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1  | INTRODUC TION

The simulacrum is never that which conceals the truth 
- it is the truth which conceals that there is none. The 
simulacrum is true. 

(Jean Baudrillard)1

Simulation education is currently enjoying a wave of popularity in 
health professions education(HPE). The key advantage is that learners 
can practise their skills in a safe and guided fashion, with appropriate 
observation and feedback from experts, before using their skills with 
patients. Simulation has been seen as particularly useful within craft 
specialties, such as surgery and anaesthetics, where trainees can 
hone their technical skills, including advanced techniques for endos-
copy and robotics.2 This is especially pertinent for rarer but high-acu-
ity events, such as cardiac or mental health emergencies, where real 
clinical environments may not afford sufficient learning opportuni-
ties, especially for large cohorts of learners on shorter placements.

There is a further reason beyond pedagogy for why simulation 
education may be useful. Because novice health care professionals 
no longer gain experience solely through many hours of on-the-job 
learning, rotas can be kept within legal limits for hours worked.3,4 By 
investing in high-tech ‘sim centres,’ institutions can offer modern, fast 
and efficient training that satisfies the current standardisation and ac-
countability discourses. Against a cultural background of neoliberalism 
(the extension of free market capitalism into every sphere of life) within 
third-level education,5 the capital potential of this new way of learning 
should not be underestimated. All of these advantages have contrib-
uted to the rapid and widespread uptake of simulation education.

From a critical perspective, rapid and widespread uptake of any 
new innovation should be accompanied by clear reflexivity on its 
educational value, including any unforeseen consequences. In this 

article, we explore a key concept from postmodern theory, that of 
Baudrillard's simulacrum, and explore its relevance for the contem-
porary trend towards simulation education.1 We use this theoretical 
approach both to sound a cautionary note regarding the progression 
of simulation-based education, and to suggest future directions for 
pedagogy within this frame.

2  | THEORETIC AL FR AME WORK

Postmodernism, the movement to which Baudrillard contributed, of-
fers a philosophical corollary to modernism.1 Modernism, popular in 
the mid-20th century, was predicated on belief in forward progress, 
achieved in scientific terms through experimentation and the scien-
tific method (positivism). Postmodernism is far more relativist and 
fragmented, with multiple realities, subjective, socially constructed 
meanings and no singular universal truth. Grand theories (eg, of reli-
gion, science or Marxism) are eschewed. Pure (positivist) empiricism 
is treated as an expression of power by privileged groups within a 
constructed scientific hegemony.6

From this philosophical base comes Baudrillard's concept of ‘sim-
ulacra.’1 The basic concept is of a copy that is indiscernible from the 
original and eventually comes to replace it. The copy then becomes 
the new reality. Baudrillard defined this process as orders of ‘simula-
cra.’1 First-order simulacra are made from nature and easily discern-
ible as copies. Second-order simulacra, for example, resulting from 
mechanisation and industrialisation in the 20th century, are indis-
tinguishable from the original. It is the third order, however, which is 
most disquieting and of greatest contemporary relevance. In a world 
of virtual reality, email cloning and ‘fake news,’ there is no longer any 
clear prototype to be followed by reproduction. We live in a con-
structed world, which has become ‘hyperreal.’7 The original is not 
just indistinguishable, but its meaning is completely lost.
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There is a long history of theorising the potential for oddness in 
simulacra; Freud, for example, used the term unheimlich8 to describe 
that familiar sense of unease we have all experienced as déjà vu. This 
ineffable dread could be induced by ghosts, fairy tales and human 
simulacra, such as lifelike dolls. Then in 1970, in the field of robotics, 
Mori introduced ‘The Uncanny Valley.’9 He noted that we tend to 
find lifelike robots more appealing, but only up to a point: if they 
become too much like us, we are suddenly repelled and afraid. When 
plotting this relationship on x and y axes, this reaction is represented 
by a sudden dip in the curve: the uncanny valley.

In HPE, we can discern simulacra of patients, doctors, consul-
tations and more, spanning from the plastic disembodied torsos on 
which undergraduates practise examinations, to the sophisticated 
laparoscopic trainers for surgeons, to the widespread use of stan-
dardised (simulated) patients (SPs) in teaching and the entire format 
of examinations known as objective structured clinical examinations 
(OSCEs). With each of these, however, it is essential that education-
alists consider their use critically and reflexively. Arguably, by los-
ing our sense of the uncanny we may lose contact with our original 
meaningful reality - that of therapeutic relationships between hu-
mans. Baudrillard's simulacra provides a useful lens to theorise the 
future development of these popular forms of education, and a cau-
tionary approach against the hyperreal.1

3  | SIMUL ACR A AND A SSESSMENT

The notion of simulacra can be considered within the domain of as-
sessment (particularly more behavioural forms of assessment, such 
as the OSCE), where aspects of clinical practice are simulated in 
order to facilitate judgements on competence. We have previously 
extensively problematised the industrialisation and standardisation 
of this type of assessment practice, citing unintended negative con-
sequences of OSCEs in terms of identity and pedagogy.10-13

In terms of the simulacra, OSCEs can consist of simulated pa-
tients, simulated doctors and simulated consultations, often taking 
place within simulated, constructed environments.14 These high-
stakes, rigid and industrialised examinations offer students ‘patient’ 
encounters that really matter, arguably more than workplace en-
counters, because they are often essential for career progression. 
Cased within this is dissimulation, where simulation is employed de-
liberately by a participant as an act of concealment. Through their 
performance in an OSCE assessment, participants may attempt to 
exert control of how they are perceived by examiners. In so doing, 
they may portray a presentation of self that is aligned to assessment 
objectives, when attempting to conceal any lack of knowledge or 
expertise, or any other ‘undesirable’ characteristic that they might 
have. Although students’ participation in these examinations can 
be constructed as convincing simulations - performing skills for an 
audience of one, the examiner - the moment may feel as real for 
them as any ‘real life’ clinical encounter.15 One clear illustration of 
this idea is the assessment of clinical communication skills through 
role-played OSCEs. These could be considered third-level simulacra, 

not just ‘driving learning’ as the truism goes, but actually ‘becoming’ 
learning, and indeed becoming entirely distanced from real-life 
communication.

4  | SIMUL ATION EDUC ATION A S 
HYPERRE AL

In teaching practice, simulation is not always sophisticated: a simple 
role play, taking a history or practising examination with colleagues, 
are all first-order simulacra. In these examples, the ‘copy’ is clearly 
distinguishable from clinical practice. More familiarly, however, 
simulation is often now high tech and based in educational centres, 
within universities rather than hospitals.

Purpose-built simulation centres are often expensively stocked 
with technology, mannequins, disembodied plastic body parts, 
two-way mirrors, and a control bank of switches hidden behind the 
scenes (Figure 1). They can appear sterile: no life-threatening emer-
gencies, no blood, no mess, and nothing beyond control, although 
the illusion of chaos may certainly be created (and paused as nec-
essary). Instructions are relayed via a disembodied voice. In an echo 
of Foucault's panoptic surveillance,16 learners are watched and then 
watch themselves on video. These high-tech, highly monitored and 
highly controlled environments are, in Baudrillard's terminology, 
‘hyperreal.‘1

To the casual outsider, sim centres may appear to offer little to 
rival ‘real’ health care settings as learning environments. The man-
nequins may well appear to fall into Mori's uncanny valley,9 the sim-
ulations themselves containing none of the true potential for panic 
and unpredictability of the clinical workplace, and the whole thing 
offering potential for parody; the classic misadventure of a breast 
examination mannequin worn by a man, for example.11 As with 
OSCEs, however, the serious financial and educational investment in 
complex simulation means that for both teachers and learners it can 
become the only form of reality that ‘matters,’ in the sense of aca-
demic progression and accountability. Clinical humanity, complexity 

F I G U R E  1   Example of a simulation education centre
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and uncertainty are at risk of being elided, as the hyperreal replaces 
the real in hearts and minds. Clinical scenarios are run according to 
computer protocols, and if it is a disaster, the stakes are far lower 
than in real life; if a simulation goes poorly and it is ‘game over,’ there 
are no patients at risk. The ‘players’ can simply reset and start again. 
This is both the greatest advantage and the greatest risk of this form 
of education.

5  | PR AC TIC AL IMPLIC ATIONS

There is nothing as practical as a good theory, said Kurt Lewin.17 
Simulation education is a pedagogical technique, which is massively 
on the rise, highly technological, but under-theorised. As Bligh and 
Bleakley suggested, ‘by applying analytic lenses such as this, we may 
hone and harness its capabilities in the best interests of learners and, 
of course, their non-simulated patients.’18

5.1 | Maintaining the real from the hyperreal

There is no denying the presence of simulation, and no need to deny 
it as a force for good, but we argue that simulation has its comple-
ment in an increased pedagogical focus on workplace learning and 
workplace-based assessment. In the recent past, students of health 
professions learned largely by apprenticeship.19 They examined and 
treated patients, functioning as part of a team within hospitals and 
clinics, and were socialised into clinical practice and culture by role 
models and mentors.20 Although clinical experience is still an im-
portant part of HPE, the contemporary dominance of discourses of 
accountability, standardisation and efficiency has led a move away 
from on-the-job learning.21-23

Yet it is on the wards, in clinics and in patients’ homes where sim-
ulation can be translated and made contextual. There is considerable 
work to do here in joining these two halves together in a way that is 
coherent and integrated.24 Rather than seeing simulation and work-
place learning as separate strands, let us design thoughtful curricula 
explicitly linking these experiences together.

Opening up new frontiers, in situ simulation offers new and im-
portant learning opportunities for health care professionals. Here, 
the context of the simulation is authentic (ie, the real working envi-
ronment is used as the learning environment); however, patients are 
replaced by actors or manikins in a constructed scenario of events. In 
situ simulation aims to achieve context authenticity in simulation.25 
Not just authenticity in the material environment, but authenticity 
in the uncertainty and complexity that are often entwined in such 
real-world environments and systems. By means of in situ simula-
tion, such complexities, and potential latent errors, can be brought 
to the surface and actions taken to reduce patient harm.26 Carefully 
applied and within a broader curriculum, this can build a bridge be-
tween simulation training and clinical practice.

Acknowledging the need to best prepare students to navigate 
the uncertainty and unpredictability of real clinical environments,  

there has been growing interest in harnessing sociomaterial theories 
in simulation-based education, including complexity theory,27 not 
only using complexity theory to help guide the design of simula-
tions, but also to make visible the important sociomaterial dynam-
ics and relations that can often go unnoticed in simulation-based 
education. For example, viewed through this lens, learning with 
manikins can be challenging and complex. However, even simple 
interactions between two individuals can be exceptionally com-
plex, with parallel dynamics of sense making and unpredictability 
in their interactions.28 It could be argued that preparing simu-
lated patients with techniques that promote unpredictability (eg, 
improvisation acting techniques) may go some way to enhancing 
authenticity.

5.2 | Developing criticality in simulation education

There is a subtle difference between gaining valuable practice time 
in a safe space - the first-order simulacra we describe above - and 
cataclysmic third-order type simulacra in which all useful meaning 
is constructed within the simulation. In the latter case, just like with 
OSCEs, we risk producing health care professionals unable to man-
age the unpredictability of human nature and human illness, or even 
the sometimes chaotic environments of hospitals and clinics.

Careful reflexivity and critical thinking can be used to counter 
undesirable effects of efficiency and accountability discourses. We 
advocate for attention to sociocultural context, emotions and agen-
das, with person and public participation in designing and delivering 
simulated scenarios. Debriefing on the essential constructed nature, 
with clinical role models, can help bridge between workplace learn-
ing and simulation.

Technology is at the heart of simulation, but may be humanised 
by creativity in its application; consider, for example, a simulated liv-
ing room, with cushions, ornaments and a mantelpiece, in which to 
conduct a home visit. Language, as a central mediator of relational 
care, has so far received comparatively little attention in this com-
pelling technology-rich world. With the caveat of our first point 
applied, and careful attention to language use, simulation may thus 
become a useful and safe training space for challenging areas of non-
craft specialties, such as family medicine and mental health.

6  | REFLE XIVIT Y

All the authors (JLJ, GPK, GJG and HR) are clinician educators and 
family doctors. Two are critical researchers, one an institutional eth-
nographer and one a professor of simulation, engaged in shaping the 
next generation of simulation educational practice. We collectively 
draw on the simulacrum to problematise aspects of simulation-based 
education, in the spirit of critical consciousness and praxis: acknowl-
edging its undoubted strengths and usefulness, but seeking clarity and 
reflexivity on its limitations, and setting potential directions for its fu-
ture innovation.
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We take a critical position and we contend that no protocol or 
guideline can truly ever capture the totality of human experience 
or medical practice. There is a contradiction in discourses of patient 
safety and accountability and the knowledge that to err is human. 
We accept that contradiction, and we use simulation to teach our 
learners how best to manage this uncertainty inherent in health care.

7  | CONCLUSIONS

Education is not apolitical; rather, it can be seen as a tool of repro-
duction (maintaining the status quo) or evolution (being used to 
bring about change). We contend that critical and reflexive explo-
ration of any such innovation is essential, but also that this paper 
is particularly timely given the current neoliberal climate with the 
university sector. How and what we teach learners coming behind 
us will determine in part the future of their professional practice.

In this paper, we have brought a theoretical lens to bear on an 
aspect of education that is seeing rapid uptake and expansion. We 
have explored Baudrillard's simulacrum in accessible and relevant 
terms, and suggested means for its practical application.1 In doing 
so, we are contributing to essential critical scholarship within simu-
lation education.29,30

Simulation education is of growing utility in educating health 
professionals. Our key message is that as this important field con-
tinues to grow, we should consider paying heed to its consequences. 
The real-life activities of health care are messy, complex, unscripted 
and unpredictable. By careful attention to linking workplace learning 
and other aspects of curricula with simulation, we may avoid creat-
ing third-level simulacra and thus, losing touch (metaphorically and 
physically) with clinical reality and the sheer humanness of health 
professional practice.
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