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Changes in healthcare delivery, that are duerintpancreased patient acuity and
advances in technology, challenge nurse educaignepare graduates that can practice in this
complex environment. The use of simulation is wag nurse educators can meet this
challenge. Although, simulation is not new in mogseducation, it too has undergone changes
due to technological advances making it more vaduddan ever as a teaching tool for nurse
educators. This has caused a rapid growth ingkeotisimulation in nursing programs.

In order to effectively design and implement sintiolas, nurse educators need to
understand the experience of simulation from thdestts’ perspective. This study examines the
student experience in simulation for baccalaureatsing students. A descriptive
phenomenological approach was utilized to gain diescriptions of the students’ experiences.
A convenience sample of 15 baccalaureate nursutgsts who had participated in medium
and/or high fidelity simulations, in the role oktprimary nurse, at three universities in
Pennsylvania was used. Five essential charadteradtthe simulation experience were
identified. The five essential characteristicsav@nxiety, Making Mistakes, Realism, Putting it
Altogether, and Having Value. Implications froniststudy may be used by nurse educators to

assist in the design and implementation of leaceatered simulation experiences.
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CHAPTER ONE
INTRODUCTION: AIM OF THE STUDY

Chapter One provides an overview of the researatystPresented first, is a description
of simulation and its evolution in nursing educatidNext is a discussion of the phenomenon of
interest, justification for studying the phenomepand the specific context of the phenomenon.
In addition, assumptions and biases, a brief detson of the research method, and relevance of
the study for nurse educators are addressed.

Simulation is the replication of the essential fieas of reality so a situation may be
better understood and managed (Morton, 1995). éNedsicators use simulation to recreate a
realistic clinical experience in which students npagctice skills, learn assessment, and develop
communication and critical thinking abilities. Sitation occurs on a continuum from low to
high levels of fidelity. Fidelity refers to the giee to which reality is replicated (Seropian,
Brown, Gavilanes, & Driggers, 2004). Simulatedt&ag experiences in nursing education may
range from low fidelity such as learning injecti@ehniques using an orange, to medium fidelity
by monitoring physiological changes in a humangrdtsimulator (HPS). High fidelity
simulations usually involve the use of a HPS thatapable of interactive physiological
responses based on student actions.

Simulation takes many forms. Although, often agsed with the use of advanced
technology, such as HPS, simulation learning idinated to such experiences. Simulation
experiences may also include the use of standatgagent actors, virtual reality, role-playing,
computer and Web based programs, and case studies.

The use of simulation-based learning is not newjsa unique to nursing. For decades,

simulation has been used in aviation and the mylita provide learning experiences regarding



dangerous events in a safe and controlled envirah(Wéilford & Doyle, 2006). Medical and
dental schools use simulation scenarios for trginiddditionally, simulation has been suggested
as a method of accreditation for anesthetists (ktly& Hawkins, 2009).

As in other disciplines, simulation provides nugsgtudents with learning experiences in
a safe and controlled environment. In the clingsgtting with real patients, the nurse educator
has an ethical responsibility to ensure that sttsgdéo not harm patients while they are teaching
(Jeffries, 2005). For example, if a student werpdrform care that would harm a patient in the
clinical setting, the nurse educator would inteesém prevent this from happening. Simulation
provides nursing students with opportunities toteeeconsequences of their actions (Lasater,
2007). With the advent of medium to high fideltiynulation, the nurse educator can allow the
student to make mistakes that result in adverssezprences without harm to actual patients.
Nurse educators can then assist students to leamrhistakes made in the simulated
environment.

The use of simulation is increasing in nursing edivn. This growth in the use of
simulation is driven by changes in both health chaiesery and in nursing education. Changes
in the health care delivery system include incrdasstient acuity, rapid patient turnover, and
changes to the role of the nurse that require ezgtharitical thinking skills. Hospitalized
patients are sicker; however, average length gffstapatients is decreasing (Ogilvie, Cragg, &
Foulds, 2011; Spector & Echternacht, 2010). Thistitbutes to an increase in patient acuity,
which in turn negatively affects the quantity andhlity of the clinical experience for students
(Nehring, 2008). Simulation can provide studenitf fearning opportunities that may not be

available in the clinical area due in part to tharges in health care delivery. However, in order



to design good learning experiences in simulatiors@& educators need to have a better
understanding of the student experience during Isiton.

The role of the nurse has changed and the scop@ctice for nurses has expanded due,
in part, to increased patient acuity. Nurses fihr@mselves practicing in an increasingly complex
environment (Jeffries, 2012). Challenging situasioequire that nurses have more sophisticated
clinical skills (Hovancsek, 2007), as well as erdeghcritical thinking ability. Oftentimes,
general hospital units resemble intensive caresumith high patient acuity necessitating cardiac
monitoring, respiratory assistance, and intensiatiments requiring specialized nursing skills
(Hyland & Hawkins, 2009). Nurse educators are lehgled to prepare graduates to practice in
this complex health care environment. Traditianathods of clinical teaching may no longer
adequately prepare graduates for the realitieseoiMorkplacdeading to a practice readiness
gap. In a survey of employers, less than 50% qdleyers surveyed felt that new graduates
were ready for practice (Spector & Echternacht, 201

Clinical rotations have been used in nursing edocddbr many years to provide nursing
students with learning experiences. However, tfanges to the health care environment
mentioned earlier have made it difficult for nueskicators to provide adequate clinical
experiences for students (Larew, Lessans, SpusteF& Covington, 2006). Additionally,
nurse educators are experiencing more difficultyaimiing clinical placements that foster the
development of critical thinking, as well as pramigl students with the opportunity to practice
sophisticated skills. This is particularly truesipecialty areas such as pediatrics (Broussard,
Myers, & Lemoine, 2009). In 2012 the annual reporfPennsylvania nursing education
programs reported that of 31 baccalaureate progtiaanprovided data, 88 % indicated

difficulty in obtaining clinical sites for studeekperiences. Of that number, 75% or greater



indicated difficulty in obtaining student experiesdn the areas of obstetrics, pediatrics and
psychiatry (Pennsylvania State Board of Nursind, 220 However, even clinical areas where
learning opportunities are more readily availablesh as medical-surgical units, are
experiencing a decline in availability for studehnical experiences (Bensfield, Olech, &
Horsley, 2012; Nehring, 2008).

Another challenge for nurse educators is the irsg@aise of technology in health care
regarding documentation and patient informationeeal. Health care providers, including
nurses, now routinely document in an electronidthezare record. This requires that nursing
students, as well as nurse educators, learn tgatevihe computer systems utilized for entry and
retrieval of patient assessment information. Nececators are able to use simulated electronic
health care records during simulation to familiarstudents with documentation and retrieval of
information from an electronic health care record.

Advances in technology also influence how nurstoglents are educated. Realistic
patient care simulations, and simulated electrbraith records assist nurse educators in
providing learning experiences that students mayaable to obtain in the clinical area. While
simulation is being increasingly used in nursinggeams to cover gaps in learning caused by
inadequate clinical experiences, there is stilagpmotential for growth. Results of a survey of
nursing programs conducted by Kardong-Edgren, \Mi#h Bennett, and Hayden (2012), found
that of the 1050 respondents, 81% indicated theat $hould be using more simulation in their
programs. This potential for growth is the ussiafulation makes it even more important for
nurse educators to have an understanding of terst@xperience in simulation that can guide

them in planning and implementing simulation.



In spite of the restrictions to learning discuskBete, nurse educators must prepare
graduate nurses for the current health care dglsygstem. Simulation is one way for nurse
educators to meet this challenge and this in &igontributing to the rise in the use of simulation
in nursing programs. As the use of simulation@ases, so does the need to understand the
student experience during simulation.

Phenomenon of Interest

The phenomenon of interest for this study wasttgerience of baccalaureate nursing
students during medium and/or high fidelity simigat Concepts and terms associated with
simulation are discussed first in order to prouite reader with a more complete understanding
of what is involved during the experience of sintioia. Following this is a discussion of the
student experience during simulation.

Simulation experiences occur on a continuum fromto high levels of fidelity. Fidelity
is the degree to which reality is replicated (Sexogt al., 2004). Low fidelity refers to either
the use of isolated anatomical parts such as aroampelvis, to full body manikins that are
incapable of reproducing life signs. This typer@nikin is often called a “static” manikin.
Task-trainers and static manikins are useful ichea psychomotor skills such as injections or
urinary catheter insertions as well as positiorangygiene tasks.

Medium fidelity most often refers to the use otill body manikin or simulator that
integrates the use of a computer to replicate hieeag and bowel sounds (Broussard et al.,
2009). These manikins are also capable of vocald®and speech using a wireless
microphone. An example of a medium fidelity manils the Nursing Anne VitalSim® by

Laerdal.



High fidelity simulation involves the use of a hifidelity manikin or simulator, which
provides the most realistic simulated patient eigoees (Broussard et al., 2009). High fidelity
simulators such as iStan and METIman, both prodefck8edical Education Technologies Inc.
(MET]I), are capable of many physiological responddigh fidelity simulators contain features
such as measurable vital signs including pulse etynvisible respirations, vocal sounds and
speech, and pupillary changes. In addition, tig fidelity simulator is capable of interactive
physiological responses based on student actiaisasiadministration of medications or
application of oxygen.

The term fidelity is most often associated with tyy@e of task trainer or manikin being
used. However, it may also refer to the recreatioother elements of reality. The higher the
fidelity of a simulation, the closer it resemblas teplicated real-life situation. For instande, i
the simulation is meant to replicate a criticalecacenario, the training room should resemble an
intensive care environment with equipment such @adiac monitor, ventilator and
resuscitation equipment. An attempt to reprodueeactual sights and sounds of an intensive
care environment increase the realism or fidelitthe simulation, beyond that of just a high
fidelity manikin alone (Jeffries & Rogers, 2012).

Simulation scenarios typically occur across thrieases, pre-briefing or preparatory
phase, the simulation, and the post-simulationid®bg or reflection phase. The exact nature of
each of these three phases will depend on theihgpobjectives of the simulation. Therefore,
nurse educators may vary on the use of these phases

Simulations often have some time allotted for stiigeeparation. The pre-briefing, or
preparation phase varies in length and type ofgregon required of students. Preparation for

simulation includes completion of pre-simulationrtvsuch as reading and written work to



prepare for the simulation experience (Brewer, 20There may be a briefing prior to the
simulation which often takes the form of a handreffort. The pre-briefing phase may be
patterned after the clinical preconference studexyperience in the actual clinical setting, such
as reviewing the patient’s diagnosis, medications @otential nursing problems. The pre-
briefing phase may include an orientation if thedsints are unfamiliar with simulation.

The simulation phase is the actual implementaticen smulation scenario. Simulation
time varies but is usually between 20 and 30 msutdength. Ideally, faculty observe from a
remote location with little interruption of the siation. The pre-determined length of the
simulation should be adhered to even if studemat progressing appropriately (Jeffries &
Clochesy, 2012).

Guided discussion in the post-simulation phasefexred to as debriefing. The students’
experiences during simulation are discussed duhisgphase. Debriefing is similar to post
conference in the clinical setting. During debngf the instructor leads the discussion to help
students assimilate information, develop critit@hking, and relate the simulation to real-life
experiences (Brewer, 2011). Instructor feedbadoerages student reflection that is essential
for helping students get the most benefit fromdimeulation (Dreifuerst, 2009). Since students
will begin to analyze their own performance, somes before the simulation is even over, it is
important for the debriefing to occur immediatefieathe simulation. By initiating debriefing
immediately following the simulation, emotions tlagise from self-judgment and uncertainty
over performance, can be focused in a productivenera(Arafeh, Hansen, & Nichols, 2010).
Debriefing should last at least as long as the lsitimn scenario and often lasts longer. For a 20-

minute simulation, debriefing may last 30 minutesnore.



The phenomenon of interest for this study was théent experience during simulation.
Webster's New World Dictionary (2003) defines arperience’ as the act of living through an
event or anything observed or lived through. Tiuelent experience in simulation is complex
and there are varying opinions about how and wimpiition works. Some argue it is the
simulation itself that determines the learning eiee; while, others feel it is how the
simulation is perceived or experienced that mdtiemces learning (Elfrink, Nininger, Rohig, &
Lee, 2009). For the purposes of this study, threikition experience was defined as student
experiences during the pre-briefing, simulatiord debriefing phases of simulation.

Although, the student experience during simulatsomostly unidentified, the literature
suggests there are both positive and negative tspethe experience (Baxter, Akhtar-Danesh,
Valaitis, Stanyon, & Sproul, 2009; Beischel, 20C8rdeau, 2010; Ganley & Linnard-Palmer,
2012; Gantt, 2013; Lasater, 2007). Students heyverted increases in self-confidence, critical
thinking, knowledge and improved decision-makingdiglas strengths of simulation (Baxter et
al., 2009; Fountain & Alfred, 2009; Smith & Roeh?§09). Conversely, challenges associated
with simulation have been reported which includeeased anxiety, difficulty perceiving the
simulation as a clinical situation, and difficuttgnsferring the knowledge learned in simulation
to the actual clinical setting (Walton, Chute, &IB32011). Since the simulation experience as
well as students’ perceptions of the experience vaay, nurse educators need a better
understanding of the experience.

Justification for Studying the Phenomenon

The healthcare delivery system in which nursestfra and students’ learn is becoming

increasingly complex. Over the years, the rolthefnurse has become multifaceted, while the

scope of nursing practice has expanded to incluate sophisticated clinical skills (Hovancsek,



2007). Nurse educators are challenged to prepadersts to practice in this environment.
Nursing students need to be prepared as safe tautie caregivers in spite of diminishing
availability of clinical sites, and shortage of simg faculty, all of which restrict learning
opportunities (Elfrink, Kirkpatrick, Nininger, & $eibert, 2010; Hyland & Hawkins, 2009).

Traditional methods of preparing students for pcaato linger appear to be effectively
meeting the learning needs of today’s studentsw hN&ses are caring for sicker, more complex
patients. Graduates of nursing programs today pusgess the ability to practice independently
while providing safe and effective care requiringhhlevel thinking (Ironside, 2009). Yet,
studies suggest that graduates are not readydotige (Clark & Holmes, 2007; Spector &
Echternacht, 2010). Berkow, Virkstis, Stewart, &whway (2008) propose that greater
investment in simulation is one way to optimize rgraduate performance. Additionally, Del
Bueno (2005) suggests that consistent experientesmnulations teaches students how to
manage patient problems, thus better preparing thegiinical practice.

The National League for Nursing (NLMY$ eight core competencies for nurse
educators. The first competency is to facilita@rhing. This competency tasks nurse educators
to create a learning environment that assists stade meeting learning outcomes (Wittman-
Price & Godshall, 2009). Although, nurse educak@ge long relied on clinical experiences to
provide experiential learning for students (Larévale 2006) changes in clinical education place
students at risk for inadequate exposure to meéninlnical experiences. These changes in
clinical education include increased patient agudtificulty finding clinical placements, and
inefficient use of student time during clinicalatent safety concerns and agency policies
regarding the practice of nursing students’ inaeedbe potential for less meaningful clinical

experiences for students (Nehring, 2008). Agermaticy often prohibits students from



administering medications intravenously, adminiageblood, or performing other skills that
students will be expected to perform as graduatsesu Additionally, students rarely have
opportunities to report changes in the patientisdtiion to the physician or to another nurse.
Simulation is one way to provide students with ppartunity to practice skills that are not
performed in the clinical setting, thus promotitgasment of learning outcomes.

According to Shinnick, Woo, & Mentes, (2011) studevalue simulation and feel that it
is beneficial to their learning. Others suggeat #tudents are satisfied with simulation as a
teaching strategy and feel simulation increasdscselfidence (Fountain & Alfred, 2009;
Lasater, 2007; Smith & Roehrs, 2009). However, mafcthe focus in the literature is on the
effectiveness of simulation, or the design of tineusation, and not the student experience in
simulation. Student perceptions of the simulaggperience may affect learning outcomes
(Ulrich & Mancini, 2014). Therefore, understandihg student experience during simulation
will assist the nurse educator in providing effeetiearning experiences for students using
simulation.

Another justification for this study is the mismiatocetween faculty and student
perceptions of simulation. Ganley and Linnard-Ral{2012) found that there is a significant
difference between how students and faculty peecktlie simulation experience. For example,
when asked if simulation was anxiety provoking 6@Pstudents stated that this was true,
compared to only 46% of faculty. Similarly, stutland faculty perceptions differed regarding
self-esteem. While only 38 % of students repotted simulation improved their self-esteem,
71% of faculty felt that students’ self-esteem waproved due to simulation. These varied
perceptions of simulation suggest that the studeperience needs to be better understood by

faculty.
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Further justification for understanding the studexypperience in simulation is the
anticipated recommendation of the National Couoictate Boards of Nursing (NCSBN)
regarding the use of simulation in nursing prograf@srrently, the NCSBN is conducting a
three-phase study in an effort to determine if $ahon can be substituted for actual clinical
time, and how much of a nursing student’s clintcak may be replaced with simulation.
Participants in the study were placed into onéntde groups. The control group had clinical
experiences as usual with up to 10 % of clinicaktispent in simulation. The second group
substituted 25 % of clinical time with simulatiomhile the third group experienced 50 % of
clinical time in simulation in place of actual abal time (National Council of State Boards of
Nursing, 2009). The purpose of the NCSBN'’s studipidetermine if there are differences
between the three groups in knowledge, clinical getency and perceived differences in how
well learning needs have been met (National Cowic@tate Boards of Nursing, 2009).

Presently, nursing programs have little guidanoeftheir state boards of nursing
regarding the amount of clinical time that may éplaced with simulation (Nehring, 2008). A
survey conducted by Nehring in 2008 revealed thabb44 states that responded only 16 states
gave permission for the use of simulators to reptdimical time without specifying the
percentage. Furthermore, only two states, FlaitthColorado have identified allowable
simulation time. Most respondents stated that theegot specify clinical versus simulation
hours, leaving individual nursing programs to daiee this. If the NCSBN concludes that
nursing students may spend up to 50% of clinicaétin simulation, it is anticipated that this
will greatly increase the use of simulation in mogsprograms. If simulation as a teaching
strategy may replace up to 50% of clinical timerseueducators need to understand the

experience of students during simulation. Awarsredghe student experience during

11



simulation will help nurse educators to design s$ation experiences that are conducive to
learning and maximize readiness for practice. ®mg such an environment will improve
student-learning outcomes.

Driven by changes in the health care deliveryesysand a decrease in adequate clinical
experiences, the use of simulation, particularyuke of HPS, is rapidly increasing in nursing
education. In order to design effective studemtexd learning experiences in simulation, nurse
educators must understand the experience frontuderst perspective (Cordeau, 2010).
According to Cordeau (2010), “To effectively useidal simulation for nursing education, the
phenomenon must be understood from the perspetftihe nursing student so learner centered
teaching/learning strategies can be implementegheeve desired outcomes” (p. 9). While the
literature does contain some discussion of theesti’sl perceptions of their simulation
experiences (Beischel, 2013; Cordeau, 2010; Gaaleywnard-Palmer, 2012; Walton et al.,
2011), how students perceive the experience oflation is still largely unknown. The research
guestions that guided this study was: What is #peeence of participating in medium to high
fidelity simulation for baccalaureate nursing stad@ Understanding the pedagogy of
simulation is essential to ensure proper and effectse of simulation in nursing education
(Walton et al., 2011). This purpose of this stiglio investigate the question, “What is the
experience of participating in medium and high fiigesimulation for baccalaureate nursing
students?”

Specific Context of the Phenomenon
This study explored nursing students’ perceptmfremulated learning experiences. The
phenomenon was examined from the perspective afleareate nursing students who have

participated in medium to high fidelity HPS. Numgistudents who have participated in courses
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using simulation were sought as participants. alusmd senior level students, were sought as
participants thus providing a range of experientth simulation that better described the
student experience. The experience of simulatiom fthe pre-briefing phase through the
debriefing phase was explored in this study.
Assumptions and Biases Related to the Study of the Phenomenon
Assumptions and biases are opinions and feelinghlkaesearcher has that might
influence the outcome of the study. Bias begirth Wie choice of a topic to study. Researchers
cannot completely separate themselves from thelinfgs; however, awareness of assumptions
and biases helps to prevent these from interfewitiy data interpretation. The researcher
examined personal assumptions and biases relatathtdation. This awareness of personal
beliefs about simulation and the effect of simwlaton student learning helped the researcher to
remain open to different ideas when analyzing data.
Assumptions for this research study were as follows

1. Nursing students’ experiences in simulationdafferent from experiences in the

clinical setting.
2. The use of simulation provides a unique leay@xperience.
3. Nursing students at all levels, but in particuhose who are novices in simulation, are unsure

of the expectations in the simulated learr@ngironment.
4. There are phenomena in the simulation expeziémett affect nursing students, which have

not yet been described.
5. Nursing students experience simulation diffdyawhen simulation is used as a teaching

strategy as opposed to an evaluation strategy
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In my personal experiences as a nurse educdtavd observed that clinical practice is
changing, while the way nursing students are pegptor practice remains essentially the same.
During my experiences as a clinical instructoelt that clinical time was often wasted. Much
of my time was spent monitoring students as thegtpred routine skills, while opportunities for
deeper learning were missed. Often, the typesitémt experiences students needed were not
available while at the clinical setting. All toften students were idle while waiting for me or
the primary nurse to guide them with patient caihile simulation cannot change the clinical
experience students are having in agencies, ihejmto compensate for some of the restrictions
to learning experiences. For example, studentsnclapendently provide care without waiting
for faculty or being restricted by agency policiddelieve that students need actual clinical
experiences working with real patients in ordelern how to be a nurse. However, | also
believe that simulation is a valuable teachingtetain nursing education that has a positive
impact on student learning.

Over the past several years, | have been workitigjunior and senior level students in
the simulation lab. During that time, | have hear@ny comments from students regarding their
experiences in the simulation lab. Although, tbexments range from positive to negative, it
seems the majority of the comments were negati@vever, they were not negative concerning
simulation as a learning experience. Students cembed that they found their time in the
simulation lab to be a good learning experienceidénts often stated that they benefited from
simulation and were able to use the knowledge gaméhe simulation lab in actual clinical
experiences. According to the students, thistglii transfer knowledge from the simulation to
clinical increased feelings of self-confidence aplf-esteem. The negative comments seemed to

focus on the way students felt during simulatibheard words such as awkward and silly used
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to describe how students felt during simulatiotud8nts made comments such as “l am not an
actress”, or “| feel stupid” when they referredheir simulation experiences. One topic that
recurred frequently was feeling anxious prior td daring simulation. Students also expressed
anxiety over the debriefing phase, which lesseffited beliminated videotaping, and review of
the videotape during debriefing. Cordeau (2016hidied that perceived anxiety might be
present at various times during simulation inclgdomesimulation, simulation, and debriefing.

Student comments such as, “I thought | was goirtaie a panic attack.” and “I vomit
before simulation because | am so nervous.” havenle to believe that for some students,
simulation is a negative experience. Once, a stuttéed during debriefing when the
simulation brought up memories of a past experi¢inaewas painful for her. Based on
experiences such as this, and the comments ofrggjddelieve there may be more to the
student experience in the simulation lab than nedseators realize. | believe the simulation lab
experience should be a positive learning experiéorcstudents, not an aversive one.

| began to wonder if students’ emotions and femliduring and about simulation have an
effect on their ability to learn from this teachisigategy. Are there things about the simulation
experience that are unknown to nurse educatorsrtiggit be important to know when designing
simulations? Nurse educators make many decisiomstavhat is best practice in simulation,
but there is sparse evidence in the literatureippsrt these decisions. This is due in part to the
difficulty in measuring transfer of learning froimet simulation lab to the clinical setting.
However, | believe an important piece is missirayfrthe research on simulation, which is an

understanding of the simulation experience frompdiespective of the student.
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Overview of Research Method

Simulation experiences are often designed usstgradardized format. Although the
learning experience may be standardized, the washioh students experience simulation varies
from student to student. Qualitative researctseduto describe or make meaning from the lived
experience as opposed to quantitative methodsattehpt to measure the experience. While
guantitative research adds to what is known abiquilation, it limits the participant’s ability to
express their thoughts and feelings. This stuey asqualitative method that allowed students
to describe their thoughts more completely, thutebéescribing the lived experiences of
nursing students during simulation.

Phenomenology is a philosophical approach usstutty experiences. As a form of
gualitative inquiry, the purpose of phenomenolagtoi understand the meaning of human
experience. Phenomenology provides a rich sourickeas about the lived experience. The
phenomenological approach can be either descriptiueterpretive. Descriptive
phenomenology seeks to describe experiences, wkalgretive phenomenology seeks to find
meaning in the context of the lived experience.

Edmund Husserl (1855-1938) is often consideredftitber of phenomenology.”
Husserl’'s ideas on the philosophy of phenomenolyaye rise to the descriptive
phenomenological approach to inquiry (Lopez & VEill2004). Husserl believed that
experiences in the world are dealt with throughsctmusness therefore; he sought to understand
human consciousness in all its manifestations @i@005). Descriptive phenomenology
emphasizes descriptions of human experience.

Descriptive phenomenology utilizing a modified dedian approach, proposed by

Giorgi (2009), was used to inform this study. @ipa psychologist, has written extensively on
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the application of phenomenology to human scienessarch (Giorgi, 2000a; Giorgi 2000b;
Giorgi, 2005; Giorgi, 2009; Giorgi, 2012). Giomgiodified Husserl's work to create a scientific
phenomenological approach to studying the humammses (Giorgi, 2005). According to Giorgi
(2000b), scientific phenomenology differs from pisibphical phenomenology in that it is a
research method rather than a philosophical petispec

Although Giorgi developed this method for researchsychology, he asserts that the
method is useful for any human sciences resedtichvever, the perspective must be that of the
researcher’s discipline. For example, in psychplstgdies the researcher assumes the
psychological perspective, for nursing researchtirsing perspective is assumed, and so on for
different disciplines (Giorgi, 2009).

Relevance to the Discipline

The use of simulation in nursing education is wtead and continuing to grow due to
changes in health care delivery as well as chaimgesrsing education. However, the pedagogy
of simulation, or the how and why simulation iseetive, is largely unknown (Walton et al.,
2011). According to Cordeau (2010), failure torexee the student experience in simulation
creates a knowledge gap in the effective use ofilsition as a teaching strategy. Although, it
seems reasonable that simulation is an approggathing strategy in nursing education, nurse
educators lack sufficient evidence-based prac@search on the pedagogy (Walton, et al.,
2011). The lack of evidence to support simulapaactices may prevent nurse educators from
developing truly effective learning experiencesigghis approach.

In addition, the way a student perceives the sitrariaexperience may affect the entire
experience, thus interfering with the attainmenstoflent learning outcomes (Elfrink et al.,

2009). According to Ganley and Linnard-Palmer @01here is a significant difference in the
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way faculty and students perceive the simulatiqgreeience. Furthermore, faculty consistently
rated the learning experience in simulation morgtpely than did students (Ganley & Linnard-
Palmer, 2012). A better understanding of how sttglgerceive the simulation experience may
influence choices nurse educators make when degigmd implementing simulations.

Elfrink et al. (2009) reported one example of howuaderstanding of the student
experience during simulation changed the practiceicse educators. The researchers found
that a majority of students expressed strong cosaegarding the impact of videotaping the
scenario on their overall learning (Elfrink et &009). Even though videotape review during
debriefing was accepted as beneficial by nurseadts; students’ feelings towards it were so
negative that the researchers felt it might interigith learning. The decision was made, in this
case, to eliminate videotape review during delrggfi

As the use of simulation increases in nursing atlos, the complexity and types of
simulation used by nurse educators are evolvingdét@y-Edgren et al., 2012). Nurse educators
now utilize simulation for more than the basic assgent simulation in medical-surgical
courses. Simulations are also being used in dpeai@as such as psychiatry and community
health. The use of more complicated scenario$, antemphasis on teamwork and
communication, sometimes involving multiple patge(@hunta & Edwards, 2013) is growing in
nursing education. The findings from this studgvpae nurse educators with information about
the student experience during simulation that magtegthe use of this teaching strategy.

Summary

Nursing education is changing in order to prepgeeluates for today’s health care

delivery system. Simulation use is likely to irese in order to meet the learning needs of

today’s nursing students. Students’ perceptiorth@Eimulation experience may influence
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learning outcomes. An understanding of how stuglerperience simulation provides a basis for
the most effective use of simulation in nursingeation. Chapter Two provides a review of the

literature on simulation.
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CHAPTER TWO
EVOLUTION OF THE STUDY

The aim of this study was to describe the expegeasf baccalaureate nursing students
during medium to high fidelity simulation learniagtivities. The knowledge gained from this
study may assist nurse educators to develop bastiges related to the use of simulation in
nursing courses and curricula.

This chapter includes a review of the literatunesonulation in nursing education. In a
gualitative research study, an extensive literatevéew is postponed so that the researcher is
open to all perspectives regarding the phenomehomesest. This minimizes the impact the
ideas and assumptions of others have on the részgidunhall & Chenail, 2008).

First, the rationale for this study is discussé&tlis includes how the findings of this
study are significant to nurse educators. Thenmdkearch topic will be presented in a historical
context. Lastly, is a discussion of this researshexperiences using simulation, as a nurse
educator, from a practice and personal point ofvvie

Rationale

The healthcare environment is rapidly changing, idygart to, high patient acuity that
requires specialized nursing skills (Hyland & Hamski2009). Nurse educators are challenged
to prepare graduates who can effectively prachiddis complex environment (Jeffries, 2012).
The use of simulation in nursing education is iasreg in order to help prepare graduates for the
practice environment. This increased use of sitimrlas attributed to many factors. Although,
nurse educators have long relied on clinical exgpees to provide experiential learning for
students (Larew et al., 2006), concern for patsaféty in the clinical setting may restrict

student-learning opportunities. Traditional cladiexperiences alone may no longer be enough
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to meet the learning needs of today’s studentsdandhishing availability of clinical sites has

led to difficulty with clinical placements. Fewelinical hours and inefficient use of student time
while in clinical, all place students at risk foadequate exposure to meaningful clinical
experiences (Elfrink et al., 2010; Hyland & Hawki@909). This lack of meaningful clinical
experiences contributes to a decrease in graduate readiness for practice.

In an effort to improve the healthcare system a$ale, the Institute of Medicine (IOM)
paired with the Robert Wood Johnson Foundation (RW& create the RWJF Initiative on the
Future of Nursing (National Research Council, 20ITe two organizations worked together to
explore the challenges facing the nursing professiecluding nursing education. A report
issued by the RWJF Initiative on the Future of Nhgsstated that it is likely that much of
students’ time spent in clinical is unproductiveggesting that students spend many clinical
hours performing routine tasks that do not fodterdevelopment of clinical reasoning skills
(National Research Council, 2011). Tanner (20@findd clinical reasoning as the process by
which nurses make decisions about patient carell@s&nowledge of the patient’s situation,
disease processes, and nursing interventions.pioess of reaching a clinical decision is
complex and “...requires a keen assessment of patient cues, netatipn of cues into a
meaningful pattern, actions as appropriate respotasthe cues, and reflection about the
outcome of clinical judgment” (Jensen, 2013, p. 2B)hen students care for patients with
complex problems or emergent issues often all taeydo is observe while the experienced
nurse handles the situation (Jensen, 2013). Winigds appropriate, it does not allow the
student the opportunity to develop clinical reasgrskills, nor does it permit the faculty to

assess a student’s clinical reasoning ability.
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In the simulated learning environment, studentsroftare for patients with complex and
emergent needs, thus providing them with an oppdayttio develop clinical reasoning skills.
Through simulation, students can demonstrate thigyabo link theory and practice thereby
increasing insight and development of clinical oeasg skills (Decker, Sportsman, Puetz, &
Billings, 2008). The use of simulation in nursieducation may help to address some of the
challenges nurse educators experience when pregpgaauates who are able to practice in an
increasingly complex healthcare environment.

As the use of simulation grows in nursing educattbare is an increased interest in the
effectiveness of simulation. However, in ordeutmerstand the effectiveness of simulation, the
experience must be understood from the student&ppetive (Cordeau, 2010). According to
Cordeau (2010), an understanding of the studeet'spective is essential for the development of
learner-centered teaching strategies that achiesieedl outcomes.

The cost of simulation is another factor that sutgpthe need for a better understanding
of the student experience during simulation. Satiah can be very expensive to implement, as
it is costly in terms of resources and faculty tinhedividual costs vary according to
circumstances; however, total costs to purchasgesunt, renovate space and maintain a
simulation program are estimated to range betw@60,$00 and $1.6 million (Tuoriniemi &
Schott-Baer, 2008). In order to support the cbsiraulation, the effectiveness of simulation
needs to be established. Knowledge of the stuslgrdrience during simulation will provide a
basis for understanding the effectiveness of sittmlas a teaching strategy.

This phenomenological study explored the studepeegnce in simulation as told by the
student. The knowledge gained from this study ey nurse educators to understand the

student’s experience in simulation. This undewditagnof how students experience simulation
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will aid nurse educators in designing and implenmgnimproved educational experiences in
simulation. In addition, knowledge gained fromstbtudy may identify opportunities for future
research.

Historical Context

In this section, the history of simulation in nugiwill be explored. The word
simulation has various meanings often involving@roduction of essential features of
something, which aids in learning or training. lkical simulation is an event that closely
resembles a clinical situation or practice, and/jgies students with an interactive, practice-
based, instructional strategy (Jeffries, 2005).

Simulation, defined as the replication of a realishvironment for learning purposes,
has been around for decades. Simulation traimiagiges students with an opportunity to
practice skills that require accuracy and whichaddten too risky for performing on patients.
For years the military and aviation industry hagedisimulations involving hazardous situations
to train soldiers and pilots (Wilford & Doyle, 2006For example, the aviation industry uses
simulation to train aircrews to perform in emergesc The nuclear power industry is another
area where accurate performance is essential; lmwearning the necessary skills in the real
environment may involve risk. Consequently, sirtiales are designed to train nuclear power
plant operators to handle crises (Aghina, et 8082. Although simulation has been used in
multiple fields, the literature describing the statlexperience using simulation is scant.

As in the military and aviation settings, healéinecdeals with decision making in
unpredictable situations. This requires crititmhking and skilled task performance in a timely
manner (Jeffries, 2012). The use of simulatioa &saching tool in healthcare is not new, nor is

it unique to the nursing profession. Medical aedtdl schools, paramedics, and emergency
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medical technicians use simulation scenarios #nimng. According to Nehring & Lashley
(2009), there have been discussions regardinggh@®iusimulation for competency testing in
conjunction with license renewal for nurses. Witilwould be some time before such a change
occurs, it is interesting to note that these cosatons are taking place.

According to Nehring & Lashley (2009), task traiméave been used in nursing
education for more than a century to teach nurskilts. Task trainers are static manikins or
replicas of anatomical parts. The use of “mectedrdammies” and anatomical models of arms
and legs are described in nursing textbooks fraridte 1800’s (Nehring & Lashley, 2009). In
1910, Mrs. Chase, a full body low fidelity manikimas introduced (Nehring & Lashley, 2009).
Mrs. Chase had injection sites for needles in herand was capable of having some procedures
performed on her. Shortly after Mrs. Chase wa®thiced, a baby model was made available.
Although, considered task trainers, Mrs. Chasethadbaby could be considered examples of
early HPS. A task trainer called Mr. Chase cantarothe 1940’s and was used primarily by the
military (Nehring & Lashley, 2009).

Simulators such as Resuci Annie, a CPR simulatal Harvey, a cardiology-teaching
manikin were introduced in the 1960's. Resuci &Anwaas initially designed for practicing
mouth-to-mouth breathing. Later, a spring wastboib her chest for the practice of CPR
(Rosen, 2008). Sim One was designed in the 1960Br. Stephen Abrahamson and Dr. Judson
Denson at the University of Southern California¢@er & Taqueti, 2004). Sim One is
considered the first computer controlled manikiat fimulated an entire patient (Cooper &
Taqueti, 2004). Only one of these manikins wastraoted and it was not widely accepted due
to cost (Cooper & Taqueti, 2004). In the 1980’esthesiology began using simulation.

Anesthesia educators looked to the military andathation industry for guidance on using
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simulation to train groups and individuals in @i events (Jeffries, 2012). The next significant
advances in medical simulation came in the 199(tls advances in computer technology
(Rosen, 2008). The Laerdal Company developedrstenigher fidelity manikin named Sim
Man. Around 2000 companies such as Laerdal bepaffér medium fidelity manikins at a
much lower cost than high fidelity HPS.

Since that time, companies such as Laerdal MedindICAE Healthcare have developed
high fidelity, full body manikins capable of prodag physiological responses to medications
and student interventions. The advantages to irmge¥ith sophisticated manikins are the ability
to see physiological effects based on nursingwetaions, and opportunities to practice clinical
decision-making (Nehring & Lashley, 2009).

There are some disadvantages to the use of thiedkgy such as cost of the equipment
and lab personnel, time required for design andeampntation of scenarios and inability of the
manikin to portray things such as facial expressiosome outward signs of physiological
change (Nehring & Lashley, 2009). In spite of lihgtations, the use of simulation has grown
and is continuing to grow in nursing education.dAidnally, students who have grown up with
digital technology, expect faculty to use technglsgch as simulation in their courses (Shinnick
et al., 2011). According to Nearing & Lashley (2)Qhere is a need for great change in nursing
education and simulation will play a large parthis change.

Simulation has many forms. Another form of simwlatthat has been used in nursing
education is the standardized patient (SP). Ams3Ferson trained to portray a patient with a
particular disease or in a given patient situa{iehring & Lashley, 2009). The use of SP’s
allows students to interact with people who aca lgatients in clinical encounters thus providing

students the opportunity to experience the complefireal clinical situations (Yoo & Yoo,
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2003). Although SP’s have been used in medicatathn for a number of years, the use of
SP’s in nursing education was minimal until receflehring & Lashley, 2009). One possible
reason for the upsurge in use of SP’s in nursing&iibn is the increased emphasis on
communication skills. Yoo and Yoo (2003) foundtthae of SPs enhanced learning of
communication skills.

Simulation has become an important part of nursshgcation for many reasons.
Difficulties finding appropriate clinical experiees and advances in technology are two reasons
that have led to the increased use of simulatiaruinsing education. Rapidly advancing
technology now allows nurse educators to placeestigdn realistic situations, helping them to
become competent practitioners. HPS provides stadeth opportunities to learn in a setting
that mimics reality in a controlled environmenthatit the risk of harming patients (Weaver,
2011). Simulation, specifically HPS provides aeablearning environment for nursing
students.

Over time, the applications of simulation in nagseducation have expanded. In the
earlier stages, the primary use of simulation wags&ch psychomotor and clinical reasoning
skills to students in medical-surgical scenaribkre recently, however, the use of simulation
has branched out into specialty areas not originalight through this teaching strategy such as
community health and psychiatric nursing.

Paralleling the growth of simulation in nursing edtion is the growth of professional
organizations and journals devoted to simulati®he International Nursing Association for
Clinical Simulation and Learning (INACSL) had itedinnings in 1976 when a group of nurse
educators organized a biennial conference thastaton the skills laboratory and technology.

This conference was known as the Biennial North Aca@ Learning Resource Centers
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Conference. By 2002, INACSL was officially formeath a mission tgoromote and provide the
development and advancement of clinical simuladiod learning resource centers (History of
INACSL, 2013). In 2011, after two years in devetagnt, INACSL published standards for
simulation. These performance standards were dpedlto establish criteria in simulation for
healthcare (Sando, Farager, Boese, & Decker, 2084yen standards were developed for
different aspects of the simulation experiences¢hiacluded standards on uniformity of
terminology, professional integrity and objectivesparticipants, facilitation methods,
simulation facilitator, debriefing, and expectedammes (Sando et al., 2011). In 2013 these
standards were revised and guidelines for eacldatdmwas included. The INACSL standards
for simulation have been adopted by simulation@sntvorldwide and are used in simulation
research (Borum, 2013).

In October of 2009, INACSL joined forces with theckty for Simulation in Healthcare
(SSH). The SSH was established in January 2004equndsents educators and researchers who
use simulation techniques for education, testing,r@search in health care. SSH is a multi-
disciplinary, international organization (OutsidedRurces: Affiliates, 2013). In June of 2012
SSH began offering certification for simulation hleeare educators. Additionall$SH
accredits simulation programs that demonstrate dange with standards in one or more of the
following areas: assessment, research, teachingaédn, and/or systems integration (Society
for Simulation in Healthcare, 2013). Both INACShdaSSH publish journals devoted solely to
simulation.

Laerdal Medical Corporation paired with the NLN2@07 to develop the Simulation
Innovation Resource Center (SIRC). The purpos®iRC was,to develop a community of

nurse educators who can effectively use simuladbgmromote and evaluate student learning and
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who dialogue with one another in an effort to adasimulation in nursing

education” (Simulation Innovation Resource Centat,). The SIRC started in 2008 and offers
nurse educators a wealth of resources for simulathimong other things, SIRC provides nurse
educators with online course offerings and oppatisito interact with those interested in
simulation. The growth of professional organizas@evoted to simulation will likely continue
to grow and evolve mirroring the needs of simulagalucators.

Various forms of simulation have been used in mgrgducation for many years. In
recent years, however, changes in the healthcéixedesystem, and advances in technology
have contributed to an increase in the use of sitioul in nursing programs. In order to provide
students with sound educational experiences inlatioun, the student experience in simulation
must be explored.

Overview of Simulation Literature

This section presents an overview of the literaturesimulation in nursing education. As
the use of simulation increases, there has beex@mmential growth of articles and studies
devoted to the various aspects of simulation. fdhas in the literature changed over time
reflecting how simulation has evolved. This ovewiwill describe how the focus of the
literature shifted over time from an early emphasighe importance of simulation in nursing
education to later discussions on the integratiairoulation into curricula, and most recently
the effectiveness of simulation.

The early literature on simulation focused on wimyugation is useful in nursing
education (Medley & Horne, 2005; Nehring, 2008; Nedp & Lashley, 2004; Seropian et al.,
2004). Another early focal point in the literatuvas on designing simulation labs and

purchasing equipment to match a program’s needsi(C Dupuis, 2008; Harlow &
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Sportsman, 2007; Kyle & Murray, 2008). Althoughe tdesign and implementation of
simulation labs is discussed most in earlier liiene some discussion of this is found in
literature that is more recent as well (Kuiper &rakie, 2012). Even though many nursing
programs currently use simulation, this suggestsgsbme are purchasing new equipment and
just starting to develop simulation programs.

As simulation use increased over time, the focub®literature shifted. Interest in how
to write scenarios as well as integrating simulatido nursing curricula became more common
(Brewer, 2011; Hodge, Martin, Tavernier, Perea-RygaAlcala-VanHouten, 2008; Richard,
2009; Sarver, Senczakowicz, & Slovensky, 2010; @aroet al., 2004). In addition, around this
time literature on faculty resistance to the ussiwiulation started to appear (Akhtar- Danesh,
Baxter, Valaitis, Stanyon, & Sproul, 2009; King, d&bey, Hindenlang, & Kuritz, 2008;
Starkweather & Kardong-Edgren, 2008). The findiafjene study suggested that although
there are barriers to faculty adoption of simulatimost faculty perceive simulation as beneficial
to student teaching (Akhtar-Danesh et al., 2009)e results of a study done by King et al.
(2008) indicated that faculty had little if anyitring or experience with using HPS. This
contributed to negative attitudes regarding facatignfort levels using simulation; however,
faculty still maintained an overall positive attitowards simulation as a teaching strategy.
King et al. (2008) implemented an educational weation for faculty that was designed to
enhance faculty beliefs towards simulation andhtwaase their intent to use simulation in the
future. Based on the findings of this study treesechers proposed that understanding faculty
attitudes towards simulation was essential to tleeess of their educational intervention (King,
et al., 2008). In some ways, this is similar taenstanding the experience of students during

simulation in order to design effective learningesences.
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Starkweather and Kardong-Edgren (2008) also exaaifimculty resistance regarding the
adoption of simulation as a teaching strategy.difigs from this study suggested that faculty
attitudes and beliefs toward simulation were im@otrto know when attempting to increase
simulation use in a nursing program (Starkweathé&a&ong-Edgren, 2008). This concurs
with the findings of King et al. (2008) that undarsding the faculty perspective is important
when planning faculty education.

The simulation literature continued to evolve ahdrgye focus as the growth of
simulation in nursing education continued. Artsctelated to tool development for student
evaluation, use of theory to guide simulation, aratlels or frameworks to guide simulation
design began to appear in the literature (Jeffd@65; Kaakinen & Arwood, 2009; Kardong-
Edgren, Adamson, & Fitzgerald, 2010; Larew et2006; Lisko & O’Dell, 2010). Kardong-
Edgren, et al. (2010) conducted a review of publisbvaluation instruments used in simulation.
Challenges to tool development for clinical simigaf as well as the importance of learning
domains in evaluation were also discussed (Kard€hgyren et al., 2010).

Discussions regarding the application of theorthasfoundation for simulation
experiences also began to appear in the literatiodh’s experiential learning theory is one
theory that has been applied to simulation. Kolb&ory is based on the premise that
transforming experience into existing cognitivetpats changes the way a person thinks and
acts (Lisko & O * Dell, 2010). Using Kolb’s theoas a foundation, Lisko and O’Dell (2010)
introduced a transformative approach to learning mursing course by blending simulated
learning opportunities with performance skills. otimer example of the use of theory in
simulation is the application of Benner’s noviceetgert model in patient care simulations

(Larew et al., 2006). In 1984 Benner adapted theyids model of skill acquisition to nursing
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practice. Dreyfus was a mathematician and philoepgho had developed a model of skill
acquisition based on the study of airline pilotd ahess players (Benner, 1984). Benner adapted
this model to describe the stages of skill acqoisiof clinical nurses. Larew et al. (2006) used
Benner’s theory to develop clinical simulation atls for nursing students. However, a
review of the nursing simulation literature conatby Kaakinen and Arwood (2009) found

that of 120 simulation articles reviewed, 104 dod mention the use of a learning theory in
simulation design. According to Jeffries (2008k tse of a framework on which to base
simulation design is essential to successful legrniOne model frequently mentioned in the
literature isThe Nursing Education Simulation Framewdsveloped by Jeffries (Jeffries &
Rogers, 2012). This framework contains the fiveogptual components of teacher, student,
educational practices, simulation design charastiesi, and expected student outcomes (Jeffries
& Rogers, 2012). Incorporating a framework sucthaswill enhance the development and
design of simulations, which in turn should provededents with effective learning experiences
(Jeffries & Rogers, 2012).

More recent studies sought to understand howtiwelknowledge learned in simulation
is retained and/or transferred to the actual dinsetting (Lapkin, Levett-Jones, Bellchambers,
& Fernandez, 2010; Lewis, Strachan & Smith, 2013rS, Goldsworthy, & Goodman, 2010).
Lapkin et al. (2010) conducted a systemic revieskiog at the effectiveness of simulation in
teaching clinical reasoning skills to undergraduatesing students. Results of this review
appeared to be inconclusive regarding the effeeéise of simulation; however, there was
evidence suggesting that some outcomes relatdahicat reasoning were improved (Lapkin et
al., 2010). A literature review done by Lewis kt(2012) suggests that simulation is useful

communication, teamwork, leadership, and cliniedision makings skills. Elfrink et al. (2010)
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conducted a study in which a pre-test/post-tesgdesas utilized to measure retention of
cognitive knowledge following a simulation experen Results of this study indicated that
while simulation related knowledge was improvedeméon of this knowledge was not
consistent. In a similar study Sears et al. (2@k@mined the relationship between simulation
and medication safety. Results of this study destrated that simulation did reduce medication
errors.

As the use of simulation continues to evolve, otplications in undergraduate
education noted in the literature include simulagia ethics and communication (Gropelli,
2010). Also noted in more recent literature aneugations involving multiple patients (Chunta
& Edwards, 2013) and work in interdisciplinary tesafironside, Jeffries, & Martin, 2009;
Kobayashi, Shapiro, Gutman, & Jay, 2007; Rees#&jekef& Engum, 2010). These newer
applications of simulation reflect the expanded efssmulation in nursing education. However,
much of the literature is anecdotal and lackingsidin theory (Reese et al., 2010). The rapid
growth of simulation in nursing education has adathallenges for nurse educators using this
teaching strategy since best practices are stilgogefined (Ulrich & Mancini, 2014).

Literature Related to the Student Experiencein Simulation

In addition to the areas discussed in the prevsagsion, the simulation literature also
addressed the student experience in simulationly Eadies explored students’ experiences in
simulation with a focus on student satisfactiorhvaimulation as a teaching strategy. Also
discussed were student reports of increased cortiedeesulting from simulation experiences
(Fountain & Alfred, 2009; Smith & Roehrs, 2009)mith and Roehrs (2009) used a descriptive
correlational design to examine factors correlatet student satisfaction and self-confidence

related to the simulation experience. The samphsisted of 68 junior level nursing students
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enrolled in their first medical-surgical course.résearcher-developed tool was used to obtain
demographics. Additionally, two tools developedtivy NLN were used. These were the NLN
Student Satisfaction and Self-Confidence in Learegale and th8imulation Design Scale
(SDS) (National League for Nursing, NDJhe Student Satisfaction and Self-Confidence in
Learningscale reported Cronbach’s alpha of 0.94 for thesfaation subscale and 0.87 for the
Self-confidence subscale (Smith & Roehrs, 2009e DS has five subscales, which are
Objectives, Support, Problem-Solving, Feedback,Fddlity, and has a Cronbach’s alpha of
0.92 for the presence of these factors (Smith &Rge2009). Smith and Roehrs’ (2009)
findings suggested that having clear objectivesamndppropriate problem for the students to
solve are two factors that correlated with incredsgels of student satisfaction and self-
confidence with simulation.

In a study done by Fountain and Alfred (2009), #flargraduate nursing students
completed the NLNStudent Satisfaction and Self-Confidence in Legyraoale after
participating in a simulation experience. For stisdy, reliability of the scale was reported as
Cronbach’s alphas of 0.91 for satisfaction and @o84elf-confidence. The data relating to
satisfaction was compared to data from a learniylgsself-assessment that students had
completed upon entry into the nursing program.aleds analyzed using Pearson Product-
Moment Correlation. Results of this analysis ssgeg that learning styles were significantly
correlated with satisfaction and the use of simaifalearning (Fountain & Alfred, 2009).
Students who exhibited a strong preference foraséearning or solitary learning styles were
satisfied with simulation as a learning experierug,learning styles such as visual and auditory,
were not significantly correlated with satisfactionhe findings of this study provided

information on how learning styles may affect thedent experience in simulation. Fountain
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and Alfred (2009) suggested that nurse educatarsl cesign simulation activities in one
learning experience that engage both the sociattendolitary learner. Students with high
scores on social learning benefit from interactisith others, while those with high scores on
solitary learning learn by watching others. Conmmractivities that appeal to both types of
learners in the simulation experience takes intesierations different student learning
preferences.

Two earlier studies supported the findings of Faumand Alfred (2009). Amerson
(2006) proposed that by designing short, interactistivities focused on different learning styles
nurse educators will better meet the learning neédtudents. Garcia-Otero and Teddlie (1992)
conducted a study on the effect of knowing onegsrigng style on anxiety and clinical
performance of nurse anesthesiology students. |Rexithis study suggested that if students
knew their preferred learning style they would eigrece decreased anxiety and increased
learning performance. While these studies dedtt teiaching strategies other than simulation,
the findings reinforce those of Fountain and Alf{2809) regarding learning styles and student
outcomes. The findings of these three studieslatdithe premise that the student experience
must be known if effective learning is to take glac

In contrast, a qualitative study performed by Las&2007) provided student descriptions
(N = 8) of their experiences in simulation using fgunoups. This study examined the
experiences of junior level nursing students ardetiect of simulation on the development of
clinical judgment skills using high fidelity simuian. Some of the more frequently mentioned
comments were that during simulation students nateg knowledge learned in the classroom,
and the skills lab, which required critical thingi(Lasater, 2007). Other common statements

focused on the ability to provide care for simuligpatients with conditions not frequently
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encountered in the actual clinical setting, andjht@ned awareness of what could happen in the
clinical setting. Students also identified sonmeitations of simulation. The most common ones
were feeling anxious and “stupid”, as well as dagimore direct feedback from faculty
regarding the student’s performance during the kitimin (Lasater, 2007). The focus group
consisted of primarily non-traditional studentsjgmot capturing the experience of traditional
students. This may have biased the findings (leasa007). While these findings provided rich
descriptions of the students’ experiences in sittafiathe focus of the study was on the effect
simulation had on the development of clinical judgm However, the findings did help to
understand the student experience of simulatioldgirng limitations.

Similarly, Baxter et al. (2009) explored studentgetions of simulation in their nursing
programs. The study sample consisted of 24 staden 17 universities in Canada. Data
analysis revealed four major student viewpointaremg simulation. These viewpoints were
reflectors, reality skeptics, comfort seekers, @uthnology savvies (Baxter et al., 2009).
Reflectors believed that simulation increased amess of their strengths and weaknesses before
they worked with actual patients thus increasir@rtindependence in the clinical setting. The
viewpoint of the reality skeptic also included anreased awareness of their abilities, however
this group did not feel simulation increased timilependence in the clinical setting. Nor, could
it replace “real patients” and the “real world”h& comfort seekers found simulation very
stressful and they did not feel it increased theimrfidence in the clinical setting. This groupt fel
that nursing students do not have enough contdbtreal patients. The last group identified in
this study was the technology savvies. This ghoeipeved that simulation helped prepare them
for the hospital setting and reinforced the impactof being organized. Technology savvies

also wanted to create their own scenarios andthst students (Baxter et al., 2009). Baxter et
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al. (2009) proposed that each group required amifit approach to learning in simulation. This
is similar to the findings of Fountain and Alfre2D0Q9) that learning styles affect the outcomes
of simulation. However, the findings in the stumhnducted by Baxter et al. (2009) suggested
that the students’ perceptions of the simulatiopegience might have a profound effect on the
learning experience. Some students describedse efmneasiness when talking to a manikin,
and although students realized the situation wasaad, at times they found it to be very
frightening and stressful (Baxter, et al., 2009he findings of these studies support the need for
nurse educators to consider the students’ feelbgsit simulation when designing simulation
experiences. These studies also identified tleasitinulation experience can be different for
each student further justifying the need for resied&n understand how students individually
experience simulation.

Similarly, it is important to understand what irdhces the student experience during
simulation. The assumption may be that simulatwneases student comfort; however, what
students’ comfort levels are in simulation hasheen fully explored (Gantt, 2013). Anxiety
related to clinical experiences is well documer{iddlo, Williams, & Ross, 2010; Moscaritolo,
2009; Sharif & Masoumi, 2005), but in the earlgiature on simulation there is little mention of
anxiety during simulation. In contrast, studiestthre more recent have explored student anxiety
during simulation experiences (Beischel, 2013; C20d 3; Cordeau, 2010; Ganley & Linnard-
Palmer, 2012; Gantt, 2013). As simulation evolyles,use of high fidelity HPS in realistic
situations are becoming more commonplace, as we¢hHeause of simulation for evaluation
(Bensfield et al., 2012). These changes may afifecstudent experience in simulation by

increasing student anxiety. More research neetls ttbne on the student experience in
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simulation to explore this area and understanddflaow anxiety may affect student learning
during simulation.

One study explored the effects of certain variablesmulation (Beischel, 2013). In a
mixed methods study, Beischel (2013) examined h@wariables of sleep, nutrition, learning
style, and readiness to learn influenced the lef/student anxiety during simulation in
baccalaureate students. Participants (n=124) arealed in a foundational nursing course.
Only three of the participants had any previoususation experience. Beischel's (2013)
findings suggested that eating, sleeping and pirggpaefore simulation-decreased anxiety. In
spite of this, student comments indicated that #gyerienced a high level of anxiety related to
simulation. This suggests there are factors saamnaiety influencing the simulation experience
for students that faculty may be unaware of.

Beischel’s (2013) findings suggest that faculty andlents may not view the simulation
experience in the same way. In actuality, facp#yception of the student experience during
simulation may differ significantly from that ofugtents. Similarly, Ganley and Linnard-Palmer
(2012) found that students and faculty have veifetint perceptions of the simulation
experience. In this study, faculty (n=24) and stitd (n=101) were asked to define an
academically safe learning environment. Studerttgigants ranged from freshman to senior
level with 23 students in the freshman and sophertexels, and 78 students in the junior and
senior levels. Students reported not feeling sdifen they felt intimidated by faculty or other
students, when not knowing what to expect or whandvideotaped for review and debriefing
(Ganley & Linnard-Palmer, 2012). Faculty tendedéscribe an academically safe learning
environment in broader terms, defining it as naedkening, yet challenging. Faculty

perceptions of how students experience simulatierewften drastically different from the
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actual student experience as reported by stud@®sta were collected using two Likert-type
surveys, one for students and one for faculty. r@dtaristics of an academically safe
environment were reported as a percentage of gg®mees. For instance, 71 % of faculty
participants felt that simulation improved the fea's self-esteem, yet only 38 % of student
participants felt this was true. Another signifitdifference was in the area of instructor
attitude. Faculty (88%) indicated that instructaese friendly and helpful compared to 63 % of
students who felt this way. Likewise, 63% of studefelt the simulation environment causes
one to be fearful, but only 21% of faculty thougfis was true. Although, there were limitations
to the study, such as small sample size and lagklafity testing of the data collection
instrument, these examples of the differing pelioegtbetween students and faculty provide
valuable information to nurse educators who useiksition.

Cato (2013) conducted a mixed methods study therh@ed the effects of anxiety in
simulation on student learning. The study condisfea survey (n-73) and focus group sessions
(n=9), Findings of this study suggest that somdestts experience anxiety in simulation to an
extent that it may interfere with learning.

As simulation evolves, the use of high fidelity HISealistic situations are becoming
more commonplace, as well as the use of simuldtioavaluation (Bensfield et al., 2012).
These changes may affect the student experiersimiriation by increasing student anxiety.
More research needs to be done on the studentierperin simulation to explore this area and
understand if and how anxiety may affect studestnimg during simulation.

One recent study described the lived experiene®mwice nursing students (n=19) during
individual graded clinical simulations (Cordeaul@D The findings of the study revealed five

themes, perceived anxiety, seeking and imaginiagpopming in the moment, critiquing the
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performance, and preparing for nursing practiced€au, 2010). Perceived anxiety contained
five subthemes that suggested anxiety is presemighout the simulation experience. Based on
these findings, nurse educators may devise stet@gien designing simulations that will better
meet student’s needs. Although, this study didapthe lived experience of simulation, the
focus was on simulation used for evaluative purpod&hile the findings of this study provide
helpful information, the student experience whemdevaluated during simulation may differ
from the experience when it is used as a teachimtegy. More research on the student
experience when using simulation for teaching/le@ypurposes is needed.

Studies suggest that the way faculty and stugearteive the simulation experience
vary greatly (Beischel, 2013; Ganley & Linnard-Pain®2012). Cordeau (2010) found that
students experienced anxiety throughout all phagssnulation. Since the amount of
simulation in nursing programs is likely to contnto increase, these findings are very important
to nurse educators. Without an understanding of $imulation affects students, effective
design and implementation may elude nurse educaWtsle, the findings of studies such as
those by Beischel (2013), Ganley and Linnard-Pal{@@1t2), and Cordeau (2010) are
significant, there are still gaps in the literatuegarding the student experience in simulation.

This phenomenological study will explore the studetperience in simulation as told by
the student. The knowledge gained from this stuidlyaid nurse educators in designing and
implementing educational experiences in simulatiosnugh a deeper understanding of how
students experience simulation. In addition, kremlge gained from this study may provide

nurse researchers with areas for further study.
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Experiential Context

Several years ago, the small public university wHdeach nursing students obtained a
federally funded grant to upgrade technology usdaédch in the nursing program. The decision
was made to invest a major portion of the fundsiomulation. A nursing faculty member was
needed to head the initiative and | volunteeretlthAt time, | did not know much about
simulation or its use in nursing education. Theufey made the decision to embrace simulation
and incorporate it into all clinical courses in sing over time. Since, | was heading the
initiative, it followed that the junior level mediksurgical course | taught would be the first
course to use simulation. The faculty also decitdaase simulation in some courses as a clinical
site. Therefore, instead of just a few isolategsda the lab, students would have a two to three
week rotation in the lab. This rotation was modedéier the actual clinical experience in some
ways.

Using medium fidelity simulations, students caredrhedical-surgical patients with
health problems related to those studied in thesctem portion of this course. Patient scenarios
included pulmonary embolism following surgery, exdoation of chronic obstructive pulmonary
disease, and medication induced anaphylaxis. atedea “hospital" website from a learning
management course site for the simulation lab afldctit the Sim Valley Medical Center. On
this site, students access their patient assignamehother information related to the lab
experience for the following day. The day in then ¥alley Medical Center starts with a
preconference where we discuss the patient’s donditnedications, and potential nursing
diagnoses. After the simulation, we have postea@nfce. During post conference students

reflect on how their actions during the simulatadfected patient outcomes.
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After the first semester of conducting simulatiab in this manner, the decision was
made to continue a clinical rotation in the lalha following semester during the
pediatric/obstetrical course, which is taught atjtmior level. | continued to work with the
students in the lab for a total of 12 hours a wiegke simulation lab. This course also utilizes
medium fidelity simulation. There is a four-howeolap in this semester, where juniors and
seniors are in the simulation lab at the same tifitee senior students experience revolved
around acute medical-surgical care. Simulationgwesigned to meet the learning needs of
both groups. Patient scenarios ranged from hygowal shock in a patient with ruptured ectopic
pregnancy to pediatric head trauma. | have beerdbis for three years now, have felt
immersed with simulation, and have learned muchuabionulation. | have also heard a great
deal of student commentary on their simulation expees.

The students’ comments on simulation were vemredting to me. At the end of each
semester, students evaluated their experiencesrbgleting a simulation evaluation form,
which | created. Students were asked what theylldnd did not like about the simulation
experience. Also, students were asked if thejtlieltsimulation experience had met their
learning needs and what types of simulations wthed like to see added. From these
evaluations, | gained insight into how studentsdbbut simulation. One of the things students
focused on was their anxiety during simulationud&nts told me that they worried for days
prior to the simulation lab. Some even told me/tivere so anxious they vomited before
coming to lab in the morning. | was shocked byéheomments. Similar to the perceptions of
faculty in the study conducted by Ganley and LidrR@almer (2012), | thought the lab was a
comfortable learning environment for students. sTHiowever, did not seem to be the case. Our

program did not use simulation for evaluative psgx) a situation that might induce anxiety
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over performance, yet some of my students were aexjous about their simulation
experiences. In spite of this, most of the stusleatd that they valued the experience and felt
they learned a lot. They expressed appreciatiothlearning opportunities and seemed to like
the fact that they had the undivided attentionagtifty.

Sometimes during a simulation when a student wamgalifficulty using a piece of
equipment or making a decision about a coursetairgd would stop the simulation to assist the
student. This ability to stop the action and reflen the situation as it is happening is something
that usually cannot be done when caring for aneh@atient. Students’ comments indicated that
they found this stop action type of teaching vesgipful and that they were able to retain
information learned in this manner better thaneiathe fact”.

The more time | spent in simulation with the stutdethe more | realized that there are
many things not known about how students experismalation. Students have reported that
they are learning in simulation but they also ndteat the experience can be anxiety producing.
Students also commented on strategies used dunmuggsion that were perceived as helpful.
Some of the students’ comments surprised me, Igaamwith the feeling that there is more to
know about the simulation experience as seen thrtheyeyes of students. In order to achieve
desired learning outcomes, the student experiensenulation must be further explored. This
research study will add to the body of knowledggarding the student experience in simulation.

Summary

Simulation has been used in nursing educatiomtmy years. The combination of
changes in healthcare delivery and advances imtéatpy has accelerated the growth of
simulation. However, simulation programs are gostlimplement and maintain. This

mandates that simulation effectively meet the Ie@rneeds of students through learner centered
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teaching strategies. To do this requires undedgtgrthe phenomenon from the perspective of
the student.

This chapter provides a brief review of the literaton simulation in nursing education.
The purpose of the literature review in this dgsore phenomenological study is to describe
reasons for exploring this phenomenon, and to dethe reader with a rationale for why this
study is important from a historical and an exp#rad context. Chapter Three provides a

discussion of the methodology for this study.
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CHAPTER THREE
METHOD OF INQUIRY
Chapter Three provides a discussion of the metbggdor this study. The chapter
begins by defining concepts and terms unique tditgtige research and the method selected to
guide data analysis. Following this is a discussibthe rationale for selecting a qualitative
design for this study. Next is a brief descriptaiphenomenology as a philosophy and a
research method. In the next sections, the settidghe sample are described as well as
procedures for data collection and data analyBise chapter concludes with a discussion of how
rigor was established in this study.
Conceptsand Terms
Definitions for concepts and terms commonly usegualitative research and in the Giorgi’'s
method for data analysis are provided prior todiseussion of the method, since many of these
terms may be unfamiliar to the reader. For thepses of this study, the following concepts and
terms associated with the philosophy of phenomeyyodmd the descriptive phenomenological
approach to research are defined:
e Bracketing: examining and putting aside assumptantsbiases the researcher might
have regarding the phenomenon (Polit & Beck, 2012)
e Essence: the true meaning of something (Fain, 1998)most essential meaning for a
particular context (Kleiman, 2004)
e [Essential characteristics: the result of groupireg@mng units with a similar focus
together (Giorgi, 2009)
e Free imaginative variation: mentally removing apexs of the phenomenon in order to

determine if that aspect is essential to the phemam. If after imagining the
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phenomenon without that aspect, the phenomenamassichlly changed, then that aspect
is essential to the phenomenon (Giorgi, 2009).

e Intuiting: total immersion in the phenomenon unideestigation (Polit & Beck, 2012)

e Lifeworld: the world of lived experience

e Meaning unit: themes (Giorgi, 2009)

e Phenomenological reduction: a process that fat@kta change from the common sense
belief or the natural attitude about things to amdmenological standpoint that focuses
on conscious ideas of objects (Priest, 2002). pifemomenological reduction includes
bracketing and intuiting (Fain, 1999).

Rationale and Background of the Method
The purpose of this research study was to desbabealaureate nursing students’
experiences using medium and/or high fidelity semtioh. The research question that guides this
study is “What is the experience of participatingniedium to high fidelity simulation for
baccalaureate nursing students?”

Phenomenology, as a form of qualitative inquiegkss to understand the meaning of
human experience and provides rich data regarimghenomenon of interest. The
phenomenological approach can be either descriptiich seeks to describe the lived
experience, or interpretive which seeks to makeningeof the lived experience. For this study,
a descriptive phenomenological approach was useggiore baccalaureate nursing students’
experiences in simulation.

Rationale
In this study, the experience of baccalaureatsing students’ participating in medium

to high fidelity simulation was explored. Phenomlegy as a research method examines human
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experience. Phenomenologists believe that theae essential essence of the phenomenon.
This essence makes the phenomenon what it is @&éck, 2012). Using a descriptive
phenomenological approach for this study will aiddentifying the nature of the phenomenon.
Descriptive phenomenology emphasizes human expmEziand attempts to explain how
the phenomenon is experienced. This type of igsiparticularly useful when the
phenomenon is not well understood (Polit & Beckil20 Qualitative inquiry, specifically
Husserl’'s beliefs, was chosen to guide this stwdytfe aforementioned reasons. Husserlian
phenomenology is concerned with the essence giltkromenon, or in other words the reality
of the experience (Priest, 2002). Phenomenoldgyalthe researcher access to the lived
experiences of others. It is hoped that with dpsee phenomenology the essence of the
students experience in simulation will be captured.
Background

Phenomenology is considered both a philosophy aedearch method. The
phenomenological approach is used to study humperexnce through the description of
everyday life. Phenomenological thought has itgins in the works of Immanuel Kant in the
18" century (Fain, 1999). A brief history of phenoraley as a philosophy is presented. This
is followed by a discussion of phenomenology assaarch method.

Phenomenology as a philosophy. According to Berrios (1989), the term
phenomenology refers to philosophical doctrines share assumptions as to what the world is
like and how it can be known. Phenomenology fosuseconsciousness and conscious
experience as well as what it is like to live apertence and not just a person’s reaction to the
experience (Connelly, 2010). Phenomenology catnaoed back to the ¥&entury. In 1786,

Kant first described the distinction between pheapnam and the awareness of reality in human
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consciousness (Fain, 1999). Kant believed that@inenon is whatever is known because it
appears to consciousness. Based on this belaftde knowledge is restricted to what appears
to the consciousness (Fain, 1999).

Edmund Husserl (1855-1938), a philosopher and madkieian, is often referred to as
the “father of phenomenology” (Fain, 1999). Hubsedeas about how science should be
conducted are the basis for the descriptive phenological approach to research (Lopez &
Willis, 2004). Husserl thought that a scientiffgpaoach was necessary to bring out the
important components of human experience (Lopezi8ida)2004). Husserl also believed that
the lived experience contained features that wenencon to all having that experience and that
these universal experiences or essences reprasanii¢ nature of the phenomenon being
studied (Lopez & Willis, 2004). By means of deborg the essences, the true structure of the
phenomenon is revealed (Fain, 1999). This allomgetstanding of the phenomenon. The
expression, “To the things themselves”, is oftesoamted with Husserl’'s work. This expression
refers to the assumption that the essences ofreoptenon represent the true nature of that
phenomenon. Another important concept in phenotoggdhat was developed by Husserl was
that of the “lifeworld”. The lifeworld is the watlof lived experiences (Fain, 1999).

The philosophy of phenomenology is complex andiooes to change over time.
According to Polit & Beck (2012), the phenomenosidielieves that there is truth about reality
that is grounded in people’s lived experiencesis filakes phenomenology an appropriate
method to study human experience. The focus sfdtuidy is to describe the student experience
in simulation. This justifies exploring the phenemon from a phenomenological standpoint.

Phenomenology as a research method. According to Merriam (2009), it is important to

understand that although phenomenology as a plpihgsimfluences all of qualitative research; it
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is also a type of qualitative research with its atnategies and methods. Phenomenology
uncovers and describes the meaning or essenceexpanence. The findings of a
phenomenological study represent the structureeophenomenon.

The method chosen for this study is based ontheedural interpretations of Amedeo
Giorgi. Giorgi is a psychologist who applied actgstive phenomenological approach to studies
in the discipline of psychology using a modifiedgdarlian approach. Giorgi (2012) maintained
that the phenomenological approach is genericturaand can be applied to any human or
social science. The difference is the researct®rmes the attitude of the discipline they are
working in thus creating a disciplinary perspectir example, the researcher may assume a
disciplinary perspective from nursing, sociologypedagogy. According to Kleiman (2004),
once established, the disciplinary perspective lshioet maintained throughout the study.

Giorgi’s method guided this research. The reseprobess begins with deciding on an
area to study followed by formulation of the resbaguestion or questions. After data
collection, the interviews are transcribed andttaascripts read in their entirety to obtain a
sense of the whole. An attitude of phenomenoldgeduction is maintained during this process
and throughout the data analysis. According td l&&ibrgi (2009) and Kleiman (2004),
phenomenological reduction consists of two stegKeting and not attributing anything to the
phenomenon that is not stated by the participaBtated another way this second step involves
taking what is given by the participants precidbly way it is presented (Kleiman, 2004). Polit
and Beck (2012) refer to this as intuiting. Intgtis described by Fain (1999) as the ability of
the researcher to understand the phenomenon aeddkepn the ability of the researcher to

engage with the participant.
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Bracketing can be defined as the process of iiyamgi biases and assumptions the
researcher has related to the phenomenon of ihte@exe these biases and assumptions are
identified, they are held aside or bracketed, sbtihe researcher can assume openness to the
descriptions of the phenomenon (Kleiman, 2004)selRechers often keep a reflexive journal to
aid in the identification of the researchers’ fegh, values, interests, and experiences. This
assists with the identification of biases and agsions (Polit & Beck, 2012).

After the transcripts are read in their entiretybtain a sense of wholeness, they are
reread more slowly. This allows for immersion esdriptions of the lived experience or
intuiting. Another purpose of this second readstp divide the data into meaning units
(Kleiman, 2004). Meaning units are determined wthame is a shift in meaning detected by the
researcher and they are stated in the words gfahecipants (Kleiman, 2004). Meaning units
with a similar focus are grouped together. Thevptes the essential characteristics of the
phenomenon. The essential characteristics arecel]to a process called free imaginative
variation. During this process, the researchegines possible variations of the phenomenon to
see what can be left out before the phenomenos itsedentity (Kleiman, 2004).

Description of the phenomenon is the last stepenanalytic process. The integrated
meaning units give rise to the essential charatiesiof the phenomenon. The essential
characteristics together provide the structureesicdption of the phenomenon.

Sample

There are two types of sampling methods, probghalid non-probability. Probability
sampling allows the researcher to generalize t#ydindings to the general population.
Generalizability in the statistical sense is ngbal of qualitative research, therefore the use of

probability sampling is not necessary or justifigterriam, 2009). In non-probability sampling,
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purposive or purposeful sampling is often usedcp&seful sampling will be utilized when
recruiting participants for this study. This samglmethod offers insight into a particular
situation. Participants will be selected on thsib#hat they can provide access to a perspective
on the phenomenon of interest. The sample sidzédwitletermined by the point at which no new
information is identified. This is referred to@ata saturation. Polit and Beck (2012) suggest
adding one or two cases after reaching saturati@nder to ensure that no new information
emerges. The number of participants needed td rgstaration was not known however it was
anticipated that up to 10 to 15 participants wdagdequired. Data analysis began during the
interview process as the researcher reflected @stdtements of the participants. When no new
ideas were presented, data saturation was reached.
Inclusion criteria for nursing students enrolladhis study were:
1. Full-time enrollment in a baccalaureate nursinggpam using medium and/or high
fidelity simulation
2. Experience participating in medium and/or higtehity simulation in the role of the
primary nurse
3. Age 18 years and older
4. English speaking
Participants will be recruited from junior and sarlevels of the nursing program provided they
have already participated in simulation experienc&sidents from different nursing programs
were sought so that a wider variety of experiermoesd be examined.
Exclusion criteria are:
1. Part-time enrollment in a baccalaureate nursinggf@am using medium and/or high

fidelity simulation
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2. Students who have not participated in medium arfdgir fidelity simulation in the role
of the primary nurse
3. Less than 18 years of age
4. Non-English speaking
Human Subject Considerations
Institutional Review Board (IRB) approval was obtd from the Indiana University of
Pennsylvania prior to the initiation of the studypproval was obtained as required from two
additional educational institutions where particifsawere sought. Participation was voluntary
and patrticipants could withdraw from the studyrat aime with no negative consequences.
There were no anticipated risks associated withghidy. All data was kept confidential.
Participants were assigned pseudonyms. The daatared on a password-protected computer.
Audio recordings were uploaded to the passwordeptetl computer and then deleted from the
audio recorder. Any paper documents associatddtin study were kept in a locked file
cabinet. In compliance with federal regulatiorisdata will be kept for a minimum of three
years.
Setting
The setting was three baccalaureate schools oingurs Pennsylvania where moderate
and high fidelity simulation was utilized. The eascher became aware of the simulation
programs at these universities through personabctswith faculty who teach in the simulation
labs.
The interview setting was an environment that e@sfortable for the participant and
mutually agreed upon by the researcher and paaticsp Locations for interviews included a

conference room and faculty office at one univgraitd a vacant room in the simulation lab at
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another. All participants at the third universityose to be interviewed by telephone. In all
locations, privacy was provided for the interviews.
Procedures

The researcher contacted the nursing programtdiewia email, at the two universities
in Pennsylvania that the researcher was not @aéfdiavith seeking permission to recruit students
in their programs. Emails from the two nursinggyeom directors indicating cooperation were
included in the IRB application. After obtainingB approval, the researcher contacted the
nursing program directors at all three universit@stroduce the study (Appendix A). The
program directors were requested to forward artatienal email to the students in the nursing
program (Appendix B). Two of the program directmsponded to this email, while the third
did not. In the case of insufficient response frgtodents, a second email would be sent,
however this was not necessary.

The invitation email provided the researcher’s émaddress as contact information.
Students who wished to participate in the studyeveirected to contact the researcher at the
email address provided and interviews were scheddatl¢hat time. At this initial contact,
students were asked a series of questions to oottt they met the inclusion criteria
(Appendix C). Interviews were scheduled afterasvdetermined is the student met the criteria
to participate in the study. Times and meetinggdavere at the students’ convenience and
mutually agreed upon by both the students andesearcher. Participants received a 15-dollar
iTunes gift card upon completion of the interview.

Students were provided with an opportunity to @s&stions prior to the interview.
Interviews were conducted face-to-face and by tedap. For face-to-face interviews, consent

(Appendix D) was obtained at the interview appoitinbefore beginning the interview. For
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interviews conducted by telephone an email cons@astsent to the participants, prior to the
interview. The participants printed, signed artdnmethe consents to the researcher through a
method of their choice which included scanning amiling or faxing. Permission to contact
the participants for subsequent follow up intengemas in the informed consent. Contacting
participants for follow up interviews for clarifitan of their initial responses was not necessary.
Data Collection

Interviews were conducted face-to- face wheneussiple. Face-to-face interviews are
preferred for the rich data they provide such asas of the participants’ experience that may
be conveyed through facial expressions, gestuheshing, or tears (Kleiman, 2004). This gives
the interviewer more insight into the participardggperience.

When in person interviews were not possible, datiection was conducted by a
method of the students choosing. Either Skypelephone interviews were offered to students
when face-to-face interviews were not possiblel. sAldents who could not meet face-to-face
with the researcher chose telephone interviewddta collection.

At the time of the first interview, participants rgeasked to complete a demographic
survey (Appendix E). The survey was read to pgditts to ensure consistency. The questions
on the survey asked age, gender, and race. Tley@lo a question asking the participant to
estimate the number of hours they had spent inlation experiences.

The instrument for data collection was the researcfihe means of data collection for
this study was through semi structured, in-deptérulews. Semi structured interviews provided
participants with an opportunity to tell their ston their own words while ensuring that a
specific topic was covered. The interviews usédoad open-ended question related to the

phenomenon. Participants were asked, “What igxiperience of simulation like for you?”
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Subsequent questions for clarification will be gudy the participants’ responses to the initial
guestion. These questions cannot be planned; lrewexamples of possible probing questions
are included in Appendix F.

The interviews were recorded using a digital awdemrder, including interviews done
via telephone. The participants were made awatethie interview was to be recorded prior to
beginning the interview. The researcher took ndtegg the interviews, but this was kept to a
minimum in order to maintain attentiveness and opsa to what the participant was saying.
Immediately following the interview, the researcheade detailed notes of impressions of the
interview. Following the interview, the researchstened to the audio tape in order to make
certain the interview was recorded.

The in-depth interviews generated a large amoudatd and a system for managing the
data was necessary. A pseudonym was assigneddortnscript and included a brief notation
of the demographic data. A combination of colading, phrases and numbers was used to label
the data. A codebook with a key of the codingeaystvas maintained. In addition, a second
copy of the codebook kept on a computer hard dhgewas stored in a separate location from
the original data. This was done in the eventtiatriginal data set or inventory was lost or
damaged.

Data Analysis

The goal of the data analysis is to make sendeeod@ta (Merriam, 2009). Data analysis
was conducted using Giorgi's (2009, 2012) method gside. In all qualitative data analysis,
the analysis begins during the data collection @edMerriam, 2009). As participants were
interviewed, the process of data analysis was adrdwy reflecting on their responses and

making memos and notes on my thoughts.
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During the process of data analysis, an attitfgghenomenological reduction was
maintained. This was done through bracketing andting. During the data analysis process,
what is known about the phenomenon was separaiedgdrevious experience, and the
participants’ lived descriptions of the phenome(®peziale and Carpenter, 2003).

Following the interviews, | transcribed the daBy doing the data transcription myself,
| engaged in prolonged immersion with the datais Tacilitated the data analysis process
through intuiting or being immersed in the desadoipg of the lived experiences (Fain, 1999).

After the data was transcribed, each transcrifgt iead in its entirety to get a sense of
wholeness. Following this step, the transcript vessad slowly immersing the researcher in the
data. The researcher looked for meaning uniteerdata. Meaning units were determined when
a transition or shift in ideas was detected (Kleir2004). After meaning units were identified
and coded, similar meaning units were grouped kegdb provide the essential characteristics
of the phenomenon. The essential characterisecs then subjected to a process called free
imaginative variation (Giorgi, 2009). During thpsocess, all uses of the essential characteristics
were imagined in order to separate those thatssenéial to the phenomenon and those that are
not. This further defined the essential charastied. The last step in the analytic process for
Giorgi's method of data analysis was combininggblsential characteristics to provide a
description of the phenomenon.

Rigor

In qualitative research, rigor is determined byedént criteria than those used in
guantitative studies. In fact, the term rigorastoversial in qualitative research (Polit & Beck,
2012). In quantitative research, the accuracysitidy’s findings is supported through

reliability and validity testing. In qualitativesearch, different methods are used to determine if
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the study findings are accurate. Lincoln and Guiagose five criteria to determine
“trustworthiness’ of qualitative research (PolitB®ck, 2012). These criteria are credibility,
dependability, confirmability, transferability, amadthenticity. These five concepts of
trustworthiness are analogous to the conceptdiabii@y and validity in the positivist paradigm
(Tobin & Begley, 2004). This study utilized Lincodnd Guba’s framework for determining
trustworthiness in a qualitative study.

Credibility is comparable to internal validity inqgmantitative study. Validity determines
how well a study measures the phenomenon of intefescording to Merriam (2009),
credibility attempts to establish if a study’s fings are reliable given the data presented. This
can be achieved through such activities as reféejaurnaling, prolonged engagement, peer
debriefing, data triangulation, and audit trailsn@doln & Guba, 1985). Member checking is
another strategy recommended by Lincoln and Gu®85(ito establish credibility. This study
used the above-mentioned strategies with the exrept member checking. Giorgi’'s method
does not include member checking (Giorgi, 2009).

According to Kleiman (2004), introducing the sultgeinito the analysis is inconsistent
with Giorgi’'s method and with the descriptive Hutis& method. Asking participants to
validate their statements causes them to refldobmehe phenomenon or the experience itself,
but rather on what was said about the experientdgeimterview (Kleiman, 2004). In other
words, the participants will not be focusing on tlescription of the experience as it came to
mind in the interview, but what was said aboutegkperience, thus introducing the participants
into the data analysis. This is contrary to Giargelief that the researcher should perform the
phenomenological analysis, while the participaataain in the “natural attitude” (Kleiman,

2004).
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In order to establish credibility, a reflexive joat was used that included the
researcher’s thoughts about the experiences antpsereading on the phenomenon. Through
this reflection, an understanding of the reseatstmarspective of the phenomenon was gained.
As part of reflexive journaling, the researcheluded a self-interview regarding the
phenomenon. Through this self-interview greatsigint was gained into the researcher’s own
experiences and assumptions regarding the phenoameno

Prolonged engagement refers to spending suffitier collecting data to obtain a
greater understanding of the participants and tiempmenon under study (Polit & Beck, 2012).
Participants were provided up to an hour to tadirtktory. More time would have been allowed
if desired by the participant, however this wasmatessary. According to Polit and Beck
(2012), prolonged engagement also aids in deteatisgerceptions and distortions and allows
the researcher time to develop rapport with thé@pants. This rapport is important to ensure
that accurate information is obtained from partcifs. Interviewing participants until no ideas
are presented also assisted in providing adequggement in data collection (Merriam, 2009).

Peer debriefing, data triangulation, and auditdraie the three remaining strategies that
were used to support credibility in the study. Tésearcher discussed the study and findings
with committee members who are familiar with thepbmenon. Their feedback helped to
assess whether the findings were reasonably bast#ealata (Merriam, 2009). Data
triangulation aims to overcome the bias assocmidusingle-method, single-observer methods
(Polit & Beck, 2012). According to Polit and Be@012), space triangulation is a type of data
triangulation, which involves collecting data om fphenomenon from multiple sites. Data was
collected from participants at three different wmsities. The use of an audit trail involves

systematic collection of materials that would epadn outside reviewer to come to conclusions
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about the data (Polit & Beck, 2012). Examples atemnals the researcher compile for an audit
trail were the raw data, working notes, the refleournal, coded transcripts, and drafts of the
final report.

Dependability is comparable to reliability in a gtitative study (Tobin & Begley, 2004).
Dependability occurs when another researcher doowfthe research process used by the
researcher (Thomas & Magilvy, 2011). In this studigpendability was established through
audit trails and data triangulation. Keeping depafe account of the research process ensured
that the process is traceable and clearly docurdenthis data trail allows others to examine the
research process.

The concept of confirmability represents objecyiwit quantitative research.
Confirmability ensures that the study’s findings dased on the data and not a creation of the
researcher’s imagination (Tobin & Begley, 2004 hisTstudy established confirmability by
careful documentation of the research processdatadtriangulation involving the use of
multiple sites.

In qualitative research, transferability refershte possibility of the findings transferring
to another setting. In order to achieve transiétaln this study, a highly descriptive and
detailed account of the findings including a detitlescription of the setting, and of the
participants through demographics setting are ptede The reflexive journal aided in
providing a rich description of the research precd3ata saturation also provided a rich
description of the phenomenon. According to Menri@009), careful selection of the sample
will enhance transferability. Participants fronffelient universities provided a varied sample
that enhanced transferability, allowing for a geeainderstanding of the phenomenon of interest

by readers of the study.
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Authenticity in qualitative research refers to tegree to which the researcher is able to
convey the meanings of the lived experience optrdicipants (Polit & Beck, 2012).
Authenticity is demonstrated if the reader is dbldevelop a deeper awareness of phenomenon
being described (Tobin & Begley, 2004)). Autheityics demonstrated in this study through the
participants’ descriptions and the researcher’$yarsaof the phenomenon.

Summary

Chapter Three includes the rationale for seledingscriptive phenomenological
approach for this study. Terms and concepts urtigjgealitative research and to the data
analysis of Giorgi are defined, as well as tern @ncepts associated with simulation. A brief
background of phenomenology as a philosophy ardearch method is provided. This is
followed by a description of data collection andiedanalysis used in the study. This chapter

concludes with a discussion of rigor and humanesttlgonsideration.
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CHAPTER FOUR
FINDINGS OF THE STUDY
Early simulation research focused on the relevafsgmulation for nursing education
and student satisfaction (Fountain & Alfred, 200&dley & Horne, 2005; Nehring, 2008;
Nehring & Lashley, 2004; Seropian et al., 2004; t8r&i Roehrs, 2009). Later research in
simulation examined knowledge transfer from simatato clinical practice and the student
experience in simulation (Baxter et al., 2009; Bleed, 2013; Cordeau, 2010; Fountain & Alfred,
2009; Ganley & Linnard-Palmer, 2012; Lasater, 200Hpwever, the research on the student
experience tended to look at one or two facetb®kixperience such as anxiety during
simulation, or the experience of debriefing aftemdation. The purpose of this descriptive
phenomenological study was to describe the expeggeaf baccalaureate nursing students
during simulation from a broad perspective. Thiaater describes the experiences of 15
baccalaureate nursing students during simulation.
Introduction
This study explored the simulation experiencessobaccalaureate nursing students.
Face to face interviews were conducted when passioth three of the interviews being
conducted via telephone. The interviews varielémgth from approximately just over six
minutes to slightly over 22 minutes. During theemiews, students were asked to describe what
the experience of simulation was like for them.eTitterviews began with the researcher asking
the student, “What is the experience of simulalika for you?” Additional questions for
clarification were asked during the interview. $aeuestions varied for each interview
depending on student responses. No follow up bele calls to clarify student statements made

during the interview were required.
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Participants

Participants in the study were baccalaureate mgustudents who had participated in
moderate and/or high fidelity simulation in theurgsing programs. Participants were sought
from three universities in Pennsylvania where matdeand/or high fidelity simulation was used
in the nursing program. The nursing programs danesize. The nursing program with the
smallest enrollment had under 100 students, whéddrgest nursing program enrollment was
approximately 500 students as reported by the coptson in the respective programs.
Participant Demographics

The age range of the participants mirrored thahefage of traditional undergraduate
students. The sample was comprised of primarityales, roughly 66% (n=10) of the sample
was female with approximately 33% (n=5) of the skntgging male. Although the sample
contained a female to male ratio of 2:1 this iscwtsistent with the numbers of male students
enrolled in nursing programs. According to the N(2012) 14% of nursing students in
baccalaureate programs are male.

Participants were asked to state their race/ethyni©®f the 15 participants 93 % (n=14)
stated their race/ethnicity as Caucasian, whileparécipant 7% (n=1) stated their race/ethnicity
as Asian. While this does not reflect the NLN firgs that nationwide in 2012 eight percent of
all baccalaureate nursing students were Asiamasanost likely represent the demographics of
the area where the sample universities are located.

Participants were asked to estimate the numbleowfs they had spent in moderate
and/or high fidelity simulation. There was a ladiscrepancy noted in the amount of time that
students estimated they spent in simulation. Aighg all students were at either the junior or

senior level and were in programs that provided@pgmately the same amount of time in
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simulation, the estimations varied widely. Thesggsher did explain to students that simulation
included time spent in prebriefing and debriefisgagell as the actual simulation itself.
However, it was apparent during the interview pssciat students’ struggled with quantifying
the amount of time spent in simulation. Table dvpies a description of the sample.

Table 1

Participant Characteristics (N=15)

Variable n %
Age
20 6 40
21 4 26.7
22 4 26.7
23 1 6.6
Ethnicity
Asian 1 7
Caucasian 14 93
Gender
Female 10 67
Male 5 33
Estimated time
in simulation
Hours
2 tol0 6 40
11 to 20 6 40
> 40 3 20
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Application of the Method

According to Giorgi (2009), Husserlian phenomengglprovides the means to gain deep
understanding of a qualitative nature regardingotenomenon of interest. A descriptive
phenomenological method as described by Giorgi{R@@s used in this study to describe the
experiences of baccalaureate nursing studentsgisinmulation.

Throughout the data collection and data analysisgss, the researcher assumed the
attitude of phenomenological reduction. This pesceegan when the researcher identified any
personal preexisting biases or assumptions abeyttbnomenon. Setting aside personal biases
is referred to as bracketing and although it carenbe completely achieved, the researcher
attempted to keep preconceived beliefs about teeghenon separate in order to see the
phenomenon as it exists (Polit & Beck, 2012). Arjal was kept by the researcher to aid in the
process of bracketing. The purpose of the jounaa to assist the researcher in recognizing any
biases or personal feelings about the phenomeramright influence the researcher’s thoughts
during data collection and data analysis.

Intuiting is another step in the process of phenatagical reduction. According to
Polit and Beck (2012), intuiting occurs when thgearcher remains open to the meanings
attributed to the phenomenon as stated by thosenat® experienced it. In other words, the
researcher remained open to the description gblle@omenon as it was stated by the
participants. Intuiting is an ongoing process tattinues throughout the data collection and
data analysis process.

Data collection consisted of obtaining concrete @eidiled descriptions of the
phenomenon from those who had experienced it.iet@s were transcribed shortly after they

were completed. This assisted the researchebseguent interviews to direct the participant to
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speak to the phenomenon of interest. This difiers “leading the participant” in that the
researcher does not attempt to get the participasdy specific things that the researcher is
looking for, but rather encourages the particigargpeak to the phenomenon of interest (Giorgi,
2012). Ongoing transcription of the interviewsoaielped the researcher get a sense when no
new ideas were emerging.

Once all the interviews were transcribed, the stépke method as outlined by Giorgi
(2012) were applied in data analysis. The attitnidghenomenological reduction was
maintained by the researcher through separatiorhat was known about the phenomenon from
the researcher’s previous experience and the jpamitts descriptions of the phenomenon. First,
the transcriptions were read and reread to getsesaf the whole. The next step in the process
was the determination of meaning units. Accordmiorgi (2012), meaning units are
determined when the researcher senses a signishdhin meaning. No value is placed on the
meaning units, they merely mark places in the tlapswhere a transition in meaning occurs.
Once the meaning units were established and cedadar meaning units were grouped
together. This provided the essential charactesisif the phenomenon. The essential
characteristics were then subjected to free iméigm&ariation (Giorgi, 2009). During this
process, the researcher alters the different aspéthe phenomenon through imagination by
mentally removing an aspect of the phenomenothidfremoval alters the phenomenon
radically then this aspect is an essential patth@fphenomenon (Giorgi, 2012). The final step is
the integration of the essential characteristits andescription of the phenomenon of interest.

Essential Characteristics
Each participant’s description of their experiedoeing simulation was unique.

However, five essential characteristics were conmyniolentified. These essential characteristics
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were Anxiety, Making Mistakes, Realism, Puttind\lt Together, and Having Value. In this
chapter, the five essential characteristics arerdes] individually and then integrated to
provide a description of the experience as a whole.

Anxiety

When describing their experiences during simulasibiof the participants spoke about
anxiety. This finding is supported by Walton et(@011) who also found that nursing students
experienced anxiety related to simulation. G&t@) reported similar findings of increased
physiological stress in nursing students duringuation. The majority of the participants in
this study, twelve out of fifteen, talked aboutithmersonal experiences with anxiety. While
three of the participants denied feeling anxio@srtbelves, they did talk about anxiety that they
observed in their peers.

When asked what the experience of simulation vkasfbr them many of the participants
started by talking about generalized feelings odetly. Words like nerve wracking, scared,
nervous, and anxious were frequently used to desthnie overall experience. Luke described
the feelings associated with knowing he was goingdrticipate in simulation:

When we first hear that we are going to do simalai even if we look it up in the

syllabus weeks before, we're all terrified. Arichbw that | am terrified because we’re

just so on the spot.

Another participant, Tori, described similar fegsrwhen describing her first experience
with simulation:

Simulation, the first time, | was scared. | wasited. | didn’t know what to expect. |

was like literally shaking before | went in. | wiaslly nervous.
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Some of the participants expressed that as thexpdanore experience with simulation,
they became less nervous, though the anxiousnegss went away completely. For some
participants, feelings of anxiety remained highpitesmore experience with simulation. For
Zane more experience with simulation did not desgdas sense of anxiety:

It doesn’t matter what year we've gotten to, wédeen doing them since junior year, um,

it always seems very nerve wracking. You never kmoat to expect going in ... and it’s

always nerve wracking because you know that theepsors can throw a curve ball at
any time. Whether it was the first one or the tast I've done, | was still very nervous
going into it.
But for others like Alexus, feelings of anxiety sesd to diminish with more exposure to
simulation:

During my first simulation | was kind of worrieddhdidn’t know what to expect and |

was scared, but now that | am in my fourth yeamdw what to expect from simulation

and I'm not worried at all.

The three participants who denied feelings of agxielated to their experiences in
simulation seemed to approach the experience frdiffexent perspective than their peers.
Gabe described feeling confident during simulation:

| don’t really get anxiety. | feel pretty much éident in my abilities so | don’t mind

dong simulation lab. So, I usually volunteer fowhen the option is given ... people

watch us do it, things like that, so we're basigalh the spot which | think a lot of people
don’t like but | don’t mind that and | found thatcan be very helpful.

When discussing nervousness in peers during sironl&abe stated:
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| try to take control of the situation cause | ek that helps other students out, because

| mean | feel very confident in my abilities smhd mind putting myself out there in

front of other students.
The other two participants who did not expressifigsl of anxiety did not speak of feelings of
self-confidence as Gabe did but one spoke of sitmonlas “fun and hard to take seriously”,
while the other participant, Ellie, talked abowlfeg calm and relaxed during simulation:

I’'m not at all frightened like | am for clinicallt’s very relaxed and it’s just kind of a

little awkwardness because you don’t know whakpeeet but it's not a scary thing like

going to clinical and seeing a real person and ldike | don’t know what to do so,
yeah, it's a calm environment.

In addition to generalized feelings of anxiety tethto simulation, many of the
participants talked about causes of anxiety. [Ebaracteristics of the experience that were
related to anxiety were frequently mentioned. Ehgsre feeling unprepared, being observed,
being judged, and anticipating the crisis.

Feeling unprepared. Some of the participants described a sense of inesasrelated to
feeling unprepared during simulation. This feelaidpeing unprepared seemed to have two
causes. First, participants experienced unclgaeaations of what they were supposed to do
during the simulation. Ellie expressed feelingsiotertainty:

Well, a lot of the times you first start off anduyaon’t really have a direction and then

once you get in there it's a lot of awkwardnessseaypu’re not sure where to start ...

and then you know there’s a lot of ‘What shoul@ idoing?’

Cordeau (2010) found that nursing students expegianxiety at different times during

simulation. According to Cordeau (2010) presimolagnxiety stems from the unknowns of the
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simulation experience and is experienced duringgmagion for simulation. When discussing a
framework for implementing simulation, Jeffries (&) states that clearly written learning
objectives are needed to guide students learnisgrnlation. Likewise, Beischel (2013) found
that preparation for simulation was an influentgdtor affecting student anxiety.

The second cause was not having time to reseaegbatient condition, medications, and
treatments prior to the simulation. On some oaresinformation about the patient was given
as early as the day before so participants coddgre. Other times, participants were not given
any information until minutes before the simulatsiarted. The participants expressed varying
emotions about the amount of preparation they pede Presumably those participants that
were closer to graduation would be more comfortadteiving less information prior to the
simulation, and sometimes this seemed to be tmvever, participants at both the junior and
senior level stated they would prefer more timprepare for simulation. Tori described
feelings of frustration when receiving informatist prior to a simulation:

Our Evolve does like certain information but sorhé s not available till right before

the simulation. It's kind of confusing. | wish ted at least one to practice on because

when you are running the simulation it gives y&e lkn EMAR and everything, but it's

really hard to navigate. | mean it’s like with aather hospital computer system, it takes

time to get used to. So, it you haven't useddtyou are trying to do it and you are

running the simulation and times not on your sldke, then of course the patient dies.
Ross spoke of having both experiences of recewifagmation in advance and “just walking in
cold”.

| am just like you know looking over the wholeatiton and trying to think, okay what do

| need to do, what'’s priority, and | mean it's difflt because we are generally given like
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| don’t know, maybe about three minutes to look tive whole situation and what we
have to do.
Of the two situations, Ross expressed a preferiamgeceiving information in advance of the
simulation.
| like knowing beforehand because then you're nansich concerned, like you know
what you are walking into. You have time to lopkduugs, you have time to look up the
different diseases and so you can actually focusamrying out the skills and
participating in the sim instead of thinking, okahat is this, what is that? It just goes a
lot smoother and | think you get a lot more ouit.ofl mean you learn a lot more because
you have an opportunity to look these things upiagdu just walk in and you have no
idea what you are doing, you can’t really look it aght then.
Emma described the experience of receiving ldssnration as she progressed through the
program:
| think as you go on in the program they tell yessl and less and | think sophomore and
junior year you kind of knew what you were going iso you had the ability to plan, but
now it has gotten to the point where they just gme a really quick report, like this
patient just came in for surgery, whatever and then have to go in there and just figure
out what is going on, which I think is a good thamgd a bad thing at the same time.
Another participant Lara, expressed feelings sintdeEmma’s:
| think as | have gotten more experienced | hailterfere competent and | have been
able to see an improvement in what I’'m bringingitaulation. Not so much like | walk

in remembering all the stuff, but | walk in morepared to do the simulation.
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Overall, it seemed that participants understootrheses often get little information just
before assuming care of a patient. However, ppaints expressed a preference for receiving
information well in advance of the simulation expace so they could prepare. Participants
spoke of a better learning experience when thegived information at least the day before a
simulation so they could research the patient’si¢mn and treatments.

Ganley and Linnard-Palmer (2012) conducted a stwtiich in part, reported students’
perceptions of an academically safe learning enuvient. According to Ganley and Linnard-
Palmer (2012) students did not feel academically w&ien they did not have time to prepare
prior to simulation. Beischel (2013) also foundttpreparation for simulation was an important
factor affecting student anxiety. However, accogdio Beischel (2013) students’ experienced
significant anxiety even with longer preparatiands. This may be due in part to how students
prepared for the simulation (Beischel, 2013).

Being observed. Several of the participants spoke of being obsedtgthg simulation.

When talking about what the experience of simutati@as like for her, Abby stated:

| personally really enjoy simulations, umm, | knide it is not always the most popular

thing, you know, it can be a little intimidatingdan can be a little nerve wracking when

you are the nurse because you know all your frieardsvatching.
This sentiment was echoed by other participants asd_ara who spoke about difficulty
concentrating due in part to the experience ofdpeivserved. Lara said:

| think it was hard to think straight, it was hatalremember even the basic things like

okay, | washed my hands, | was reciting to myba&fwas the order that | needed to do

things in and it was very hard to be natural justause I felt like the stakes were very
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high because all of your classmates are watchivigur professor is watching, and it was
just nerve wracking.
A few of the participants spoke of simulation exeeces with larger groups. The participants
who experienced the larger group simulations see¢méd more concerned with the experience
of being observed. One participant remarked:
In a lot of situations there are over thirty peomlatching you so, you know, you feel like
what if | do make a mistake? What is everyonegtarthink of me?
Lara made the following comments when discussiniggoebserved and being an observer in the
large group setting;
And then the stakes are just higher by knowingybat peers are watching and because
| have been an observer myself, | know how easyatsit back and laugh and go ‘Oh
my goodness, | can’t believe how ...’
This was in contrast to the experience of beingeokesl when the groups were smaller. Alexus
talked about being in simulations with groups af@i seven students. When talking about the
influence that being observed had on her, Alexusrmented:
Sometimes they make like funny facial expressiossmething to like make you laugh,
or something that can interfere with it.
While another participant who experienced bothdaagd small group simulations commented
that:
| like the simulation, um, when it's um smallergps. That's when I've had the most fun
with simulation and when we’ve had a lot of intéi@ac ... but, um, when there is, um,

larger groups | tend not to remember the simulaismuch cause everyone kind of
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fades into the shadows, so the most memorableasaashen there’s less people and you

all get a chance to do things.

The experience of being observed was often merdioneelation to feelings of anxiety.
This was similar to the findings of Parker and Mir{(2012). Parker and Myrick (2012), in a
study exploring the social and psychological preesghat occur during simulation, found that
nursing students experienced feelings of disconwben observed by their peers. While there
is discussion in the literature about student'ssive to being on camera, (Elfrink et al., 2009)
only one participant mentioned the experience ofdélmed. That comment was in the context
of being observed and did not appear to be ofqdati importance to the participant. No
participants spoke of viewing the film as parttu tlebriefing process, so it is not known if this
was part of their experience. Perhaps, not viewhedilm after the simulation accounts for no
mention of being on camera by the participantsist study.

Being judged. Another characteristic similar to feelings of anyiwas that of being
judged. Some of the participants spoke at lengtiueithe experience of being judged.
Common to this experience was a feeling of apprabarduring the simulation related to
hearing the judgments of peers and professorsaaftds. While some of the participants spoke
about being judged, Emma spoke about it at lenbjibting others feelings or experiences,
Emma commented:

| feel some people have, that they view sim a tsemegatively then | do, um, and you

know they just view it as, ‘What if | do somethivigng?’ People are going to think |

am stupid and | definitely understand why peopkeragrvous about it.

When describing her own simulation experiences Emtaied, “Inthe beginning | viewed it as

sort of a judgment on me.She went on to talk about being a “spectator” large group
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debriefing and hearing other students makel& comments about the student in the role of the
primary nurse. Emma speculated that hearing soctments influenced students’ willingness
to participate in the role of the primary nursewed as their performance in that role.
Lara described a different experience of being@ad
| don’t think | ever really walked out feeling likelid a good job, um, | would walk out
feeling like there would just be this feeling ie thit of my stomach. Oh, | messed that up
and | then, | know everyone is going to criticiaeg they are going to point out this and
this and this, it wasn’'t overwhelming but theret jwss the knowledge that | didn't do a
perfect job and therefore, um, | am going to havsit there and listen to everything I did
wrong while | was in a stressful situation.
Two of the participants mentioned having their ‘igveove” critiqued, while a third described a
slightly different experience of being judged thiha others who spoke of it. Ross described a
difference between the judgments of the professenrsus the judgment of peers:
Generally, | think the most difficult criticismguess, yeah like criticism, will come from
the professors because the students, they knowvitndgl do the same thing in that
situation and, um, they kind of like don’t wansty, oh you know you should have done
this, or you should have done that. But, the m®des are like, okay, this is what
happened, what should you, you know, have donetaiffdike that.
Little was found in the literature describing a gamexperience of being judged to that of the
participants of this study. However, the expereeatbeing judged, whether by peers or

professors, appears to be a part of the essehaghcteristic of anxiety for the participants of

this study.
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Anticipating thecrisis. Anticipating the crisis is another aspect of thawdation
experience linked to the essential characterigtangiety. In a study conducted by Lasater
(2007), students talked about feelings of forebgdeiated to the recognition that an unexpected
event requiring clinical judgment would occur dgrsimulation. These students related that this
foreboding or anticipation increased their anxietyel. This is similar to the findings of this
study. All but four of the participants spoke abexperiencing this feeling. Many spoke of the
“curve ball’. The following sentiment was echogddil those who spoke of this experience:

You never know what to expect going in ... and ii&gs nerve wracking because you

know the professors can throw a curve ball at amget
Zane talked about his experiences with anticipattegcrisis:

I'll have a patient who you know is completely &akinus rhythm ... then all of a

sudden the patient is telling you, um, ‘I'm noftlifegtoo well’, and then, you know,

unresponsive and then 30 seconds later, you knmwkiyow they go completely out and
you have to start performing CPR, so you know, wtsaty curve ball, you don’t know
what to expect and the professors is kind of gjttiack there being the puppeteer if you
will, puppet master ... to see how you react.
When asked about how anticipating that somethimggisg to happen affects the experience,
Zane replied:

It doesn’t make it any better just because you kniv\w kind of like, uh, watching a

scary movie, | guess you would say, you know, \ehgtiu know something is going to

jump out or not never makes it easier, you nevep k@urself from jumping. So, | would

compare it to that, you know, even though | calnyteh something is going to happen
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here in the next 30 seconds or 45 seconds, asa®itrinappens, it's as real as whether

you knew it was coming or not ... it’s still nerveaeking.

It makes it a little worse because when you're@péting it, you know, you start to

think, okay what could happen next. Well this dddppen, this could happen and this

other thing could happen, so now you have fiveates in your head and you've got

yourself so caught up in thought so that when @sdeappen or when something happens
you don’t even know where to begin.
When describing anticipating the crisis, other ipgrants talked about the professor introducing
something unexpected and serious, often life-tereag) into the simulation and how this
increased their sense of apprehension. One geticsummed it up by saying®he minute the
patient is fine, next minute is going to code.”

Two of the participants, Emma and Gabe also tagiext anticipating the crisis, but
their experiences were different from those ofdtieer participants. Emma expressed mixed
emotions stating that it was both a good thingabad thing to just have to go in there and
figure out what was going on. While Gabe expressatbre positive view:

| think anticipation is a very, very important tlgitm nursing, so | don’t mind that. |

think that's a good thing because in the situatfon’re gonna get things thrown at you

that you are not expecting. So, how do you coantehat so, | feel that’s okay.
Making Mistakes

Although, most participants made some mention dfingamistakes during simulation,
several spoke about the experience at length. $alikex about the value of making mistakes in

the simulation lab rather than in the actual chh&etting with real patients.
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One participant, Leah, stated that she did notrfegking mistakes because she knew she
would have the opportunity to correct them. THistsnent was echoed by other participants
who commented that the simulation lab was the placeake their mistakes, as no harm would
come to an actual patient. Tori summed it up sgyirfeel that | rather make my mistakes in
such a setting instead of doing it in real life.’

Three of the participants spoke more in depth atfmiexperience of making mistakes.
Two of them spoke about a situation where the rikéstead been made by a classmate. The
experience of witnessing classmate making a mistakened to leave a lasting impression on the
participants. In both instances, the classmate gawedication to a patient without first
checking if the patient had allergies. Shortlyafeceiving the medication, the patient went into
anaphylaxis. When referring to the situation, Gstia¢ed:

He won't do that again because that really affedted. | think his face went white just

like, oh God! 1 just, | mean it killed the simutat patient but at the same time | feel like

that is good because you're getting that experiegioa’re not going to do it again in a

real world situation.

Ross speaking about a similar incident remarkidd’|l' never forget.

The experience of making a mistake, themselvessglsmed to leave a lasting
impression on participants. Clare spoke of a rkesthe mistake she made when in simulation:

| accidently once gave a double dose of morphméhe, fortunately just to the simulated

patient not to a real patient. But, | didn’t rezadi that it was two milligrams per milliliter
instead of the one milligram per milliliter. Mystructor pointed it out when | did it and
he’s like well, you wouldn’t have killed them, ot gave them too much morphine and

I’'m like, not a mistake I’'m gonna make in real kifgain. | made that mistake but
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fortunately | made it in an environment where Irdidcause grave harm to anybody.

But, having made that mistake and having like piledessor know | made that mistake,

kind of made me aware and hopefully will stop thatn happening in the future.

When Clare told this story, | perceived that thesze strong emotions still associated with the
memory of this incident, although it had happensadetime ago. Making mistakes is generally
considered a negative thing. However, the paditip focused more on the value of making
mistakes and how it might prevent future mistakéh veal patients. Perhaps Tori summed it up
best saying:

But, it's totally worth going through it and feefjrsometimes like an idiot when you make

a mistake or realize, oh my God that was so stupghould have, you know, thought

about it first but it is so beneficial in the end.

Fey (2014) conducted a gualitative study utiliziagus groups to identify nursing
students’ perceptions regarding debriefing. Oniefthemes identified in this study described
students’ perceptions of making mistakes. Sintdahe findings of this study, participants in
the study conducted by Fey (2014) described fegliatated to making mistakes. For these
students knowing that perfection was not expectesimulation created an environment that was
conducive to learning.

Realism

When recounting the experience of realism, paditip described two different types of
realism. Participants spoke of the realism ofthgent, and the realism of the situation.

Realism of the patient. When talking about their experiences in simulaparticipants
spoke of limitations encountered with the manilassvell as the physical environment where

the simulation took place. The most frequently tizgred limitation of simulation related to

77



having a manikin in place of an actual person agttient. Participants expressed feelings of
unreality due to inability to receive feedback frtme manikin. One participant notéd,ou
have to have a lot of imagination.”

Although, all participants noted that the nursingtiuctor “spoke” for the manikin, other
feedback such as skin color, skin temperature candin pulses could not be ascertained
through assessment but needed to be conveyed Imsthéctor. Lara commented:

| think a challenge is not receiving feedback fittv manikin. Like you can’t watch it's

facial expression, um, or nonverbal cues, um, abwras very challenging.
Emma described a similar experience:

It is a little awkward because you are with a mamind so it is weird because there

aren’t certain things you can do like in some yaua'tfeel a certain pulse or you can’t

give an IV med because they don’t have an IV id,ssmyou’re just supposed to pretend.

So, it’s kind of awkward.

| was doing a pulmonary embolism simulation ang there supposed to have a DVT

and you know their leg wasn’t red, and other stiodit you would expect to see, so it was

kind of like, you kind of feel like you have to,s&h, their leg is red.” And, sometimes
you have to, you know, whoever is running the strarl, you have to say, ‘Oh, what’s
their temperature?’ or something like that and a\wkward and it's hard to know what
you are supposed to be able to do. So, sometioelave to say like, ‘Oh, I'm giving an

IV med.’” Or, can | actually give this, so it doake away from it | think.

Emma also spoke about the difficulty of “holding”her mind all the assessment information
given to her by the instructor, things she coultiotzserve on the manikin, at the same time she

was trying to process what was happening with dtept.
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Other participants also spoke about the lifelessraaf the manikin interfering with
performing physical assessments especially whepahent was experiencing a change in
condition. Such things as changes in neurologitzlis or movement needed to be
communicated to the student by the instructor legdin unnatural feel to the situation for the
students. Gabe’s comments summed up the feelkpgessed by other participants:

You can’t necessarily mimic what really happensehn you can try and try and try in

the circumstance but honestly you can't put it it real world... you are working with

patients that aren’t moving like real patients. uMion’t get that body language, um, you
can’'t read them in that sense.

When asked to describe a simulation that was mdytefar them, two participants
talked about their experiences with standardizegpi in simulation. The descriptions of those
experiences was in sharp contrast with the expeggewith a manikin. The ability to
communicate with the patients was emphasized Qy jpatticipants. Emma described her
experience:

There was one experience, um, | was in home helatibal last semester and they

actually, um, invited theater students to do simoitaand they had each of us, there was

10 of us in clinical, and they had each of us gone at a time with the student and we

weren't told what, we were just told that we wemaaking a visit so it was, you know, we

had to figure out based on their symptoms whatgearsg on. And, | thought it was

really great because it was a real live person waure talking to and you know, they

were actors so they were better able to kind otikte what was actually supposed to
happen, um, and there was, | mean my patient helokties and you couldn’t, | mean she

couldn’t, | mean you can'’t look the part of dialset# like in some situations they were
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supposed to be like an old man in heart failurd,ibwas nice to have someone talking to

you and | felt like you could make more of a cotinacAnd, | felt that they were better

able to give feedback about how they felt we tifeat as a nurse. Um, so | mean, |
thought that was probably the best sim | have been a part of. It was nice to hear
they felt | was responding to their needs and ymankjust what little things that | didn’t
notice | was doing, they noticed. My peers focusete about what | did clinically. In
terms of did | listen to her signs and symptomsyandknow, how did | take vital signs
and stuff like that, but she was more focused amInoeated her like a person.

According to Nehring and Lashley (2009), standadipatients are used in simulation to
provide experiences in communication, assessmedtpatient interviews. Other scenarios
where standardized patients are useful are inrdressaf dementia care and violence prevention
skills training (Nehring & Lashley, 2009; Webster®Bartolo, 2014). Using standardized
patients in simulations that rely heavily on bodgwaments and other nonverbal cues such as
facial expressions provides students with a sehesabty that cannot be replicated with
manikins. The experiences of participants in $higly suggests that using standardized patients
in some simulations provides a better learning B&pee for students.

Realism of the situation. Another type of realism that participants spokeudlyzas
realism of the situation. This had both realisrd ktk of realism aspects. Some participants
felt having nursing students play the roles of pthisciplines was a negative aspect. Alexus,
stated

It's kind of hard to take it seriously because wetdn groups with our class and so it's

not like a real life situation, like what would hzgn. Because in a real life situation if a

patient was like coding, you'd have doctors themd eespiratory therapy and stuff like
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that, not just your classmates. If we had doctbese it would be more realistic, but it's

not too realistic. | think that would help out@ because then you could learn how to

communicate with a real, even if it was just likeesident or something or a medical
student ... because then you could know what thedisdboking for in an order, cause
now we just kind of pick up a fake phone and calbetor and it’s not really like one
hundred percent true what you do in a real situatio

Some participants felt playing other roles, in pafar that of family members, gave
them a sense of how the family member might f&sdbe felt this unique perspective would
enable him to interact better with patient’s fagsli Tessa also described feeling how playing a
family member improved her ability to handle sitaas in the real world:

| played an overbearing mother ... | asked them egeegtion and | bugged them over

and over again ...l think you know having that ex@eee it kind of makes you think

about how you would deal with that in real life.

When describing the characteristic of realismhef gituation, another aspect frequently
mentioned by participants was that of their roléh@snurse. Participants made comparisons
between being a real nursein the simulation lab, and their role as a studanse in the actual
clinical setting. Participants described feelimghbochallenged and excited abduiacticing the
role of the nursein simulation. When comparing the simulation exgece to actual clinical
Ellie said:

There’s lots of times (in clinical) where things{get done, or they’re already done.

They’re in the clinical environment and as a studaurse, a lot of times, especially this

semester, with pediatrics and the ER experienagrg/qust watching. You're not
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actually going in and doing assessments ... in timelsition, it's more, and you're
actually in charge of the person, the manikin.

Leah spoke about being able to do things in sinarahat she was not able to do in actual

clinical:
The simulations have taught me a lot of thingslhdiknow you had to do in real life. |
just remember like when being in the hospital likegver realized how many phone calls
you have to make when it comes to what the patesgds. For example, we had to call,
um, to get labs, we had to call to call to makeedhe labs were actually coming back,
we had to call because there was an allergy, wetbaill because they were hungry
and | never realized ... that was probably one ofabier things for simulation for me.
When comparing simulation to actual clinical stutdeoften mentioned the lack of

teamwork and collaboration they felt in actual idal. Hanna described her experience:
When we do simulation here, we do as a group. &teamwork and that does help me
understand that you're gonna be working on a teama matter what department you
go into.

Ellie also described the experience of teamworkinmulation as compared to actual clinical:
You also have like four other students with yout'smot like you're being pushed into a
room and saying take care of this person. It's fatlner people and you can be like,
should we do this, yes, we should do this anddamit think that's a good idea, so it's
really nice.

Participants spoke about how simulation allowednthe practice the role of the nurse

and work on a team, something they felt they weigble to do in actual clinical. However, they
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also described how at times the unreality of theutated environment interfered with the
experience. Nathan remarked:

Sometimes we don’t go through the actual realhtgions of like scanning of the meds,

and doing those kind of things, sometimes it isafidhere and definitely in our sim labs

we don’t have EMARS and things like that. And,nwae go to the unit we go on the
computers, that's what we do... but they've (simaigtgot like the papers and so
sometimes like flipping through, | have seen ositedents do that where we get stuck
and then we are like, okay, what do we do now artiéwverything is right there and

we’re used to that, that is kind of how we are gérought up in the profession that we

can go and hit a button and we get labs and thiikgsthat.

When discussing realism of the situation, partietpaften made comparisons between
simulation and actual clinical experiences. Althlouthe simulated environment lacked many of
the technical features of a real hospital settuagticipants focused more on the differences in
their roles and on teamwork. The descriptiondeirtexperiences seemed to indicate that for
the latter, the simulated environment actually pted the more realistic experiences of working
as a primary nurse and as a member of a team.

In simulation, the term fidelity refers to the degito which reality is replicated (Seropian
et al., 2004). Fidelity most often refers to tigeet of manikin or task trainer used, however, it
also refers to the recreation of a real-life siturat The degree to which students benefit from
simulation may be directly related to the realigdnthe simulation. According to Jeffries and
McNelis (2010), simulations must include realigiftysical, emotional, and conceptual factors to
make the learning experience as close to the redtiexperience as possible. Only then can

students suspend disbelief and become immersée isimulated learning experience.
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Putting It All Together
When discussing their experiences in simulatiantigpants often referred to the time
after simulation, the debriefing, as the most vhalegart of the simulation experience.
Participants identified the debriefing as a positxperience where they were able to reflect on
their actions. This reflection together with feadk from instructors and peers assisted
participants in gaining insight into their actiorBarticipants felt that debriefing helped them to
integrate prior learning into their current praeticThey often spoke otbnstructive criticism”
and stated this helped them to make connectionserVdsked to describe his experiences in
debriefing Nathan said:
That's probably the best part of the whole expergenThat’s probably the part | pay the
most attention to. You run through the sim, you kif just run through it, you know, you
stumble through the whole process and when weogitliriefing we really connect
everything and we reflect on what we did and thatere we're all really like, we all
talk about what we did, um, we talk about what wela/ improve and you really learn
from it. We think back and okay we did this andiwe things differently, um, definitely
honing in on assessment skills and things like ithptobably the most effective thing.
Leah spoke about her experiences in debriefing:
That's really good because that's when the uh, Etan instructor really can say like
you really did great on these key points, but lgtsn depth and talk about these other
ones and then you are really able to look at andikee you know, during the simulation
you guys didn’t look up these medications but lsendily you need to. Now, let’'s
actually go and look them up and learn, and sorgally just forwarding, um, like

forwarding what we’re learning in class with simtita, with real life and it's
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information we’re going to keep using. So, | thidbriefing is probably one of the
really key points about simulation. Like it's rgaimportant to do the methods and know
how to do them but when you’re debriefing it's imant to know why (emphasis added)
you did what you did. And, it’s really good to hdike the back and forth with the
instructor, is probably what the best is.
Other participants recounted similar descriptiohtheir experiences in debriefing. Participants
appreciated the close interaction with instructord valued hearing not only what they did
wrong, but what they did well. Clare explains:
| generally like it because sometimes | do thitngd tould use improvement that | didn’t
pick up on when | was doing it. And, the professoe generally really good about
saying, well this is what you did wrong, but her&'so what you did right instead of just
berating us for the mistakes we made. So, | gdgaeally like the evaluation at the
end.
Although all participants described debriefingipositive way, one participant, Lara
described feelings of anxiety related to debriefing
| think there is still a little bit of apprehensigust because you walk in that room and
you see anywhere from 10 to 30 to 60 people althwag) you come in and, um, you
know, they all saw that and they all have their apmion about how I did. And, | know
everyone has a different level of how they handtegnal criticism, that’s not a strength
of mine and so | think that there still is anxietgh that. And, sometimes depending on
what comments are made during post conferencethayte valid, sometimes, | just
have to shake it off and say, ‘“You know what, ltkd@lbest | could.” And | learned from

it and move on and just try to forget about it.
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Other participants spoke about the good feeling wt when they were the one in the group
who was able to figure out what was wrong whenrtheers wereciueless”. One participant
stated when he did well he felt lika thampion”. Luke probably articulated this experience
best:

Once we leave the simulation we go back to the roookay you did all of this right but

you missed all of this so it’s kind of, when youkveaut you hope, you cross your fingers,

it's okay, the good list is longer than the bad.li&\nd, | was actually the nurse in a

simulation today and, um, | feel like we did reallgll and we got back to the room and

my peers and my teacher told us that, um, we dlterlly well so | felt good about that
simulation.

The debriefing process following simulation is & art of the learning experience.
During debriefings students have the opportunitsettect on their actions. This reflection on
action enhances learning. Debriefing began imihigary. Following missions or training
soldiers were brought together to analyze the et had occurred and how develop
strategies for how things could be done differeitlthe future (Johnson-Russell & Bailey,
2010). Debriefing is also a vital part of the l@ag process in healthcare simulation. The
debriefing process enables students to reflechein &ctions. This reflection fosters the
development of clinical reasoning, clinical judgmyeand critical thinking skills (Arafeh et al.,
2010). Although, organizations such as INACSL hawviéten simulation standards, including a
standard for debriefing, specific techniques andejines are still being debated in the literature
(Fey, Scrandis, Daniels, & Haut, 2014). Varioubrdsing techniques and strategies abound.

Some commonly accepted strategies are to begimefialgrwithin five minutes of the
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simulation, use of open ended questions, and malebgefing time at least three times the
length of the scenario (Arafeh et al., 2010).

While experts debate best practices for debriestggents are being debriefed following
simulations in a variety of ways. The participantshis study were from three universities and
the debriefing strategies employed varied betwherthree programs. In spite of the differences
in debriefing technique, one thing was abundari#grcto this researcher; the participants felt
the debriefing was the most important part of theutation experience.

Having Value

The final essential characteristic of simulatioméodiscussed is that of Having Value.
Although, participants spoke at length about shaigs as anxiety during simulation, and the
powerful learning experiences in debriefing, tharelsteristic of having value was never far-off.
Sometimes, participants mentioned having valuésiown right, and at times when describing
some of the other essential characteristics.

Several participants spoke of the opportunitiey tk# simulation provided them with,
opportunities that were often missing from an dotlinical experience. Clare described
simulation as an opportunity for her to performliskhat she did not have the opportunity to do
in actual clinical:

| enjoy simulation very much. It think it is a gt@pportunity for me to get my hands on

things | can’t in regular clinical. Like, we're nallowed to do IV push or anything like

that uh, we don’t even, uh, | have never hung gybgck in the actual hospital
situations, only here in clinical so | love thageét my hands on things like that before
clinical... | like that I've had the opportunity t@dnstead of to watch.

Abby expressed feelings similar to Clare’s:
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| wish we got to do them more, had a little morpapunity. Because | mean, | know

that we have all this awesome equipment and like kpow, crazy technology, to make

these simulations and it's awesome to be in theiteddut especially as a nursing
student there is only certain things you can danrmactual hospital setting. So being
able to practice the skills we will be entitleddo once we’re an RN is really beneficial.

So, um, | wish we would do it twice a semesteeatsbf once or just, you know,

something, | don’t know even just to master thifge of anxiety.

Other participants described the characteristitaving value when they spoke of their
experiences. One participant stated that he vdioadsimulation helped to transition from the
classroom to an actual clinical setting.

| think it's, you know, a good way to kind of peMerything together before we are

actually taking care of patients who are actuallgks | like it. | think it's a good

element of nursing school.
Nathan also described how simulation had valudifor

It's very good to have. | wouldn’t imagine a pragr without one. | do really like it

given certain kind of flaws that are kind of inabike. But as far as, um, bringing certain

conditions together that we go over, cause wedahtut them in our theory classes, we
will see them on the clinical floor and simulatikind of fills in what we don’t see, cause
there are lots of things that we are taught thatdee't see, so it does fill in the gap,
which is very, very nice. So, | do enjoy it, ieddave its flaws but you know there is

only so much we can do about those ones, but hphy ¢hem.

88



Another participant spoke of simulation as a go@y o try things that she was not
confident with. This participant liked how the nilan was an older patient, which gave her the
opportunity to practice communication skills witipatient older than herself. Leah commented:

| had a fear of like authority with somebody whoswéder than me because we started

right out in geriatrics and we went to med-surge’'Vé never had, | don't think I've ever
had a patient under thirty and so, um, being ableyou know, playing the voice of the
manikin, | guess, is able to throw some challeragese that | can really practice and

like kind of get the groove of words that | wans&y and how to deal with situations...

it's like a good way to get all your fears out tre ttable and then be able to do the same

situation over and not interfere with someone.
Perhaps, Tori summed it up best with her remarksitathe value simulation had for her:

| think, you know, the schools that don’t do simtinlashould look into including it and

schools that do it should look into doing it moecause | find that, yeah, clinical is

beneficial but it's a hit and miss whether someghsigoing to happen for the most part
and simulation, you can have something thrown atamd you can learn how to deal

with it without any real consequences. There’ssegiuences in the moment but it's not a

real individual and you learn, like okay, if thiappens after | graduate that this is how |

should start thinking and this is how | should staacting.

So, despite the lack of realism, the awkwardnegalkihg to a manikin, the anxiety of
being observed by peers and professors and themged the things you did wrong afterwards,
participants still found value in simulation. Thiglue seemed to outweigh the negative aspects.

Feingold et al. (2004) found that students valuediktion as a learning experience.

This is further supported by the findings of Wott®avis, Button, and Kelton (2010) that
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students were enthusiastic in their comments reggsimulation and expressed a desire for
more simulation experiences. Many of the partictpaf this study also commented that they
wish they could have more simulation in their nogsprograms echoing Hanna’s comments, “
really like sim. | wish we had more.”

Summary

The participants in this study described theirezignce of simulation in their nursing
programs. These participants’ stories contaircladiescription of the simulation experience
providing this researcher a greater understandinghat the experience of simulation is like for
a baccalaureate nursing student.

Although each participant told a unique storyeesial characteristics of the simulation
experience were revealed. An analysis of the gegmns revealed the common ground between
participants’ experiences. Many of the particigaspoke of a feeling of anxiety associated with
simulation. There was anxiety for participantd krsowing they were going to participate in
simulation. As one participant saidVhen we know we’re going to have to do simulation ...
we're all terrified.” In addition to an overall uneasiness regarding Etan, there were four
characteristics of the simulation experience thated anxiety. These were feeling unprepared,
being observed, being judged, and anticipatingtlss. Participants spoke of each of this
characteristics in the greater context of anxiety.

Participants also described the experience of ngakiistakes in simulation or even just
witnessing a peer make a mistake. This experiseemed to leave a lasting impression on the
participants. Although, participants did not wemtmake mistakes, in fact they feared doing so,
they still found value in it when a mistake was ma&everal participants spoke of how relieved

they were that they made the mistake in simuladimeh not in actual clinical. They spoke of how
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having made a mistake in simulation would prevhatit from making the same mistake in
actual clinical and they were grateful for this.

Realism, the replication of a real life situatican be difficult to achieve in simulation.
Participants described two types of realism whestuleing their experiences. One type was
realism of the patient. In this type, participat¢scribed how it felt to work with a manikin
instead of an actual patient. They described &arto “pretending” the manikin was alive.
Things such as skin color and temperature, no memgmand no facial expressions to provide
cues to things such as pain or distress all intedfevith ability to suspend disbelief when
working with the manikin. Several participants spof feeling awkward talking to and
providing care for the manikin. The inability teesphysiological changes in the manikin made
it difficult for participants to grasp quickly whehe patient’s condition was deteriorating. One
participant remarked that it was difficult for terremember all the signs she could not see (but
was told by the instructor) such as the leg isamed swollen. This participant felt that it was
difficult to hold these things in her memory whillee was trying to assess what was happening
with the patient.

Participants also talked about the realism of thumBon. Sometimes they commented on
how unrealistic the simulated hospital room was laow different the equipment was compared
to what might be found in the actual clinical sedti For example, on participant mentioned that
in the hospital students used the electronic heattbrd, but in simulation the patient had a
“paper chart”. However, it was interesting to ntttat there was another side to realism of the
situation, and this pertained to the roles thatigggants played in simulation as opposed to their
actual roles in the clinical setting as nursingistus. In this case, participants did not mind tha

the simulation was not the real experience theyihadtual clinical. They described playing the
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role of the RN and being allowed to do things muiation that could not be done in actual
clinical. Although, they felt this was not reaigstparticipants appreciated the opportunity to
“play the role of the nurS@nd to do things in simulation that they were alddwed to do in
clinical such as giving IV push medications oricgjla physician for a change in patient status.

Participants described the experience after thalatmon scenario was over as a time for
putting it all together. Although they sometimearked the criticism of their peers and
professors, they also spoke of liking the experenittalking about what they had done well and
what needed improvement. Most participants tatdaaolt this experience as not only a time for
learning but for personal growth. Comments werdergbout how the debriefing time after the
simulation helped participants to make connectlmetsveen what was learned in class and what
they were doing in simulation. Many valued thesel@ontact with instructors and felt this was a
more individualized way to learn.

In spite of the anxiety, lack of realism and otharriers that participants described, they
attributed great value to simulation. Participadgscribed many beneficial features of
simulation. One participant statén ‘spite of all the discomfort, it's still worthwhi” Others
echoed that sentiment, another participant stattivwgs one of the best parts of nursing school.
One lament heard from all students no matter wieit tndividual experience of simulation, was

that they did not get to do enough simulation dr&y twould like to do more.
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CHAPTER FIVE
REFLECTIONS ON THE FINDINGS
The purpose of this phenomenological study wateseribe the experiences of
baccalaureate nursing students during simulatidescriptive phenomenology is used when
little is known about a phenomenon. As the usgrolilation increases there has been a
corresponding growth in the literature regardingudation. However, the literature describing
the student experience in simulation is scant, ¢élveangh simulation has been used in other
disciplines such as aviation and the military, &l &s in nursing education for some time.
Understanding the student experience is imporamidrse educators as the use of simulation
increases in nursing education. The knowledgeegkirom this study can be used by nurse
educators to design and implement learner centtedational experiences in simulation.
Introduction
From the interviews of 15 baccalaureate nursiodesits, a description of the simulation
experience emerged. Giorgi's (2009) method of datdysis was followed to discern the
essential characteristics of the simulation expeee Five essential characteristics were
identified. They were Anxiety, Making Mistakes,dkem, Putting it all Together, and Having
Value. Two of the essential characteristics hadmanents that were distinct from each other
although clearly a part of the essential charastieri The characteristic of Anxiety also had
components of being unprepared, being observedglpedged, and anticipating the crisis. The
essential characteristic of Realism had two compt¢hat of realism of the patient and realism
of the situation. Each of these five essentiatattaristics was described in the previous chapter
and supported by student comments. In this chapiemeanings and understandings of the

findings are discussed in relation to each esdettaracteristic and of the experience as a
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whole. Implications and relevance of the findifgsnurse educators are offered. Strengths and
limitations of the study are examined. Finall\caemendations for future research are made.
Assumptions

Prior to conducting this study, the researched hssumptions about the student
experience in simulation. One assumption wasttieastudent experience in simulation differed
from the student experience in the clinical arBarticipant comments supported this
assumption. When describing their experiencegmulation, participants often made
comparisons between the simulated experience andithical experience. These comparisons
were seen in all of the five essential characiessbut particularly when participants spoke of
the essential characteristics of Anxiety, Makingtdkes, and Realism.

Another assumption held by this researcher wassthaulation provides a unique
learning experience for students. This assumptias also supported by the findings of this
study. Participants spoke of how simulation predidhem with a learning experience that was
unlike any other they encountered during their ation.

From personal experience, this researcher hasvaasthat students are unfamiliar with
simulation and what is expected of them during $athon. This was particularly true for
students who had little experience in simulatidine participants of this study expressed similar
views. Participants frequently referred to not\wimg what they were expected to do.
Participants in the junior level expressed grefgtelings of uncertainly than seniors.

This researcher also felt that there were stugerdeptions regarding their experiences in
simulation that faculty are unaware of. The firgdirof this study support what is already known
about the student experience in simulation. Hpénds of this study reported feelings of

anxiety, difficulty with the unrealistic aspectsfmulation, and of the value that they placed on
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simulation. These findings are supported in ttexdture, however they are some variations in
the findings of this study that contribute new kiedge. For example, when speaking of
realism participants spoke not only of the limas of the HPS, something that appears
frequently in the literature, but also of the diffnces between their nursing student role in
clinical and being in the role of the nurse in diation. This was an aspect of the essential
characteristic of Realism that participants valugaother unique findings of this study was the
value participants placed on making mistakes irutation. Rather than viewing this as a
negative experience, participants of this study saking mistakes in simulation as an
opportunity for learning.

The final assumption held by the researcher reggauttiis study was that participants
would experience simulations done for evaluatidfedently than simulations conducted solely
as a learning experience. This assumption wabaroe out by the findings of the study since
no participants of this study engaged in simulat@mrevaluative purposes.

M eanings and Understandings

Each participant described their experiences iuition. Although the descriptions
were unique five essential characteristics emefiged the students’ stories. Following is a
discussion of the essential characteristics ositmellation experience for the participants of this
study.

Anxiety

The essential characteristic of Anxiety had founponents. These four components
differed from the essential characteristic of atygsiaowever caused anxiety and therefore were a
part of that essential characteristic. Most pgrdints spoke of feeling anxious. Although there

were three participants who denied feeling anxtbesselves, they easily identified anxiety in
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their peers. Some participants spoke of feeliegified” and described physical manifestations
of anxiety such as “literally shaking”.

Feeling unprepared. Participants spoke of feelings of being unprepénatirelated to
unclear expectations and lack of preparation tiefere the simulation. Techniques for
implementing simulations varies among nursing paotg. However, according to Brewer
(2011) setting clear expectations and allowing etisitime to prepare for simulation activities
improves the learning experience. Standard I\hefINACSL Standards of Best Practice in
Simulation addresses the preparation time befonalation, often called prebriefing (Franklin et
al., 2013). During this time students should berded to the equipment, provided with ground
rules for the simulation, given background inforimatregarding the simulation scenario and
then given time to develop a plan (Franklin et2013). The length of time devoted to
prebriefing will vary according to the objectivefstioe simulation.

Participants of this study spoke of a better lesgr@xperience when given time to
prepare for the simulation beforehand. This pragoam often took the form of a “mini report”
where students received the patient’s diagnosimpcbid conditions, medications, and
treatments the day before the scheduled simulatizme participant who had experienced
simulation with and without time to prepare, exgegsa preference for receiving information in
advance of the simulation. This allowed the pgréint an opportunity to use that information
during the simulation to assess the patient’s dardand to plan care accordingly. This was
important to participants who often found it difficto make sense of what was happening to the
patient with no prior information or informationgsented minutes before the simulation started.
When receiving information just prior to the sintida, one participant described feelings of

frustration when trying to make sense of the situeand intervene in a timely manner before
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“the patient dies”. Feeling unprepared heightethedsense of anxiety for those participants who
spoke of it. These findings are supported by Beis(2013) who found students that reported
feeling ill prepared for simulation experienced manxiety.

Being observed. Being observed during simulation also heightenedstmsation of
anxiety for participants. Participants describethf observed as “intimidating” and “nerve
wracking”. One participant spoke about difficuttgncentrating due in part to knowing that
others were watching. This participant felt thatidg simulation “the stakes were very high”
because classmates and the professor were watchimg correlates with the findings of Parker
and Myrick (2012) that being observed during sirtiatacauses students the sensations of
anxiety, fear, and stage fright.

Some of the participants experienced simulatidarnge groups sometimes with 20 or
more students observing. These participants espdegreater feelings of anxiety stemming
from being observed than did students who repa@itedlation experiences in groups of seven or
less. Participants who experienced larger simaagroups talked more about concern over
what others were thinking of them. These participawho themselves had been observers in
large groups at some point, described the experiehknowing that others were viewing the
simulation from a remote location. They reporteak observers in the remote location often
made demeaning comments about the students daergjrhulation. This knowledge caused
increased feelings of anxiety for these participarithis was in contrast to participants who
experienced small group simulations. Participantsnall group simulations talked more about
the interactions among participants and expresssddnxiety in relation to being observed. One

participant who had experienced both large andlggnalip simulations expressed a preference
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for small group simulations stating that small gr@imulations were more memorable; there
was more interaction between participants andatgarticipants “get a chance to do things.”

Only one participant mentioned being videotapedndusimulation. This participant was
speaking about being observed and mentioned vipieotas part of the experience; however,
videotaping was not the cause of anxiety. This iontrast to the findings of Elfrink et al.
(2009) that being videotaped and viewing the vidpetduring debriefing was one thing students
most wanted to change. In fact, Elfrink et al.q2pfound students viewed videotaping so
negatively that faculty feared it would alienatedsnts toward simulation. The experience of
this researcher supports the findings of Elfrinkle{2009). In working with students in
simulation, this researcher found students reantgehtively to being videotaped and even more
negatively to watching the videotape during debmgef Additionally, participants in this study
did not mention viewing the videotape after simolat If in fact they did not view the
videotape, this might explain why they expressedmdety regarding filming.

Beingjudged. Another component of the essential characterigtangiety was that of
being judged. The participants’ perception of ggundged by peers and professors caused a
sense of apprehension. Some of this apprehensomsed from imagining what peers were
saying about the participants as they observedithelation. At other times, the apprehensive
feeling arose from the anticipation of awaiting fjnégment. One participant summarized this
when she stated, “.I.am going to have to sit there and listen to etreng | did wrong while |
was in a stressful situation”Participants spoke of having their “every movatigued. One
participant felt that being judged by the professas worse than being judged by peers.

Although the two essential characteristics of hgutged and being observed shared

some commonalities, the experience of being judtiered from that of being observed. When
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participants spoke of being observed they mainty$ed on being watched by others. When
describing being judged, participants talked mdreud how they perceived that the observers
would judge them. Participants often anticipatedative judgments from those observing.

Anticipating thecrisis. During the simulation experience students are déead with a
patient in crisis. Commonly, simulation scenabegin with a stable patient who quickly
deteriorates with life threatening problems. Thaganty of the participants discussed this
experience in a negative light referring to “theveuball” that faculty could throw at them at any
time. Participants spoke of how the patient wasand well and talking to them one minute
and in cardiac arrest the next. The comparisant€ipating the crisis in simulation to
watching a scary movie was made. Knowing that shimg is going to “jump out” doesn’t
make it less nerve wracking. Participants repopiidg distracted by thoughts of what was
coming, so much so that when the crisis actualuoed they did not know where to begin.
Only one participant had a positive view of antatipg a crisis. This participant felt that
anticipating potential problems in a patient iswienportant in nursing and that practicing this in
simulation was helpful.

The level of the participant had an effect on tir@ant of anxiety caused by anticipating
a crisis. Senior level participants (n=8) repotest anxiety than did junior level participants
(n=7). This may be due to several factors. Serharve more knowledge, and clinical
experience from which to draw on. They also hawveensimulation experience. Although,
senior level participants seem to express lessegnttian juniors, all participants talked about

the anxiety they felt during simulation experiences
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Making Mistakes

Although students described anxiety, they alsoge@®d that simulation provides a safe
environment where students can make mistakes drfthnm actual patients. The essential
characteristic of Making Mistakes, although seeiyimglated to being judged, did not cause
anxiety in participants. Rather, several partintpan this study spoke about the value of making
mistakes in the simulation lab setting rather thvwen working with real patients in the clinical
area. The ability to correct their mistakes arstudss the consequences of their actions with
faculty made something that would ordinarily begegéred as a negative experience, a positive
one for participants of this study. Making a mkstén simulation seemed to make a lasting
impression on participants. Although, some spdkaistakes they had made, others talked
about mistakes their peers made during simulatioreither case, participants learned valuable
lessons from these mistakes. Similarly, Lasat@® 72 found students felt they learned the most
from the experiences where they performed the worst
Realism

Another essential characteristic of the simulaga&perience revealed in this study was
that of Realism. In simulation, realism is theemttto which reality is replicated. According to
Feingold, Calaluce, and Kallen (2004) the most essful simulations are those that recreate
real-life situations. Cordeau (2010) found that thore realistic the setting, the easier it was for
the students to immerse themselves in the simulatio

The participants in this study described how ssaleffected their experiences in
simulation. Two types of realism were identifiedrh the participants’ comments. These were

realism of the patient and realism of the situation
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Realism of the patient. When referring to realism of the patient, particifzaoften
spoke of working with the manikin. In fact, the shérequently mentioned limitation of
simulation was that of having a manikin in placeanfactual person as the patient. All of the
participants noted that the instructor or anotlwadent gave verbal feedback for the patient and
that this was helpful in establishing a sense alisen. However, there were other limitations
encountered when using a manikin that made itadifififor participants to put aside the
unnatural feel of the simulation. Participantsadd®d feeling like they were acting or that they
needed a lot of imagination during simulations.

Performing physical assessments, particularlyalhibat involved a change in patient
status were difficult due to the lifeless natureéhef manikin. Oftentimes, participants had to ask
things such as what is the skin color or tempeeatoes the patient have edema? Sometimes,
the manikin was not prepped to show the assesdimdirtgs, but at other times there was an
acute change in condition that could not be obskwwiess the simulation was stopped and
changes were made to the manikin. Participantsdalis aspect of simulation unnatural. One
participant spoke of the difficulty of “holding” ssssment findings that she could not see, in her
mind, while she continued to gather and processnmdtion. Lack of nonverbal cues and body
movement were other aspects of working with theiknanhat adversely effected realism during
simulations. The feelings of several participamtste summed up in the words of one
participant who said, “... you are working with patig that aren’t moving like real patients.
You don't get that body language, um, you can’tirkleem in that sense”.

Some participants spoke of working with standadipatient actors. This experience
was in stark contrast to working with the manikilthough, participants did feel it was

somewhat unreal for a healthy person to portragteept with significant health problems that
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was not the focus in the descriptions of the statidad patient experiences. Communication
was the aspect of those experiences that partisiggoke about the most. Those who described
these experiences emphasized the connection betihvemselves and the patient. Feedback
from the standardized patient was also listed l@sn&fit over working with a manikin.

Feedback came in two forms, during the simulatiothe conversation with the patient and after
the simulation during debriefing, as the standadigatient would provide feedback. It was
interesting to note that some participants desdribeling that the feedback from the patient was
valuable in a different way than feedback from peéfhose who spoke of this experience felt
that peers focused on the technical aspects sysbrimsming skills; while, the patient gave
feedback on how they felt they were being treatetifeow the student responded to them and to
their needs. Using the manikin does not afford thpe of feedback.

Realism of the situation. Realism of the situation was another component®f t
essential characteristic of Realism. Participdetscribed the experience of playing roles other
than the nurse during the simulation. This compbm&s discussed in both positive and
negative terms. Participants described playingadhes of other disciplines in a negative light.
For example, participants felt that calling the tdocwho was played by another nursing student,
was not that helpful in learning how to communiocatth physicians. Participants also felt that
playing the role of doctor or other provider waasg’ because they always got a script to read
from. When talking about playing the role of fagpmhembers, however, participants spoke more
positively. Participants felt that role playingrfdy members gave them a better sense of how
families might be feeling. This perspective endldudents to interact better with family

members in actual situations. This correspondeischel’s (2013) findings that playing the
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role of the family member assisted students wittheustanding the experience from the
perspective of the patient’s family.

When discussing realism of the situation, compasssere made between simulation
and clinical experiences. Here participants disedgheir experiences of being in the role of the
nurse in simulation as compared to being in the oblthe student nurse in clinical. Although at
times they were uncertain of the nurse role, padits described feeling challenged and
excited by being able to do things in simulatioattthey could not do in actual clinical.
Participants also described feelings of teamwork@oilaboration in the simulated experience.
They described this as different from actual cihiwhere participants said they were often alone
with no immediate support from peers or instructor.

There were other differences between the simulabquerience and the clinical
experience that related to realism of the situatibhese differences related to unrealistic
environments in which the simulation took placej aquipment or technology that did not
reflect what is being used in practice. Severdigpants mentioned the practice of using paper
charts in simulation instead of electronic heatttords as an example of an unrealistic
environment. Although, the simulated environmdterolacked the technical features of an
actual hospital, participants focused more on tfferdnces in role and the ability to work as a
member of a team when describing realism of thesadn.

Putting It All Together

The essential characteristic of Putting It All Btlger emerged from the participants
descriptions of the debriefing phase of the simotaéxperience. Debriefing, following a
simulation, is a critical part of the experiencteaflasting two to three times as long as the

simulation itself. Most of the learning from siratibn has been reported to take place during
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debriefing (Arafeh et al., 2010). According to fgla et al. (2010), “Debriefing is often a
delicate balance of passing judgment without bgidgmental” (p. 305). During debriefing
students are able to reflect on their actions argdthrough this reflection that learning occurs.

The participants spoke of different debriefing t&tgses that were employed by the three
universities they attended. Even with differernpexences in debriefing procedure, all of the
participants of this study expressed the opini@ah tiebriefing was the most important part of
simulation. Several participants spoke of the epee of reflection on their actions after
simulation during the debriefing phase. They mef@ito debriefing as the part where, “... we
really connect everything.” Others commented thedugh discussion and reflection they were
able to think through how they might do things eliéntly and that this enhanced learning. Still
others stated it was the part they paid the méshidn to because it was the key part of
simulation where they began to understand why tie&y to do certain things, not just how to do
these things. The words of one participant talldbgut debriefing summed up the sentiments of
most saying, “That’s probably the best part ofwlmle experience”.

Participants valued constructive criticism of th@arformance, not only from professors
but from their peers as well. Although seemingly same, the debriefing critiques differed
from the feeling of being judged that participasp®ke of in relation to anxiety. The feeling of
being judged came from an awareness that otheemstsidhight be making negative comments
while observing the simulation. This was in costi® the descriptions of debriefing where
students felt the comments were positive and aiatdIping them to learn. Although several
participants did comment on feelings of apprehangiben entering the room for debriefing,

these comments were made mainly by participantgrgé group simulations. Participants in
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groups of seven or fewer students expressedftlitthe feelings of apprehension related to
debriefing.

The skill of the faculty facilitating the debriefi also seemed to influence the experience
of debriefing for the participants. Some mentiotieat some professors were “better” than
others during debriefing. Many spoke of the goselihg they got when they when felt they had
done well and this was affirmed during the debnigfioy their peers and the professor. Referring
to how he felt when he did well one participantidae felt like “a champion”.

The importance of the faculty role during debrigfia supported by two of the INACSL
Standards of Best Practice in Simulation that asdtiee competency of the debriefing
facilitator. Standard V states that to be profitia facilitator must have education in simulation
including formal coursework, continuing educatioavork in simulation with a mentor (Boese
et al., 2013). The debriefing process itself idradsed in Standard VI. In this standard, the
importance of education for those facilitating slation is reiterated. Criterion 1 for this
standard provides guidelines to ensure competenwayé simulation facilitator. Some of the
recommendations are that simulation facilitatoisusth have formal training and competency
assessment as well as actively maintaining skitisugh simulation experiences (Decker et al.,
2013). In order to promote student learning thhosignulation, the debriefing facilitator must
possess the skills to assist students in creagmgkmowledge through reflective thinking
(Decker et al., 2013). Faculty who act as simafatacilitators should have specific education
in simulation (Boese et al., 2013).

Having Value
The final essential characteristic identified irststudy was Having Value. All

participants spoke of the value that simulatiordtef them and felt simulation was an important
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part of a nursing program. These findings arelamo the results of early studies showing that
students were satisfied with simulation as a tearhkirategy (Fountain & Alfred, 2009; Smith &
Roehrs, 2009).

One of the aspects of simulation that participaataed the most was the opportunity to
do things in simulation that they could not dohe tlinical setting. Several mentioned that in
addition to practicing skills, simulation also affed them the opportunity to encounter
situations they most likely would not see in actladical. One participant summarized this
when saying, “..there are lots of things that we are taught thatdea'’t see, so it does fill in
the gap...”

Some participants appreciated the opportunity tdkvas the nurse in simulation saying
this would help them to transition to the workplatter graduation. New graduates are
challenged by the complex healthcare environmeayt @mcounter. Students routinely have one
or two patients in the clinical experience yetexpected to manage the care of a group of
patients upon entering the workforce. Simulatippartunities such as a multiple patient
scenario provide students with an experience magaggroup of patients and focusing on skills
such as prioritization and delegation (Chunta & Bdig, 2013).

Participants also valued the opportunities sinmagxperiences provided to try things
they were not confident with. Still others valugohulation for the ability to see the
consequences of their mistakes without harmingctuehpatient. Overall, participants attached
great value to their simulation experience. Altjlouthey identified flaws to simulation such as
feelings of anxiety, and lack of realism, the vatdisimulation seemed to far outweigh the
negative aspects for the participant of this stukiyfact, many of the participants stated that

there should be more simulation in their nursinggpams.
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Implications and Relevance of the Study for Nurse Educators

The findings of this study have many implicatioosfiurse educators, particularly those
who work with or plan to work with simulation. Alse use of simulation continues to grow in
nursing education, more nurse educators will begugiis teaching strategy on a regular basis.
In order to provide students with a good learnirgegience nurse educators must understand the
experience from the students’ perspective. Addgily, nurse educators must use best practices
when designing and implementing simulations. Taeigpants in this study provided
descriptions of their experiences that will be hdlpo nurse educators in understanding the
simulation experience from the student perspectivat follows is a discussion of how the
information from this study can assist nurse edusan designing and implementing more
effective simulation experiences.

Most of the participants in this study expresseghtévels of anxiety related to
simulation. The terms “literally shaking” and ‘tiéied” were used by two of the participants.
Generalized anticipatory anxiety was describeddyi@pants, as well as four individual aspects
of the simulation experience that caused anxi&tyere is some evidence in the literature that
low to moderate levels of anxiety can improve paerfance and learning (Demaria, et al., 2010;
GirzadasDeliskn, Bose, Hall, Rzechulo, Kulsta@D09); whereas, high levels of anxiety
negatively affect performance and learning (Che&ifgu, 2011; Prabhu, Smith, Yurko, Acker,

& Stefanidis, 2010). In order to enhance learnthmgugh simulation nurse educators should
attempt to minimize the anxiety that students elepee during simulation.

There are several strategies that nurse educatnmngse to minimize anxiety related to
simulation. Many participants mentioned that feglunprepared led to greater feelings of

anxiety for them and they wished they had morermédion about the patient and more time to
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prepare prior to the simulation. While there amees when having little information or time to
prepare is appropriate, for most simulations thisrobably not the case.

The time before a simulation is defined as thépeéing phase. The prebriefing phase
is used to provide students with information in@hgdan orientation to equipment, roles, time
allotted for the simulation, objectives and patiefidrmation (Meakim et al., 2013). The 10
minutes or so immediately preceding the simulaigothe time suggested in the literature (Gaba,
2007; Meakim et al., 2013) for the prebriefing. wéwer, participants of this study indicated that
providing students with information about the patjeheir disease process, treatments and
medications at least a day prior to the simulakielped to decrease the anxiety related to a
feeling of being unprepared. This is especiallg tior junior level students who expressed this
anxiety more than senior level students. Preswnabhiors have more knowledge, clinical, and
simulation experience to draw upon leading to &vssety related to feeling unprepared.

Another source of anxiety for participants was thfabeing observed. Although most
participants described this experience, it seemac mmtense for those participants who took
part in large group simulations of greater thars@@ents. Nurse educators can avoid this by
conducting simulations in smaller groups. Partaig of this study reported less anxiety related
to being observed with groups of seven or lessstMlinical groups may be 10 or 11 students
but nurse educators should work to not go beyoisdnilimber. If larger groups are necessary
then nurse educators should better prepare stuftenésger types of scenarios.

Even though participants whose simulation groupewsenaller experienced less anxiety,
they did speak of the practice of having obseriretee same room standing near the bedside
watching them. This practice did cause some apkietthem. Nurse educators who employ

this practice should consider removing all obsesyeym the simulation area and having them
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observe from a remote location such as a classrdbinis not possible to have observers in a
remote location, faculty might consider assigningiléary roles, such as additional family
members, to the observers. Students in thesewalekl have little to no actual participation in
the simulation but may produce less anxiety forabtve participants.

Participants also expressed anxiety in relatiotmédfeeling of being judged. This feeling
stemmed from the critique of both peers and proisssFey et al. (2014) described a safe
learning environment as one where students aréeadtl of the judgments of others. When
students are not worried about what others arditigrof their performance, they are able to
more fully participate in the simulation, take 8sknd ask questions. Although, critiquing
performance is an important part of the simulaggperience, the manner in which this is done
can transform a powerful learning experience inti@@astating memory for the student. To
prevent this faculty must be trained in the artl@briefing. Most faculty are familiar with
conducting post conferences following a clinicgbesience. However, the debriefing that
follows simulation is different from a post confece. One notable difference is that during post
conference following an actual clinical experieatlestudents will discuss some aspects of their
day, so the focus of attention is rarely on thégrerance of just one student. In simulation the
situation is reversed with all students observirgydare of one patient that is provided by one or
two students. The student or students providiegcire become the focus of attention fostering
a feeling of what participants in this study redéerto as “being on the spot”. This feeling of
being the center of attention was cited as a curssnxiety by participants.

In order to provide students with a learner cemtel@briefing experience where
reflective conversation promotes learning and inapsocritical thinking, nurse educators must

be familiar with best practices in debriefing. Watt this knowledge nurse educators may
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utilize debriefing techniques such as asking clagesktions, being overly critical, or focusing
entirely on errors (Nehring & Lashley, 2010). Thesults in increased student anxiety and
consequentially decreases learning. Debriefindsskie important to ensure learning. In order
to be competent in debriefing, the INACSL StandardBest Practice in Simulation recommend
that nurse educators receive formal training amcstiring and facilitating the debriefing
experience (Decker, et al., 2013). Prepared redseators is essential to student learning
during debriefing.

There will always be an element of judgment ®debriefing process following
simulation. How this is handled by the facultylidinces the experience for students. In a study
conducted by Ganley and Linnard-Palmer (2012) nsigaificant student/faculty differences in
their descriptions of a safe learning environmeértiis mismatch between student and faculty
perceptions suggests that faculty need a bettegratathding of student experience in simulation
in order to provide more learner centered expeesnd he authors offered some suggestions for
promoting an optimal learning environment in sintiola. Among them are to orient the student
to the learning environment prior to simulatiorpa students time to prep prior to the
experience, provide positive constructive criticistmle avoiding an emphasis on failure, and
developing simulation etiquette guidelines for facand students (Ganley & Linnard-Palmer,
2012).

The last aspect that triggered anxiety for paréinis was that of “anticipating the crisis”.
Most simulations average about 20 to 30 minutdsrigth and begin with a stable patient. That
quickly changes as most simulated patients willeeigmce an adverse event early on in the
simulation and deteriorate rapidly. The amourtirag for a scenario dictates that things must

happen quickly, however this is often an unredalistiuation. Although critical events do occur
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unexpectedly with patients deteriorating rapidigtticipants commented that in the clinical
experience, it rarely happened that a patienteir ttare experienced a crisis and they were not
anxiously waiting for something to happen. Howewesimulation, participants did anticipate a
problem and expressed that waiting produced anxaety was very distracting as they were
trying to anticipate what the “curve ball” would kagher than concentrating on what was
actually happening in the moment. The implicafiennurse educators is that not all simulations
should involve a crisis. In the actual clinicalts®y, every time a nurse walks into a patient’s
room he or she does not expect a crisis to odeooagine how stressful that would be! Students
should not be subjected to life or death situatewery time they experience simulation as this
heightens anxiety and does not reflect realitymuations based on assessments, interventions
and treatments can provide students with learrxpgmences that are as important/effective as
emergency situations.

Additionally, the difficulty of a simulation shouloe based on the student’s level and the
learning objectives for the simulation. Studetswdd have been familiarized with content and
the skills required for the simulation to ensureythave the abilities for successful decision
making (Willhaus, 2014). Students just beginnihigical experiences will be challenged by
making routine assessments and performing psyclarkills, while senior level students will
benefit from more complex situations such as aiplalpatient scenarios. An example of
increasing complexity would be a scenario involvihg care of a post-operative patient where
the complexity of care increases for advanced sewttudents. In the care of such a patient
beginning students would perform routine assessnadininister medications and change the
post-operative dressing as part of their experieMtere advanced students could manage acute

problems such as excessive incisional bleedingyntnalled pain, or fluid overload. Those
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students at the most advanced levels caring fersdane patient, might encounter respiratory
distress in the patient or care for this patierd multiple patient scenario that allows students
the opportunity to manage a group of patients.nyching the learning objectives to the
student’s level, nurse educators will not only pdeva better learning experience but will
decrease anxiety that students may feel encougtpatient care situations beyond their
abilities.

The essential characteristic of Making Mistakes wiae that made deep and lasting
impressions on participants. Students will alwangde mistakes, in fact participants indicated
that they expect to make mistakes and view disongsi these mistakes as one of the benefits of
simulation. This seems to contradict the negaissociation with the experience of being
judged that participants also spoke of. Howevédrenvdescribing the feeling of being judged,
participants talked about negative comments ormlgs they imagined others were saying or
thinking about them. The essential characteradtidlaking Mistakes involved positive feelings
related to constructive criticism. Several papacits spoke of the ability to make mistakes in a
simulation where no harm could come to an actutépa They described learning from their
own mistakes as well as those made by their pddéosv mistakes were handled, it seems, is the
key to whether participants were able to benefitrfthe experience or if they were fixated on
the mistake reliving the experience without demyvany benefit from it. Most participants
described the former experience where, althougtplgieaffected by what happened, they talked
about it in a positive light and discussed whaytlearned from making or observing someone
else make a mistake. Participants talked abouttfacreating an atmosphere where students
felt comfortable talking about their mistakes as#liag questions to better understand the

experience. Itis important for nurse educatorsrgate such an environment in simulation
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where students feel they can take risks and nbafesd to make mistakes (Ganley & Linnard-
Palmer, 2012).

There is benefit to learning when students seedhsequences of their mistakes; so, it
would be unwise to have an expectation that noatkest will occur during simulation.

However, nurse educators should to take extratoaretching the complexity of the simulation
to the level of the student. Students will benefdre from the mistakes they make during
simulations that are appropriate to their levelistilkes made in simulations that are too
complex or above the knowledge level of the studesy lead to further anxiety as the student
will most likely not be able to learn from them amay be left with a feeling of uncertainty and
inadequacy.

The debriefing phase of simulation is considerednayy to be the most important part
of the simulation and therefore critical to leagirafeh et al., 2010). Creating a simulation
environment where students feel comfortable opdidgussing their mistakes allows students to
fully participate in the simulation without fear embarrassment (Fey, et al., 2014). Ganley &
Linnard-Palmer (2012) described a safe learningrenment as one where students are
respected, given positive and constructive feedbaatt supported by faculty and peers. Nurse
educators can promote a safe learning environmesething expectations or ground rules for
the simulation and debriefing. Standard Il of INRACSL Standards of Best Practice in
Simulation recommends that the simulation enviromnieone of mutual respect between
facilitators and students. This is achieved byliog clear expectations for the attitudes and
behaviors of the participants (Gloe et al., 20183knowledging that students are expected to
make mistakes and will not be reprimanded for throstakes, promotes an environment that

encourages students to explore their mistakesesrd from them (Fey et al., 2014).
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The patrticipants’ descriptions of realism, bottite patient and of the situation, also
hold insights for nurse educators. Participantkspat length about the limitations of the
manikin in relation to communication and the apitih manifest physiologic signs especially
those associated with a deterioration in patienttmn. All participants had the experience of
the faculty or a fellow student using a wirelessnmphone to transmit their voice through the
simulator. Even so, participants felt communiaatiath the simulated patient was limited.

Lack of nonverbal cues such as facial expressi@ssam often mentioned impediment to
communication. Another difficulty was the inalbylto detect change in the patient’s level of
consciousness. Some participants described netikgaf the patient was sleeping, ignoring
them or had become unresponsive. Participantnastioned that it was unreal when the
patient’s vocal sounds did not match the gendagerof the person playing the role of the
patient. For example, when using live voice a fienstudent spoke as the voice for a male
patient. This cannot always be avoided, but nadseators should be sensitive to this limitation
and try to have the voice of the patient be assteahs possible. The nurse educator should
consider the use of a standardized patient intsigwhere the patient’s nonverbal
communication and/or body movements are difficuiteplicate with the manikin, yet provide
important cues for the students.

Two participants spoke at length about their satiah experiences where standardized
patients were used. Both participants viewed tgieriences with actors playing the role of the
patient in a very positive light. Participantsued the ability to communicate with the patient in
a way that did not seem artificial. The abilitys®e nonverbal communications such as smiling
or nodding improved communication. Participansodelt less awkward talking with a “real

person”. One participant talked about the expegesf receiving feedback from the
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standardized patient about how the patient felstbdent had treated her. The participant found
this feedback to be different from the feedbacketbw students that tended to focus more on
the technical aspects of care. Although the usgasfdardized patients is not always possible,
due to availability of actors to play the roles aodhe nature of some simulations, there are
times when the nurse educator should consider asstgndardized patient in the place of a
manikin. For simulations where communication skileed to be developed such as in the care
of psychiatric patients, a standardized patientld/be more appropriate (Kameg, Mitchell,
Clochesy, Howard, & Suresky, 2009). The use afddadized patients is also valuable in
simulations such as those involving end of lifeiesssand dementia care where communication
skills and nonverbal cues are essential to studaming (Leighton & Dubas, 2009; Webster &
DiBartolo, 2014).

Other limitations to the manikin were the inabilitymanifest physiological changes as
the patient’s condition changed. This includedgsisuch as the development of cyanosis, or
edema. Changes in neurological status was alsietad by lack of movement of the
extremities. Participants found it cumbersomesfmeatedly ask for assessment findings. As in
the case of the patient with a deep vein thromBYAT(], the participant commented that she had
to ask if the leg was red, warm to the touch orlmo These are findings that would have been
assessed in the clinical experience by lookingoching rather than asking the faculty for that
information. These limitations proved distractiogparticipants, particularly as they tried to
remember all the information that could not be sebile they were trying to piece together
what was happening to the patient. With this inadmnurse educators need to choose
simulations that are appropriate for the type ofudator that will be used. Standard V of the

INACSL Best Standards of Practice states thatdtael lof fidelity used in a simulation should
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assist the students to meet learner outcomes (Bekeak, 2013). If the assessment findings
cannot be reasonably replicated through the ugssoofage, than perhaps the simulation is one
that is served best through the use of a standatgiatient or case study.

There are many resources available to assist edisgators in creating things such as
wounds, discolorations, and secretions. Nurseadtgeshould be aware of these resources and
learn techniques to create a more realistic appear®r the manikin. For example in the DVT
scenario described by one participant, a picture reid swollen extremity could be taped to the
manikin for the student to assess.

Also, to be avoided or carefully planned are sirotes where the patient starts with
normal assessment findings and then experiencegeba In simulations where the changes are
things the manikin is capable of such as changbssiath sounds or heart rhythms, realism is
maximized. But changes in skin color, skin tempeeor swelling that occur as the simulation
unfolds can be challenging to replicate. The nexhgcator needs to take into consideration the
objectives of the simulation and choose simulatemms level of fidelity that replicate reality as
much as possible.

Some participants stated that simulation requarét of imagination and due to
equipment and the surroundings it was often diffituimagine they were in the environment
the simulation was intended to take place in. €lvesre references to environmental fidelity,
the extent to which the physical surroundings rdderthe environment. For example, when
simulating the care of a patient in the IntensiaelUnit (ICU) the simulation room should
resemble a real room ICU room to the extent possiBitudents will still learn and derive benefit
from simulation in a “let’s pretend” environmentjtihe more a student has to imagine, the less

able they will be to immerse themselves in the gepee. To assist students in dealing with the
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unreality of simulation, Fey et al. (2014) discus#®e use of a fiction contract. A fiction
contract asks students to suspend feelings of lce§larior to the initiation of the simulation.
Realism of the situation also referred to diff@esnbetween clinical experiences and the
simulation experience. In this case, the partidipdad mixed feelings. When discussing
documentation participants found it unrealisticise paper charts in place of electronic health
records (EHR'’s) that are used in the clinical sgtti Participants not only found it unrealistic,
but also confusing to use EHR’s in the clinical ex@nce and paper charts in the simulated
environment. Many health care facilities are titamsing to EHR’s making paper charts
obsolete (Bristol & Zerwekh, 2011). Reflectingsithange, students are now learning to
document using an EHR in the clinical setting.otder to increase the realism of simulation,
nurse educators should use EHR'’s in the simulatggdlanment as well. This presents a
challenge for nurse educators who do not have EldiRgdable for use in simulations.
Simulated EHR’s for educational use can be codidgwever, there are other options available
to nurse educators. For example, Pocket Nurses@wailable for purchase a Microsoft® Word
document that simulates an electronic health recdhds document allows nurse educators to
enter patient information into a medical recordud®nts are then able to retrieve this
information as well as enter assessments, vitaksignd chart medication administration. Many
text book companies also have simulated versiofiHR's that nurse educators can use. Nurse
educators can choose the product that is bestdoitthe needs of their programs. Which
simulated EHR is used is not as important as tegcstudents the principles of electronic
documentation (Bristol & Zerwekh, 2011). Nurse eators should replicate the clinical
situation in documentation and information retriameorder to provide students with a more

effective learning experience.
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Conversely, participants valued the ability to assuhe nurse role in simulation instead
of the student nurse even though this was notstealiln simulation students may be asked to
perform tasks that they do not do in their studgemse role. For example, calling physicians,
transcribing orders, and administering blood. @ltgh, participants did describe difficulty
assuming the role of the nurse they felt this wery beneficial helping them to “think like a
nurse.” Being cast in the nurse role allows sttglémlearn skills needed for clinical practice
after graduation.

The participants’ descriptions of simulation clgadentified debriefing as the most
important element of the experience. Participdefeed debriefing as the time when
“everything comes together”. Reflecting on thati@ns and those of their peers provided them
with insights and learning that they could not gaom either the classroom or clinical
experiences alone. The debriefing process wasentlassroom learning and clinical practice
became one for them.

Participants spoke of the how faculty’s abilitieslebriefing could influence the
experience. This is similar to the findings otady conducted by Fey et al. (2014) that
indicated students felt the skills of the facilaatvere crucial for beneficial and reflective
debriefing. Fey et al. (2014) also found thattdehniques used by the facilitator were
important in creating a positive learning enviromti®r students.

Nurse educators need to be skillful facilitatorsl@briefing. Standard VI of the INACSL
Standards of Best Practice in Simulation statesthigadebriefing facilitator must be competent
in the debriefing process (Decker et al., 2013ciliating a debriefing is not an innate skill; it
must be learned. While many nurse educators dtedshkt facilitating clinical post conference,

the skills required for debriefing after a simubatiare not the same. Faculty who work in
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simulation and debrief students must possess thasite skills in order to provide students with
a good learning experience.

There are resources available to assist nurse &alsg¢a gaining the skills needed to
achieve competency in debriefing. The seven INAG&Nndards of Best Practice in Simulation
provide evidence based standards for simulatiomyfp2013). Formal training in simulation is
offered through nursing organizations and univesit The NLN offers simulation training
including specific courses on debriefing through $imulation Innovation Resource Center
(SIRC) website. Drexel University offers a ced#ie in simulation that includes instruction on
debriefing. Certification at the graduate levebifered by other universities. In addition to
courses offered by universities there are confa®devoted to simulation. INACSL and the
SSH both hold annual international conferences @elvsolely to simulation. The NLN also has
simulation related offerings at its annual confeeeas well as a separate technology conference
where nurse educators can attend workshops orsthefuechnology in nursing education
including simulation.

In addition to formal training in debriefing, nureducators must demonstrate proficiency
in the facilitation of debriefing. Standard VI, thie INACSL Standards of Best Practice in
Simulation, which addresses the debriefing procgases that the facilitator should, “Validate
competence through the use of an established mstiti (Decker, et al., 2013 p. 528). An
instrument used to validate competency as a demgiécilitator is theDebriefing Assessment in
Simulation HealthcaréDASH). This instrument evaluates facilitatorstbair ability to provide
quality debriefing for students. Through the DABIStrument, facilitators also receive feedback

on how to improve performance (Ulrich & Mancini,22). Just as nurse educators use peer
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review to improve their classroom or clinical teiagh evaluating their debriefing technigque can
improve their ability to facilitate debriefing amprove student learning.

Participants placed great value on simulation itesyf the discomforts it caused them.
This study finding is important for nurse educatimrsonsider. So, even with the anxiety,
difficulties with realism, the embarrassment of ingkmistakes or being observed and then
judged in a public forum, all participants statedttsimulation was a very valuable part of their
educational experience. Most commented that treeyt®d more simulation experiences. This
indicates the value of this type of learning exgece for students. This knowledge should
inspire nurse educators to continue to establishfractices for simulation. Nurse educators
must also understand that simulation is not jusfgerthought or a convenient replacement for
clinical. Rather, itis a very powerful learnirgpt to assist in preparing students for the resiti
of practice.

Strengths and Limitations

Several strengths and limitations of the studyewdentified. One strength of this study
is the significance of the findings to nursing eatimn. The use of simulation is increasing in
nursing education and this trend will continue.e Participants’ descriptions of their simulation
experiences provides nurse educators with the stymbespective. Understanding the student
perspective of the simulation experience will assisse educators to plan and evaluate
effective, learner centered simulations.

Another study strength is the use of multiple sit8tudents enrolled in baccalaureate
nursing programs from three universities in Penrayh participated in the study. The size of
the programs varied in size from less than 100esttgdenrolled to approximately 500 students in

the largest program. The use of multiple siteganying size allowed the researcher access to
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participants from programs that implement simulatifferently. For example, large group
simulations compared to small group simulationke differences between programs provided
rich descriptions of how different teaching methadsd in simulation affect the experience for
students.

The self-selected nature of the sample was orngation of the study. Purposive
sampling was used in order to recruit participavite had experienced the phenomenon of
interest. Although, participants described songatiee aspects of the simulation experience,
they were overwhelmingly positive about simulatidtowever, there may be students who have
different experiences and thus different perspeston simulation, who did not volunteer for
this study. In fact, some of the participantsa@did to classmates who had negative views of
simulation and felt it had little to no value. Noaf these viewpoints were expressed by the
participants leading the researcher to concludettieae are other student perspectives on
simulation not revealed in this study.

Another limitation of the study was the naturelsd sample. Participants in the study
were predominately Caucasian and traditional urrddrgate students in regards to age. Also,
only students from baccalaureate programs wereded in the study. The experiences of non-
traditional students of varying age as well as ¢hasrolled in Associate Degree and Diploma
programs needs to be explored to provide a richscription of the student experience.

Suggestionsfor Future Resear ch

More research is needed to discover what the eeqpaziof simulation is for nursing
students. The participants in this study were dlacceate students. The experiences of
simulation for associate degree, diploma, and gedstudents should also be explored.

Additionally, participants of this study were tradnal undergraduate students in terms of age,
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and 14 of the 15 participants were Caucasian. ekperiences of non-traditional students of
various ages and racial backgrounds may differ fitemse in this study. These experiences also
need to be heard by nurse educators to deepenstgna@ing of the simulation experience for
students. Further qualitative studies will helpubt@over the experiences of a wider range of
students.

Participants’ comments suggest that prebriefingaetatiefing are both very important
times during simulation. Although, there are glirtes such as the INACSL Standards of Best
Practice in Simulation that assist nurse educandtsese phases of simulation, there needs to
more research on how effective these guidelines Boe example, research studies on different
approaches to conducting prebriefing where studectsve little preparation time as opposed to
more extended time need to be undertaken. Sttltaégexamine the effectiveness of different
debriefing techniques will also aid to the bodknbwledge regarding the simulation experience
for students.

Research examining how different ways of implenmensimulation affects the student
experience will also provide nurse educators wiéful information. Knowledge of the effect
of variables such as size of the simulation gramamount of time for preparation will help
guide nurse educators in their design and impleatient of simulation experiences. The
knowledge learned from such studies will help teaate the pedagogy of simulation.

Summary

The aim of this study was to describe the simutaéirperiences of baccalaureate nursing
students. The findings of this study contribute@ greater understanding of that experience.
Asking students what the simulation experience h«asfor them gave voice to rich descriptions

that brought to light key areas of concern for aweducators.
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The use of simulation in nursing education conteneeincrease. In order to use this
teaching strategy effectively, nurse educators fmsstunderstand the student experience in
simulation. The knowledge gained from this studl assist nurse educators in understanding
the student perspective. This understanding edult in the design, implementation, and
evaluation of simulations that maximizes the begseff simulation while minimizing the

negative aspects. This will ultimately result gtter learning outcomes for students.
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Appendix A
Email to Nursing Program Directors:

My name is Susan Lanzara and | am a doctoral rgisgirdent at Indiana University of
Pennsylvania (IUP). | am conducting research fgrdissertation that will explore the
experience of baccalaureate nursing students asatjum and/or high fidelity simulation. |
plan to interview nursing students who have pagrétad as a primary nurse in medium and/or
high fidelity simulation experiences.

| am contacting you because your Nursing Prograes usedium and/or high fidelity simulation
in nursing courses. | am requesting that you fodvilae attached invitational email to junior and
senior level nursing students in your program waweehparticipated in medium and/or high
fidelity simulation. Institutional Review BoardRB) approval has been obtained from IUP and
your university. If you have any questions regagdhis research study, please contact me via
email at xqvq@iup.edu or cell phone at 570-423-2797

Thank you,
Susan Lanzara
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Appendix B

Email Invitation to Students:
Dear Student:

My name is Susan Lanzara. | am a doctoral nuistindent at Indiana University of
Pennsylvania (IUP). | am conducting research erettperience of undergraduate nursing
students during medium and/or high fidelity simidat

You have been chosen to participate in this stigbabse you are a nursing student in a program
that uses simulation. Your experience during satioih is important for nurse educators to
know. If you participate in this study, your anssvenay help nurse educators plan simulations
that are learner centered. You are not obligaigdke the survey, but if you do, your answers
will be confidential. Participants of the studyllwéceive a $15.00 iTunes gift card upon
completion of the interview.

If you decide to participate, the researcher vattact you to ask a few screening questions to be
certain you meet the inclusion criteria for thedstu Then, a convenient time and place for an
interview will be arranged. You will sign a conséorm before the interview and all of your
responses will be kept confidential. If it is paissible to meet in person, interviews may be
conducted via Skype or telephone. Interview timvélsvary but may last approximately one

hour. A follow-up telephone interview is requestetthere is a need to clarify any information
obtained during the interview. You will be conegttvia email to set up a convenient time for a
follow-up interview, if one is needed.

If you have participated in simulation in the rolethe primary nurse in any of your nursing
courses, participating in this study would aid ragearch. If you would like to participate, or

ask further questions about this research pleasaciome via email at xqvq@iup.edu

Thank you in advance for your time,
Susan Lanzara
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Appendix C
Screening Tool
1. What is your current level in your nursing program?
0o Freshman
o0 Sophomore
o Junior
o Senior
2. Have you participated in simulation in your nursprggram?
o Yes
o No
3. Have you been the primary nursing during simul&ion
o Yes
o No
4. What other roles have you had during simulation?
o Patient
o Family or friend

o Doctor or nurse practitioner

(@)

Other (Specify)
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Appendix D

Informed Consent Form (Printed on IUP letterhead)

A Phenomenological Study Exploring BaccalaureatesMg Students’ Experiences in
Simulation

You are invited to participate in this researchdgtuThe following information is provided in
order to help you to make an informed decision Wwebr not to participate. If you have any
guestions please do not hesitate to ask. Yowared to participate because you are a nursing
student who has participated in the role of a prynmaurse in medium and/or high fidelity
simulation in your nursing courses.

The purpose of this study is to describe the egpeg of baccalaureate nursing students during
medium and/or high fidelity simulation. Particijget in this study will involve one individual
interview, either face to face, or via Skype oepglone. The interview will take approximately
60 minutes to complete. You will receive a $15nes gift card upon completion of the
interview. A follow-up telephone interview is resgied if there is a need to clarify any
information obtained during the initial interview.ou will be contacted via email to set up a
convenient time for a follow-up interview, if onemeeded. There are no known risks or
discomforts associated with this research.

Your participation in this study is voluntaryfou are free to decide not to participate or to
withdraw at any time without adversely affectingiygrades, or your relationship with the
investigators, Indiana University of Pennsylvanigqaur own school. If you chose to

participate, you may withdraw at any time by natitythe Principal Investigator. Upon your
request to withdraw, all information pertainingytmu will be destroyed. If you chose to
participate, all information will be held in theistest confidence. The information obtained in
the study may be published in nursing educatiomjals or presented at nursing conferences but
your identity will be kept strictly confidential.

If you are willing to participate in this study,galse sign the statement below.

Principal Investigator Susan Lanzara, PhD Candidate
Indiana University of Pennsylvania (IUP)
Nursing and Allied Health Professions
248 Johnson Hall
1010 Oakland Avenue
Indiana, PA 15705
(724) 357-3269
Xgvg@iup.edu
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Informed Consent Form (continued)

Faculty Sponsor: Dr. Kristy Chunta, Associate Professor
Indiana Univigyf Pennsylvania (IUP)

Nursing and Allied Health Professions
233 Johnson Hall
1010 Oakland Avenue
Indiana, PA 15705
(724) 357-2408
kchunta@iup.edu

This project has been approved by the Indiana Usiityeof Pennsylvania Institutional Review
Board for the Protection of Human Subjects (Ph@24/357-7730).

VOLUNTARY CONSENT FORM:

| have read and understand the information ondha find | consent to volunteer to be a subject
in this study. | understand that my responsesamgpletely confidential and that | have the right
to withdraw at any time. | have received an unstgoopy of this informed Consent Form to
keep in my possession.

Name (PLEASE PRINT)
Signature:

Date:

Phone numbers where you can be reached:

| certify that | have explained to the above indival the nature and purpose, the potential
benefits, and possible risks associated with ppéimg in this research study, have answered
any questions that have been raised.

Date:

Investigator's Signature:
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Appendix E
Demographic Questionnaire
Please select one answer from each of the folloguestions.

1. What is your age?
2. What is your gender?

o Male

o Female
3. What is your race/ethnicity?

o0 Asian

0 Black or African American

o White

o Native American

0 Hispanic

o Other

4. Estimate the number of hours you have participatessimulation:
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Appendix F
Interview Tool
Research question: What is the experience of gaatiog in medium to high fidelity
simulation for baccalaureate nursing students?
Main interview question: What is the experiencesiafulation like for you?
Probing questions:
1. Could you tell me more about that?
2. Could you give me some examples?
3. You just told me ... Could you also tell me about ...?
4. Tell me about how simulation was used in your mggirogram.
Follow up questions, if needed for clarification|lwe guided by the participants’

responses to the initial questions.
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