-year program before the final SP encounter
described in this study, which was performed during the last
week of the final semester in the program. Figure 1 provides a
flow diagram of the recruitment and enrollment of the 12
individuals (men ¼ 6, women ¼ 6) that volunteered to
participate in the study. Data saturation was achieved when
similar responses were being received repeatedly from the
participants and no new opinions were being shared. Full
demographic information for the participants is provided in
Table 1.

Figure 1. Flow diagram. Abbreviations: CQR, consensual qualitative research; SP, standardized patient.
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Instrumentation

Members of the research team created a semistructured
interview protocol. The protocol was then sent out to 2
content experts in both simulations and behavioral health
content, and minor editorial and sequencing adjustments were
made. The final instrument consisted of 5 demographics
questions asking about gender identity, age, years of
experience as a certified AT, current job setting, and the time
since graduation. A total of 7 structured questions, with
several structured and semistructured follow-up questions,
were asked regarding the mental health SP encounter that the
participants completed. Table 2 provides the questions
included in the interview protocol.

Data Collection Procedures

Participants in the study were recruited via e-mail by a
member of the research team in the fall 2019. A follow-up e-
mail was sent out after the initial recruitment to allow for
potential participants to have an additional opportunity to be
a part of the study. We continued recruitment into spring 2020
to gather any other participants who wanted to be part of the
study. Upon agreeing to take part in the study, participants
set a time for an interview with a member of the research
team. One member of the research team (K.C.G.) completed
the audio interviews. After the interview, the materials (audio
file and de-identified transcript) were stored on a secured
Cloud drive available only to the interviewer. Member
checking was then completed by the research team sending

Table 1. Participant Demographics

Name
Gender
Identity Age

Certified
Experience as AT

Years Since
SP Encounter Current Job Setting as AT

1. Abby Woman 25 4 1.5 Public service
2. Anthony Man 27 5 2.5 College or university
3. Caitlyn Woman 28 6 3 College or university
4. Donald Man 29 6 1.5 Industrial and academia
5. Jacqueline Woman 28 7 3 Physician practice
6. Jimmy Man 49 23 2.5 College or university
7. Leon Man 34 10 3 Secondary school
8. Leroy Man 41 16 1.5 College or university and academia
9. Maria Woman 29 5 1.5 College or university

10. Sasha Woman 27 4 2.5 Secondary school and community college
11. Timothy Man 36 7 2.5 Military
12. Ziva Woman 27 6 1.5 Academia

Abbreviations: AT, athletic trainer; SP, standardized patient.

Table 2. Interview Protocol

Question

(1) To begin the interview, I would like for you to reflect on the last SP encounter from the DAT. Do you remember
which encounter this was?
(a) If yes:

(i) Can you please describe the SP encounter?
(ii) What was the most impactful part of the SP encounter?
(iii) Did you feel the SP encounter was a realistic?

(1) If yes, why?
(2) If no, why not?

(b) If no:
(i) The encounter was focused on suicidal ideation prevention within the prevention course. Does this help you

reflect on the experience?
(1) If yes, go back to if yes questions.
(2) If no, end the interview.

(2) If at all, how did you use the feedback from the suicidal ideation prevention SP encounter in your professional
career?

(3) What have you found to be the overall benefits, if any, to your clinical practice for you from the suicidal ideation
prevention SP in your clinical practice?

(4) Specifically, can you describe any patient care management skills, if any, that the suicidal ideation prevention SP
encounter helped you to develop in your clinical practice?

(5) Have you had any instances in your clinical practice following the DAT program where you reflected on the suicidal
ideation prevention SP encounter during patient care?

(6) Do you feel the suicidal ideation prevention SP encounter had any negative effects on your clinical practice? How
so?

(7) Do you have any additional comments or experiences you would like to share or elaborate on at this time?

Abbreviations: DAT, Doctor of Athletic Training; SP, standardized patient.
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the participants their interview transcript via e-mail. Each
participant was provided 15 days to verify the accuracy of the
transcript.

Data Analysis and Trustworthiness

Multiple measures were taken to ensure trustworthiness of the
data including member checking, multiple analysts, and an
auditor. Once all the interviews were completed, 3 members of
the research team (E.R.N., K.C.G., L.E.E.) began coding the
transcripts using the consensual qualitative research tradi-
tion.20 This method was chosen for its rigorous process to
ensure credibility of the analysis.21

For the first phase of the review, each member of the coding
team reviewed 4 transcripts to identify core ideas. The group
met after the individual review, and the preliminary codebook
was created. Next, the team took 2 of the transcripts used in
the first phase of review and 2 new transcripts to verify if the
preliminary codebook was representative of the data. Once
again, the group met to finalize the consensus codebook. The
consensus codebook was then used in phase 3 of the coding
process. To start the third phase, each member of the coding
team used the consensus codebook to independently code 4 of
the transcripts each. In the next part of the third phase, the
analysts exchanged transcripts, and each member verified the
coding in 4 other transcripts. A final meeting occurred where
the coding team ensured that each code was confirmed by
two-thirds of the review team. After the review, we audited the
analysis by sharing the consensus codebook and 4 transcripts
with an auditor (Z.K.W.).21 No changes were made because of
auditing. Quotes from the interviews have been selected to
substantiate the analytic findings. In addition, frequency
counts were produced, and categorical labels were assigned
based off how often the participants, as a group, spoke about
the category.21 Categories were assigned as general if
identified in 12 cases, typical if identified in 7 to 11 cases,

variant if identified in 3 to 6 of the cases, and rare if only
identified in 2 or fewer cases.

RESULTS

Two emergent domains characterized the data: learning
experiences and patient approach (Figure 2). Frequency
counting of the domains and categories are represented in
Table 3.

Learning Experience

Within the learning experience domain, participants described
their feelings about the encounter as emotionally realistic. The
debriefing experience allowed them to consider how they
might transform their practice from errors they made or by
feeling reassured by decisions they made during the encounter.
Many participants were able to apply the experience to future
clinical practice, while a handful of participants were able to
translate the learning experience into something they could
use to teach others.

All the participants in this study stated the SP encounter
created a learning environment that was emotionally realistic.
The live patient actor, the details of the case, and the realistic
setting all helped them suspend reality to complete the
encounter. Leroy gave credit to the patient actor, stating,
‘‘[The] scenario feels real, and the actress I had was awesome. I
was caught off guard completely.’’ Caitlyn echoed these
sentiments and shared:

I tried to take it as seriously as possible, putting myself in that
situation, as if it was a real-world encounter, and just thinking
about how much power my words can have over the individual,
and feeling the weight of that made me very conscious of what
was coming out of my mouth.

Figure 2. Domains and categories representing the clinician experiences after an emergency mental health standardized
patient encounter.

Athletic Training Education Journal j Volume 17 j Issue 3 j July–September 2022 214

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-06-19 via free access



Jimmy described the psychological and environmental fidelity
that put him in an ideal state to engage with the experience:

I think it was the [sic] just the quality of the patient [actor].
The person that was doing this had portrayed [suicidal
ideation] very well. There was a real sense that this had
happened to this person and that they were deeply affected by
the events and what was going on in their lives. That was the
most impactful part. This was a very real situation that I felt
like I was having to interact and try to intervene in this or
figure out the right way to intervene.

Participants noted their transformation from error by
reflecting on specific skills they wished they performed during
the encounter or recognized needed to change for future
encounters. Donald stated:

I knew that I was not perfect, and I am a perfectionist. I did
not want to stumble around with it quite like how I felt like I
did, at least in certain portions. I would not say it was a bad
experience, but I remember it took me a week or so to stop
replaying that over and over again in my head.

Several participants noted that they were not prepared for the
encounter, which may have led to their more intense reflection
and errors. Leroy shared:

I can clearly look back, and I made some screw-ups right
away. I did not take away the avenue for her to walk away
from me. I did not remove potential distractions that were
coming in, potentially, to the doorway. I was not open and
receptive to her commentary.

Ziva summarized her transformation from error when she
said: ‘‘I think I handled it fine, but I definitely saw places
where I could get much better at it.’’ While some students felt
they were not prepared for a mental health emergency
encounter like this, the reassurance category outlined those
learners felt the experience helped build confidence in their
current patient care skills. Jacqueline explained:

The most impactful part for me was the feedback that I got
from the actor, and luckily, I feel like I did a good job. I just
came up with my strategy on a whim, and so I feel like there
was some reassurance that I would be able to handle this
moving forward, but I think that was because of the feedback
I got from the person playing that part. That was positive.

Maria shared a similar sense of reassurance from the
encounter by stating:

It was really calming to know I could do this for [a patient]. I
could give them that sense of peace and make them feel like
they were not alone because we already have a plan. We were
going to get this done, and it was going to be okay.

Participants discussed how they have applied the SP
encounter to their clinical practice, including patient care
and policy development elements. Abby described how she
changed the way she uses space in her athletic training facility:

I used my office more appropriately. I tried during treatment
hours, even if I said I am going to my office to get something,
I stayed in there for a couple of minutes. I mean, literally 2 to
3 minutes so that if a patient needed to approach me privately,
they could because, otherwise, they did not have a lot of time
to do that. That gave people enough of a sense of privacy that
they would approach me when needed, or at least I was
approached a couple of times. I was also checking in with
people more deliberately, asking how they were coping with
things, and not waiting for it to get to the point where
someone needed to necessarily come up to me and it be a
frantic situation, but instead coming to them first, to try to
implement prevention strategies.

Sasha described the importance of planning ahead:

It is more than likely that, at some point, I am going to have a
patient in some sort of mental health crisis, so coming up with
an emergency action plan for that was my big takeaway from
that debrief.

Despite not having a patient with suicidal ideation since the
SP encounter, Jimmy was able to reflect on the application the
takeaways from the experience by sharing:

It has forced a conversation for our own clinical site towards
mental health and screening of mental health issues. Mental
health is now a part of our annual screening process, going
from nothing to something. You are trying to figure out how
much can we provide, how much do we work with our
university support services, and where is that a good mix? I do
not know we have found that yet, but we are at least trying
stuff.

Finally, participants outlined how they have used the
knowledge from the simulation to help educate others.
Participants described reviewing policy and procedures with
coworkers and creating high- and low-fidelity simulations for

Table 3. Category Frequency Counts

Domain and Category Counts Consensual Qualitative Research Assigned Label

Learning experience
Emotionally realistic 12/12 General
Transformation from error 7/12 Typical
Reassurance 8/12 Typical
Application to future practice 11/12 Typical
Teaching others 5/12 Variant

Patient approach
Empathetic 10/12 Typical
Direct questioning and active listening 12/12 General
Emergency action 8/12 Typical
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students or coworkers to help be prepared for future
behavioral health encounters. Donald explained:

I had counseling services come in, and they spoke with my
clinical class. We talked about how to actually engage in the
conversation. That is something I was trying to get them to be
more comfortable with, even asking the questions like, do you
have a plan?

Another participant, Anthony, shared:

. . . making sure to take a moment, at least once a year
minimum, to have some sort of training or have some sort of
conversation. It does not even have to be formal. I can just sit
down and say, ‘‘Okay, what do you do? What would you do if
this happened? Are you going to be ready?’’

Patient Approach

The domain patient approach is represented by participants
explaining their approach to patient care, including being
empathetic, engaging in direct questioning and active listen-
ing, and ensuring effective emergency action planning. Most
of the participants described their approach to empathetic
care. Jacqueline reflected on the empathetic whole-person
health care by stating, ‘‘I was talking to the patient about her
family and friends.’’ Maria stated feeling caring by ‘‘being
really sympathetic and empathetic to the [patient’s] situation
and making them feel like they were in a very nonjudgmental
place as they went through this experience.’’

One participant, Abby, remarked on how to express empathy
by creating a conversation. She shared, ‘‘I do not just need a
yes/no, black-and-white answer so we can whisk her off to
counseling. I need her to feel like she can talk to me as well.’’
Caitlyn, however, expressed her empathy from a sense of fear.
She said, ‘‘I hesitated to ask about a [suicide] plan because I
was afraid that was going to make her the [sic] retreat and be
less willing to be vulnerable.’’

All the participants described the use of direct questioning and
active listening toward the patient in the SP encounter. The
participants expressed that active listening was a useful skill
when asking direct questions. Ziva added:

I took the action to actually ask them if they wanted to kill
themselves. I think, as clinicians, we very often are afraid to
ask that hard question or ask someone if they have had
ideations, and sometimes, it is getting me over that hump of
actually asking it and receiving the answer, and for this
patient it was ‘‘yes,’’ they had, and they had thought about
killing themselves, and they wanted to.

Timothy shared similar thoughts on direct questioning, ‘‘[It]
was sort of a common conversation to have. . . if you are
feeling down, depressed, or hopeless, are you having thoughts
of harming yourself?’’ when asking about suicidal feelings.
Sasha explained her approach to active listening as:

. . . for me to try and say that ‘‘I understand’’ when I maybe
have not had that experience, I feel undermines that person’s
feelings. The approach to that was very different. I felt like I
just needed to be more of a silent listener and then come up
with a plan after she had expressed everything that she had
felt like expressing.

Leon continued the active listening by discussing all forms of
communication. He shared, ‘‘[The experience] is to really work
on to reading nonverbal and to really listen to what the person
is and is not telling you.’’

Lastly, participants described emergency action steps they
took to help manage the patient or what they concluded upon
reflection. Timothy reflected on his emergency care options
that he provided to the patient by stating, ‘‘[We] got 2
options. . . either call an ambulance to get you where you need
to be, or we can walk to student health services.’’ Leon
described how he started making plans with the patient to help
manage stress:

Let’s think of all the problems that you have that you need to
solve right now. We went down the list one by one, and I made
her verbalize everything that she had to take care of, and then
one [task] was talk to her parents because her parents were
really mad at her, and I was like, ‘‘Okay, well, have you
talked to them yet?’’ ‘‘No.’’ I think that is the first place to
start.

Anthony described how he tried to provide resources for the
patient, but as they continued talking, he felt another member
of the health care team could be of assistance to this patient:

I tried to give them resources that would be available on
campus, how I can help them, and then I said, ‘‘You know
what? I am definitely not qualified to be a therapy person for
you. I need to find someone who can do better than this.’’

Finally, Maria discussed the importance of knowing the
policy and procedures when she said, ‘‘[It is important] to be
able to come up with a plan relatively quickly because of
policies and procedures and being able to apply it quickly.’’
Overall, the participants had differing takeaways from the SP
encounter that allowed them to reflect on their empathy,
communication, and emergency care skills relative to behav-
ioral health.

DISCUSSION

In our study, we tasked participants to reflect on a mental
health emergency SP encounter after completing their post-
professional program. The outcomes of this study suggest that
a SP encounter focused on mental health, much like previous
research in nursing,22 had a positive immediate and long-term
effect on ATs. With the clear intention of the Commission on
Accreditation of Athletic Training Education (CAATE) 2020
Standards, professional athletic training students will be
required to identify, refer, and give support for patients with
behavioral health conditions in didactic and clinical learning
experiences.6 The conditions that athletic training students
should be exposed to include depression, anxiety, psychosis,
mania, attention deficit disorders, eating disorders, and
suicidal ideation.10 As we continue to elevate our professional
education, postprofessional and continuing education must
objectively prepare ATs in the content areas that may not
have been included when they were in school.

Learning Experiences

The integration of simulation-based learning has been
documented in professional athletic training education,13,15,16
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postprofessional athletic training education,18,23 and continu-
ing professional development.24 Similar findings have been
identified with nursing students, specifically improvement in
confidence after a mental health SP encounter.25 Most
recently, SP encounters have been described as mechanisms
for active learning in professional athletic training programs
wanting to develop critical thinking and confidence respond-
ing to a patient with a mental health challenge.26

The participants in our study noted that the learning
experience was helpful due to the realistic nature of the
patient. The environment must be realistic for the learners to
appreciate the scenario and feel immersed or suspend reality
in the activity.27 Realism and fidelity are critical components
of SP encounter design which can come in many forms such as
physical, psychological, and emotional fidelity28 through
participating in a room that feels like an athletic training
facility, creating a stressful experience like that of actual
patient care, and the portrayal of accurate symptoms by the
live actor. The SP encounters that were included as part of the
study required case development and meaningful training of
the actors to maximize the fidelity of the experience.
Instructors and stakeholders wishing to implement similar
techniques into their program as a class activity or workplace
as continuing professional development must place high
importance on good training to ensure the actors know what
to do, how to respond, and when to display certain signs and
symptoms.29

The participants in this study also shared that they were able
to transform through error and progress themselves through
reassurance. We believe this finding is supported through the
safe environment of learning and providing immediate, direct
feedback. The SP encounter was a purposeful time that
allowed ATs to practice their mental health recognition and
referral skills in a safe environment. Safety is used here to
describe that the individual was not suicidal outside of his or
her training, meaning if poor word choices, lack of
recognition of symptoms, hinderance to referral options, or
all the above occurred, the patient actor was not in immediate
crisis, and it could be used as a teachable moment. A safe
environment is 1 of the 5 domains of best practice set out from
the Association of Standardized Patient Educators.30 Many
participants in this study noted that they have learned how to
properly treat a patient in a mental health crisis but have
never provided care for a patient in real life. A similar
sentiment revolving around the safe environment for learning
has been noted in previous research specific to athletic
training.23 Additionally, in a study focused on the evaluation
of a mental health simulation, nursing students noted the
same advantage of getting the time to care for a patient in a
scenario that felt real but did not have any negative results if
their care was not sufficient.31 The integration of a SP
encounter may be a positive method for learners to practice
their skills, especially when providing care during a high stress
and emergency scenario like a mental health crisis.

In addition to the safe environment, learners in our study
noted the importance of the reassurance of their skills through
both the feedback and the structured debriefing process. This
concept of reassurance of skills has been noted in undergrad-
uate nursing students.32 More specifically, in an interprofes-
sional learning opportunity with graduate health professional
students in nursing, pharmacy, clinical psychology, and social

work, SP encounters focused on mental health care allowed
the learners the ability to practice their skills and have
reassurance that they could perform these same skills if faced
in their clinical practice.33 We suggest that ATs taking
trainings, coursework, or practicing their mental health skills
be directly or indirectly observed to allow for self-reflection,
direct feedback, and debriefing that promote clinical advance-
ment. The debriefing process is a critical component of a SP
encounter. In fact, a SP encounter should never be completed
without an opportunity to debrief about the actions,
emotions, and translation of their experience to future
practice. The process typically allows for reflective practice
that increases one’s self-confidence after the SP encounter.34

Finally, the learning experience allowed for the participants to
tangibly have an experience that they could bring back to their
current jobs. As postprofessional students, all learners were
concurrently working as ATs. The participants shared that
they were able to reflect on their practice and bring back their
experience to students, coworkers, and subordinates to help
them prepare for patients with mental health challenges. The
described experience is like the train-the-trainer model for
teaching.35 The train-the-trainer process relies on the resourc-
es of the organizing experts—in this case, the postprofessional
program—to expose, train, and discuss the information before
future dissemination to others in the community. The learners
absorbed the materials and became the trainers for mental
health best practices when returning to their place of
employment. We suggest that similar mechanisms of profes-
sion-wide dissemination of best practices continue to occur
throughout facets of care.

In addition to the formal procedures of teaching others via
classroom instruction, this category also highlights the role of
teaching others through patient education. Some participants
in the study remarked about changing their practices,
speaking with stakeholders, and teaching others about the
things they had learned as part of the mental health SP
encounter. Our finding aligns with recently published data
from the National College Health Assessment which identified
that athletes reported receiving more information than
nonathletes on mental health information for anxiety, helping
others in distress, and suicide prevention.36 While these data
are not directly connected to postprofessional training on
mental health, the authors suggest that the increases in
receiving information and care-seeking behaviors could be
attributed to the ATs and our unique role; however, they also
noted increased knowledge recognizing symptoms and referral
is necessary to ensure the continuity of the positive findings.36

Patient Approach

Findings from the study support the development of empathy
as a long-term effect of the mental health SP encounter.
Researchers identified that NCAA Division 1 athletes viewed
their ATs as patient-centered providers in the realm of
individualized, empathetic care.37 Athletes have defined
empathy through actions of their ATs including patient
advocacy, reflective listening, and creating personal connec-
tion.38 The participants in our study felt similarly as in
previous research where they were able to develop an
empathetic approach to the patient encounter. It is vital to
note that the description of empathy by the participants in
their patient approach may have been better characterized as
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sympathy and compassion. These terms are often used
interchangeably despite having minute yet distinct differenc-
es.39 Many of the participants described aspects of empathy,
such as connection and self-other differentiation, but provided
statements that support the multidimensional structure of
empathy were lacking.39 The mental health SP encounter is a
viable mechanism for learning that allows for providers to
practice their clinician-patient relationship through cognitive,
affective, and behavioral aspects.39

The participants in this study reflected that direct questioning
and active listening were self-identified improvements to
practice after the encounter. Direct questioning with patients
experiencing suicidal ideation has often been misunderstood
in the public. Previous researchers in psychiatric nursing
identified that high-fidelity simulation assists students in
developing communication strategies when working with
patients experiencing mental health challenges.40 Athletic
trainers have reported feeling both responsible and comfort-
able with discussing mental health concerns with athletes.41

Despite the comfort, many individual have not had the direct
experience to do so during training, meaning hesitancy may
exist in asking certain questions depending on the situation.
Previous researchers support that asking an at-risk patient
about their intentions of killing themselves does not increase
the likelihood for attempt or increased ideation.42 Table 4
provides a framework for direct questioning when assessing
suicidal ideation, which can be used to determine the referral
and emergency planning process for an AT. Literature in
other peer professions, specifically emergency departments,
identified that the most essential and efficient method for
evaluating suicidality was through a direct, verbal conversa-
tion.43

Finally, the participants in the study considered mental health
in the same realm as other immediate and emergency
conditions in terms of their reflection on future planning.
The NCAA and the National Athletic Trainers’ Association
both state that sports medicine teams should develop and
implement protocols for the management of emergency
mental health situations.1,44 The reflection on emergency
planning by the participants demonstrated a level of personal
and professional development. However, it is important to
note that, despite the recommendations from member
organizations being available, the participants were not
actively engaging in professional development around mental
health. The reflections shared in the interviews, while not
generalizable to all credentialed ATs, emphasize the role of
active learning for future professional development. The
learners were able to go through an intense, realistic patient

encounter requiring immediate referral. The lack of a clear
plan or procedure left some participants wanting to do more
in their practice after the completion of the postprofessional
program. We suggest that ATs engage in similar active
continuing professional development to drive meaningful
change relative to policy creation and patient care.45

Limitations and Future Research

Our study has limitations of generalizability throughout
educational pathways. The participants in this study shared
about their lived experiences while members of the same
postprofessional Doctor of Athletic Training program. The
findings, while promising, may not occur for learners
throughout other postprofessional programs such as residency
and fellowships. While the interview protocol also asked for
the participant to reflect upon the SP encounter itself, there is
no way to eliminate other professional development and
circumstances that may have influenced the outcomes. We
suggest that future researchers consider asking about other
professional development efforts that the individual may have
taken part in during the study timeline to triangulate the
findings.

Future researchers should continue to explore the outcomes
after the SP encounters. While the educational outcomes of
simulation-based learning are promising, continued focus on
the patient experience and outcomes of those who underwent
training is needed. In addition, the expansion of residency
programs within athletic training allows for the development
of clinical specialists in behavioral health. The use of mental
health SP encounters across the educational pathways
including CAATE-accredited professional and residency
programs and certificate and advanced practice leadership
programs, and continuing professional development program-
ming may provide opportunities to improve comfort and
competence for the clinician.

CONCLUSIONS

Like other research about the longitudinal effects of SP
encounters, participants applied the learning outcomes from
the SP encounter in their clinical practice 1.5 to 3 years later.
Specifically, they were able to transform their practice from
the errors they made during the SP encounter. The learning
environment created an emotionally realistic space with
reassurance and collaborative learning, which resulted in
personal and professional development. As such, a mental
health SP encounter had positive long-term effects on ATs’
clinical care including improvements in empathy and emer-
gency planning. We suggest mental health SP encounters be
used to prepare ATs, regardless of academic level and years of
credentialed experience, and especially when there are
substantial consequences to the health and wellbeing of the
patients, like in the case of an emergency mental health crisis.
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