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When it comes tO When it comes to frontline work in healthcare, it's safe to
. . assume the caller is rarely reaching out about something trivial.
frontline work in

healthcare, it,S Safe to People pick up the phone when their claim was denied mid-

treatment, when they need to schedule an appointment for
assume the Ca]]er their sick child, or when they realize they can't cover a medical
bill. This means whoever picks up the phone on the other end

iS rarely l‘eaChng out has to both run the compliance script flawlessly and meet
ab out Something tl‘iViEll a scared, frustrated, or even grieving human with warmth,

empathy, and confidence.

That skill is built the way any high-stakes skill is built: by
rehearsing it, getting feedback, and doing it over and over again
until it holds under pressure. Which is precisely what simulation
training software is intended to deliver.

The trouble is that, while every vendor demo delivers this
promise beautifully, this isn't reflective of whether the platform
survives contact with your actual frontline. This guide is about
answering that question. Specifically, why healthcare is uniquely
hard to train for, what the research genuinely supports (and
what it doesn't), and the specific criteria and vendor questions
that separate platforms that close the training loop from the
ones that quietly leave it open.

Healthcare’s four frontlines “Healthcare frontline work” isn’t one job. It's

at least four, each with different regulators

and the one pr()blem they Share and call types, which are laid out below.

FRONTLINE TYPICAL CALLS GOVERNING RULES
PAYER MEMBER Benefits, eligibility, claims status, e . . .
SERVICES denials, appeals HIPAA verification; CMS accuracy behaviors on Medicare lines
PROVIDER Scheduling, registration
PATIENT ACCESS statemuelntgs’ ﬁfflancia: ha’rdship HIPAA verification; financial-conversation discipline
& BILLING '
PHARMACY & Formulary, prior authorization, e
PBM SUPPORT copay, refills HIPAA verification; plan/formulary accuracy
CLINICAL & Nurse lines, care management, ) o . .
TRIAGE LINES escalations HIPAA; scope-of-practice boundaries

What this means is that a vendor evaluation that treats these as interchangeable will
end up with the wrong tool for their healthcare business.
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Three pressures that define
the work across every line

01

02
03

The American insurance and healthcare industries
are some of the most complex with risks of
misquotes or errors leading to CMS complaints.

A healthcare frontline worker operates at an
intersection most industries never have to manage.
Each pressure carries a direct training implication:

A compliance procedure
opens every call.

Before an agent can help anyone, they have to verify the caller’s
identity. The best practice is to ask for at least two patient identifiers
such as full name plus date of birth, and apply minimum-necessary
discipline to every disclosure. A single misidentification can trigger
breach-notification obligations and an OCR investigation. Meaning, the
privacy script can't live on a separate track from skills training.

Compliance and compassion
in the same breath.

The call that demands a verbatim verification sequence is frequently
the same call that demands genuine warmth. The agent has to satisfy
the privacy rule and the human at once, which makes empathy and
structured questioning some of the hardest competencies to teach
from a binder, and some of the most valuable to rehearse.

The work runs on an externally
scheduled calendar.

Plan designs and formularies reset January 1, annual-enrollment hiring
surges have to be conversation-ready in weeks, and from roughly
February through June the Centers for Medicare & Medicaid Services
place “secret shopper” test calls into Medicare Advantage and Part D
call centers. This audit feeds Star Ratings, which carry real implications:
plans at 4+ Stars earn a 5% bonus, which came to roughly $11.8 billion in
Medicare Advantage quality-bonus payments. No other frontline training

program faces an annual, externally scheduled exam on this scale.
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The playbook most
healthcare organizations inherited

¢ CLASSROOM-TO-FLOOR DROPOFF.
The forgetting curve is unforgiving. In Ebbinghaus’s classic memory experiments, successfully
replicated in 2015, more than half of new learning was lost within the first hour and roughly
two-thirds within a day when nothing reinforced it. A strong week three in the classroom doesn’t
survive a quiet month on the floor. In healthcare that dropoff carries a compliance price tag,
not just a CX one.

The forgetting curve: Without reinforcement,
most learning fades within days
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TIME SINCE TRAINING, WITH NO REINFORCEMENT

Source: Ebbinghaus (1885), savings method; replicated by Murre & Dros (2015), PLOS ONE

e ROLE-PLAY EXHAUSTION AND INCONSISTENCY.
Compliance refreshers are designed to produce completion records an auditor will accept.
But CMS doesn't audit completion records; it places test calls and scores what agents actually
say. A signed attestation and a passed test call are different things.

¢ TRAINING BUILT FOR ATTESTATION, NOT BEHAVIOR.
Compliance refreshers are designed to produce completion records an auditor will accept. But
CMS doesn’t audit completion records; it places test calls and scores what agents actually say.
A signed attestation and a passed test call are different things.

* NO FEEDBACK LOOP TO LIVE PERFORMANCE.
Even well-designed training usually has no mechanism to confirm whether the trained behavior
appeared in the next month's conversations. Teams measure completion, not transfer.

This is the gap healthcare simulation training is meant to fill. Whether a given platform fills it is the
question the rest of this guide is built around.



Healthcare already trusts simulation...
just not yet on the frontline

Healthcare already embeds simulation training across multiple facets of the ecosystem.
So the argument here isn't “trust a new method,” but rather “apply the standard your own
industry already set.” Here's what the evidence shows:

« HEALTHCARE ALREADY CERTIFIES COMPETENCE THROUGH SIMULATION.
Simulation-based training became a core and, under competency-based medical education
guidelines updated in 2023, mandatory teaching methodology because rehearsing high-stakes
work in a protected environment improves skill acquisition and retention over passive instruction.

e THE SKILLS FRONTLINE WORK RUNS ON ARE THE SAME ONES THE CLINICAL LITERATURE SHOWS
ARE TRAINABLE THIS WAY.
Communication, empathy, and structured questioning improve through virtual simulation:
a 2025 JMIR Medical Education review of 24 communication-training tools found virtual
simulation effective for healthcare communication skills, while noting that few tools yet
incorporate Al-driven conversational flows or nonverbal-cue detection.

e THE MECHANISM IS RETRIEVAL PLUS SPACING, NOT THE TOOL.
Skill retention in healthcare begins to decay within about three months without reinforcement,
and the techniques that counter it (deliberate practice, spaced repetition, low-dose/high-
frequency reps, etc.) are exactly what good simulation operationalizes.

While all of this points to deep evidence that's based in clinical simulation, the learning-science
mechanism (active recall, safe failure, spaced repetition) transfers cleanly to frontline work as well.
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Evaluating simulation training software:
What to look for

The problem with simulation software today is that the performance is fragmented, and customers
can feel it. Humans are trained in one system, evaluated in another, and automated customer
interactions in yet a third.

Simulation training in healthcare is most effective when it sits inside a closed-loop frontline
performance platform. A tool that handles only one or two stages of that loop leaves it open,

and an open loop is where training ROl quietly leaks out. The three criteria that follow describe what
a closed loop looks like in practice, so you can evaluate any vendor against all three stages.
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THE CLOSED-LOOP FRONTLINE PERFORMANCE FRAMEWORK

Perform For new hires and policy updates, accelerate onboarding and
PRACTICE BEFORE THE speed-to-proficiency through guided and unguided simulation training.

It applies a show, practice, do approach to learning in a safe and
MEMBER/PATIENT controlled environment.

Anal 7e For tenured associates and managers, turn customer interactions into
coaching recommendations, performance insights, and measurable
REAL CALLS, REAL OUTCOMES business outcomes.

Evolve For Al agents, non-technical teams create experiences that they

AUTOMATION, UNDER CONTROL continually test, validate, and optimize to align with brand, customer
expectations, and compliance

The learner journey itself also matters. Some simulation tools sit apart from the rest of training,
which means agents complete compliance lessons, assessments, SCORM modules, policy updates,
and simulations in separate systems. That fragmentation creates friction for learners and limits
visibility for leaders. More mature platforms bring simulations together with lessons, assessments,
SCORM files, and reinforcement activities in one environment, creating a hybrid journey where
knowledge-building, practice, measurement, and improvement happen together. For healthcare
teams, that matters because privacy rules, plan knowledge, workflow accuracy, and compassionate
communication cannot be treated as separate tracks. The learner needs one path that connects
what they need to know with how they need to perform.

Perform

CAN THE PLATFORM BUILD CONSISTENT,
REPEATABLE PRACTICE THAT CREATES PROFICIENCY?

Most simulation platforms can generate a realistic practice environment. The real question is whether
those experiences reliably build the skills and confidence an agent needs before a real patient or
member is on the line, and whether they do it the same way every time.

Here's where generative Al cuts both ways. Open-ended Al conversations feel impressively lifelike,
but left ungoverned they wander: each run coaches a little differently, scores a little differently, lands
on a slightly different version of “right.”

For a sales pitch that's fine. For a HIPAA verification sequence or a CMS-graded accuracy behavior,
where the correct move is fixed and the wrong one is reportable, that drift is a liability. The platforms
that hold up pair realism with control: conversations that feel real but stay fenced in by your plan
designs, policies, and compliance rules, so every agent rehearses the same standard and you can
actually measure who's met it.
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Strong healthcare simulation should also reflect the full range of work frontline teams are expected
to perform. A member services associate may need to verify identity, explain benefits, navigate a
claims system, document the interaction, route a prior authorization question, send a follow-up
message, or escalate a sensitive case. Claims processing teams may need to review documents,
make decisions, and communicate to Providers and Patients. The goal is not simply to simulate a
call. It is to simulate the whole frontline role so employees can practice the conversations, systems,
written communication, and workflows that shape the patient or member experience.

* REAL-WORLD RELEVANCE TO YOUR LINES.
Scenarios should mirror the calls your agents actually take, such as benefits and eligibility,
claims and denials, prior-auth status, billing and hardship, pharmacy and formulary, enrollment-
period conversations, rather than generic customer-service content.

¢ CONSISTENCY WITHIN A REALISTIC EXPERIENCE.
The same agent behavior should produce the same coaching and the same score. Practice
should be governed by policy and compliance rules rather than changing unpredictably
between runs.

* BREADTH OF PRACTICE ENVIRONMENTS.
Evaluate whether the platform supports more than voice simulation. Healthcare teams may
need to practice voice, chat, software workflows, back-office tasks, secure messages or email,
avatar-based scenarios, video analysis, and scenario-based assessments.

* PROFICIENCY MEASUREMENT, NOT COMPLETION TRACKING.
A completed course doesn’t prove readiness. Look for a platform that measures demonstrated
skill inside the simulation itself: evidence an agent can run the verification sequence and handle
the denial before they do it live.

« AUTHORING SPEED ON HEALTHCARE’'S CALENDAR.
Plan designs reset January 1, formularies shift, CMS guidance changes, and the annual-
enrollment class can't wait a quarter for new content. A non-technical trainer should be able to
build or update a scenario in hours, not months.

QUESTIONS TO ASK VENDORS

1. How are simulation scenarios built, and how closely can they reflect our plan designs, policies,
procedures, and real member/patient calls?

2. How do you ensure every learner gets consistent coaching, scoring, and outcomes across
repeated practice, especially on compliance-critical behaviors like identity verification?

3. Can you show how the platform measures skill proficiency and readiness, rather than tracking
completion or participation?

4. Can the platform support practice across the full healthcare frontline role, including voice, chat,
software workflows, back-office tasks, secure messages or email, avatar-based scenarios, and
video analysis?

5. Plan designs change January 1and our AEP class starts in July/August. Walk me through that
timeline on your platform, and who does the work.

6. Is the simulation scripted and branching, or open-ended where agents respond in their own
words, and how do you keep open-ended practice consistent?

7. How can you support our back-office teams that aren’t doing calls with members?
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Analyze

CAN THE PLATFORM CONNECT
FRONTLINE BEHAVIOR TO OUTCOMES?

The most future-ready platforms go beyond identifying gaps after the fact. They use real interaction
history, system context, and role-specific performance data to personalize what each agent should
practice next. If one associate is struggling with identity verification, another is missing required
Medicare behaviors, and another is mishandling billing hardship conversations, the system should
be able to identify those patterns, convert relevant moments into targeted practice, and deliver
coaching or simulation in the platform or in the flow of work. The value of analysis is not the report.
It is the ability to turn healthcare reality into the next best practice moment.

Practice gets an agent ready, while production tells you whether ready was enough. The moment
calls go live, two questions decide everything:

1. Are agents actually doing the things you trained?

2. Is any of it moving the outcomes you answer for?

The strongest analytics evaluate real patient and member interactions, not just training activity or

a thin QA sample. By analyzing conversations at scale, they surface which behaviors are influencing
outcomes, where the coaching opportunities are, and whether a behavior that improved in practice
is holding up on live calls. Instead of generating more dashboards, they draw a direct line from a
frontline action to a result.

What to look for

¢ ANALYSIS OF REAL INTERACTIONS, AT SCALE.
Manual QA samples a tiny fraction of calls, but a CMS surveyor or an OCR complaint can land on
any of the other 98%. Look for a platform that can evaluate effectively all of your calls so the gaps
you act on are representative, not cherry-picked.

* TURN-LEVEL SPECIFICITY TIED TO YOUR COMPLIANCE BEHAVIORS.
“The agent read claim status before completing the second identifier at minute two" is something
a coach can fix this week; “the team struggles with HIPAA verification” isn’t. Insist that scorecards
encode your actual behaviors, not a fixed generic rubric.

* BEHAVIOR-TO-OUTCOME CORRELATION.
Knowing a behavior occurred is step one. The more useful question is whether it moved an outcome
you care about: FCR, AHT, member-experience scores, compliance accuracy, retention.

* FINDINGS THAT FLOW BACK INTO PRACTICE.
Insight should lead to action. Look for analytics that identify the gap, prioritize it, and route
the right agent to the right targeted practice automatically, rather than someone rebuilding
assignments by hand.



(N

QUESTIONS TO ASK VENDORS

1. Do you analyze our live member/patient calls, or only the simulations your platform creates?
2. What share of our volume can you evaluate?
3. How do you keep Al scoring calibrated against human QA?

4. What's the smallest unit of feedback you can report: call, skill, or individual conversation turn?
Show me a real example.

5. Can your scorecards encode our compliance behaviors (identity verification, minimum-
necessary disclosure, required behaviors on Medicare lines, etc.) or are they fixed?

6. Can you identify which agent behaviors correlate most with outcomes like first-call resolution,
member satisfaction, and compliance adherence?

7. Can the platform automatically identify recurring gaps from real patient or member interactions
and convert them into targeted coaching or simulation practice?

8. Can practice be personalized by call type, plan design, formulary, compliance behavior, member
segment, agent history, or upcoming work?

9. Can coaching, reinforcement, or assigned practice be delivered in the flow of work through
supervisor workflows or collaboration tools such as Teams or Slack?

10. How do findings from live-call analysis flow into assigned practice? Automatically, or does
someone rebuild it by hand?
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Evolve

CAN THE PLATFORM IMPROVE ANY AUTOMATED EXPERIENCES
WITHOUT GIVING UP CONTROL?

The first two criteria apply to any healthcare call center training. This section applies if automation
is already part of your frontline. Meaning, you already have Al agents handling the simplest, highest-
volume contacts so people can concentrate on the hard cases.

If that's you, deploying the bot isn't the finish line. Formularies update, plan designs reset, and
regulations shift, so you need a way to keep automated interactions improving while staying
confident that every one of them still respects HIPAA, plan rules, and brand standards.

The platforms that earn trust here let non-technical teams test, validate, and govern Al behavior over
time, with guardrails that define exactly where the Al can flex and where it must follow compliance
language word for word. They also let you validate a change against edge cases, such as a caller who
fails verification, before it ever reaches a member.

What to look for

* BUSINESS-USER CONTROL OVER Al CONVERSATIONS.
Healthcare Al experiences should not require a developer, data scientist, or vendor support ticket
every time a plan or a formulary updates, or a compliance requirement shifts. Look for a platform
that gives operations, training, compliance, and CX teams the ability to create, update, test, and
refine Al-driven conversations directly, while still keeping appropriate governance in place.

GUARDRAILS FOR HIPAA, PLAN RULES, SCOPE-OF-PRACTICE, AND ESCALATION

Healthcare automation needs flexibility, but not at the expense of control. The platform should allow
teams to define where Al can adapt and where it must follow approved language, verification steps,
disclosure rules, plan-specific requirements, and escalation pathways. This is especially important
for interactions involving identity verification, minimum-necessary disclosure, Medicare or Medicaid
rules, pharmacy and formulary guidance, clinical boundaries, or any scenario where a human must
take over.

TESTING AND VALIDATION BEFORE DEPLOYMENT.

Al performance should be evaluated before it reaches a patient or member. Look for the ability to
test automated conversations against common scenarios, edge cases, failed verification attempts,
high-emotion calls, policy exceptions, and compliance-sensitive moments. The goal is to identify
where the Al may misunderstand intent, provide incomplete information, miss an escalation cue, or
drift from approved standards before the interaction goes live.

EVALUATION OF Al INTERACTIONS AGAINST THE SAME STANDARDS AS HUMAN AGENTS.

If human agents are evaluated against identity verification, empathy, accuracy, compliance,
resolution quality, and brand standards, Al agents should be evaluated against those same
expectations. A strong platform gives leaders a consistent way to compare human and Al-powered
interactions, so automation does not become a separate performance system with a lower or
different bar.

CONTINUOUS OPTIMIZATION AS PLAN DESIGNS, FORMULARIES, AND POLICIES CHANGE.

In healthcare, yesterday’s correct answer can become today’s risk. Plans reset, formularies shift,
CMS guidance changes, provider networks update, and internal policies evolve. Look for a platform
that allows teams to monitor Al performance over time, identify where conversations need
improvement, update the experience quickly, and validate that the change improved the interaction
without creating new risk.
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QUESTIONS TO ASK VENDORS

1. Can non-technical healthcare teams update Al experiences without developer support?

2. Can the platform test Al behavior against HIPAA, verification, formulary, plan-design, or
escalation edge cases before deployment?

3. Can automated interactions be evaluated with the same QA and CX standards used
for human agents?

4. How does the platform identify when an Al interaction should escalate to a human?
5. How are changes validated before they reach patients or members?

Side note
If you're evaluating human-agent training only, you can treat this as

a forward-looking consideration rather than a requirement. But it’s
worth asking whether a vendor could support it when you get there.

How Zenarate achieves
these criteria

Zenarate is built around the loop this guide
describes: live-call insight feeds targeted practice,

and practice is measured against live performance,

in one connected platform. Healthcare call center
training that runs this loop end-to-end is seeing
it pay off.

60+sec | +8%

lower average handle time first-call resolution




The Perform case comes through most clearly from the BPO partners who stake their member
experience on getting new classes ready fast. ResultsCX, which runs healthcare programs at scale,
chose Zenarate so learners could practice their call-interaction skills while simulating the actual
workflows and systems they'd use on the job.

“Part of preparing our learners for that healthcare experience |is| how
they can be much more educational for our members... being able to
ensure that they address all of the gaps that a member may not know

that they need. And they’re doing it while having fun.”

STEPHANIE FLINT VICE PRESIDENT OF GLOBAL TRAINING RESULTSCX

She ties the partnership to where the organization is heading next, too: evolving into a more

Al-enabled operation that makes the work easier for employees and the experience better for
members.

DataMark, which uses Zenarate as the team'’s go-to training platform, makes the same Perform
point from the provider-services and billing side. According to their learning leader:

“We’ve partnered with Zenarate as our go-to training platform. Our
agents practice real conversations before they ever talk to customers,

and Al-powered simulations let them handle billing disputes,
troubleshooting, and escalations in a safe environment.”
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The frontline your patients
and members rely on

Healthcare already holds its clinicians to a high
simulation standard, and the frontline that fields
patients’ money, privacy, and worst days deserves
the same seriousness.

What that takes isn't a better point tool. A
platform that only drills agents can't tell you which
behaviors to drill. One that only analyzes calls
can't fix what it finds. One that only reports can’t
change anyone’s next conversation.

The true value shows up at the joins: seeing what's
actually happening on live calls, turning that into
the specific practice an individual agent needs,
and then checking the floor weeks later to confirm
it stuck, well before a February test call does the
checking for you.

About Zenarate

So the question to carry into every demo isn't
which tool has the longest feature list. It's which
one closes that loop inside the privacy, accuracy,
and emotional weight of your particular frontline.

See what that looks like in a real healthcare
environment.

Zenarate is the world's leading Al platform for frontline performance. Zenarate helps
leading brands deliver superior frontline performance through human and Al agents.
Zenarate's Al native agentic platform powers high-performing customer service & sales
interactions across contact centers and face-to-face teams.

Its Frontline Performance Platform combines Al simulation, coaching, analytics, and
continuous improvement to help both employees and Al agents achieve better customer
outcomes. Trusted by leading brands across banking, financial services, retail, insurance,
healthcare, and hospitality, Zenarate empowers organizations to align human and Al
performance, continuously improve, and elevate the customer experience.

74 zenarate

Zzenarate.com



