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Abstract

There is currently a small body of research onetkygeriences of participants,
both facilitators and learners, during simulatecckncodes (cardiac arrest) in the
healthcare setting. This study was based on difioaer's concerns that mock codes are
facilitated differently among educators, mock codesnot aligned with andragogy
theory of adult learning, and there is no standadimethod to evaluate participant
reflection achieved during the debriefings immegliaafter mock codes. The study took
place in a large federal government healthcareniegtion. The qualitative study
method, interpretive inquiry, was used to expltyeltved experiences of clinicians and
facilitators who participate in mock codes. A dalied reflection rubric was used as a
method of assessing the achieved level of refledhia group setting during the
debriefing sessions that follow mock codes. Dateeveollected from interviews,
observations, and transcribed mock code video deugs. Five themes emerged: (a)
preparation, (b) consistency, (c) use of video rdicgs, (d) opportunity for follow-up,
and (e) self-reflection. The two most significintlings were the lack of consistency in
the design, facilitation, and evaluation of the knoode and debriefing processes that
lead to confusion, anxiety, and stress among leatimers and facilitators, and the gap
between facilitator knowledge and understandinthefassumptions of adult learners and
the andragogical practice model. Data analysistified the need for additional
participant support through follow-up opportunities reflection, and the need for
andragogy education for the facilitators of mockeexercises. Though the element of
surprise makes the mock code realistic much liiieealrill, the study findings indicate

learners perceive they would benefit from beingpred for the learning experience in



the form of a pre-briefing. Recommendations fdufe research include a study of the
application of andragogy to the competency framé&warrently within the VHA
system, an evaluation of an evidence-based steiana standardized method for
designing and delivering high-quality simulationiaties that align with the andragogy,
and development of standardized and easy to udedsebf assessing the levels of

achieved learner reflection during and after theri@ééing process.
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EXPLORING SIMULATION LEARNING EXPERIENCES

Chapter 1: Introduction

Background of Study

The expectations and responsibilities of the healie workforce are constantly
changing. The growth of the American populatiod #re aging of the baby-boomer
generation continue to increase demand for heath{@ahn & Wartman, 2007). Many
Americans already suffer from chronic ilinesseg teguire ongoing medical care. In
addition, the advancement of healthcare technolplggrmaceuticals, and treatment
options further expand the need for improvementsethcare clinician education (Rahn
& Wartman, 2007). There is a growing concern #thtcation programs have not kept
pace with these changes and that reforms are néed®agrove the quality and relevance
of education and training efforts (Hoge, 2004) sthliically, the majority of education in
the healthcare setting has been delivered in #ssom setting. This often involves the
use of lecture presentations and skill demonstratidcHowever, this type of education
has also been linked to a common disconnect betkm@nledge and practice (Johnson,
Johnson, & Smith, 1998). | am a nurse educatdriwihe Veterans Health
Administration (VHA). In my experiences as a hieedire educator of clinicians, too
often knowledge gained in the classroom does aaostate into actions at the bedside
with the patient.

| have observed within my employment setting aemdriation of educational
methods used in the healthcare setting. In myiopjrthere has been a recent trend to
move education away from traditional passive teagihmethodologies such as lecture
and towards methods that support active engagemaenadult education theory called

andragogy describes the unique characteristicdudf kearners and how they learn best,
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which is through active engagement. Nonetheldssli¢ve there is low acceptance and
adoption of this idea at the VHA. This observati®based on my own experiences as a
nursing instructor focused on moving clinical edicaaway from teacher directed
modalities and towards learning opportunities tugdport self-directedness and are
experiential in nature. Within the VHA, educatibleaders seem to support the adoption
of best practices in clinician education. The wdidician refers to those healthcare
workers who directly or indirectly take care ofipats. These activities are often at the
bedside and include job titles such as nurse, playsiand patient care technician.
Although these three roles are the most commoy dittes that sometimes also support
patient care at the bedside include psychologitarmacists, therapists, dieticians,
social workers, medical students, and nursing stisdeThe VHA has recently
encouraged participation by educational leadeseminars, conferences, and online
training events that focus on educational delivesthods, competency development and
evaluation, and emerging best practices for cliredaication with the hope of
introducing educational programs with methodologieg better align with the future of
healthcare provision.

Educational leaders within the VHA recommend fragrshould be restructured
to focus on clinician core competencies that waliter prepare them to manage today’s
evolving healthcare system and patient populatnift & Epping-Jordan, 2005).
Within the VHA organization, clinician core competées include knowledge, skills, and
abilities (KSAs). These competencies are devel@medially, must be successfully
completed by all employees, and drive the ongoegetbpment and the clinical

workforce. Successful demonstration of KSAs caadsociated with job promotions,
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pay increases, and high-quality competent careay ®ine specific to job roles,
expectations, and clinical expertise. For exantple KSAs of a nurse educator will be
different from those of a floor/staff nurse. Indétn, the KSAs for a floor/staff nurse
will vary depending on the clinical setting wheney are employed. Therefore, the
KSAs of a medical-surgical nurse who commonly woskth patients who have
undergone surgery will be different from the KSAsamurse who works in the
emergency department or intensive care unit.

The organization, a supervisor, or clinician ofigentifies these clinical
competencies and they are evaluated on an ongasig.bWright (2011) identified three
common sources used to identify clinical competenéor healthcare clinicians. First,
competencies can be related to new equipment letiregluced in clinical areas. An
example might be the implementation of a new L.¥np being introduced into clinical
areas. An ideal competency would be related tdtiogviedge and skills required to use
the new piece of equipment in the patient carenggttAnother source of clinical
competencies is the publication or revision of paaes or job expectations for
clinicians based on changing healthcare needseXanple, this year a major area of
improvement within the VHA was the reduction ofrskicers in the in-patient care
setting. Skin ulcers are more effectively managed treated when they are identified in
the earliest stages of development. Thereforeyti& introduced national guidelines
and procedures for the care of patients who arslafor developing pressure ulcers.
This year, our medical center also created a cagnpgtfor all healthcare clinicians
related to these new publications and job perfomeaxpectations if the clinician

worked in a setting or cared for patients who waresk for developing a pressure ulcer.
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Finally, clinical emergencies such as cardiac aaesanother source of
competency identification. Educators in the health setting often refer to these
occurrences as “high-risk, low-volume” and theyuieg the need for on-going support
and verification of competencies related to theacessful management. Tasks that are
considered high risk, low volume are often assediatith the management of scenarios
that are considered life threatening and do notiocften or on a regular basis.
Specifically, there is increased focus on the imq@atation and wider application of
simulation training opportunities to safely educatel assess such competencies. This
year, the VHA has focused effort and attention towahe implementation of simulation
exercises for verifying competencies related tontlamagement of cardiac arrest, shock,
and airway management. All of these emergencesarsidered high risk, low volume
because they do not occur often and require addasialis, knowledge, and abilities to
effectively and efficiently manage the scenario pratiuce positive health outcomes for
the patient.

Simulation has gained increased attention in regeats due to its wide
applicability in the healthcare setting. Thera iarge body of evidence showing the
usefulness of simulation as a standard instructiomghod in healthcare (Issenberg,
McGaghie, Petrusa, Gordon, & Sales, 2005; McGagbsmberg, Petrusa, & Scalese,
2010; Raemer et al., 2011). Two of the most exgibenefits of medical simulation are
the ability to standardize clinician education aeduce the probability of harming
patients or co-workers. Simulation replicatesal liée scenario or task in a non-
threatening, low-risk environment (Patterson, BlikeNadkarni, 2008) and is a great

instructional method for tasks that are often cdesd high risk, low volume. These
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situations require clinicians to have knowledgd]skand the ability to communicate
with team members effectively in order to safelg afficiently treat or manage the
patient situation. Standardized and repetitivefca of these competencies in a
controlled and low-risk environment through the akeimulation is an ideal educational
option.

Simulation training sessions for in-hospital cacdaarests are called mock-codes.
The word “code” is commonly used to refer to cacdaarests in the in-patient setting. In
the real clinical setting, when a patient is suffgifrom cardiac arrest, a system based on
a facility-wide alert is announced over a spealstesn. The facility wide, overhead
alert uses a coined phrasade Kto request the assistance of skilled clinicianisetip
with the patient who is suffering from cardiac atreThis response team is often referred
to as the code team and is usually comprised &asyphysicians, and a respiratory
therapist. The responding code team along witlsidedstaff will implement the
appropriate procedures to manage the situationrbktdes basic life support or
cardiopulmonary resuscitation (CPR), managemeatpztent airway, and medication
administration. The term code is familiar and caonig used part of clinician language.
Therefore, a mock code is the simulation of a @ardirest. Mock codes are conducted
throughout the hospital by the nursing educatiqradenent for the purpose of practice
and assessing and maintaining competency. Thadaaaf mock codes is rotated to
ensure that hospital clinicians throughout the medienter have adequate opportunities
to participate and practice the skills requiredampetently manage a code K widely

referred to as a code.
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Annual data is regularly collected describing cédethat took place within the
facility where the study took place. During fisgakr 2011, there were a 51 code Ks
called during the year. This data reflects onlgeorelated to cardiac arrest. The data
does not include overhead pages related to impgwadeather or fires such aszade
blueor code red These situations are very different and areoeotg discussed as part
of this study. On-going education and staff supointegral to the continued success
and positive outcomes achieved during code evertiese events are considered
emergent and would be included in Wright's (201la§sification of high-risk, and low-
volume. Therefore, the facility supports and emagas the utilization of simulated
mock codes to help clinicians improve their codpomsiveness and competency during
a real life event. Simulated mock codes have pragdoe especially well supported and
accepted in areas within the hospital where caraligests do not frequently occur. These
areas include units in mental health, spinal copary rehabilitation, outpatient/same day
surgery, and procedural areas such as the gassbidl lab, cardiac catheterization lab,
and dialysis.

Although simulation is growing in its use and adowpt there is a very small body
of research that has focused on simulation assaructional methodology. There is an
even smaller body of research studying the bestipes for design and implementation
of simulation exercises. In addition, there isewdriation in the mock code instructor
facilitation skills and their delivery of debriefis. Once a simulation such as a mock
code has been completed, the participating clingcere guided through a group
debriefing. A debriefing is conducted after theakcode is complete and is often

unstructured, although some facilitators do utippze-determined question sets to
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encourage engagement and participation. The padfetebriefing is aimed at
encouraging both personal and group reflectionragthod of assessing the learning
experience. In addition, debriefing also providasopportunity for participants and
instructors to discuss skills and responses obdetuang the mock code while exploring
their overall experiences. Finally, and of mosg¢iast to me, is the lack of research that
contributes to the body of knowledge about the agpees and perceptions of clinicians
and facilitators who participate in simulation le@g exercises, specifically reflection
achieved during the debriefing.
Statement of Problem

As a nurse educator, | am concerned that thecteféepractices and methods of
debriefings commonly used post mock codes by ingira who facilitate mock codes are
not well understood and are designed differentlpagreach facilitator. Therefore,
debriefings are facilitated in different ways a®sult of instructor differences in
understanding how to do it. There is also contieahthe level of clinician reflection
varies and could be influenced by group make-upciadacteristics. It seems logical
that the more familiar groups of participants arthweach other, the more trust there will
be in each other, particularly in high stress diéath situations which are being simulated
through the mock code exercises. Finally, edunat&partments such as nursing
education within the VHA are frequently funded bpgrams and projects that produce
measurable results and outcomes. One of the wesé®@n simulation as a teaching
method is the lack of an objective and standardiaebfor assessing learning and added

value to the learner and the organization. Theetiistate of competency assessment
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lacks a theoretical framework and therefore failsieet the learner competencies that
facilitate learning in the adult education setting.
Significance of Study

Although, the use of simulated mock codes as adlitompetency verification
method is well established, the use of debriefiogt pnock codes is not. There are some
significant gaps in knowledge and research reletete overall process of simulation
based learning and the methods used to asseserl@alune and competence. First, there
is a gap in literature specifically related to #pplication of andragogy as a theoretical
framework in this field of study. Second, thereusrently no objective method of
assessing reflection that takes place during theiefengs. Last, the study may help
bridge a gap in the literature between the prooéssnducting a mock code and the
experiences and perceptions of participants imtbek code.
Definition of Terms

For the purpose of the study, the following termesdefined for clarity of
understanding and ease of readership.

Andragogy the art and science of helping adults learn (Kleew1980, p. 40).

Clinician- defines an employee who provides clinical patgame in the hospital
setting. This term often refers to common clinicdés such as a nurse, physician, or
patient care technician; however, may also incluasing students, medical students,
psychologists, pharmacists, dieticians, therapastd,social workers. This role does not
imply education or certification, but simply theoprsion of direct patient care at the

bedside.
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Competencydefined as a cluster of knowledges, understasdisiglls, attitudes,
values, and interests that are necessary for tfierpgence of a function (Knowles,
1984). Within the VHA, competency is often defingdonly knowledge, skills, and
abilities (KSAs); however, for the purpose of thiady, the inclusive definition described
by Knowles will be used when discussing learner petency.

Debriefing defined as facilitated or guided reflection ie ttycle of experiential
learning (Fanning & Gaba, 2007) and refers spelfic¢o reflection following
participation in a mock code. Often the learndl review the events that transpire
during the mock code to guide the debriefing precd3ebriefing is often used
interchangeably with reflection in literature reldtto simulation and mock codes.

Instructor commonly refers to a nurse educator but in sors&ances may also
be a physician acting in an educational role. rucsors are primarily responsible for
conducting the simulation and debriefing and magosie to debrief using wide variety of
techniques including personal reflection, groupereion, video-assisted debriefing
(implies the review of a video-recorded mock cosl@ anethod of encouraging
discussion and group participation), written refilee, etc. The majority of instructors
have some standardized training in leading sinmutagictivities and conducting
debriefing sessions using varying techniques.

KSAs (knowledge, skills, and abilifiea series of narrative statements used to
determine successful performance of a position @Wdre KSAs”, 2009). Knowledge,
skills, and abilities are associated with job cotapey and are often also embedded
within federal job descriptions, performance evabre, and job vacancy

announcements. Knowledge is defined as a bodyfafmation applied directly to the
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performance of a function. Skill is defined asolaservable competence to perform a
learned psychomotor act. Ability is defined as petence to perform an observable
behavior or behavior that produces an observaloléyat (“What are KSAs”, 2009).

Medical studentédefines a student currently enrolled in a doctanedicine
training program. Medical students are often girtkthird or fourth year of medical
school and are not licensed to practice medicidependently. Medical residents are
graduates who are obtaining additional training eimdcal hours at the bedside that are
required to apply for their licensure. Medicaldels have graduated from medical
school and are licensed medical doctors but argreong their medical education in a
specialty of their choice such as cardiology, ngy rheumatology, surgery, etc. For
the purpose of this study, all medical students at@onot licensed will be referred to
medical students and those who are licensed wilhtdleded in the clinician role.

Mock code a simulated learning event that recreates difealardiac arrest in
the health care setting. Mock code design andegiimay vary between facilitators
based on previous education, training, experierargsteaching philosophies.

Nurse educatoran identified professional role within the medicahter and is
responsible for the development and delivery oficéll educational programs. Nursing
instructors have primary oversight of all simulatexercises. This oversight includes
setting up the equipment and manikins requiredHferexercise, prompting clinicians
with cues related to the scenario, and leadingtbap debriefing after the completion of
the simulation exercise. All nurse educators pesadbachelor’'s degree in nursing and a

master’s degree in nursing education.
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Nursing studentdefined as an undergraduate student enrolled associate or
bachelor nursing degree program. Nursing studites participate in clinical practicum
hours required for degree completion. Practicuctushes mentored interactions with an
expert nurse or small groups of students assigmacdhursing faculty member from the
nursing school. Practicum activities include albacts of patient care at the bedside
including participation in medical simulation exiees.

Reflectionthe deliberate analyzing, or making sense, andndasing learning
experiences (Billings & Halstead, 2009; Schon, )988ilitated by a nursing instructor
in the group setting as evidenced by verbal intevaaevith instructor and group
members. Reflection is often used interchangealtity debrief in literature associated
with simulation and mock codes.

Simulation —an experiential learning technique, not technololggt replicates
substantial aspects of the real world in an interadashion (Gaba, 2004). Simulation is
often used for medical training on skills or tatikat are considered high risk. Simulation
has ties to emergency management in military tngimnd aeronautics in addition to
healthcare. Simulation uses varying techniquesipatent, and resources to help
participants practice skills and competencies meglior patient care.

Purpose of Study

The purpose of this study was to explore the dvievad experience of
healthcare clinicians during a debriefing sessiter éheir participation in a simulated
mock code. The current design of simulation atéigiis often structured by a rubric that
is based on the topic or primary objective of iagr This study will focus on mock

codes that simulate a cardiac arrest event thastplace in the patient care setting. The
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mock code process has a distinct set of competetitae clinicians are expected to
perform and these competencies are used to guedartiulation exercise and debriefing.
There is very little research that focuses orptioeess of developing simulation
activities. There is an even smaller body of redean the debriefing phase of
simulation that focuses on learner self-reflecaon internalization of the experience.
Current practices in debriefing widely vary antldiis known about the lived reflective
experiences in a simulated healthcare setting (Raetal., 2011; Dismukes, Gaba, &
Howard, 2006; Fanning & Gaba, 2007). By explommgl understanding experiences
during mock code debriefs, both clinicians andlf@ators may be able to improve the
debriefing process and therefore may positivelyaatpearning through improved
reflection. In addition, there is little understiamy of how group characteristics and
group make-up impact the debriefing and reflectixperience. Educators in any field
that use simulation may find this study’s resubpful in their ongoing education
program assessment and in the ability to help &arfrecapture their experiences, think
about it, mull it over, and evaluate it” (Boud, Kgpn& Walker, 1985, p. 33).
Research Questions
1. What level of reflection is achieved in simulatedak code debriefing sessions?
2. Does the reflection experience differ by group ebtaristics (demographics,
professional roles, professional experience, atod)debriefing design and
delivery (simulation environment, debriefing envingent, debriefing techniques,
and debriefing design)?
3. What is the lived experience of clinicians who gpate in simulations and

debriefing exercises in the healthcare setting?
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4. What is the lived experience of instructors whaliiate simulations and
debriefing exercises in the healthcare setting?
Limitations

The study followed a qualitative design and da¢aenobtained from one
healthcare organization that is part of the VHAeBtudy location was chosen out of
convenience and researched practice specific tplang of employment within the
department of Nursing Education. | am employedhayfacility and closely affiliated
with the program under evaluation. The closeiaffdn could be a limitation to the
study due to researcher bias; however; my obsensatnd experiences add critical
insight and value to the study. In addition, téegpdial personal bias, another limitation
could be the biases of the organization. Dueedtbspital’s large number of clinician
employees, constant influx of new medical and mgrstudents, and the highly diverse
number of services offered, the organization iy weterested in broadening the scope
and implementation of medical simulation activiteesl has a stake in improving the
methodology and design of them.

Another limitation to the study is ability to geaére study findings. The
organization is classified as a 1A healthcareitgcilThe 1A classification references the
hospital’s size, budget, number of employees, avetsity of services rendered and is
used within the federal government for comparisorppses. The 1A distinction is often
used to compare our hospital to other VHA faciitidth similar 1A distinctions. A 1A
facility is considered to be the largest facilitithin the VHA structure. Due to the
nature of a 1A facility, there is additional suppand funding available for the

development of new educational strategies and progr Therefore, the allocation of
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funds, instructor positions, and simulation equiptmaay vary between facilities of
different sizes. Finally, the study only collectmta from simulated mock codes.
Therefore, the findings are limited to applicatsithin this type of simulation exercise.
Assumptions

There are three primary assumptions. First, metloggcally, group debriefings
and participant interviews were used to obtain itptale data. It was assumed that
participants in the study answered interview qoastiand participated in debriefings to
the best of their ability. Theoretically, it wads@assumed that the participants in the
study perceived the mock code learning experiem&® tuseful in helping them improve
competency related to the management of a cardiesta Finally and also theoretically
linked to andragogy, was the assumption that spadlifcipants are self-directed and
independent adult learners (Knowles, Holton, & Sseam 2011) and therefore, prefer
learning opportunities that are experiential inrun@tover the more traditional teaching

methods that rely on passive learning methods.
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Chapter 2: The Literature Review

In Chapter 1, an overview of the background amiblem concerning the use of
simulation as an instructional method in healthegas introduced. In Chapter 2, |
provide a review of the literature associated withulation as a teaching method and its
implications for learning assessment. Chaptewvizves the literature through the
examination of a theoretical framework groundedndragogy. Additional learning
theories that are prevalent within this field afdst are also discussed. The chapter
presents research and literature related to keghblas in the study and is organized by
the main constructs; andragogy and underlying legrtheories and concepts, teaching
methods commonly utilized with adult learners vagiecial introspection of simulation,
and learning assessment techniques placing sgof@asis on reflection.
Conceptual Framework

The conceptual framework guides the study by auatijpossible courses of
action based on previous work and other’s idedse cbnceptual framework for this
study connects the major aspects of inquiry ansl@ta map providing coherence and
methodological alignment with the overall goal afaering the research questions. For
the purpose of this study, | chose andragogy ath#eretical framework. Andragogy
acts as an umbrella encompassing how | think atbeutearners and how I think about
the study design. In addition, several of the g@ssumptions are also embedded within

the theory of andragogy.
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Andragogy

One possible reason for the recent rise in simandgarning exercises may be
related to its ability to address core andragoggdailyves as described in the adult
learning model. Principles and theories of adedrhing currently drive the development
and design of healthcare education activities withe VHA. Knowles (1970) described
andragogy as a model of practice for adult learn&rsowles earliest published use of
the term andragogy was in 1968 in a publishedlanitere he defined andragogy as
“the art and science of helping adults learn” (gsdcin Knowles, Holton, & Swanson,
2011).

The theory of andragogy is relevant to the creatiomew learning processes to
meet the needs of today’s adult learners (Wang &¥Ka003). The assumptions of
andragogy support an instructional style that iff veeeived and conducive to learning in
the adult education setting (Merriam, 2001). Thdragogical learning model is based
on six key assumptions about adult learners argbthssumptions are observed in
learners participating in simulation-based learrangivities. The six assumptions about
adult learners and learning are foundational tahkery and its application as a study
framework (Knowles et al., 2011).

1. Adults tend to be self-directed learners (self-ctied)

2. Adults have a rich reservoir of experience thatsamve as a resource for

learning (foundation)

3. Adults are most interested in learning subjectsrigaimmediate

relevance to their work or personal lives (readshes
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4. Adults are generally motivated to learn due torimaéor intrinsic factors

as opposed to external or extrinsic factors (mabva

5. Adults need to know the reason for learning sometkineed to know)

6. Adult learning is problem centered rather than ennoriented

(orientation). (p. 43)

It may be helpful to define and discuss the tadultas it is used within the
assumptions. Knowles et al. (2011) consideredeira in several different ways of
thinking. First, biologically, people become adulthen they reach the age at which they
can reproduce. Second, legally, adults are defiyetie age at which the law says they
can vote, marry, join the military, etc. Thirdcgaly adults are defined by the
performance of adult roles such as working fullgjroaring for children and
spouse/parent, etc. Finally, the psychologicalhatein correlates adulthood with being
able to arrive at a self-concept of being respdaddr their own lives and being self-
directed. Knowles et al. (2011) felt that the gsylogical definition was the most
important and relevant to learning (p. 62).

The theory of andragogy describes a process inhnddalt learners become
engaged in dynamic and interactive learning expeges (Yeager et al., 2004).
Andragogy places emphasis on the process of lgarather than on the subject matter
being taught. Teaching strategies that are guigettie theory of andragogy are
interactive, contextual, and experiential in natame may include activities like role-
playing, gaming, and simulation (Bux, 2009).

Based on the six assumptions, Knowles (1984) deeel a practice model for

applying the andragogical assumptions of learnintp¢ adult classroom. The process
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model is based on eight critical elements that pesjpare the learners for acquiring new
knowledge or skills. According to the work of Knies (1984), adult learners are
different from adolescents and children. Teacladglts require the use of different
techniques, approaches, and assumptions to feeNitduable teaching and training
opportunities. Adults, and especially professiamllts, bring diverse experiences,
talents, skills, and knowledge that provide invaleaesources to the educational
environment. Clinicians in the healthcare seting often highly educated, motivated to
learn, and bring a wealth of professional and peakexperiences to the classroom.
The practice model guides the design of instraeti@and assessment methods in
the adult classroom and prepares the learner donileg. Knowles et al. (2011) called
the andragogical model a process model meaninghbanhodel deals with the
facilitation of procedures and resources, rathen tine transmission of information and
skills. Knowles et al. (2011) proposed that byugiog on the process of learning, rather
than content, an adult learner would be able taiaedghe information and skills as a
self-directed, independent learner (pp. 114-1T9%)e process model identified eight key
elements relevant to the instruction of adult leasn These elements are
(1) preparing the learner; (2) establishing a cler@nducive to learning; (3)
creating a mechanism for mutual planning; (4) desgmg the needs for learning;
(5) formulating program objectives that will sagiséarner needs; (6) designing a
pattern of learning experiences; (7) conductinge¢hexperiences with suitable
techniques and materials; and (8) evaluating theieg outcomes and re-

diagnosing learning needs. (p. 114)
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Understanding the assumptions and process elemvéhis the theory of andragogy are
paramount to the successful design and implementafinew teaching methodologies
such as simulation. Well-designed teaching metlogiles can facilitate the verification
of clinical competencies required for high-quajtytient care that are often the focus of
simulation activities such as mock codes.

The termKUSAVIis an acronym that was used to define a clustadolt
education competencies (knowledge, understandkily,atitude, value, and interest)
required for the performance of a function (Know(E384) and closely align and relate
to the earlier discussion of clinical core competes required for competent care of
patients. Knowles use of learning competencighéurdefined the competency concept
and expanded the definition beyond knowledge,skalhd abilities (KSAs), the current
concept of competency within the VHA. For the pagg of this study, Knowles’ (1984)
general concept of competency has been adopted afitimthe following definition of
terms associated with the concefnowledges generalization about experience and
internalization of informationynderstandings application of information and
generalizationsskills are incorporating new ways of performing throughctices,
attitudesare adoption of new feelings through experiencirgatgr success with them
than with old feelingsyaluesare adoption and priority arrangement of beliafg]
intereg in satisfying exposure to new experience (Know€s0).

Additional learning theories within the field of simulation. Although
andragogy is the underlying framework for this gtutiere are other learning theories
that have been prominently applied to the fieléddicational research as it relates to

simulation. Although this list is not inclusive all of these theoretical applications,
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some of the more prevalent theories in this fialdude transformational learning,
constructivism, and the concept of experientiairies.

Transformational learning.Another major contribution to the research efforts
surrounding reflection in learning that built upearlier works was shared by Mezirow
(1991). Mezirow (1991, 2000) has studied educatiarstruction and transformational
learning. Clark (1993) shared in reference tovthek of Mezirow’s (1991) theory of
transformational learning:

Transformational learning is defined as learnimag induces more far-reaching

change in the learner than other kinds of learraésgecially learning experiences

which shape the learner and produce a significapéct, or paradigm shift,

which affects the learner’s subsequent experierfped8)

There are three common themes that emerged fronrddés (1991) work on
transformational learning. Experience, criticdlaetion, and rational discourse all help
transform learning. Mezirow (2000) shared “a defyncharacteristic of being human is
our urgent need to understand and order the meanhioigr experiences, to integrate it
with what we know to avoid the threat of chaos”3p.

Constructivism Constructivism poses that learning involves a psead
constructing meaning and knowledge through expeeiéNlerriam & Caffarella, 1999).
The constructivist theorists propose that learaegssimple, unique, and
multidimensional (Askell-Willliams & Lawson, 2006 onstructivism also suggest that
educators must consider the learners’ backgroudctalture as important variables that
affect how the learner perceives reality, truthg attainment of new knowledge

(Svinicki, 1999). Constructivists believe that sessful completion of problem-solving
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activities increases the learner’s confidence, robsithe learner’'s motivation to learn,
and prepares the learner for resolving more comghekchallenging experiences in the
future (Deubel, 2002; Reilly & Spratt, 2007). Alithese beliefs are clearly related to
the education and training of healthcare persoanélseem to fall under the umbrella of
andragogy. Andragogy encompasses many of the ptsaed ideas captured within the
theory of constructivism and therefore, andragegy better conceptual framework for
the study.

Twomey-Forsnot (2005) proposed a constructivist ehofleducation as a place
where educators acted as facilitators, consultant$ coaches rather than teachers.

Similar constructivist theorists conclude that tegponsibility of the educator is to help

the learner achieve his or her own understandisgdan personal perspective and belief

(Dabbaha, 2003). Placing greater emphasis orttilderst perspective and encouraging
self-directed learning creates a more meaningarhieg environment and allows the
learners to arrive at their own conclusions (Ca&@€6; Blondy, 2007).

Knowles et al. (2011) shared that applying elem&n8& and 4 from the practice
model directs the instructor to use the existingWdedge, experience, and motivation of
learners to shape the learning experience (p. 28/hen these principles are applied
there is a shift from that of a traditional teactevards a facilitator of learning. In
addition, the transmission of information is lessgand the role of process manager is
emphasized promoting the relationship building dsesssessments, and involvement of
the learner in planning, linking the learner tooges, and encouraging and supporting

student initiative (pp. 259-260).
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Constructivists and adragogues agree that edueh@ativities that are designed
to support and challenge ideas, opinions, actiangd,decisions facilitate learning
(Chrenka, 2001). Critical thinking is supportedi &arners are encouraged to analyze
their thinking and decision making processes (Mbiayd& Strivens, 2000). Both directly
correlate to the process of debriefing that ocafter participation in a mock code.
Debriefing sessions allow learners to view therieay experience and assess, evaluate,
and compare their experiences to those of othemdes (Lunce, 2006).

Experiential learning. Experiential learning is “learning from experience”
Aristotle once said, “For the things we have tondaefore we can do them, we learn by
doing them” (Bynum & Porter, 2005). Kolb and Fio75) helped popularize the term
through work that is heavily reliant on the earlsarks of John Dewey. Before,
discussing the work of Kolb it would be benefidiaffirst brief the reader on the works of
Dewey.

The earliest educational works of Dewey (1902adjthat education and
learning are social and interactive processes. d9€W902) advocated for educational
structure that balances the delivery of knowledgh the interests and experiences of the
learner. Through this argument, Dewey became btieedirst proponents of hands-on
or experiential learning. One of his foundaticagjuments was that “if knowledge
comes from the impressions made upon us by natbjetts, it is impossible to procure
knowledge without the use of objects which imptégsmind” (Dewey, 2009, pp. 217-

218).



EXPLORING SIMULATION LEARNING EXPERIENCES

Dewey (1897) also created a new image of the tgadhe. He advocated that the
role of the teacher is to not stand at the frorthefroom and lecture, but to be instead a
facilitator and guide (Dewey, 1897, p. 9). As Dgweaplains in his earliest work:

The teacher is not in the school to impose ceitbgas or to form habits to the

child, but is there as a member of the commuwitsetiect the influences which

shall affect the child and to assist him in prdpessponding to these influences.

(p. 9)

Knowles et al. (2011) went further stating that tisecher becomes a partner or facilitator
in the process of learning and this idea has hejjppgde and restructure many classrooms
today, especially in the adult education setting.

Kolb and Fry’'s (1975) work focused on learningdtyewith an emphasis on
experiential learning. One of Kolb and Fry’s mfashous publications were their
Experiential Learning Model (ELM) that was predoantly developed for use in adult
education setting and has strong ties to the faiotk work of Dewey. The ELM is
composed of four elements: concrete experience&reason and reflection on that
experience, formation of abstract concepts basdtereflection, and testing the new
concepts (Kolb & Fry, 1975).

Kolb and Fry (1975) went on to share that expéiaétearning provides students
with the chance to acquire and apply knowledgdlsskand feelings in an immediate and
relevant setting. Experiential learning thus imed a “direct encounter with the
phenomena being studied, rather than merely thinabout the encounter” (Borzak,

1981, p. 9). Kolb and Fry (1975) furthered idaatifa defining characteristic of
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experiential learning in that it is deliberate mture. Therefore, experiential learning is
different from learning that occurs as a direcle@fon of participation in life events.

A summary of Kolb’s ELM was described lixperiential learning: Experience
as the source of learning and developnm(@884). Concrete experiences often translate
into the “do” phase of the ELM where the learndivaty experiences an activity. These
activities can be varied to include laboratory sess field work, practicum, work
studies, and simulations. The second stage, offerred to as the “observation” phase,
is where the learner consciously reflects backheretxperience. In the third phase
“thinking” takes place. The learner attempts taceptualize what was observed. This
may be in the form of a new theory or model. Hipah the fourth phase of the ELM the
learner “plans.” When planning, the learner mayrialate how the new theory, model,
or plan will be applied to future experiences tua similar in nature (Kolb, 1984). Kolb
went on to further develop learning styles thahtdg with each of the four stages and is
widely used in education and training today.

Teaching Methods According to Andragogy

The literature in andragogy acknowledges varioastteg methods that align
with the assumptions and principles of andragoghénclassroom. Widely recognized
teaching methods include but are not limited tacgse studies, (b) discussion, (c)
lecture, (d) interactive and distance learning)éajning contracts, (f) course portfolios,
(g) demonstration and simulation, (h) forums, panahd symposiums, and finally (i)
mentorship (Galbraith, 2004). Although this listiot inclusive of all teaching methods
used in the adult classroom, these are the methodscommonly discussed in the

literature.
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Galbraith (2004) suggested that when selectingopnopriate teaching method
for adult learning, a comprehensive framework stidnd used (p. 183). The framework
should include the major elements of the teach&agring transaction (p. 183). The
elements referenced in Galbraith’s framework ineltlie teacher, the learner, the
content, and the situations (Conti, 1989; Seam&eldenz, 1989). The goal when
selecting a teaching method is to choose a mettaidest facilitates learning and is
tailored to the needs of the participants. Theegfeach of the elements in the
framework brings a different set of needs and adeon of these needs can impact the
method selected (Galbraith, 2004, p. 183).

Methods guided by andragogy most often follow seveommon objectives.
Methodologies are experiential in nature. Galbré2004) stated that methods should
draw on the past experiences of the learners amddbe participatory in nature (p.
383). The teaching method should also have anracbmponent that helps the learner
connect learning to future practice (p. 383). Tlear connection of aforementioned
methodologies and andragogy is evident in the tjingbalbraith’s well-stated summary
of the techniques:

At its core is the concept of learning through elgrece- from the past experience

on which the [method] is built; through the presiateraction of the participants

who bring their own life experience; and for théufe, by building skills that are

presumed useful to the learners. (p. 383)

Case studies are a teaching method that can usadledrners must draw on
individual examples of real life practice (Galbmai2004, p. 384). The description of the

case can be either oral or written and providesiéxa with the opportunity to learn from
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their own interpretation of the case while alsdding on the experiences of others. The
application of case studies usually includes timagr components including (a) a case
study, story, or report, (b) the case analysis,(@hthe case discussion (Galbraith, 2004,
p. 384). Many times the development of simulatgrrcises is based on interesting or
unique medical cases. The cases are used teesetvironment and tone for the
simulation exercise.

Discussion is another teaching method describe@digraith (2004).

“Discussion seems to be both inclusive and padtogy” (p. 209). Discussion places
both the teacher and the learner on equal grouddhaply that everyone can make
useful contributions. Educators also believe thstussion actively involves learners in
the educational experience and is well suited foblem solving, concept exploration,
and attitude change (p. 210). Discussion playisitagral role during the process of
debriefing which takes place after the simulatias heen completed.

Lecture may be considered by many to be a method almgned with pedagogy;
however, Galbraith (2004) also posed that lectsiiglegitimate instructional method in
the adult classroom as well. Hyman (1974) wellestahat lecture is to teach, it is to be
used as a teaching method, not just standing baftaige group to speak. “Learning can
be facilitated through oral exposition and illugtya without violating the basic
principles of effective facilitation” (Galbraith0R4, p. 227). A facilitator engaging the
lecture method must remember “to acknowledge tambérs’ experiences, foster a sense
of self-worth, supportively challenge ways of thim, and encourage critical reflection

and application as well as active participant imeahent”(Galbraith, 2004, p. 227).
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Lecture is well suited when the primary goal ofrteag is information transfer.
Information can be presented in a well-organizeathifan with a framework for additional
learning activities and future study.

Distance learning is on the rise within highere@ation (Witte & Witte, 2004, p.
253). “Learners are educational consumers demgnmtith quality and accessibility”
(Witte & Witte, 2004, p. 253). The key to successducation in the 21st century is the
utilization of virtual networks built on multimed@atforms (White & Bridwell, 2004).
Interaction, feedback, and learner assessmentgerative to the successful
implementation of distance learning in the adwdsstoom. Distance learning is
characterized by openness, equal access, fleyjliyihamism, portability, nonlinear
transfer, multisensory delivery methods, and resp@mess to practical needs of learners
(White & Bridwell as cited in Galbraith, 2004, p/4). Distance education can include
all technologies and the interfaces between theate used to connect learners to a
virtual learning environment (Galbraith, 2004, g@4-275).

Learning contracts are used to adapt educatie@edsto individual learners’
needs and interests. The formal definition ofldaning contract is a written agreement
by learners that details what will be learned, wleamning will occur, and what criteria
will be used to evaluate the results of the leagyrifnowles, 1986). Learning contracts
are the result of a process of negotiation betviestnuctors and learners to arrive at a
plan that meets both the needs, objectives, anelctxions of the instructor and the
learner (Lemieux, 2001).

Course portfolios are selections of coursework thpresent a sample of the

skills, knowledge, and competency obtained. Ba(i&95) described portfolios as “a
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select sample of the total population of the sttidemork” (Barrett, 1995). In general a
portfolio is a visual example of a learners worlome course. Generally portfolios
follow a framework of four elements: an introdugtstatement, documentation,
reflective analysis, and a concluding statementi@dh, 2004, p. 323). The use of
portfolios seems to be consistent with experietg@tning and closely aligns with
Knowles (1984) position that adult learners expeés can serve as a valuable resource
for their learning.

Forum, and the closely related panel and sympobiave a long history in
education. Although all three methods are simtltaey also vary in their purpose, tone,
and level of audience participation (Galbraith, £00. 406). All three share the common
application of an organized session for groupsasfigipants that are often guided by a
moderator or chairperson. Forums, panels, and symums are well suited as a follow
up to another technique such as lecture. Theseametan provide learners the
opportunity to clarify questions and seek additlanformation. In addition, they also
promote free and open audience participation (@éHgr2004, p. 408).

Finally, mentoring is an informal, one-to-one teaship that aims to promote
the development of the learner. Mentoring is ofisad interchangeably with coaching
and preceptoring. These terms are sometimes ns#ter setting such as business and
healthcare. However, for the purpose of this staagntoring represents the exchange
and relationship more often exposed and used iemcigs and will focus on that term.
Mentors serve in a function to help students exp#ord understand a new world or
environment, interpreting for themselves, and mgjgghem learn what they need to know

to flourish (Galbraith, 2004, p. 453). Mentorsaatsodel expected behaviors, speak the
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“language”, and understand the “peculiarities’fed hew environment (Galbraith, 2004,
p. 453). Successful mentors encourage studeifiés,safpport, and provide students with
challenges for growth (Galbraith, 2004, p. 455hefe are many teaching strategies that
are based on the principles of andragogy and Sesexairectly related to simulation
activities. Case studies, discussion, and dematr@t/simulation all are common
strategies used when designing and implementingaalesimulation activities with
learners.

Marienau and Chickering (1982) noted that the ppies of andragogy
emphasize “the role of experience, freedom to maldgments and the responsibility for
the consequences of choice and action” (p. 8). @kaowles (1970) primary
assumptions for andragogy is that adult learniffgidi from pedagogical learning
because experience plays a primary role. Teachgthodologies that help adults focus
on experience and outcomes of those experiencdsaetpadults learn in a self-directed
fashion (Little, 1981). Demonstration and simuatencourage participants to see real
consequences of one’s actions, to feel the exhibveraf success and the frustration of
failure (Gilley, 2004, p. 361). These techniques/ralso help adult learners improve
competencies related to interpersonal interacgomp processing and intercultural
communication, coping with ambiguity, and working re@al-life problems with other
adults (Gilley, 2004, p. 361).

Demonstration is different from simulation. Demwagon focuses on showing
how something works while focusing on the procedurprocess to successfully do so.

Demonstrations can supplement content and helpdeatranslate descriptive material
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into actual practice. In healthcare, demonstrasarften used as a method of
competency verification related to tasks that asmeiated with procedural processes.
Simulation on the other hand, is more inclusiveeallity. Simulations are real life
replications that take place in mock environmehéd are created to mimic the real
world. Kolb (1984) noted that there is a renewddrest in using instructional methods
that translate abstract ideas of academia intoretacealities of peoples’ lives.
Overview of Simulation as a Teaching Method

Simulation is an educational method within healtBdaaining that has recently
been growing in use. At some point in medical edioa, skills must be practiced on
living patients. However, in an effort to impropatient safety and limit patients
exposure to unnecessary risk, simulation-basedagidnccan be used prior to skill
implementation on living patients (Ziv, Root, Sm&llGlick, 2003). Simulation
encourages deliberate practice and deliberatectigffewhich are both staples in any
field of expertise (Ericsson, 2008). Simulatiorasidered an experiential learning
technique that simulates a real life scenario sk ta a non-threatening environment
(Fanning & Gaba, 2007). Students have the oppibyttonpractice skills, familiarize
themselves with their own reactions, and improveraisciplinary communication using
simulation equipment such as manikins, patientractortual environments, and task
trainers. The hands-on experiences provide stadeitit an opportunity to see their
actions and decisions play out providing them \p#ithways for increased critical
thinking and self-evaluation.

The expectation of health care professionals istaonly changing to meet the

demands of the ever-changing healthcare systeraltidare providers are expected on a
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daily basis to confront and adapt to new procedueetinology, equipment, and job
expectations. Specifically, the nursing professias begun to accept new and additional
responsibilities that lead to caring for more alyuilepatients who require advanced skill
sets and critical thinking. The role and functadrithe nurse continues to expand placing
greater demands on nursing professionals to cahstarevaluate their professional
knowledge, behaviors, and skills.

Simulation has gained attention as an advantageetisod of clinical training for
nursing, medical, and clinically affiliated studemind trainees. In addition, and of
interest to the researcher, the application of Rtan for current practitioners as a
method of verifying competency and providing preetpportunity for skills or
procedures that are considered high risk or lomwad in the hospital setting. Ziv,
David, and Ziv (2005) stated that one of the mdstatageous outcomes of medical
based simulation training is that it provides leasthe opportunity to learn from
mistakes and errors in a simulated environmenethereducing the occurrence of
similar error in real life. Ziv et al. (2005) alpooposed that simulation activities can
boost performance and enhance patient safety.

Another advantage of simulation is the ability toypde all clinicians with
similar and standardized experiences (Carter, We&léarson, 2006). Often times in
the clinical practicum setting it is difficult ta@vide standardized learning opportunities
for all students as the daily patient admissiorésdiagnoses can vary from day-to-day,
experience-to-experience. Therefore, by using itiwn, all learners can participate in

the same scenario or simulated task. Another dadgarof simulation is the opportunity
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for students to participate in immediate feedbagiply corrective actions, and see the
outcomes of their behaviors and decisions (Billi&gdalstead, 2009, p. 256).

A recent comparative meta-analysis study deterthihe effectiveness of
simulation based training to non-simulation basashing (Cook et al., 2012). An
identified 92 eligible studies met inclusion criteand data was abstracted on
instructional design, outcomes, and study qualitiie analysis concluded that simulation
based training is associated with small to modegrasttive effects. Specifically,
knowledge, process measure of skills, process measbehavior, and patient effects,
all reported positive effects (Cook et al., 2012).

However, there are also some disadvantages tg esnulation as a method of
clinical instruction. First, many times it is dd@ilt and time consuming to recreate a
scenario that is realistic. “Without a feelingredlity, it is difficult for the learner to
transfer the learning to a real situation” (Billsng Halstead, 2009, p. 256).

Also, the actual development of simulated learr@ogyvities can be time
consuming and labor intensive for those cliniciat® oversee the simulation centers
and labs. Equipment is costly as well. In arcltdescribing initial and maintenance
costs for a college simulation lab in a small mgsiepartment, costs were
approximately $150,000 to start and $15,000 per tgemaintain the program
(Tuoriniemi & Schott-Baer, 2008). High fidelity mi&ins can run upwards of $85,000 at
time of initial purchases.

Finally, simulation activities have been shownrtorease stress and anxiety for in
learners. DeMaria et al. (2010) found that inceeldsvels of anxiety can positively or

negatively impact learner outcomes. Too much danxian be associated with decreased
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learning, while some anxiety in associated withreased performance and retention
(DeMaria et al., 2010). DeMaria et al. (2010) adbowed that not all clinicians
experience anxiety equally. Research showed thata clinicians volunteer for
simulation activities and seem to incur less apxast compared to senior and expert
clinicians.

In addition to the manikin, a simulated settingeowironment would also require
bedside equipment such as ventilators, I.V. infugomps and fluids, cardiac monitoring
set-up, and a patient hospital bed. In orderifaukations to be as real as possible, the
facilitators also prefer to use real medicationscpdural set-ups such as sterile drapes,
catheterization kits and central line dressings thie application of real treatments such
as respiratory therapy treatments, intubation tuted defibrillators (Rosen, 2008).
Finally, simulations required skilled cliniciansdevelop and oversee their
implementation. Many simulation labs hire spegisihined technicians who have
expertise in clinical practice and also have adedreducation in instructional design
(Lateef, 2010).

Types of simulation often used in medical educationSimulation varies
widely. Exercises can include simple tasks whiehgerformed on equipment referred
to as task trainers. An example of this would taeficing 1.V. insertion on a model arm.
Simulation also can be very realistic. There heenbenormous improvement made to
high fidelity manikins recently. These maniking agal to touch, sense, and reactions.
They simulate every aspect of human life from brieat, coughing, moving, and even

talking. They can respond to medications, procesiuand specific student reactions.
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Although the term simulation often is used to déscmedical education
opportunities that are driven by high technologydepth training equipment such as a
high fidelity manikin, there are a wide varietytgpes of simulation. Simulation has
been used for years in medical education. Onkeofitst forms of medical simulation
was the use of oranges and orange peels to sinth&atexture and sensation of a
patient’s skin to practice intramuscular injectiomsiursing school. Simulation has
rapidly advanced to current trends that use hapticsproduce the touch sensations
associated with neurological and orthopedic suegerHaptics refers to the technology
that simulates touch and pressure. There is avadety of simulation techniques used
in practice today and several techniques are disclis detail below.

Partial task trainer. The most basic form of medical simulation in cutren
practice today is referred to as part or partisk taainers. A partial task trainer simulates
only a portion of the body or environment (DurhanA&len, 2008). These trainers vary
widely in their cost, applicability, and responddéowever, the main goal of a partial task
trainer is to assist clinicians in learning a sé&illhands on technique. They are also
helpful for facilitating the learning of a proceéusr introducing a new piece of
equipment. For example, in nursing education, rhadas are often used venipuncture
practice (drawing blood). The task trainer arntemmhave realistic skin, veins, and some
will provide blood return into the I.V. catheter erhinserted successfully. The task
trainers are useful as they allow students to pmathe same skill repeatedly until
deemed competent or comfortable. However, theylalsk some aspects of reality and

are difficult to use in large groups as most féeti do not own multiple task trainers.
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Simulated patients Simulated patients are a form of role play. Tke&rhing
technique is most applicable in scenarios that rgyire communication or coaching
techniques that are new or unfamiliar to the clamc For example, simulated patient
scenarios are often used with new physicians asthad of practicing patient
assessments and obtaining health histories. &bmique is also commonly used to help
clinicians practice communication in difficult sattions such as death and dying or end of
life care. Many times, educators play the rolethwhe learners and therefore can
provide immediate feedback to the student or aamic

Computer-based simulatianComputer based simulation is a growing field
within medical simulation and programs and techgyplare constantly improving. Early
trends in computer-based simulation included gaesind answer like scenarios that
guided clinicians through correct algorithms fopegpriate patient care. However,
current trends are focused on replicating medicairenments and using virtual reality
to train clinicians. Clinicians use critical think skills and knowledge to make clinical
decisions, based on those decisions, they canwebter results in action (Durham &
Alden, 2008). The programs often provide stratéggcback and prompts as part of the
virtual interactions.

Complex task trainers Complex task trainers are the next generation gigba
task trainers. They integrate haptics into theshtology making the learning
environment more rich and realistic. This typérainer is especially useful in training
skills and procedures that occur blindly. For eglanpelvic trainers are now available
to help clinicians master the performance of adbgh pelvic exam. With haptic

technology in place, sensors embedded within theqy@odel provide immediate
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feedback regarding pressure applied, appropriatsigdl assessment, location, and areas
missed (Durham & Alden, 2008).

Integrated simulators.Finally, the most commonly used equipment in mddica
simulation is the integrated simulators. Theseutahors combine partial or full-bodied
manikins with computer-based technology providimgae realistic training experience.
These manikins are often categorized based ontfiddtidelity is defined by the degree
to which the appearance and capabilities of thellsitor resemble the appearance and
function of the human experience (Maran & GlavidQ2). Integrated patient simulators
are therefore often categorized as low, mediurhjgir fidelity.

Integrated patient simulators are among the maséent teaching advances in
medicine and nursing. These high tech manikinsréeeactive, responsive, and realistic.
They often are capable of many common physiologgponses such as respiration, heart
sounds, breath sounds, urinary output, pupil reacind blood/fluid exchange. Some of
the more high fidelity manikins will respond to thieident as well with verbal cues,
moaning, crying, etc. As the research and popylhgs increased, many companies
now provide manikins specifically for special pogidns and age groups. For example,
one of the most common companies producing intednaatient simulators currently
offers infant, child, adult, and pregnant versiohghe manikins.

Another key component of the integrated simulai®the multilayered response
systems. They provide clinical reality by imitagiaxternal and internal responses to
clinician behaviors and decisions. In additior thanikins internally record all input,
output, and interactions that provides the educatdrthe participants with feedback and

opportunities for learning.
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All of the integrated simulators are operated faypg-alone PC software. Some
of the simulators are hard wired to a desk to@mprtbp. Other more recent models are
wireless making them even more realistic as thely fhe extensive wires that were
common with earlier models. Many of the simulagoftware also include integrated
debriefing system. This system is comprised of@add video recording capabilities.
The video and audio is also synced with the infemanikin event log providing a
reliable tool for debriefing and discussing thenirag events (Durham & Alden, 2008).

All of the types of simulation have a place imadal education. The study
focused on the use of the integrated or high-figesimulator. This type of simulator was
recently purchased by the medical center and addptehe delivery of all mock codes
within the healthcare facility where the study tqaéce.

Although the discussion of simulation technologylipment, and manikins was
extensive, | feel that it adds value to the underding of how simulation learning
activities can be developed and implemented andrhedical simulation has evolved.
Based on the skill or task that the educator desordocus, a simulation can be created
and used to address learners’ specific needs. indptypes of equipment and the
application of the equipment and enrich or less@naverall learning in simulation based
teaching methodologies. As a researcher, it iomapt to me to adequately understand
the implications and uses of each type of simute¢iquipment so that | can best prepare
and deliver a quality learning activity for the fears.

Application of simulation in healthcare. Although educators and trainers are
motivated to redirect education and training atiégito more closely align with adult

educational theories and principles, a greater ainpa education has been made by
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movement and trends in healthcare. These tremas selead our education and training
aims and efforts and have impacted the growth aceint adoption of experiential
learning and simulation in healthcare.

An important and guiding movement in current ediecaand training trends in
healthcare was greatly impacted by the 2010 IristfiMedicine (IOM) report on the
future of nursing. This report illustrates thatsing constitutes the largest sector of the
nation’s healthcare workforce (IOM, 2010) and nogsaccounts for nearly 85% of the
care administered in the hospital setting. Theegfib is easy to understand the emphasis
the IOM report placed on the education of nurstiadf.s Among a variety of findings, the
report noted that nurses should achieve highetdefeeducation and training through
improved education systems (IOM, 2010, p. 2).

To ensure the delivery of safe, patient-centesgd across [healthcare] settings,

the nursing education system must be improvedieftaneeds have become more

complicated, and nurses need to attain requisitgpetencies to deliver high-

quality care. (IOM, 2010, p. 3)

In response to this staggering report, higher etlutand clinical education efforts
began investigating the use and adoption of nemds@nd ideas in how education and
training needs can be addressed. Specificallgngphasis was placed on skill validation,
competencies, and on-going education in the watinge

Simulation has been identified as a key trainingtegy to address the current
needs. In part, simulation offers clinicians tipportunity to train skills required to
respond to emergent or high-risk scenarios in athmratening environment. As patient

needs continue to become more and more complicaisdecessary for clinicians to
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have access to training opportunities that diresittyulate and standardize these
scenarios without placing the patient in danger.

Another trend that is guiding the future of heedtfe education is patient safety.
“Nurses and other health care professionals arenindreased scrutiny to provide safe,
competent, and effective care” (Durham & Alden, 200. 1). The IOM reporffo Err is
Human: Building a Safer Health Care Syst@fohn, Corrigan, & Donaldson, 2000),
recommended as a key strategy to prevent medieakean the clinical setting, the
adoption of medical simulation activities (p. 179)he report states that simulation
should be used for training new or novice pragatii, crisis management, and when
new or potentially dangerous procedures and equipare introduced into the health
care system (p. 179).

Patient safety is a constant concern in the medraéession. Clinicians can
cause patient harm or even death when managirgeas# process poorly, choosing to
not use best standards of care, or lack of trainigcording to Eder-Van Hook (2004), a
health care provider’s ability to react prudentiyan unexpected situation is one of the
most critical factors in creating a positive out@m medical emergency. Eder-Van
Hook also noted that medical errors kill upward98f000 persons annually with an
estimated cost of between $37 million to $17 hillin preventable adverse events dollars
per year. With these identified concerns it iglewit that improving patient safety and
care is a concern for the industry. Use of patsamulators enables clinical instructors to
provide clinicians with structured, well developgatient scenarios rather than having to
identify or find appropriate and/or rare patientecapportunities in the health care setting

(Fanning & Gaba, 2007).
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Design, implementation, and evaluation of medicalsulations. Simulation-
based learning has been growing in use throughemaltitare education programs
recently; though, very little research has beeredqmoviding evidence of best practices
for scenario development and implementation. Theaewide variety of methods and
delivery models used in simulation and there seterh® a large gap in research
regarding the best way to deliver quality simuldesatning experiences. Benner (2001)
stated that skilled nursing requires well-plannddaation programs. When planning an
educational activity, it is helpful to consider wiype of tool will be most appropriate to
teach the task at hand (Benner, 200h)addition, Beaubien and Baker (2004) stated that
it is not the level or capabilities of the simutettiequipment that determines
effectiveness, but rather the faculty who desitpesetducational experience. “Simulation
is a multi-dimensional concept requiring the edacét examine not only the equipment,
but also the environment, and the psychologicatqqions of the learner and educator”
(Beaubien & Baker, 2004, p. i52).

Many questions have recently been brought to tlemiadn of researchers
working in simulation focusing on the process ofiglation-based learning. For
example, questions about the best length, delivexthod, group size, and debriefing
approaches, have all been identified as gaps @arel related to simulation. These
guestions along with others have begun to be ageldas current research studies.

In an article by Salas, Wilson, Burke, and Pr{@805), a general framework for
simulation-based activities is described. The megomponents of simulation include
performance history/skill inventory, task/ competes, training objectives, simulation

exercises, measures/metrics, performance diagraogldeedback/debriefing. The article
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went on to describe what each component shoulddecl A major failure of current
literature is the provision of simulation contenth@ut any guidance or in-depth
information about how to get there (Salas et &03). There appears to be a gap in the
body of research that focuses on the design anttmgmtation of simulation activities.
Specifically, future research could focus on tHéedent components of the simulated
experience and the analysis of how each elemeitilcotes to learning (Ziv et al.,
2005).
Cook et al. (2012) recently studied the effectesnof instructional design.
Using a meta-analysis, several instructional def@gtures of simulation-based training
were studied. There were 289 eligible studieslengoa total of 18,971 trainees
included in the analysis. Inconsistency betwestruictional designs was usually large.
However, skill outcomes, repetitive practice, iatgivity, multiple learning strategies,
and individualized learning outcomes all confirfeefiveness in simulation-based
training (Cook et al., 2012).
Waxman (2010) published evidence-based guideforedinical simulation
scenario development. It identified six criticldraents of scenario design that included
1. Ensure that the learning objectives are definedveldp clear, concise
learning objectives.

2. ldentify the level of fidelity (the level to whidhe simulation mimic reality);
high, medium, or low.

3. Define the level of complexity (problem solving).

4. Use evidence-based references.

5. Incorporate instructor prompts and cues.
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6. Allow adequate time for debriefing or guided refien.

These six critical elements provide guidelinesgducators as they begin to design and
develop simulation scenarios. Incorporating thegdelines helps to ensure well-
designed scenarios that meet the needs of thesksaand facilitates quality outcomes for
learning.

Debriefing. Debriefing is often the final step of the simubatiearning process
and is a critical part of simulation-based educaés it directly relates to reflection.
After a participant or group completes a simulaggtivity, they will discuss the
experience. This process lacks guidance or framew®ome debriefings are very quick
and guided by the facilitator. Some debriefingslanger than the simulation activity
itself and are led by group members. Simulatiorsoéten video and audio recorded so
that participants can review their actions and eosations post-activity. In other cases,
debriefing takes place individually through jouinglor writing activities. Little is
known about which type of debriefing process bagtshe learners’ needs and the
simulation activity.

Fanning and Gaba (2007) defined debriefing asalifated or guided reflection
in the cycle of experiential learning” (p. 115)hély identified a critical need for current
research to illustrate how to debrief, how to teattters to debrief, what methods of
debriefing exist and how effective are they? Nbkearners are naturally capable of
analyzing, or making sense, and assimilating legrexperiences on their own (Fanning
& Gaba, 2007). It is the role of debriefing antleetion to “help learners bridge the gap

between experiencing an event and making sense @fent” (p. 116).
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Raemer et al. (2011) concluded in a critical remig current literature on
debriefing in simulation-based education, that “snaharacteristics of the debriefing
process might affect its efficacy” and “given therent state of the science, important
aspects of the process may still be poorly undedstw even discovered” (p. s53). The
review highlighted five questions that must be agr®a to characterize the debriefing
process:

1. Who- who is debriefing?

2. What- what is the content/methods of debriefing?

3. When- timing of the debriefing?

4. Where- environment of the debriefing?

5. Why- theoretical framework supporting debriefing?
Although all of these recommendations are importanhe advancement of the science,
this study will focus on “what” question describitige content/ method of debriefing.
Further research is needed to determine if onedypebriefing method has advantages
or disadvantages over another.

Known experts in the field of debriefing also shdifferent approaches to
conduct this part of the process. For exampla,recent workshop held during the
Annual Meeting of the Society in Europe for SimigdatApplied to Medicine (SESAM)
held in Granada, Spain in June 2011, three expenducted a debriefing session as an
experiential learning opportunity. Nearly 80 pagants observed each expert as they
led debriefs. The first expert described his saddacilitated discussion. His debriefing
was broken down into three phases (descriptiorlysisaand application). During the

description phase the participants in the simutatiescribed what happened and what
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they found to be positive or negative. The expkt explored views and opinions with
probing questions. After the analysis, the expskied for solutions to identified
problems and how those solutions might be putpnéatice (Dieckmann, 2012).

The second debriefing expert focused on key istwasarose during the
simulation scenario. Specifically, he chose to‘alsbriefing with good judgment” by
balancing advocacy and inquiry (Chanchayanon, was/ongse, & Chau-in, 2005).
The expert debriefer chose to describe observatronsthe scenario, share his own
judgment, and invites the participants to sharetwlhave their actions and decisions
during the scenario. The expert then helps thecgaants reframe their actions for
improved future performance in similar settingsoenarios (Dieckmann, 2012).

The third and final expert begins the debriefiygasking the participants as a
team to review their alternatives (as appropriatariedical decision-making) at different
points in the scenario. The expert also invitesgarticipants to discuss both advantages
and disadvantages of each. The team is then &skethte the discussion to the
principles of Crisis Resource Management, which isodel commonly referenced in
patient safety literature (Dieckmann, 2012). kvwsdent, based on this workshop, that
experts in the field have a wide variety of apphmscthey choose to use to facilitate
debriefing. The evidence and research is lackmpiecal evidence to support one
approach or methodology.

A recent methodology for debriefing has been stdnd presented called
Debriefing Assessment for Simulation in Healthq@&SH). The DASH assessment
instrument has been developed and currently undeygsychometric testing to validate

the quality of healthcare simulation debriefing$ie DASH instrument evaluates six

44



EXPLORING SIMULATION LEARNING EXPERIENCES

dimensions and elements of debriefings that haee entified through rigorous
research. Many of the DASH dimensions also cloakf§jn with the basic principles of
adult learning demonstrating the close relationslewveen effective debriefings and the
facilitation of adult learning. Dimensions of DASktlude (a) establish an engaging
learning environment, (b) maintain an engagingreay environment, (c) structure the
debriefing in an organized way, (d) provoke engggliscussions, (e) identify and
explore performance gaps, and (f) help traineesewelor sustain good future
performance (Fleeger et al., 2012).

The DASH instrument is being widely applied to tlevelopment and design of
future simulation activities. Application of suststruments may improve the
standardization and rigor of simulation debriefilfgkeeger et al., 2012). Because of the
complexity of effective debriefing, training andts are needed to help facilitators
deliver high quality, rich learning opportunitiesthese settings. Additional research and
training is needed, but the initial findings ofdies using the DASH instrument show
promise.

Many times, video recordings of the simulationreise are used to guide the
debriefing. There is consensus in research ofisieéulness and impact of debriefs that
are guided by video (Owen & Follows, 2006; Rutledgal., 2008; Zulkosky, 2010;
Mikasa & Cicero, 2012). Mikasa and Cicero (20X#)rfd that the use of video
recordings during debriefs enhanced students whbilitdentify strengths and also areas
for growth and improvement. They also identifiedttas compared to non-video assisted
debriefs, critical thinking and communication shaveggnificant improvement when

video recordings were used (Mikasa & Cicero, 2012).
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Learning Assessment Techniques in Adult Education

Learning assessment can be described as the ass¢sdithe learner, the
instructor, and the environment. The goal of agsesit is most often aimed at
measuring and evaluating learners’ progress; howv&arning assessment can also
facilitate inspection of program effectivenesstnnstor effectiveness, and potential
opportunities for improvement (Angelo & Cross, 1993 here is a wide variety of
assessment techniques applied in the adult educsditing. Often these techniques can
be categorized by the goal of the assessmentexXamnple, Angelo and Cross (1993)
used five primary categories of learning assessment

The first category offers assessment techniqguexesed with the assessment of
knowledge and skill. A few techniques that maybed include knowledge probes,
focus lists, empty outlines, memory matrix, minpépers, muddiest point, and a handful
of others. These assessments measure how wallenstis learning content related to a
specific subject.

The second category of assessment is assessihiy skiblyzing and critical
thinking (Angelo & Cross, 1983). Examples of teicues often implemented in this
category include categorizing grids, defining feasumatrix, pro and con grids, and
analytic memos. These assessments are desigredltate procedural learning,
learning thenowinstead of thevhat (Angelo & Cross, 1983, p. 159).

Assessing skill in synthesis and creative thinksthe third category identified
by Angelo and Cross (1983). Techniques in thisgaty may include the one-sentence
summary, work journals, approximate analogies, ephmaps, invented dialogues, and

annotated portfolios. Assessments designed taateatreative thinking in the
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classroom measure information synthesis. Synthesiemonstrated through the
weaving of previous knowledge with new course conte

The fourth category of learning assessment is ddfas the assessment of skill in
problem solving. Some examples of techniquesdbald be applied in this category are
problem recognition tasks, documented problem swisf and audio/video recorded
protocols. These assessments target the measurefmeetacognition. A student who
demonstrates metacognition is able to identify camatities amongst problems, explore
and work through problems, and reflect and altebl@m-solving plans (Angelo &
Cross, 1983, p. 213).

Lastly, the fifth category of assessment descriinedngelo and Cross (1983) is
skill assessment in application and performancechmiques often implemented in this
category include directed paraphrasing, applicatamds, student-generated test
guestions, human tableau or class modeling, anérmaproject prospectus. These
assessments measure the students’ ability to éoiyed knowledge and skill in the
appropriate setting. Some would refer to thisantlitional” learning (Angelo & Cross,
1983, p. 231).

The five categories of learning assessment tecksigauld all be applied to
simulation based activities. All five techniques/b applicability, however, few have
been researched as an assessment tools in menio&ign activities such as mock
codes. Increased knowledge and skill adoptiommaoyst commonly identified by
facilitators as the focus of learning objectived desired outcomes.

The ability to assess learning is often a challdogéhe educator who chooses

simulation as an instructional method. When desgya medical simulation, the
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educator must also consider the process of leagsassment. Self-evaluation, analysis
of the experience, and personal and group refleere primary components of the
learning assessment process as it relates to siarubctivities. These assessment tools
provide a methodology for knowledge discovery,mefnent, and enhancement of critical
thinking skills (Bux, 2009) and other forms of lesng that the learner may achieve. In
addition, they also provide a method of assesdiludf &earning competencies.

Learning that takes place during participation medical simulation, such as a
mock code, cannot be categorized into one categfaagsessment. Therefore, many
different learning assessment techniques are ofiplemented. Three of the most
common techniques used to evaluate and assesmtgarsimulation activities are
evaluation of learning outcomes (by the learnertaednstructor), observation of
performance based on pre-determined objectivestediattion both by the individual
and the group. However, the process of evalualiwmg and after simulation has been
limited with most research focusing on self-reparg participant satisfaction (Bux,
2009). A significant gap in simulation researcls baen attributed to the lack of valid
and reliable instruments to assess learning outs¢Bwulet, Jeffries, Hatala, et al.,
2011).

Self-evaluation. Within healthcare education, self-assessment magsheen
accepted as a required part of the learning prodasgght (2011) conceded that clinical
competency assessment cannot take place withoutgheand self-assessment of the
learner. Medical and nursing educators often refeelf- assessment as self-
examination. Self-assessment can take place grestiearning activity and in many

cases will do both. For example, when validatiompetency, the learner is asked to
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assess or rate their level of competency. Uporpbetiion of demonstration of the
knowledge of skill, the learner is often askedeassess their level of competency using
the same rating scale.

Another example of self-evaluation often implementeregards to simulation
exercises is completed post-participation in thevig. Learners are asked to evaluate
their performance during the simulation and comneenthings that they believe to be
positive or negative. Beyond simulation, contiqu@ducation accrediting bodies such as
the American Nurses Credentialing Center and therigan Credentialing Center for
Medical Associates require a self-assessment afileaand a written description of how
the learning activity or content will be put intatdire practice before they will grant
continuing education credit.

Although self-evaluation is a common technique usadedical education, it is a
lacking research to support its justification feeu Issenberg et al. (2001) found in a
meta-analysis of the accuracy of self-assessmeifhtsalth professionals, that not
uncommonly, self-assessments were not valid anldl cent be compared to the
assessments of experts of objective tests. Otteatflentified weaknesses of self-
assessments appears to be the lack of comparisore™ own performance to valid and
accurate established criteria. In many casegjat@d measures of performance are
unknown to the self-evaluator (Issenberg et alD120

Observation of performance. On the other hand, observation of performance is
often performed by experts who are using a valggedive-driven, assessment tool or
checklist. For example, during the simulated moattes, a nurse educator will observe

the group performance and evaluate skills and kedge based on a checklist of
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required steps in the process of responding tdiargan cardiac arrest. In most cases,
observation of performance is completed by an iledtexpert or clinical leader;
however, observations can also be made by peesvslas

Overview of reflection as an assessment technigu®eflection is a concept
embedded within the process of debriefing. Reflecpiractices, which often guide the
process of debriefing, are integral to a learnabity to internalize their experiences.
Scholars suggest that reflection can enhancealrttinking (Cirocco, 2007), increase
self-awareness and communication skills (Pagetl 2@hd change how clinicians
approach patient care (Paget, 2001). Reflectismiakcreases the chance of information
retention and skill adoption (Boud et al, 1985; &chl987; Jarvis, 1987, 1992; Powell,
1989; Mezirow, 1991; McCaugherty, 1992; Murphy &#is, 1994). There seems to be
wide variety in the process of debriefing and otiemes are conducted based on the
expert opinion of the educator who is facilitating Although most professionals
involved in the development and use of medical &tan agree that debriefing is an
integral component to the learning process, theli¢tle agreement on the process,
underlying framework, grounding theories, and datlesivery (Mikasa & Cicero, 2012).

Moving towards the concept of reflection as a pathe process of debriefing,
literature is less abundant. Reflection is corrgide¢o be an integral component of the
process and is often observed during debriefiragilifating effective participant
reflection and evaluating and assessing refle¢tamproven to be difficult in my
opinion. The concept and application of reflectiwhile widely accepted in healthcare
education, is threatened by the lack of reliabl¢hogs of assessing learners’ reflective

practices. Current literature demonstrates trexetis more discussion surrounding the
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concept of reflection or the extent of its useheathan empirical evidence on the
assessment and evaluation of reflection in practiteeflection is to continue to be
supported in education and training practices, adus must establish a means to
evaluate its effectiveness.

When considering reflection and its applicatiorthiaical education and training,
a challenge in this setting is helping learnersdieanlinical challenges competently. The
concern around competency is particularly relevaiihe education of clinical providers
such as nurses and physicians. Clinicians muserakisions with autonomy and expert
judgment often in high stress, critical situatios identified learning strategy to help
deal with these learners is reflection (Boud etl#185; Schoén, 1987; Jarvis, 1992;
Powell, 1989; Mezirow, 1991; Murphy & Atkins, 1994)

Of importance to this study is the reflection sta§&olb and Fry’s (1975)
learning cycle. Many experts in the field of siamidn state that reflection is a critical
phase in learning for simulation exercises. Mahthese ideas and support can be linked
to the early works of Schon (1983). Schon canrbdited with a large contribution to
the development and research associated with tiethecSchon’s (1983) work, which
was heavily influenced by the theoretical work @vizy (1902), focused on the role of
reflection in learning. He coined the term “reflen-in-action” and brought reflective
practices to the forefront of professional edugatiad training. Schoén (1983) described
reflection-in-action as “thinking on our feet.” &Rection-in-action involves looking to
our experiences, connecting with our feelings, amehding to our theories in us. It
entails building new understandings to inform octians in the situation that is

unfolding” (Schon, 1983, p. 21).

51



EXPLORING SIMULATION LEARNING EXPERIENCES 52

Schoén (1983) goes on to further describe refleeatieaction stating:

The practitioner allows himself to experience sisg) puzzlement, or confusion

in a situation which he finds uncertain or uniqiite reflects on the phenomenon

before him, and on the prior understanding whiabehbeen implicit to his
behavior. He carries out an experiment whiche®to generate both a new

understanding of the phenomenon and a change isittation. (p. 68)

Schon (1983) also clearly delineated betweendfieation that takes place “on
your feet” and the reflection which takes placemén encounter. Schon (1983) referred
to this type of reflection as “reflection-on-actidonThe act of reflecting-on-action
enables learners to spend time exploring why tleabed the way they did, what was
happening, and why they made the decisions theyBidparticipating in reflection-on-
action, learners develop sets of questions and idleaut activities and practice (Schon,
1983, p. 123).

Schon’s (1983) early work on reflection has guided and current research in
reflective practices and application to teachind Earning. Three scholars whose work
should be discussed include the work of Jarvis T} 98ezirow (1991), and Boud
(1985). Jarvis (1987) developed a theory abouptbeess of learning through social
experiences. Although medical simulation and caheducation often do not occur in a
social setting, his contributions relate to theaatbement of the subject matter. Jarvis
(2007) created a learning process model that cerssah experience as a learning

process adults need along with a reflective action.
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Jarvis (2007) went on to further develop levelgeafning based on his model.
The first level is non-learning and is describesh@agearning taking place. Three routes
of non-learning are presumption, non-consideratowl, rejection of learning. The
second level, non-reflective learning includes alsamount of learning. Three routes
for non-reflective learning include pre-consciopisactice, and memorization. The third
level of learning, reflective learning, leads tdical reflection. Three routes to reflective
learning include contemplation, reflective practiaed experiential learning.

Jarvis (1987) described each of these routesditebunderstanding.
Contemplation is achieved when a person thinks &albat is being learned. Reflective
practice occurs when there is reflection priorriaaation and during the action. Finally,
experiential learning is when actual experimentatiocurs in one’s own environment.

Jarvis (1992) stated that reflection can facitdte integration of theory into
practice. Turning experience into learning is fotm be valuable in clinical practicum
settings often associated with pre and post liaensursing education and physician
education (Saylor, 1990; McCaugherty 1992; Murphgikins, 1994). In addition,
reflection enhances the development of clinical getance (Jarvis, 1992).

Reflection has been studied in many differenticéihsettings. The use of
reflective journals is becoming popular in pre-tisare programs for nursing, dentistry,
therapy, and medicine. In addition, it has alsenbeidely adopted for the education of
future teachers (Fellows & Zimpher, 1988; Ross,a1@8nyth, 1989). In a study by
Wong et al. (1995), reflection of nursing studemgs assessed using reflective journals.
The study used a grading rubric based on the taeféetheoretical works of Boud et al.

(1985) and Mezirow (1991). Through content analgsid the identification of a coding
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scheme, the researchers were able to identifydeared categories of reflection 50-75%
of the time accurately. The authors concludedrbidective writing can be used as
evidence for the presence or absence of refletttimking (Wong et al., 1995).

In another study (Jenson & Joy, 2005) researaetored a model to evaluate
levels of reflection in baccalaureate nursing stisigournals. The authors used a
similar grading rubric model to study reflectiongitiffe, 1996; Powell, 1989;
Richardson & Maltby, 1995; Wong et al., 1995). dals were analyzed on seven
categories of reflectivity based on the work of Mew (1991) and found that 63% of
journal entries demonstrated higher-level reflegtivThe authors concluded that
reflective journaling can be used to help studpldse their experiences into a learning
format for growth which will ultimately improve hitacare education.

Similar studies evaluating written reflection halso been conducted with
pharmacy students (Wallman, Lindblad, Hall, Lundkn@& Ring, 2008), occupational
therapy (Dunn & Musolino, 2011), and undergradaete graduate students in a broad
range of majors (King, 2011; Morrison, 1996; Bro&mMcCartney, 1998) and similar
findings have been disseminated. Although the laddgsearch is growing among the

implementation and evaluation of written reflectitimere is a smaller body of research

studying reflective practices beyond journalinghé&h discussing reflection as related to

simulation exercises, often times, reflection iasidered to be the main function or goal
of the debriefing process.

Due to the recent rise and adoption of simula¢xercises as a method of
healthcare training and education, there is a mehemnerging body of research focused

on the utilization and effectiveness of debriefargl reflection. Koole et al. (2012)
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studied using video-cases to assess student reflecihe researchers studied the
application of an instrument called Student Assesgraf Reflection Scoring rubric
(StARS) to assess the quality of student reflecdifbar reviewing two interactive video-
cases. Reflection scores, based on the instruvemed widely. However, inter-rater
reliability (Krippendorff's alpha= 0.88) was accapte. Conclusions from the study
suggest that a standardized tool such as the Sig®\R$ractical method for assessing
reflection and providing effective student feedbé¢&ole et al., 2012).

A concept analysis found that there are severakksentials that positively affect
the debriefing and reflective process. Dreifué2609) identified five standard case
studies highlighting concepts embedded within ading exercises. The study reviews
the concept of debriefing as it relates to medsaalulation (Dreifuerest, 2009). Concept
analysis was used to survey the literature anahdédey attributes. Conclusions from the
study found that debriefing strategies and enviremts vary widely and can impact
student learning. Faculty might consider spedifrategies and the emphasis they place
on reflective learning. Students could be encoenlag think-in-action, think-on-action,
and think-beyond-action using activities that grgimulation experiences within
nursing processes (Dreifuerest, 2009).

A critical review of the debriefing process helpééntify the importance of
reflection and the approach used by debriefindifators (Raemer et al., 2011). A
review of literature, analysis of the process, emerview data from participants was
used to conduct a synthesis of the process ofileahy debriefing. The review
concluded that research in this area is sparséraitdd. Characteristics of debriefing

were graphically represented in a design focusetivbn, when, where, what, and why”
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format. This format could be an appropriate mettwolkelp guide facilitators in
debriefing and reporting of outcomes associatet lesrning (Raemer et al., 2011).

Finally, reflection as the primary method of laaghduring the debriefing process
was highlighted in a study by Lasater (2007). $tuly qualitatively looked at student
experiences during simulation and debriefing ana brperiences related to the
development of clinical judgment. Debriefing waiical to allowing students to reflect
on their experiences and integrate learning obtbiheugh the simulation exercise (p.
274). The quality of reflection was recognizedthy participants and corroborated with
the work of Mezirow (1991) identifying that criticeeflection engages learners in
reassessing posed problems (p. 74). Debriefirmgsalpported the participants need to
solve problems with discussion about actions agrtinfigs. One identified problem with
the debriefing and reflective process was the tddystematic evaluation and an
evaluative model that is derived from the feature eriteria associated with adult
learning (Lasater, 2007, p. 275).

Another newer idea stemming from research in @ébg and reflection proposes
the use of both oral and written techniques toehbé#cilitate learner reflection. Petranek
(2000) suggested that based on his observationexgetiences in medical simulation,
that written reflection when used along with oeflection far out performs oral
reflection by itself (p. 113). Writing, as a methof post simulation reflection provides
learners with the opportunity to reflect on thenatst and their emotions. In addition,
writing “helps put everything into perspective” (dl3). The major downfall of writing
is the time needed to both write and evaluate. ¢l@n the author suggested that the

benefits far outweigh the costs (p. 114). Writtiebriefing allows learners to reflect
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about behaviors, individual learning, and skillsl gmomotes individual and private
communication with their facilitator (p. 117). Bhinethodology is worthy of additional
research as it relates to reflection during theidéhg process.
Summary

In summary, | chose the theoretical framework far $tudy based on the theory
of andragogy. The assumptions and practice mddmldragogy closely align with how
| approach adult learning and is a framework foxw tieaching methodologies within
adult learning such as simulation and reflectidwecording to the theoretical framework,
adult learning can be optimized through the usaratilation learning activities. The
educator must, however, understand the design ggsafanedical simulation and
integrate this teaching methodology with the unoeripgs of andragogy.

Chapter 3 introduces the study design and metbggi@nd discusses in detail
data collection, analysis, and data safety anceptioin of human subjects. Chapter 4
presents the study findings as they relate to ehtie research questions. Chapter 5
summarizes the study, provides a thorough discnsdithe findings and implications,
makes recommendations related to medical simulatitinn the VA, suggests ways to
improve this study, and recommends future researtie field of medical simulation as

it relates to adult education and reflection.
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Chapter 3: Methodology
Overview

The majority of current research on simulation-bldsarning and reflection
practices focuses on equipment implementation angram evaluation. There are few
researchers that study educational design andsassattechniques for simulation-based
learning. The purpose of the study was to exploedived experiences of participants in
a simulated mock code. Specifically, this studsulged on experiences, beliefs, and
perceptions related to participation in a mock ¢ale overall level of achieved
reflection during group debriefs based on a statided reflection rubric, and the impact
that group make-up and activity design had on tregall delivery and participation in
the mock code. The studied used qualitative adagdostract themes that emerged and
applied meaning to those themes in an effort teovanshe research questions. Data were
gathered using transcribed video recordings, ppant interviews, and a validated
reflection rubric.

Medical simulation for mock codes was fairly newthie facility and the
organization at the time of the study. Nurse ethresavere very interested in identifying
best practices for implementing simulation-basadiimg activities. To answer the
research question, | explored perceptions and kvgeriences of clinicians who
participated in reflection as part of the debrigfprocess. In addition, | wanted to
explore the adoption of a reflection grading rutbistandardize the assessment and
evaluation of group reflection. Finally, | wasangésted in learning and exploring
different styles and delivery models used by irdtits during debriefing activities. The

exploration of debriefing styles may help educatorderstand and development
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simulation activities that can better meet the seddhe learners. Overall, the study
aimed to provide a better understanding of curdebtiefing experiences and practices in
an effort to improve future delivery of simulatierercises in the healthcare setting.
Methodological Design

A qualitative design was chosen for the study bgedle current body of
research in this topic area is minimal and in darefo generate rich data that is detailed
within the context of the study location and fidldelt that a qualitative design was most
fitting. Qualitative designs support the needttalg the phenomena holistically, in the
natural setting, while capturing the participantgeptions as a measure of reality
(Wiersma & Jurs, 2005).

Maxwell (2005) suggested that the strengths ofitpisde research derive
primarily from its inductive approach (p. 22). $eally, qualitative research focuses
on specific situations or people and its emphasiwords rather than numbers (p. 22).
Maxwell (2005) went on to describe five goals fdrigh qualitative studies are
especially well suited. These goals include

1. understanding the meaning, for participants instiuely, of the events,

situations, experiences, and actions they arewedobr engage in.
“Meaning” is used to describe cognition, affecteimtions, and perspective.
(p. 22);

2. understanding the particular context within thetipgrants act, and the

influence that this context has on their action22@);

3. identifying unanticipated phenomena and influenaes, generating new

“grounded” theories about the latter through arerent openness and
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flexibility that allows qualitative research dessgto be modified during
research to understand new discoveries and re&ips (p. 22);
4. understanding the process by which events andrectake place, rather than
the outcomes (p. 23);
5. and developing casual explanations based on wlest research variables
play and what processes connect the variablesctoaher. (p. 23)
To summarize, a qualitative research methodologyngeel to be the best fit.

Interpretive inquiry . To best answer the research questions posittedpretive
inquiry was chosen for the qualitative framewor&ttguided the study design.
Interpretive inquiry is a comprehensive researcthowology that explores, explains, and
describes a phenomenon through a researcher’svalises, interpretations of data, and
the real world context from which it the study eoviment resides. Interpretive inquiry
is “not just concerned with describing the way gsrare, but also with gaining insights
into how things got to be the way they are, howpbeteel about the way things are,
what they believe, [and] what meanings they attackarious activities” (Gay, 1996, p.
151). Interpretive inquiry is used to explore, erefand, and reveal the meaning of lived
experiences (Hultgren, 1989). The interpretivaiingresearch method facilitated
adequate holistic study of the lived experiencesadfonly the clinicians, but also the
instructors, along with my own observations througitthe research study process. The
design created new insights, revealed new ideast aback code delivery and the
process of debriefing, and led to additional redeguestions and future considerations

within the field of simulation and reflection.
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The utilization of previous video recorded mock e@dombined with clinician
and instructor interviews provided a wide and wefltresented body of data for
analyzing. Lietz, Langer, and Furman (2006) sutggethat trustworthiness “is
established when findings as closely as possilfflectehe meaning described by the
[study] participants” (p. 44). In order to enstmgstworthiness and provide validity for
the study, several considerations were discussedgistudy design. First, triangulation
of observation, interview, and the rubric data wsead to verify the research findings.
Secondly, researcher bias was minimized througtotigh transcription of interviewee
data keeping it as close to original form as pdssifihird, expert opinions were
obtained to identify weaknesses or bias relatedudy design, interview questions, and
data analysis. Lastly, the reflection rubric wasdlin its original form, which was
previously validated for use in similar settingsl@tudy designs.

Ethical considerations When studying human subjects, Merriam (1998)
suggested that participant rights be addressednainatained. A summary of procedural
interventions were used to address participantsigh follows: research goals and
research questions were clearly articulated toyspadticipants; verbal and/or written
consent was obtained from each participant; paditis were informed of all data
collection tools and study design; written repaimsl collected data were made available
to participants upon request; participants weradhmmttified by personal characteristics
or identifiers, rather by an assigned anonymoug coohnfidentiality was maintained and
all documents were stored in a locked file accéssihbly to the researcher; and to protect
the health of participants, qualified personnelevavailable to assist with any distress

experienced while reflecting on their experiences.
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The study included data collection from human sttlsjand therefore, subject
safety and ethical considerations were formallyraslsed. The institutional review board
(IRB) at the academic institution approved the gtoibtocol prior to implementation. In
addition, the study site IRB waived approval beeahg study was deemed to be
educational in purpose. | will seek review by siiedy site Research and Development
Committee prior to public dissemination of any datzordings, or publications
associated with the study. In addition, the pryvand confidentiality of all study
participants was ensured through safe and seawnayst of all data, recordings, and
documents associated with the study. The studyinyalemented as designed and
approved and this ensured that the integrity othdy was maintained.

Research Questions

The research questions guided the study desigalandramed the discussion of
study data collection, analysis, and interpretati®he research questions were as
follows:

1. What level of reflection is achieved in simulatedak code debriefing sessions?

2. What is the lived experience of clinicians who gpate in simulations and
debriefing exercises in the healthcare setting?

3. What is the lived experience of instructors whalfiate simulations and
debriefing exercises in the healthcare setting?

4. Does the reflection experience differ by group eltaristics (demographics,
professional roles, professional experience, atod)debriefing design and
delivery (simulation environment, debriefing envineent, debriefing techniques,

and debriefing design)?
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Research Setting

The study took place within the department of oizational development in a
large healthcare organization in metro Midwestéates The facility is considered an
acute care, in-patient hospital that services gegmeedicine and surgical patients. All of
the patients at the hospital are Veterans anddhpital is one of a larger network of
hospitals within the VHA healthcare system. Thegital has approximately 150 in-
patient beds and offers a wide variety of specisdtywices including general surgery,
general medicine, emergency, cardiac, mental hdaldmetry, gastroenterology,
nephrology, ophthalmology, neurology, primary camg hematology/oncology
treatment options. The organization employs apprately 1,000+ nursing staff with
experience ranging from novice with less than oz experience to expert nursing staff
with 35+ years of experience in the professionaddition, the organization is a teaching
hospital and therefore also employs and trainsde wariety of medical personnel
including medical students, residents, fellowsgiinists, physicians, and physician
assistants. Clinical education plays an integri@ in facilitating skill and knowledge
adoption and competent patient care.

The current simulation activities implemented witklhe medical center are
focused on the reviewing previously learned knogé&dnd skills as they relate to
clinician response to patient codes. Mock codesiat intended to be the first
presentation or delivery of information, but ratharopportunity for clinicians to practice
and review the roles and responsibilities of caponse. Mock codes also provide an

avenue for verifying clinician competence.

63



EXPLORING SIMULATION LEARNING EXPERIENCES

Simulated mock codes are delivered using a starmardcript/scenario focused
on the clinical response and decision making uskilgs, knowledge, and abilities based
on basic and advanced life support. The mock eodelivered with the assistance of
several nursing instructors. The instructors @kaeveral roles during the simulated
codes including simulation facilitator, videographgte taking, and participation in the
actual code based on who responds and what gagsmbe filled. The instructors often
are active participants in the mock codes assistitly chest compressions, respirations,
or simply giving cues if critical steps or respansee being skipped or overlooked.

The lead instructor oversees the delivery of thekramde and also is in charge of
running the complex and computerized high fidettgnikin that plays the role of the
patient. This facilitator role includes promptitige appropriate responses from the
manikin including changes in respirations, heaggand rhythms, dilation of pupils, etc.
All of these manikin responses are controlled leyl#ad facilitator through a wireless
laptop. The computerized responses are the refsidactions and decisions made by the
mock code participants. Once the mock code is teteythe lead instructor also leads
the debriefing.

The nursing education department maintains videordings of past mock code
activities for six months. | analyzed the mosergovideo recordings of mock code
activities for the study using both visual obseisabf the video recorded content and
transcription of audio content during the debrigén Each month, one mock code is
performed at a randomly selected location in thepital. Each mock code usually has
between 5-10 participants in varied roles includshgsicians, nurses, patient care

technicians, respiratory therapists, and nurseuatdrs. Additional staff may respond to
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the mock codes as secondary support staff. Tihelele police, chaplain, and health
administration staff. Often both will assist witite management of the scene and
offering support to family or caregivers in a reatle situation. However they do not
participate in any care related to the patientthedefore will not be included in data
gathering and analysis. The mock code participargsandom and include those clinical
team members who respond to an overhead pagertbacarrest assistance referred to
as Dr. Red. Therefore, the group characteristidsraake-up may differ with the change
in location for each mock code. For example, & thock code was called on an in-
patient medical-surgical ward, it would be likehat the participants would be familiar
with each other and commonly work together. HoweWehe mock code was conducted
in the parking lot of the hospital, it would bedlk that a diverse team of staff would
respond. They may not be as likely to know eablerobr their professional roles.

Convenience sampling was the method used in tlly stue to the availability
and accessibility to mock code participants. Beedlhave a working relationship with
many of the participants | felt comfortable askprgvious mock code participants to be
subjects in the study. My target population wasigaants in a mock code within the
last six months who was identified via the videcorelings.
Instrumentation

The reflection rubric was developed by Wetmore, B@Bowen, & Pattillo (2010)
and is based on the previous work by Mezirow (1$81) Boud et al. (1985). The
reflection grading rubric has been validated far issimilar research settings. Content
validity was established by the original authootigh evaluation of the rubric by a panel

of experts who have studied reflection and are lfamwith models of reflection. In
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addition, the rubric has an established intra-nagkability of .086 based on Chronbach’s
alpha statistic (Wetmore et al., 2010).

Analysis of achieved group reflection was compaising the standardized
reflection rubric. Similar rubrics have been ugecesearch studying reflection in
medicine, nursing, dental hygiene, and pharmacytitWwee et al., 2010). The rubric
measured achieved reflection based on six idedtdlements of reflection and four
levels within each element. Each transcribed atsbording was analyzed for the
presence of any of the six following elements @ietion: engagement, association,
integration, validation, appropriation, and reflentoutcome. Mezirow (1991) also
identified four levels of reflection: non-reflectdreginning reflector, (intermediate)
reflector, and critical reflector. These elemeansd levels of reflection are outlined in the
reflection rubric.

When the original tool was developed, content asiglgf written reflections from
journal entries were used to identify descriptivaas and phrases that exemplify each of
these elements and levels of reflection. “Congéeradlysis is a technique that enables
researchers to study human behavior in an indivagtthrough an analysis of their
communications” (Fraenkel & Wallen, 1999, p. 40%hese descriptive words and
phrases were then aligned with the correct elermedtevel of reflection within the
rubric. See Appendix A for the reproduced verbthe rubric. | obtained permission
from the Wetmore et al. (2010) to use the rubraxyéver, it is also widely available on
the Internet for free use.

Based on the debriefing rubric, there are fourlewéreflection. These are the

non-reflector (1) , the beginner reflector, (2k fmtermediate] reflector (3), and the
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critical reflector (4). A beginner will often skigr overlook the category of reflection.
As an example based on the element of engagerhentpn-reflector would make no
reference to personal experiences, blame othemiiakes, and focus on manikin not
being life-like. This occurrence would be assessatirecorded as a 1. A beginner
reflector would convey one or two aspects of sirtiolaexercise, but would not relate
experiences back to self and would be recorded?asTdne intermediate reflector would
convey some personal feelings about the simula&tiperience but does not relate them
to personal learning. This would be recorded as @he critical reflector would always
convey personal feelings as he or she reflectezimualation and related feelings to
future personal learning, which would be recordea@ 4. Based on the video recording
transcripts and researcher observations, each numtgkdebriefing session was evaluated
for overall reflective effectiveness.
Procedure

The study procedure is visually depicted in Figlurd also describe narratively
each of the major steps in the procedure for ehgrderstanding the process and design

of the study.
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Three recent simulated
mock codes were
identified that had video
and audio recordings (case
selection).

Video recordings of mock| | Video recordings of mock| | Audio recordings of
codes used to: codes used to: debriefs used to:

1. Identify 2. Describe group 1. Apply the
participants in make-up, participant reflection rubric to
each mock code characteristics, and assess level and
(participant setting of mock code element of group’s
recruitment) (researcher reflection based on

observations) transcriptions
(reflection rubric
tracking sheets)

l

Based on identified mock
code participants,
interviews were

conductec
6 Clinician 3 Facilitator 2 Expert
Interviews Interviews Interviews

Figure 1 Visual depiction of the three phases of dataectilbn for the study procedure.
Phase 1 identified potential cases that includddo/iand audio recordings. Phase 2
described group characteristics, identified posgmtiterview participants, and applied
the reflection rubric to transcribed audio recogdin Phase 3 included interview with
clinicians, facilitators, and experts.
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Mock code case selectionRetrospective video and audio recordings ofrrece
simulations were analyzed for group demographidsgraup characteristics. The video
recordings were also used to identify participamtfie mock codes and the instructors
who lead each code. All data were de-identified eantained no personal or location
identifiers. All participants consented to videearding prior to their participation in the
mock code exercises. The signed written consémoadedges that the recordings may
be used for future quality improvement, educatiguajects, and research studies. Three
varied scenarios were chosen for analysis basedaitability, most recent recordings,
and variations in mock code locations.

Researcher observations | currently work as a nursing instructor empladye
within the department of nursing education at tleglical center. Clinicians frequently
attend trainings and educational opportunitiesretfdoy the nursing education
department in which the researcher is employecerdtare, | am familiar with most of
the participants who respond and participant imtloek code activities.

My observations of the mock codes described gridapacteristics, make-up, and
background for each simulation exercise. Data weterded using a basic hand written
checklist. For each mock code, | tallied how mpasticipants responded to the code. |
also used my experience and familiarity with eaghipipant to identify each
participant’s professional background (nurse, ptigsi student, patient care tech, etc.)
and their role/s that they performed during the knomde. Finally, | wrote a brief
description of the location, setting, time of dagd other details to describe to the reader

the background and environment that the mock caatedelivered.
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Assessment of group reflection After the video recordings of each mock code
were used to describe group demographics and d¢kasdics, the debriefings for each
mock code were transcribed using audio recordiiggch debriefing usually lasted
between 15 and 30 minutes. The reflection rubas then used to assess the level of
group reflection achieved during each debriefing.

| created a tracking sheet (Appendix B) based emr¢fection rubric that
provided me a standardized method for tracking weoages of reflection during each
debrief. Using audio recordings, | transcribedhe@ebrief. The occurrences of
reflection were then hand noted on the trackingshBach occurrence was placed in the
correct category and level. Once the initial asislyvas completed, | reviewed the
identified reflection occurrences and assignedwanall reflection score based on a scale
of 1-4; 1 being non-reflector and 4 being expefteotor. The overall score considered
the number of total occurrences of reflection inheeategory and the average level of
reflection that was achieved overall. An examgla oompleted reflection tracking sheet
can be reviewed in Appendix C.

Once all data had been gathered from the vide@ada recordings, the
recordings were returned to the nursing educatepadment for long-term storage. All
transcribed data was de-identified and stored s&care computer in my private office
that is also behind a locked door. Transcribed dall be maintained for three years
post dissertation defense to allow adequate timéflow-up studies and publication
opportunities.

Participant recruitment. Participants in the mock codes were identifreaif

the video recordings. All identified participantere contacted and asked to voluntarily
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participant in follow-up interviews. Initial cordbwas made using the VHA emaill
distribution list. A formal email invitation waseated and used as the first attempt for
interview recruitment. Additional emails with maetail about the purpose of the
interview, examples of questions, expected amolrdquired time, and possible
interview locations were sent after initial intdresms shown by a participant.

A total of six clinicians (two participants fromaaidentified mock code) were
interviewed to discuss individual experiences egldb their participation in the
debriefing process and their beliefs about reflectiractices. Three interviews were
conducted with instructors. All interview partiaipts verbally consented to both the
interview process and audio recording prior toittterview being conducted. All
interviews followed a pre-determined set of opedeghquestions and each interview
was recorded using a voice recording device. Hta dere stored in an electronic file
and transcribed.

Clinician interviews. The clinician interviews were conducted in avate
office. After clinicians were identified as pargants in one of the three chosen mock
codes through the video recordings, | then indiglijucontacted each and asked for
voluntary participation in a face-to-face intervie®f the more than 20 clinicians
contacted, | had seven agree to an interview. dDnigian did not respond to follow-up
email requests to schedule an interview; therefireinterviews were conducted. | used
the organization’s email account to contact eadh@seven identified clinicians to set
up interview dates and times. To accommodateotdinischedules, some of the
interviews were completed in their offices and sameee completed in my personal

office. | began each interview by explaining thegose of the study and the interview.
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Then verbal consent was obtained to participatechBnterview was guided by a pre-
determined set of open-ended questions (Appendixibaddition, the interviews were
audio recorded with a voice recorder and hand evrittotes were taken as well. Each
interview was scheduled for one hour. The avenaigeview lasted around 30 minutes.

Facilitator interviews. Facilitator interviews were set up in a simiaanner as
the clinician interviews. Because | work closelyhathe other nursing instructors, | felt
comfortable asking each instructor who had recdatlya mock code to participate in a
voluntary interview. Of the six recently recordedck codes | was able to obtain three
nursing instructor interviews. | explained thegase of the study and the interview and
obtained verbal consent to participate. Eachwer was conducted in my private
office and was guided by a pre-determined and agporset of open-ended questions
specific to the roles and experiences of the iesbru/Appendix E). All interviews were
audio recorded using a voice recorder and handenritotes were taken as well. Each
interview was scheduled for one hour and the awenragrview lasted about 30 minutes.

Expert interviews. | also interviewed two current experts in trediof medical
simulation, debriefing, and reflection. Each expeas identified and recruited by email
contact. Interviews were conducted over the plamtkeconsent was obtained verbally
over the phone prior to the start of the interv@wcess. The first expert was an
education specialist for a leading simulation comypaho produces simulation manikins
and simulation equipment and travels throughoutthentry delivering training on
effective development and delivery of simulatiothaties in healthcare. The second
expert was a current researcher who was devel@mgdel for future debriefing

methodologies. Both interviews were open and werded by questions that had arisen
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from the previous interview with clinicians andtingtors. In addition, the experts were
guestioned about some of the current gaps in relsedihe questions for these interviews
were not structured. The interviews were reco@®dihand written notes were taken
throughout.
Data Analysis

The data analysis was completed in three phases fifét phase of data analysis
focused on qualitative data gathered from retrasgeeideo and audio recordings of the
identified mock codes and debriefs. The video mrdiogs were used to obtain three
significant types of data for the study. Firsg thdeo recordings of the mock codes were
used to identify participants and instructors nant@scause of my close affiliation with
many of the participants and instructors, | wa® ablidentify the names of both by
viewing the video recordings. Additionally, grodpmographics, group make-up and
characteristics, and a description of each settfrtbe mock codes were extracted based
on my knowledge of the environment and people apé@xperience. Secondly, the
audio-recorded debriefs were transcribed usingwapcer and word document. Third,
the transcriptions were analyzed using the refteatubric-tracking sheet for level and
type of achieved group reflection. The data anslysPhase 1 helped me achieve a clear
understanding of occurring reflection and idenpbtential interview participants.

The second phase of data analysis focused ontdénwigw data. The clinician
and instructor interview data were coded separatéch interview transcript was
printed and highlighter pens were used to idemtfsnmon abstracts of data. These

abstracts of data were then categorized to ideatrigrging themes.
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Next, expert interviews were conducted. The intent ef@kpert interviews we
to share my study findings with field experts aodilt in any gaps or holes in tt
findings. Expert interviews were conducted ad lover he telephone and were guic
by questions that had arisen out of the initiabdatdllection and analys The
interviews, researchebservations, and transcribed recordings enstmmadgulation of

data to verify findingsgee ligure 2).

Researcher Observations

Study participant
interviews

Transcribed video
recordings

Figure 2 Triangulation ot the qualitative data sourcVisual presentation of th
triangulation of data includinhree sources of data collection: (@¥earche
observations during mock codes and debr(b) participant (clinician, instructor, ar
expert) inteviews, and th (c) application of the reflection rubric tanscribed vide:
recordings tassess levels of achieved group reflec

Summary
The utilization of previous video recorded simwatactivities combined wit
participant and facilitator ierviews and researcher observatiensured triangulation ¢

data. Chapter Brovided an overview of the methods that were tisedata collectior
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and analysis. Data were collected from a reflectibric tracking sheet results,
researcher observations of group characteristickjradepth interviews. Qualitative
data were coded to identity emerging themes..

Chapter 4 presents the study findings as theyerédeeach of the research
guestions. Chapter 5 summarizes the study andde®wa thorough discussion about the
implications of the study and future recommendaticaiated to medical simulation
within the VA and makes suggestions for improvinig study and recommends
additional future research in the field of medsiahulation as it relates to adult education

and reflection.
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Chapter 4: Results

Chapter 4 presents the data and findings fronstilngdy. Data were collected
during three separate rounds of interviews inclgdimerviews with participants,
instructors, and experts. In addition to intervigata, video recorded mock codes were
analyzed for overall observations related to gnmgke-up, participant demographics,
group interactions, and mock code setting and desldne video recordings were also
used to assess the overall level of group reflagtieasured by the reflection rubric.
Last, the rubric data were analyzed using desediatistics.
Participant Interview Questions

The following data were obtained during interviemith participants from the
identified mock codes. The results are presemteldda order of interview question. All
participant responses are presented.

Participant interview question #1:Give me a brief description of your recent
experiences during the simulated mock code you reaty took part in. (For
example, what was your role, was this your first the participating in a mock code,
how did you think it went overall?) Participant #1 described the mock code from the
point of her arrival at the mock code location:

When | arrived | assessed the situation, steppéal ¢ardio-pulmonary

resuscitation (CPR) relief, started compressiond,then moved to the

defibrillator. | gave some directions from thaimgpbut mostly started observing

towards the end. It was a great experience. 'tdoink you can practice a code

enough. Every code is always different.

Participant #2 shared that this was not her firstkicode exercise:

76



EXPLORING SIMULATION LEARNING EXPERIENCES

This wasn’'t my first code or mock code. But it vealttle different. | got to the
code late so | felt like | was always a little bathilike a time lapse. The group
was small; | work with everyone so | knew everyaméhe room. | was in charge
of the crash cart.
Overall, Participant #2 felt positive about the es@nces and thought it went well. “I
think it went well overall; the facilitators wer@gd and gave good cues when we were
missing or forgetting something. It was a goodeevfor our unit.”

Participant #3 also felt positive about the moclleexperience. This was
however, the first time the participant has beewlved in a mock code exercise. “This
was my first mock code/ ACLS [advanced cardiacsiigport] in many years. [The code
was called on] 6N at the elevator. | found it éodeneficial in many ways. [Mock
codes] take what you think you know and puts i iptactice.” Overall, Participant #3
stated, “I felt the sense of being rushed, not afdeedback during the simulation, no
opportunity to go back and do again. [I] would happreciated more guidance before
starting.” Another suggestion offered by Particip#3 was to offer consistency in mock
code design and delivery. “Some instructors de, some do not. Different style of
teaching can be distracting sometimes, a littléfusing.”

Participant #4 was also a participant in the 6Ntknaode along with Participant
#3. Participant #4 added that a video recording ugsed for the debriefing. Specifically
related to the facilitator, she stated “the faatbt interjected during the video debrief to
assist with questions and answers.” She did rmtige feedback about her role during

the code nor did she discuss how she felt the a@ié overall.
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Participant #5 was a student nurse. This wadifsétime participating in a mock
code. Her role in the mock code was performanae$t compressions. She
participated in the mock code in the SCI (spinatldojury) unit. She initially shared “I
felt pretty comfortable doing this role. | thinkwent well overall. No real problems that
| saw.” One thing she pointed out was the largalver of people either participating or
watching the mock code exercise. “There were afipeople there though, lots of
people watching.”

Participant interview question #2: Can you desche the group of responders
who participated in the mock code? (For example, hat was group communication
like? How did the group interact? Why do you thirk these interactions occurred?
How did these interactions impact the delivery of #ective code response?)

Participant #1 described the group make-up as “abteam members, RNs
[registered nurse], LPNs [licensed practical nyrsaghs [patient care technicians].” She
stated she was comfortable around the team. Wisenssing the interaction and impact
of the group on the response to the code, shedhidiedidn’t know who was there |
may not know people’s strengths and weaknesses.”

Participant #2 shared that most of the peopleorsdipg to the mock code were
from the SCI [spinal cord injury] unit. Overalle lielt that the environment felt like
“testing. . . . | was a little hesitant at firsli. fiad to understand it was for learning.” He
also shared that everyone who responded got indaofvethe mock code. In relation to
group make-up and interaction, he knew everyonleatnock code and felt that there

was no real difference since he was familiar witrgone in attendance.
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Participant #3 described her group of respondefsamdom.” She knew
everyone because she has been a long time empbtte® organization, however, the
team was not a group of people who normally wodetber is the same setting. Overall,
she felt that “Communication was very good; [we &exe to learn, be part of a team.
[The] group supported each other, gave clear dinesto each other, nobody was
negative, everyone was focused on the task, grmuyell.”

Participant #4 also described the group as “randomThere were lots of people,
med][ical] students, maybe a few nursing studeats,df people around. Not for sure
who they were.” However, even with the diverseugranake-up, Participant #4 felt
positive about the overall mock code. “[The] graugrked well together.” When
discussing the interaction of the group and faatibit, Participant #4 shared that “The
teacher prompted us sometimes, kept us on tradkhw¥as nice.” In addition, she also
stated that because this was her first mock cdaed®l not have another experience to
make comparisons.

Participant #5 described the group as diverséef@ were lots of people, med
students, nursing students, etc., but no-one irgetia Also, Participant #5 described the
physician facilitator actions as “gave cues a &ttl “had to help with communication.”

Participant interview question #3: Can you discus the educator who
facilitated the code exercise? (For example, whatle did the educator play in the
scenario? How much interaction did the educator hae with the group? How did

the educator facilitate group discussion when theimulation was over?)
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Participant #1 shared that the facilitator “gaveuihand directions, cued
participants, too” and used video recordings dutiregdebriefing. Participant #1
recalled that the facilitator chose to hit on armad need “major improvement.”

Participant #2 described the mock code group njakehere were multiple
educators and one main facilitator. “She did adgob cueing us, kept the code
moving.” Also, “she reminded us about what to estmkiring the debriefing.” The
educators “had great involvement, gave time tokthémd didn’t jump right in.” [They]
let us “realize our own mistakes.”

Participant #3 felt the educators had the “exgextidhat you knew the
information already.” There was minimal informatiprovided about the scenario. “If
we varied from protocol, we stopped and went thihotagionale and correction.”
Participant #3 shared that she felt fairly comfioléaduring the debriefing. “The educator
started with a question, something like How do yaok it went?™” “The educator
provided positive and negative feedback.” Therihteas not to threaten, but | thought
overall the event was stressful.”

Participant #4 shared that during the mock codeetlvere several instructors
helping. “One ran the video camera, one took nates was offering to help and give
cues, one was working on a computer.” She aldedsthat her teacher was present as
well. “They all seemed very good, supportive. yhelped out a lot and when it was
over, we just talked about what happened.”

Participant #5 shared, “I would suggest that treelpief needs to be longer and

stronger. This wasn’t well thought out. It seerfike they waited to the last minute.”
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Also, she noted that the environment didn’t seetmetovell controlled. The educators
“struggled with how much prompting and who is raesgble for prompts.”

Participant interview question #4: When the mockcode ended, what
happened next? What was the process like? Did ydike the way the exercise
ended? What suggestions or changes would you matkethe process?

Participant #1 liked using the video for the defimg “l would suggest being
more detailed. And [it] could be a little longdviore time would have been nice.” She
also made the suggestion to follow-up after theidéhg with an evaluation or a
separate review session at a different time. “Hm@wethat may be challenging to get the
same group together.”

Participant #2 noted that the debriefing also wseitleo recording to review the
mock code events. “A video was used, very goodiegon. The facilitator stopped
often to reflect on different parts of the vided\lso, “he picked out details, things were
obvious when we watched ourselves on the video.”

Participant #3 also likes the video because “dvadld the whole process to be
reviewed; especially for people who may have adilate to the mock code. They got to
see it from the beginning.”

Participant #4 described the events and also m&e suggestions. The
educator “gave a wrap-up and stated expectatiarthéodebriefing.” Suggestions
included “move the location. It isn’t formal enduydoo close to the scenario location.
[Participants] get distracted. They want to getko@ patient care.” Also, “I am not for
sure that participants consider the debriefingaqért of the learning. Facilitators need

to accept this.”
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Participant #5 shared that the facilitator stavtéth a pre-briefing. “The pre-brief
was about 20 minutes long. We watched the videoPersonally, | think the physician
should lead us through the discussion.” Suggesimriuded “discussing different roles
within the mock code and different perceptionsafreof the participants.”

Finally, Participant #6 shared that her debrgefivas led by the teacher. “We
didn’t say much . . . | don’t really know what steuld have done differently. This was
our first time so maybe we will talk more next tirhe

Participant interview question #5: Overall, did you learn from your
participation in the mock code exercise? Can youhare with me what you learned?
Can you share with me how much you learned?

Participant #1 clearly felt learning was achievédearned how to use the
defibrillator. It was a good review of BLS, vergrds on. We don’t get that very often.”
He also shared that he “remembered little thingswe don’t do often.” An example
was shared about remembering to place the patretiteobackboard. “I love the hands
on practice.”

Participant #2 shared, “I definitely learned.ové mock codes.” He also shared
that in his 11 years of practice, he has only pi@dted in two real codes. Mock codes
are “a great refresher . . . I got to get my handbke crash cart and drawers, got to see
what and where the contents are.” He also shaadnock codes provide a great
reminder about all the roles of responders dutiregcode scenario. “Mock codes review

the overall whole process. They are great.”
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Participant #3 also found the mock codes to bet&al. “I got to put
knowledge into action . . . Sometimes we just gough the motions. The group got to
work together, environment felt very safe.”

Participant #4 elaborated on how he learned duhagnock code. “I started
thinking about right and wrong.” Additionally, Iéarn from reflection.” Participant #4
also suggested that it may be beneficial for tledifators to debrief as well.

Participant #5 shared that learning definitelyuoed. “I am definitely more
comfortable now. | kind of know what to expect nolkknow that | do not want to do
the crash cart in real life.” She also shared shatfeels most comfortable performing
chest compressions.

Finally, Participant #6 shared, “I learned a lo&he described the mock code as
“controlled chaos . . . There was a lot going bjust tried to stay out of the way.” Also,
she shared that the mock code was very hands oftlatdvas good.”

Participant interview question #6: Critical reflection, a term used to describe
the “mulling over” of information and experiences,has been shown to improve
learning after simulation exercises like mock codesWhat does reflection mean to
you? Do you consider yourself a person who refles? Did you reflect after your
participation in the mock code? Did the educatormpact group reflection? Did the
educator impact your individual reflection?

Participant #1 feels he is a natural reflectdrtehd to mull things over quite a bit

afterwards. | reflect on personal mistakes. hsé®learn best when | focus on my

weaknesses.” Overall, he did not have any additisuggestions for future mock codes.
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Participant #2 stated, “I am a reflector for sur8he tends to ask herself, “What
could I have done differently?” She also likesdftect on different roles and tries to
remember the different responsibilities for eadk.réThe video review helped me
remember and reflect on other roles during the ¢o8eme tips that she shared for
future mock codes included “allow others to pap@te in their own reflection,”
suggesting that the group setting may not be teedysion for everyone. Additionally,
“keep doing mock codes; they are great.” Finalhg shared that she believes “there are
always folks who are hesitant to participate, mttmue to support and encourage
them.”

Participant #3 felt strongly that she is a refbect‘l am definitely a reflector. |
might even be a little obsessive. | build on thedback from the educator and focus on
my weaknesses.” She feels that refection reinfolearning. There was mention of
some possible negativity during the debriefing ahe felt “one person was unpleasant
and the feedback was negative . . . | didn’t reatlgept the critique because of it.” She
continued, “I could feel myself coming un-done hesmof it.” Some suggestions that
were shared include the addition of a forum or bltighink a forum would help the
learner accept the feedback.”

Participant #4 feels like he consciously thinkewtlthings; however, he said, “I
don’t take notes or journal or anything like that I just think about it in my head.
Sometimes | talk to myself too.” He also suggaéshe need to add a pre-briefing and
present the learning objectives more clearly. ST™ould help learners know what to

expect and how to prepare for the mock code.” Quesused during the debriefing
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should guide the learner, but “not answer the gqoe$dr them.” Also he added, “the
facilitators need to keep the group from derailing.

Participant #5 called herself a conscience radlectAt least 24 hours or so
afterwards | think about my performance.” LasBwrticipant #6 summarized herself as
a reflector also. “I definitely think about thintgger. | thought about my participation in
the code, about what I did wrong and right, anddrewent home and studied my
medications that were used during the mock codidtause this was the first time
participating in a mock code, she did not have taalthl suggestions or ideas for
improvement.

Facilitator Interview Questions

There were five interview questions used to gtiernock code facilitator
interviews. These questions posed inquiry intolithrexl experiences of the facilitators
and attempted to explain their debriefing methoggloThree facilitators were
interviewed.

Facilitator interview question #1: What is your peferred style to debrief
(group, individual, written, verbal, video assisted audio assisted, etc.) and why do
you choose this style#Facilitator #1 prefers to use a mix approach wieaaling
debriefs. “I like both video and verbal. | likeig approach because it gives the
participants immediate feedback and the video a&disl my feedback.” For example,
“They hear my feedback and then they see it fiastdhwhile watching the video
recording.”

Facilitator #2 also prefers a mixed approach.iké ko debrief the group verbally

and use the video too. . . . | have found that $iones the group is scared to ask
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guestions and the video helps initiate questionisdascussion.” Facilitator #2 dislikes
debriefing in a individual setting and prefers &bdef with a whole group. “Just my
preference, no real reason.” When discussingreifeence to use the video recording
during debrief, he shared some concerns aboutefutenv policy within the VHA.
Specifically, “the new policy will limit our use afideo . . . | like to use video because it
captures things that may be missed or overlookembremembered. This is an asset to
both the participants and instructors.” One thimg Facilitator #2 emphasized was his
consistency is creating a positive learning envitent. “Before | start any debrief, |
always discuss group rules and emphasize that seeish all questions as a group. All
guestions are valid.” Adding more to these thosghé shared “My goal is to get the
group to think critically. 1 want them to refleah the questions . . . brainstorming, group
thinking, discussion.” Facilitator #2 prefers ‘$atf open discussion . . . | only use the
video recording to highlight time sensitive evehtBor example, “the video can show an
event like how long they were off the chest or Hong it took to apply the pads.”

Facilitator #3 also prefers to use video-assiddariefings. Although she points
out, “Sometimes | can’t get the equipment to warll ghat is really frustrating.” She
prefers using the video because “I think it caguhengs that may be missed.” She
continued “video reinforces what the instructomitiées as problematic. It is objective.
It is an honest critique of performance.”

Facilitator interview question #2: How do you thnk it facilitates learners/
reflection? What are the strengths of this style? Facilitator #1 felt that video is most

useful because “it is non-threatening and non-juelggiad . . . | also think that the video is
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easier for the instructor as well. It offers ageschive way rather than appearing to be
subjective.”

Participant #2 feels video recording is a posiap@roach for debriefing because
“it works well with diverse groups with diverse penalities . . . There are always leaders
and followers. The video approach seems to fatdiassurance and confidence [during
the discussions].” He also feels the video “linaitsxiousness . . . | also really try to ask
all of my questions in a non-judgmental way” inedfort to create a safe learning
environment. Additionally, “I also ask questionsa way that will lead the learner
towards the right answer.” For example, “What da gheck before administering
nitro?”

Facilitator #3 commented in regards to video #&adidebriefings, “I prefer to use
the video because it provides visual learning dbamel verbal.” She further explained,
“I think that people learn best when we discussd then it is reinforced by the video.”
The video also helps the instructor lead the débge “Sometimes it is difficult to
remember everything . . . The video provides prenayid cues and helps the instructor
lead the discussion.”

Facilitator interview question #3: What are the waknesses you perceive to
this style? How could you improve its use during ebriefing exercises?Facilitator #1
said that a weakness to using the video recorditigait “participants may feel singled
out, intimidated.” However, she also shared that“slislikes written debriefs because
they are one-directional.” With written debriefsxfyou lose the interaction and
immediate instructor feedback.” Facilitator #1catsentioned that she has considered

pre-scheduling a post scenario debriefing to aflmwpersonal reflection, however, “I
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have not yet tried this approach. . . . | prefgugt debrief the group immediately with
the video.”

Facilitator #2 believed a weakness of video assidabriefing is distraction.
“Sometimes | see participants getting distracteddtyso-important stuff like what their
voice sounds like or how they look on camera.” Vitkeo also seems to “create side
conversations and the group can lose sight ofdhkabjective.” Another weakness is
that “learners sometimes don’t want to particigageause they don’'t want to be
recorded.” Facilitator #2 also discussed groupriééing. “There are weaknesses to
debriefing in a large group too . . . SometimdshBve 15 or more people. Then not
everyone participates. |try to use a simple qaesdike ‘How did you feel?’ and ask
everyone person in the group to answer it.” Fatdr #2 emphasized that when working
with large groups she makes it very clear that tjoies and comments cannot “be
directed at an individual; instead you can only omnt about the group or yourself.”

Facilitator #3 felt that although she prefers te tie video for debriefing, “It may
cause some anxiousness also. Because the partikipaws they are being taped, they
don’t want to make any mistakes. It may be chailegto create a safe learning
environment when using the video recordings.” ®bat on to share that sometimes “it
is difficult to bounce between instructors as Wwelor example, “Many times we have a
lot of instructors helping with the mock codes.eBxone wants to comment or point
something out and it [debrief] appears to be ndmestve.” Also, “sometimes | think we
miss the big-tickets items because we are worhediig]participant] feelings . . . | don’t
want to hurt anyone’s feeling or make them feebmpetent.” She continued, “I think

that weakness is attributed to my own persondtibpigh . . . | don'’t like to make people
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feel bad and | am sometimes overly concerned weihirigs.” In addition, “ I literally
cringe when | have to point out someone’s speergdakness or mistake.”

Facilitator interview question #4: Thinking of your most recent simulation
activity that you facilitated, walk me through the debriefing. Were the learners
interactive? Did they actively participate? How dd you feel the debriefing went
overall? What would you have done differently? Hw did you evaluate learning?
Facilitator #1 first described the mock code sgttin

Mock code was held in building 51, Spinal Cord uniearners were very

interactive. Participants were mostly from the $2im and were RNs or LPNs.

| think there was also a house supervisor and msgb®one from security. |

definitely remember that the MD on call did not whap until about 15 minutes
into the code. Everyone who was there was veryli@mvith each other. We all
work together. There were also multiple instrustitrere so | felt like our
responses got off track sometimes [during the noocde].
Facilitator #1 went on to share, “I definitely tkive need to have pre-determined
debriefing questions.” She highlighted some thistys believed need to be discussed
such as “clear roles, identification of respongiles” and she continued to suggest using
a checklist. “A written checklist with each moakde learning objective would be
helpful, too . . . It should have space to writéescand comments also. It is very difficult
to take notes and also observe what it happeningglthe code.”
Facilitator #2’s last mock code took place in ¢taediology and included a large

group of students.
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The scenario was a 59-year-old mad coming fronEfP¢electrophysiology] lab.

There were students, anesthesiology, cardio t&iks, and one physician

present. Most of these folks work together andvarg familiar with each other.

The team worked great together. | was really iregped with communication.

All roles were clearly identified at the beginniafithe code.

He continued to share that one concern was spatere wasn’'t enough space
and it wasn’t big enough for the team, studentgrurctors, and simulation equipment . . .
| don’t think it went as smoothly because of thatfFacilitator #2 discussed mock code
planning and preparation. “l had all of the ohje=s written beforehand . . . | used the
objectives to lead the debriefing. | asked lotsén ended questions. We didn’t use the
video due to technical difficulties.” He addedh#& group asked me to come back and do
another mock code soon.”

Facilitator #2 shared several suggestions for amgment as well. “I would like
to try a pre-brief. | think it would depend on thepulation and setting though.” For
example, “I think new nurses or nursing studentddceally benefit but maybe the
expert nurses wouldn’t.” Also, “The pre-brief wdwdllow me time to explain the
objectives and give an overview of the scenarioould explain what they are being
evaluated on.”

Facilitator #3 described her most recent mock code

My last debrief was on 6N. The group was verydaagd diverse. A lot of

residents responded. There were also floor RNd, tewhs, house supervisor, and

several instructors. The house supervisor wasast [L0 minutes late.
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She continued, “I started the debriefing with opaded questions. Something like ‘How
do you think it went today?’” She encouraged thdipipants to give open and honest
feedback. She said, “I usually get pretty basgwaars. | have to really dig to get much
more.” For example, she might suggest a more Bpegciestion such as “What elements
of the code do you think went especially well todlayOr another suggestion was “What
elements do you think need a little more work ¢ergton?” She “always validates the
good things that happened during the code” and‘theove on to the areas that need
improvement.”

Facilitator #3 discussed the need for additiodailling down” during
debriefings. “The groups don’t usually want to hibee feedback . . . | often will start the
debriefing by saying ‘there is always room for impement. Let’s identify some specific
examples from today’s code’.” Also, she reaffirntedt she “always wraps up a debrief
with the positives.” Facilitator #3 suggested ithgtructors clearly know their roles.
“We need to clearly define our instructor respoifisids. | want to create a more
standardized list of who is doing what.” AlsoMbuld love to try following up with the
participants after the initial debrief . . . | wiasnking maybe an email or something.” In
addition, she shared “I don’t think we capture gtlang at the debriefing and an
additional follow-up opportunity may increase laaghand provide another opportunity
to reflect.” Facilitator #3 agreed that a pre-binig could be beneficial. “We could
present the objectives, prepare the learners fat vahexpect, and familiarize them with
the equipment.” She added, “There always seerhe tlot of questions about the
equipment. A pre-brief might help the learnersdmee more familiar and comfortable

with the manikins.”
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Facilitator interview question #5: Is there anything additional you would like
to share? This interview question prompted some additionglggstions and areas for
improvement from each facilitator. Facilitator stlggested the need for “additional
opportunities for reflection.” She explained,Wibuld be nice if participants could
somehow follow-up or communicate with the instrustoThen this could be shared with
the group.” Also, when thinking about the evalaatprocess, “objectives need to be set
ahead of time and there needs to be pre-set aritditie evaluation needs to be focused
on skills.”

Facilitator #2 shared the he would like to see“dpportunity for reflection both
pre and post simulation . . . | think this woul@drease confidence, satisfaction, and
outcomes.” Additionally, “It would be great if wuld somehow re-evaluated after
participation in a mock code. Maybe the same greopld do another code together and
improvement could be measured.”

Facilitator #3 stated, “My only suggestions wohklclearer lesson plans and
checklists. This would help us keep track of skilhd tasks during the mock code.” She
elaborated, , “I think there are pros and consstogichecklists, but it is really hard to
watch and write. A checklist might be easier. sTisiwhen the video is really helpful.
You see things you forgot to write down.” Faeaildr #3 added a final suggestion,
creating a safe learning environment. | like tats up front, ‘do your best, we are not
here to stump you.’ | think this is really importaand all of the instructors need to make

sure this [preparing a safe learning environmeapjdens.”
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Expert Interviews

Two expert interviews were conducted for this gtuBoth interviews were
conducted without pre-determined question setiose to start each interview with a
description of my study and then allow the expedhare information about his or her
research or experiences that would bring clarity asiditional knowledge to my research
guestions.

The first expert interview shared recent researatirigs within the field of
debriefing. The second expert interview sharedeggpces and approaches to the design
and implementation of successful medical simulatioBoth experts have extensive
experience delivering simulations and conductingrigés in the healthcare setting.

Expert Interview #1: Kourtney Schroeder and Andrew Grimes. The Calitor
VA Healthcare System Skills and Simulation Cergeavrie of the country’s leading
medical simulation centers. Kourtney Schroeder, dAhe standardized patient
trainer/coordinator and Andrew Grimes, BA, is thedical simulation manager. Both
have participated in research studies as leadeisnation practice. Their most recent
work focused on the debriefing portion of medigatidation. They commonly use
simulation to train registered nurses, physiciaongiers nearing deployment, and
undergraduate nursing students preparing for careenental health.

Shroeder and Grimes shared some findings from teésearch on debriefing
during a conference call on June 4, 2012. Commeeis shared along with a
PowerPoint slide deck highlighting important ideasl concepts from their research and
work. Initially, the discussion focused on impattaspects of successful debriefings.

Then, we discussed the need for debriefings toebeiefed allowing facilitators of
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debriefing to reflect and improve on their perfonmoa as well. These ideas and
techniques closely relate to my study as | inves#id the facilitators’ experiences and
perceptions of participating in simulation exersise
Expert interview question #1: | am very excited tdearn more about your
research. Can you begin by telling me about yourasearch findings? Shroeder
started the interview by discussing some basidriggifrom their research.
First, there are some common barriers that have ieatified as limiting
facilitators from performing debriefs. The mosteaon barrier identified
through research was time (58% of respondentspwel by lack of knowledge,
facilitator limitations, and facilitator requestnot perform debriefing.
Shroeder further discussed a common misundersiguadiit relates to facilitators of
debriefing.
Another question that commonly occurs from fadidita who are new to
debriefing is understanding the difference betwderiefing and feedback.
During debriefing learners actively participatadiscussion and have interactive
engagement amongst peers and facilitators. Dslareffacilitator led, value
learners’ frames of reference, and impose a réflegrrocess. During feedback,
learners passively listen, value the evaluatods of reference, and are often
checklist based.
Grimes added, “The purpose of debriefing is toelgaps in knowledge and skills. It

also enhances patient safety and care.”
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Expert interview question #2: Can you share with ra more detail about
these gaps in knowledge as it relates to debriefiagShroeder continued to discuss and
added additional detalils.
There are specific elements of the debriefing mecd-irst, the pre-brief is used
to set the tone, rules, expectations, and objextiVidie pre-brief also assists with
the debriefing later. Facilitators can observendéehavior and also create
learner buy-in. Second, the debriefer acts agtide. He or she focuses
discussion and explains learning. Third, the learsthe engaged participant.
The learner tells us what happened. Fourth, expegs are pre-planned and
should meet learning objectives. Fifth is the istpalhis sheds light on
simulation. Recollection allows learners to refflec frames of thought. Many
times video recording is used as tool. Reportingnother element and is often
done verbally. Reporting provides feedback to sedaculty and helps link the
objectives to the course. Finally, timeframe is #tfement of a planning process.
Debriefing should be done immediately after simalgtthe length often varies,
but leaves lasting influence on practice.
| added at this point in the discussion, thatrofiar facilitators do not all debrief
the same way. As part of my study, | am interestddarning about how and why
facilitators choose different methods for leadimdpidlefings. Shroeder elaborated on this
inquiry.
Common objectives of debriefing include comparing aontrasting experiences
and ideas and obtaining feedback. There aresalgeral methods of debriefing.

We categorize these into four types. First, judgtale places harsh criticism,
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error in the hands of the learner, and presumestakfailure. “Here’s how you

messed up.” Second, non-judgmental, gently pauatdearner errors, presumes

essential failure, but in a nicer way . . . suchvdbkat do you think you could

have done better?” Third, advocacy plus inquirjiolr includes direct

observation and subjective judgment and genuinesty. It may sound
something like “I noticed you didn’t shake the pats hand when you entered the
room. Why did you not shake the patient’'s han&ially, good judgment,

which widens the focus to include the learner agloriéfer, offers genuine report

of puzzlement and inquiry into how the learner'sats can make sense. “I

noticed you did not make an empathetic statemlewas concerned about that

because the patient seemed upset. How did yotheestuation?” This
technique identifies performance gaps between wbdeaction and desired
action.

At this point in the interview, | brought up tresue of debriefing evaluation.
Shroeder described some of common tools that sthh&ames use at their simulation
center.

Video produces sustained behavioral change asibedan research by Scherer

et al. (2003) and enhances debriefing experiehtgtructor-directed evaluation

can be verbal or written, formative versus sumneatand can use checklists or
collaboration scripts for observers. Self-assessmsehe reflection on one’s own
frame of reference. Self-assessment is free frdioute and you can use tools
such as journals, letters, blogs, etc. Learnave la tendency to be too hard on

themselves, and in other cases do not take theasssériously. Another
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evaluation is the 360 degree assessment. Thisises| multiple evaluators to
measure identical parameters using the same rstadg. This helps to identify
differences between self-assessment and ratingghley evaluators. Often in the
medical setting there are six core competencidgemaare, medical knowledge,
practice-based learning, interpersonal and comnatiort skills, professionalism,
and systems-based practice. Doherty and Brodsky1{Zirst published these
competencies as part of their research.

Grimes then added “Debriefing the debriefing, agioally researched by

Rudoloph et al. (2008) is reflection on ones’ owanies of learning.” Adding, “In the

army, this is called After Action Review. The pase is to assess the debriefing styles or

quality control of debriefers. Debriefing debriefsn identify and bridge any gaps
between lessons learned and the learning objectives
Shroeder continued,
It is essential to encourage debriefer reflectieaching debriefers to be better
debriefers. When debriefing the debriefing, tretnictor/ preceptor/facilitator is
the target of the intended behavioral change. &emmend using the Good
Judgment method when debriefing the debriefinge fbicus is internal and
places sole possession in the hands of the ledateréfer. Be sure to provide
specific examples. We use the debriefing with goolgment method based on
the work of Rudolph et al. (2008). Based on simaitaliterature, this technique
appears to elicit the most positive behavior chaasyeompared to other
techniques used to debrief.

| asked, “Why is debriefing the debriefing so ham@one?”
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Shroeder replied,
Based on our study results, time restraints, feapmething new, and self-
reflection is challenging for some debriefers. @nggestion to work around the
time issue is to use journals or blogs to catch edtiate feedback and reflection.
Then later, whether it be monthly or quarterly, y@ave notes and comments to
use to guide the debriefings. Fear of something cen also be related to faculty
buy-in. First we back our need to debrief the asilmgs with literature and
research. In addition, we also emphasize the teebdcome better educators,
better clinicians, etc. Try to reiterate that eugstructors can improve. It is okay
to make mistakes and the debriefing the debriedifayvs us to identify mistakes
and improve upon them before working with new leasn
Expert Interview #2: Thomas (Tom) Ritchie, MA, Education Specialistetdal.
The second expert interview was conducted in peafien a training seminar that was
presented by Laredal. Laredal is currently thdilegprovider of medical simulation
scenarios and producer of medical simulation eqaigmThe company also has
participated in extensive research as it relatéesd practices within the field of medical
simulation design and simulation equipment develepm
Expert interview question #1 Can you tell me about how Laerdal has
created a sound training method for new simulatiorfacilitators? Initially, Ritchie
briefed me on why simulation is a great learnirghteque. “The IOM (Institute of
Medicine) shared that preventable adverse eveattharleading cause of death in the
United States . . . Laeradel strongly supports naaienters who want to invest in using

medical simulation to reduce that risk.” More dpeally, Ritchie shared * Simulation
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increases the learner’s skill development, alloovgfactice in a controlled environment,
and provides on-demand access to practice patieRtchie’s passion for the use and
adoption of simulation was obvious throughout thteriview. We next discussed the
design process that Laerdal provides as a framewbéh creating new simulations. |
asked, “Is there a standard design or methodologtyliaerdal feels promotes the best
outcomes for simulation?” Ritchie began, “Firsisiimportant to provide an overview
of the simulation to your learners. Make sure tloatr objectives are clearly defined and
they align with the goal of the simulation.” | agd with Ritchie’s comments and we
then began discussing equipment requirements.

Ritchie provided a training manual from Laerdalttisaused to help new
facilitators. It was interesting to learn that tded emphasizes the need to prepare a
written document that looks similar to a lessompld@he document highlights the whole
process of the medical simulation. We looked lasaon plan together from the manual.
Ritchie began, “For example, you'll see here [poigto a lesson plan on rescue
breathing] that we have listed all of the requiegdipment. You'll see simulation
equipment, medical and clinical equipment, and d@lilermedications that will be used

during the simulation.” He emphasized the nedoketprepared. Next, we looked at the

description of the scenario and linked the scertaribe equipment needs and even to the

set-up of the room. Ritchie added, “We also usést®t making trees for all of our
scenarios.”
The decision making tree is a visual depictionhef varying different routes a
scenario may take. The tree provides a facilitgtock reference to which

responses and cues need to be made during theisdemsed on the decisions
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made by the participating clinicians. After theiden tree, you'll notice the plan

includes a checklist. This checklist is the praggbsorrect actions in order. The

checklist is more familiar to me as we currentlg gemething similar with our
mock codes. The final piece of the planning doaunmecluded a debriefing
summary. The debriefing summary provides theitatilr with a summary of the
scenario, the correct actions that should have beste, and it highlights really
important things that you want the clinician to esnber. The summary would be
very useful to help standardize the debriefingnharck codes.

Expert interview question #2: | am very interestedn learning about why
facilitators choose certain methods for debriefing.As an expert, what is your
preferred method? Ritchie stated, “I prefer instructor-led, small gposettings. This is
typically one or more instructional staff and aupmf 10 or less learners.” | added,
“This sounds very similar to our current mock cegéup.” Ritchie said that he prefers
this set-up because “it promotes group communioatial teamwork. Anything larger
than that and | think you lose out.” He also swige that in situations when you may
have more than 10 learners, “allow others to befess . . . Give them a checklist and
have them watch for the objectives or skills on¢hecklist. Then, encourage peer-to-
peer learning. Allow the observers to discussctiecklist and highlight the skills that
were met and un-met.” He went on to referenceidysby that showed “learners actually
prefer peer teaching over instructor teaching” sungigested that | refer to this work for
more information on the topic. | added, “I thiftkstis a really great idea and could

definitely be added to our current mock code débrie
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Finally, we closed our discussion talking speaeitfiiz about the high-fidelity
SimMan 3G. This new piece of equipment is beinkigat during our mock codes. We
discussed some of the new features of the SimMdrmhlighted some special
considerations when using the equipment in the Isited setting. Ritchie stated,

“The environment has to feel real. Create a balés/story and scenario. Dress the
SimMan to match the scenario. Use real medicakds\and equipment, and even
moulage if you can . . . These suggestions suppemeed for the simulation to replicate
real life in as many ways as possible, and additlgrsupport the need for well-planned
and documented simulations. | agreed with Ritesha®@mments and added, “It would be
very easy to skip over or miss an important detain delivering a simulation.” We
concluded the interview.

Debriefing Observations and Reflection Rubric Resi$

For each mock code I first described the setgngup make-up and
characteristics, and provided a general overviegiratilation activity and delivery. This
data provides an understanding of each mock codighlights similarities and
differences between them. In addition to descghire mock code scenario and the
activity, | also used a reflection rubric to asstheslevels of reflection achieved during
each debriefing. For each mock code, a reflectidmnic is presented that summarizes
the findings of the evaluation of group reflection.

Mock Code #1 The setting for the first video mock code totéae in the spinal
cord injury unit. This unit is an acute care sgftwith care focused on the needs of
patients who have suffered a debilitating spinatiéojury or have been diagnosed with

multiple sclerosis. Spinal cord injuries and dsseeause wide variations in loss of
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function ranging from physical disability to organd tissue dysfunction. Common
concerns within the population of spinal cord igjpatients includes respiratory distress
and failure, pressure wounds and ulcers, genitatyiand gastrointestinal dysfunction
and infection, sexual dysfunction, and mental andtenal distress.

The unit is staffed with registered nurses, lieehgractical nurses, patient care
technicians, advanced practice nurses, and a péysitn addition, often times there are
many types of therapists on the floor ranging frmsaupational, recreational, and
physical therapy. The unit provides 24-hour caie ia considered an in-patient setting.

Mock code #1 participants The mock code was held at 2:10 pm in the aftamno
Initial response to the mock code included a stafse and a patient care technician.
Upon initial response the RN and care techniciaméaiately started cardio-pulmonary
resuscitation and called for the overhead pagehiWw2 minutes of calling the code
overhead, the nurse supervisor on call responaedatith additional nursing staff.
Nearing the 12-minute mark of the mock code, thegspan on call responded. In total,
there were three RNs, one nursing supervisor, atier care technician, and one

physician caring for the simulated patient (seaifag).



EXPLORING SIMULATION LEARNING EXPERIENCES 103

Mock Code #1 Participants

H RN-3

1 Tech-1

B Physician-1
H Other-1

M Instructor-5

Figure 3 Demographic breakdown of mock code #1 participaased on the video
recording.

Mock code #1 reflection rubric resultsThe results of the evaluation of achieved
group reflection are summarized in Table 1. Moo#lec#1 was assessed for each
element of reflection. Once the element was idiedtias being present, it was then

categorized for level of achieved reflection.
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Table 1
Mock Code #1 Reflection Rubric Results

EIer_nents of Non Beginning Reflector (Intermediate) Critical Reflector
reflective process Reflector Reflector
1 2 3 4
Engages in Relates difficulty in
reflection/debriefi scenario to “couldn’t
ng process see the manikin
breathing”
Association: Felt the scenario “went
Reflection on well overall” and
what went right i‘dentified “not to
orget to put pt. on
?nd WhaF could bagkboar%”. P
|rT1prov§ n “Compressions were
simulation stopped for a long
experience. time”
Integration of “Team forgot to
team put pt. on
backboard”
Validation: Self- “| felt it went really
assessing new and well”.
old knowledge ‘I felt really
comfortable”
“I thought overall it
went well”
Appropriation: Demonstrates ability
Inference of to make inferences;
learning group used a wide
variety of examples,
group discussed things
that were overlooked
and applied it to future
practice
Outcome of Very few personal
reflection examples given, most
were descriptive in
nature and

summarized the
overall experience. “I
felt” or “I thought”

Note Adopted from Wetmore et al. (2010) Reflection Reib
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The nurse educator leading the mock code begamefiagrafter the code was
completed. Initially, the nurse educator begandieriefing with a brief discussion of
events that unfolded during the mock code. Theae very little discussion and this
conversation appeared to be more about clarifioaial review of the events. The
educator then asked participants about how théwlbelut the mock code

This question prompted several responses frormthek code participants. The
RN who first responded commented that she did nowkif she was supposed to really
call the overhead page or not due to the scenamgla “mock.” Therefore, she felt her
response was a little unnatural.

Another nurse who entered the mock code severaltes after initiation
commented that she felt like the “code went welrall.” This comment led the group
to a short discussion about what was good. Sorntteeafomments included that
“‘communication was good,” “lots of people respondaad “I felt like | had lots of
help.”

After this brief discussion about what the papants felt went well, the nurse

educator began to show the video recording of tbekncode to the participants.

Occasionally during the playback the nurse educatarld pause the video to show areas

of weaknesses or actions that were missed durangdtle response. For example, at one

point during the mock code, the nurse educator ptedha participant to start an
intravenous (1.V.) catheter. However, this stepprabt happen. Placing an I.V. is an
integral step during the response to codes andufse educator felt that is was

important to highlight this failure.
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At another point in the video the educator pauked/ideo to display the length
of time compressions had been stopped due to otie g@articipants trying to place the
defibrillation pads on the patient. One of theib&sundations of CPR is to continue
compressions minimizing “off the chest” time todeékan 10 seconds. The nurse
educator used the video replay as a way to digplaymportance of working together
and maintaining compressions during the code resgpon

After reviewing the video of the teams code resgothe nurse educator asked
the group for final thoughts or feedback. No ohared any final thoughts, ideas, or
concerns. One participant did share that theytlielimock codes are beneficial and
should be offered more often. The debriefing codetl and the group returned to the
spinal cord unit for the remainder of their shifi all, the mock code lasted 36 minutes
from the start of the code to the conclusion ofdabriefing.

Mock code #1 debriefing observation©verall, | felt that this mock code was
conducted well. There was significant participatiny clinicians in both the code and the
debriefing. The facilitator used a mixed approtchonducting the debriefing. This
approach blended the video led debriefing with esitee opportunities for self and group
reflection blended throughout. As an example féeditator began the debriefing with
an open question to the group regarding how thiéyhife mock code went overall. This
guestion allowed for the participants to engageoinversation with each other and also
led to initial reflection and review of the clinicactivities undertaken during the code.
From there, the facilitator then asked the groupely would like to watch the video of

the mock code.
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During the video, the facilitator stopped the wasdter pertinent events or missed
cues but allowed the group to identify the mistakeffer a resolution to the problematic
action. The facilitator did not take the role elling the participants what they did
wrong. This technique allowed the participantsue into problems based on when the
facilitator would pause the video, but also supgareflection and critical thinking. The
facilitator did not give the participants the anssveThey came up with the answers and
solutions on their own.

Another observation made during the first mockeca@s the lack of participants.
In other mock codes there was always a physicidraamained “code team” that
responded, in this case, due to some challengbshdgtoverhead paging system no
physician or “code team” responded. Thereforectite was fully led by staff nurses
trained in basic life support only. Upon conclusaf the mock code video review, the
facilitator took the opportunity to discuss wittetparticipants how they should respond
if a similar situation were to occur in a real Iffetting. The facilitator concluded the
debriefing with the opportunity for the team toaliss any outstanding questions and
share final comments about the simulation activity.

Mock Code #2 The second mock code took place on a medicagiealr
inpatient floor on the North end of the sixth flaeferred to as 6N. The simulator was
set up outside the elevator doors leading to the®lN This unit most often cares for
patients who have undergone surgery or are prapéoima surgical procedure. The floor
is staffed by RNs, LPNs, patient care technicians, a health administrator staff
member who works at the desk. In addition, tresiflfrequently has physicians,

residents, and fellows who see patients. It iy weuch a “teaching” unit.
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The scenario for the mock code was developedsipargse to a real code that was
experienced earlier in the year. A patient wasmatdff the floor for a procedure. Upon
returning to the floor, the patient “coded” justside the elevators as he was being
brought back to the unit.

Mock code #2 participantsUpon calling the mock code via the overhead gagin
system, there was a mass response. Initially thesgical students and one fellow
responded. In addition, the health administrasi@aff member from the desk, a floor
nurse, and the nursing supervisor responded. Wi# minutes, additional staff
responded from our intensive care unit, which ¢ated directly below the 6N unit. In
all, there were 12-13 participants in the mock co@lee demographics of the group are

presented in Figure 4.

Mock Code #2 Participants

B RN-1

m Tech-1

B Physician-1
B Student-4
M Instructor-4

Other-1

Figure 4 Demographic breakdown of mock code #2 participlased on the video
recording.
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Mock Code #2 reflection rubric resultd he results of the evaluation of achieved

group reflection are summarized in Table 2.

Table 2
Mock Code #2 Reflection Rubric Results

Elements of Non

Beginning Reflector

Intermediate .
{ } Critical Reflector

reflective process Reflector Reflector
1 2 3 4

Engages in Makes reference to

reflection/debriefi personal feelings

ng process and relates to
future learning, “I
forgot ... butl
won't forget next
time”

Association: Provides descriptions

Reflection on what but does not reflect

went right and on improvements,

what could “no one is taking

improve in notes,” normally this

simulation would be the RN

experience. supervisor”

Integration of Demonstrates

team

Validation: Self-
assessing new and
old knowledge

Appropriation:
Inference of
learning

awareness of team
performance, does
not reflect on their
role, “who is in
charge,” “l can't
really tell”

Relates experience
to prior knowledge
and beliefs, lots of
discussion about
correct procedure,
policy, appropriate
response, etc.

Demonstrates and
comprehends
simulation,
inferences made to
prior knowledge, “I
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forgot,” “l wasn't for
sure who was
supposed to lead,”
“I'll be more clear

next time”
Outcome of Demonstrates
reflection ability to reflect on
own work and
apply, lots of

examples used
from scenario,
made reference and
application to

future practice

Note Adopted from Wetmore et al. (2010) Reflection Reib

The debriefing of the mock code #2 response wabyetie physician champion
who oversees many of the simulation activities inithe medical center. He began the
debriefing immediately with a review of the videmntent. There was very little
discussion about the video replay. The physicidrstbp the video periodically to
identify both good and bad response behaviorsep#rticipants.

One of the first skills that were skipped durihg tode was the communication
and identification of a “recorder.” The recordgthe person taking notes throughout the
code. They are responsible for noting times ofioabns delivered, times of
defibrillation, and other code responses suchasihiation of the I.V. or central
catheter for medication administration. Duringsthmock code, that role was not clearly
identified or communicated and there was no reogythking place until 6-7 minutes
into the code response.

When the physician stopped the video to discusswishap, several participants

immediately chimed in to discuss and share thenghts. The fellow (term used to
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identify a physician in training), who had takee tead during the code response, shared,
“I forgot. | was focused on getting CPR started getting a line in that | didn’'t even

think about telling someone to record. I'll remesnbext time though!” Another

medical resident standing very close to the felkawd that he remembered the recorder
role “only after one of the nurse educators prompbem to identify a recorder.”

The debriefing continued with video review of tlesponse. The physician
facilitator again stopped the video a few minutger to address a good behavior of one
of the participants. He noted the correct procedar initiating an 1.V. and a central line
for medication administration. He congratulateel fibllow on knowing to start and
maintain CPR rather than focusing on lines and oatidins. “You never stopped
compressions. That is great. Compressions aréimpsrtant. Good job.” Several
people within the group smiled and acknowledgedé¢hew’s correct decision-making.

Upon completion of video review, the physicianilitator asked the code
participants if they had any other questions. W épiestions arose about correct
procedure and policy. One specific question cameegarding the response of the
intensive care unit staff. Another question ar@iseut when and how to decide when a
central line is necessary. All of the questionsen@bjective in nature and related to
clinical response and actions.

Mock code #2 debriefing observation©ne of the first observations made by the
researcher was the delivery method of the faailitdtiring the debriefing. The facilitator
chose to utilize the video recording of the moclleeas a method of reflection for the
participants. However, notably, the facilitatopapred to depend on the video rather

than allowing the participants to recall the evergshey unfolded. There were long
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periods of time during the debriefing where theipgrants were simply watching the
code unfold. The researcher felt that the vidgesaould have been shorter allowing
more opportunities for the participants to commaand reflect. It felt like the group was
timid to speak up when the video was being revieamditherefore there may have been
aspects of the code that could have been furtlseudgsed but were overlooked due to the
video.

Another observation made during the debriefing thias the facilitator took the
primary lead role of the debriefing. This includgdpping the video when he felt there
was something to be discussed and commenting viiegstwere done right or wrong.
This left the participants to be more of an obsearal listener during the debriefing
rather than an active participant in the reflecpvecess. The impact of this debriefing
method is unknown, but it is expected that thisagedjical approach to debriefing will
decrease the level of reflection achieved by tloigyr

Mock Code #3 The third mock code was held in a cardiologyt ugflerred to a
7S. This unit is similar to the previous unit dissed above. The unit cares for patients
who have undergone or are preparing to undergacalifgrocedures related to cardiac
diagnoses. The unit is staffed 24 hours by RN$y4,Patient care technicians, and one
administrative staff. In addition, physicians,rdq@sts, and other support staff frequently
round on the unit. On the day of the mock codayraing school was also present for
clinical practicum.

The mock code was set up in an empty room on tfteatagy unit. A nurse
educator played the role of a floor nurse and fatlnedpatient unresponsive in his bed.

She immediately called the overhead page for cesigonse.
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Mock code #3 participantsWhen the mock code was called overhead, the
charge RN on the floor responded along with theeptis care technician. Within 30-40
seconds there was a rush of nursing students wsoa@ponded. At the 3:30 minute
mark, the intensive care team also responded altthca couple of medical residents.
The nursing supervisor also entered the room ¢iwiee same time. The demographics

of the group are presented in Figure 5.

Mock Code #3 Participants

H RN-3
Tech-1

M Physician-1

H Other-1

M Instructor-5

Figure 5 Demographic breakdown of mock code #3 participlatsed on the video
recording.
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Mock code #3 reflection rubric resultsThe results of the evaluation of achieved

group reflection are summarized in the rubric (Bakle 3).

Table 3
Mock Code #3 Reflection Rubric Results

Elements of Non

. Beginning Reflector
reflective process Reflector g g

1 2

{Intermediate}

Reflector Critical Reflector

3 4

Engages in
reflection/debrief
ing process

Association:
Reflection on
what went right
and what could
improve in
simulation
experience

Integration of
team

Validation:
Self-assessing
new and old
knowledge

Many occurrences of
personal feelings, did
not relate to future
learning though, “I
felt...,” "l liked ..
.7l was scared at
first”

Provides examples of
what went well and what
need improvement,
“place pt. on hard
surface,” “stay on the
chest,” “I need to study
my medications,
rhythms, etc.”

Discussed key aspects of
team and roles, “l am
more comfortable now
responding,” “what
should we do if . .., "l
noticed several RNs
doing specific things”

Demonstrates self-
assessment and
relates occasionally
to prior knowledge,
“I wasn't for sure
what was going on,
“I was really afraid,”
“I thought we did
really well”
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Appropriation: Demonstrates

Inference of understanding and

learning synthesizes experiences,
“l need to look over
medications,” “review
rhythms,” “What should
we do if . . .,” “wish we
could do more
simulations”

Outcome of Reflects on own

reflection work, but does not

provide a lot of
personal examples, “I
was afraid,” “I felt . .
. “l was impressed .
S lwishL L

Note.Adopted from Wetmore et al. (2010) Reflection Relbr

Interestingly, due to the small space limitatiohthe room where the mock code
was held, the debriefing was moved to a nearbyabasn. The large group of
participants followed the nurse educator to thessi@om for the facilitation of
debriefing. In an effort to keep the debriefinghthe educator chose to not use video
playback.

The educator first asked the group for their ahithoughts. Several nursing
students immediately responded. “l wasn’t for suhat to do. | knew to start
compressions and CPR, but after that | was refdyda” Another nursing student
agreed, “Yea, me too. | have never done anyths®jia a code besides watch or do
compressions. It was really good to see whataetilally happen.” One of the medical
residents also commented that he felt like theneew@ many people in the room. “It
was really crowded, difficult to hear.” Others egd and nodded.

Next the nurse educator asked the group about tbgtfelt they did well. One

nursing student responded that she felt like tbegmworked well together. “We all tried
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to help each other out.” The resident statedhbdelt like “overall the code went pretty
well.” The charge RN also commented that she wapressed by how serious the
group took the code.”

At this point in the debriefing, the educator ahts take the conversation in a
clinical direction. She began to highlight tasksl @kills that she observed during the
response. She discussed with the group respdmstesdre on track and appropriate, and
also mentioned some things to look out for durungife codes scenarios.

Upon conclusion of the debriefing, the educaté&edshe group if they liked
participating in the mock code and what they m&e @mvay from it. Several participants
commented. A nursing student said that she wiiheylcould do more simulations. “I
really like practicing things in real life. Thisas really good.” The charge RN
mentioned that she felt like things were a litteetic. “But, | also think that by getting to
‘play’ today, I'll be better when a real code happ@ext time.” Another student said, “I
agree, | think that | would be really scared ta@a real life code, but now I think |
would probably respond.” Several students andgyaaints agreed with her comment.

Mock code #3 debriefing observationnitially, the researcher felt that the mock
code went smoothly and was delivered in a similanner to the previous two mock
codes evaluated for the study. However, the rebeadid note some differences during
the debriefing. The first observation that wasigigantly different during this mock
code debriefing was the location. The facilitattade the decision to take the group off
the floor and to a more quiet and secluded locatibhnin the facility to conduct the
debriefing. The impact of this is unknown, bushibuld be noted that this technique and

approach was different from the previous two ddings.
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Another difference was how the debriefing was cmted. In the previous two
debriefings, the facilitators chose to utilize théeo recording as a method of reviewing
and reflecting on participant roles and responsesd the mock code. However, during
the third mock code, the facilitator did not use ¥deo recording due to difficulty with
equipment. The facilitator had difficulty gettitige recording to play and in response
decided to debrief without the video in an efforsave time and get the staff back to the
floors for work. Although initially, she appeartalbe frustrated, the researcher did not
notice any significant impact on the quality of ttebriefing. In fact, there was a large
amount of conversation and reflection during thierdding as the participants attempted
to recall the events as they unfolded during thekromde
Emerging Themes

Interview data and transcribed video recordingeevused for theme analysis.
Data reduction began with multiple repeated realofghe interviews and transcripts.
Themes began to emerge during initial readings<t,Ngen coding was utilized to
identify themes. Five themes emerged as folloajspfepare learners, (b) provide
consistency, (c) use video recordings, (d) prowaeortunities for follow-up, and (e)
self-reflection. These themes are presented algtiigexperiences and major findings
associated with each theme.

Emerging theme #1: Prepare learners.The first theme that emerged from data
analysis was the need to prepare learners. Thmdilwas actualized through interview
data with both participants and facilitators. Rgrants commonly suggested the need to
have explanation of the scenario and well-defineekctions for the simulation. Three of

the six participants specifically made referencthtoneed for a pre-brief. Common
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statements included, “[facilitators] came with #ssumption you knew the information”
and “the pre-brief needs to be stronger.” Als@ participant shared that “minimal
information was provided.” This theme was alsopsufed by data from the facilitator
interviews. All three facilitators shared inputdasuggestions about the need for a well-
developed pre-briefing. Comments included, “I kham initial brief would be beneficial”
and more specific to the method of pre-brief oraditator suggested to add “pre-
determined objectives” and time for “participaradecome familiar with the
equipment.” Along with the data collected from th&erviews, my observations and
transcripts from the mock codes and debriefings algned with this theme. There
were three different occurrences of comments madeglthe debriefing that would
support the need for a pre-briefing. First, ongigi@ant spoke about “feeling anxious”
and “I didn't really know what to expect.” Anothparticipant shared that she was not
familiar with the equipment and therefore shelfielt response was a little unnatural and
suggested “a little more guidance before startingla have been appreciated.”
Emerging theme #2: Provide consistencyThe second theme to emerge from
the data was the need to provide consistency. &fdihe six participants shared ideas
related to the inconsistency between facilitatdedivery of mock codes, and the
debriefings. For example, one participant saidffédent styles of teaching can be
distracting sometimes and a little confusing.” Hrey participant shared, “the facilitator
gave a lot of cues” while a different participahtised that “more cues could be helpful.”
The facilitator data was equally as inconsisteXit.three facilitators agreed that
consistency is needed; however, the type of suggastaried. For example, two

facilitators suggested the need to use checklibtev@nother thought that clearer
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objectives would be helpful. When reviewing théeo recordings, all three mock codes
were delivered differently. The settings varidtg scenarios varied, and the responders
varied. Some debriefings were managed by one pensd used the video recording
while other debriefings were led by multiple instiars and had a feeling of chaos and
disorganization.

Emerging theme #3: Use video recordingsOverall, the third theme was
apparent and repetitive in all three sources dd.ddihe participants clearly feel that the
use of video recordings during the debriefing isddieial. All six participants shared
positive comments associated with the use of theosrecordings. One participate said
the video “ let us realize our own mistakes” artdrigs were obvious when we watched
it ourselves.” All three facilitators also supptire use of the video recordings. One
facilitator believed the video “reinforces learnirand “provides objective feedback.”
Another facilitator shared that the video “helpgieis on track” and “you see things you
forgot to write down.” In two of the three recoddeock codes, the video recording was
used to debrief. The third group attempted totheesideo but had difficulty with the
equipment and utilized a group discussion and Veldariefing instead. Although one
facilitator shared that she believes the videongiog “can be intimidating,” there were
no participants who spoke negatively about theafiske video recordings for debriefing
purposes.

Emerging theme #4: Provide opportunities for follev-up. Additional
opportunities for follow-up or reflection were ahet common theme. Participants
shared on several occasions the need to more dima#l¢ct and participate in discussion.

Four out of the six participants made referendeltow-up and evaluation. Examples
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from the participant data include statement such asuld suggest follow-up to the
initial debriefing. Maybe a email or phone calnother participant shared, “allow
participants to reflect on their own, not in thegp setting.” All three facilitators shared
ideas for adding opportunities for additional faltoip. Some examples include, “I
would suggest a email with the summary of the évamd “I would like to follow-up

with individuals by phone maybe.” Supporting tlidea, one facilitator also shared, “I
don’t think a one-time debrief captures everything.

Emerging theme #5: Self-reflection.The final theme that emerged was the
concept of self-reflection. Nearly 100% of theemiiew participants consider themselves
to be self-reflectors. Evidence from the interngesupports the theme. One participant
shared, “I went home and reviewed the differer@sdl Another commented that she
“thinks about things for at least 24 hours afteifiother shared, “I reflect on things, |
don’t take notes or journal, just think about ity head.” All three facilitators felt
strongly that they too were self-reflectors. Oagegan example of returning to his office
after the code and “mulling over the experiencariother suggested that she might be “a
little obsessive” and that she “builds on the feskfrom the instructor.” Additionally,
the results of the reflection rubric support theg groups achieved beginner to critical
levels of reflection consistently during the debngs.

Summary

| presented the results of the study drawn froendiéita analysis previously

discussed. Interview data from participants, fetibrs, and experts were analyzed along

with the researcher observations and reflectionicidssessments. Five themes emerged
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from coding of data and were presented. Chaptiscusses the findings of the study

and aligns the results of the study with the li@mreview.
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Chapter 5: Discussion, Implications, Recommendatian

Discussion

The discussion will align each of the interviewegtion responses and the results
of the reflection rubric and the themes with ther&ture review. At the conclusion of the
discussion, the reader will have a sound understgraf how the literature relates and
grounds the findings of the study.

Aligning participant interviews with literature re view.
Participant interview question #1Give me a brief description of your recent
experiences during the simulated mock code you rdlyetook part in? (For example,
what was your role, was this your first time paiippating in a mock code, how did you
think it went overall?) After reviewing all of the data associated withtjgapant
interview question #1, | found some commonalitiegst, most of the participants felt
positive about their participation in the mock ceddlany shared feelings of anxiety and
fear, but after participating in the exercise, thaylike it was beneficial. Many
participants also shared that they hoped theyadpportunity to participate in
additional mock codes in the future. The majooityhe respondents described their
roles in the mock codes as the role related talla $lor example, “I performed chest
compressions,” or “l was the recorder.” They conéid by sharing that in most cases,
they felt the mock codes were successful and “wmetitoverall.” These feelings are
closely aligned with literature describing partems’ experiences in simulation
exercises. DeMaria et al. (2010) found that sitmieengages learners in a realistic
environment, and certain amounts of anxiety areebedl to enhance the learning

process. Research by Mullen (2012) showed thaic@dns sometimes show nervousness
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about being videotaped, while others say they ddiketo be watched. Additionally,
the anxiety appears to vary with less anxiety dased with novice nurses and clinicians
and greater anxiety associated with more experéenaeses and clinicians.

Participant interview question #2: Can you desaithe group of responders
who participated in the mock code? What was gragmmunication like? How did
the group interact? Why do you think these intetems occurred? How did these
interactions impact the delivery of effective codsponse?Two of the three groups
were described as random, while one group was idesicas “normal team members who
frequently work together.” All three groups wengerrdisciplinary in nature with team
members from nursing and medicine disciplines thagornty of the time.
Interdisciplinary education is common and is evecogiraged in the simulation setting.
Baker et al. (2005) noted that effective team weniequired for accomplishing complex
medical tasks. Evidence has shown that simulati@ncises that use interdisciplinary
team approaches report more effective team perfuzenas compared to classroom-
based instruction (Baker et al., 2005). Most oftemparticipants shared that the groups
worked well together and communicated effectivébpme common feelings shared
were “we worked well together,” “we supported eatter,” and “everyone was focused
on the task.” Even with smooth communication aosifp/e interactions, most groups
needed cues from the instructors and the partitspstrared that occasionally they would
veer off track and the instructor would need tanesd the group.

Participant interview question #3: Can you discug® educator who
facilitated the code exercise? What role did traeator play in the scenario? How

much interaction did the educator have with the gn@? How did the educator
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facilitate group discussion when the simulation waser? Many of the educators who
facilitated the mock codes were also involved mittock code process. The participants
shared that there were normally multiple educadoseach was helping in different
roles. The educators took notes, participatetiémbock codes, ran the equipment, and
facilitated the debriefings. On occasion, due tdtiple educators assisting, the mock
codes appeared to be disorganized. Many of theagolts cued the participants
throughout the mock codes, prompting them whenlbskstep was overlooked or
missed. Participants also shared that sometinees Heemed to be miscommunication
about when and how often to prompt. “Some helpgdadot” while others “would let us
realize our own mistakes.” Prompts and cues amuan facilitator skills used during
simulation exercises. Waxman (2010) suggestedctiest can be drawn from contextual
details, desired outcomes, and well written scesarit is important that the educator
clearly understand the desired outcomes and préipatearner for the activity
(Waxman, 2010).

Participant interview question #4: When the moc&de ended, what happened
next? What was the process like? Did you like thay the exercise ended? What
suggestions or changes would you make to the pre2ebwo of the three mock codes
used video recordings to debrief and the majorfifyasticipants felt strongly that they
like the use of the video. The video recordingbVeed the whole process to be
reviewed” and provided participants the opportutityreview other roles besides the
one that we performed during the mock code.” Resesupports the use of video
recordings for debriefing purposes. Rutledge .t28108) found that when videos are

shown during debriefs, the discussion is stimulatédditionally, when the video is
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periodically stopped and time is allowed to asksfjo@s, it appears that participants
develop strategies to overcome the identified weages (Rutledge et al., 2008).

There were several suggestions that the partigpaifered related to ending or
wrapping up a mock code. Commonly, the environn@nthe debriefing was not
conducive to learning in the opinion of the pafdamnts. Suggestions included moving the
debriefing to a more formal location and creatinrgae learner friendly environment.
Knowles et al. (2011) discussed the learning emvitent as part of the andragogical
framework for learning. Knowles et al. (2011) sththat facilitators of learning must
establish a climate conducive to learning. Thigr@mment would be supportive and
cooperative in nature and the facilitator needsat@ware of both environmental and
emotional barriers to learning.

Participant interview question #5: Overall, did ydearn from your
participation in the mock code exercise? Can ydare with me what you learned?
Can you share with me how much you learned’2arning was clearly achieved from
participation in the mock codes. Participants stidhat they felt more confident and
gave specific examples of learning that includesirfg the defibrillator,” “practicing
chest compressions,” and “getting my hands in thslccart.” Many of the identified
learning outcomes were skill based. Experientiaiing is a well evidenced teaching
method for skill based learning objectives sucthase required for cardiac arrest
response. Galbraith (2004) argued that teachirthade should have an action
component that helps the learner connect learwifigttire practice. Therefore, activities
such as simulations and mock codes are excelladhiteg methodologies due to the

opportunity for learners to practice skills in aala-on setting. The participants also felt
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that mock codes are positive and have a strongedsparticipate in future mock code
exercises.

Participant interview question #6: Critical refléon, a term used to describe
the “mulling over” of information and experiencedias been shown to improve
learning after simulation exercises like mock code¥/hat does reflection mean to
you? Do you consider yourself a person who refi&ttDid you reflect after your
participation in the mock code? Did the educatonpact group reflection? Did the
educator impact your individual reflection®Participants strongly considered themselves
to be self-reflectors. Many participants contintedeflect after the debriefing had
ended. Some reflect “in their heads” while otherde down ideas or even talk to
themselves. Self-reflection took different direats for each participant. Some reflected
on their weaknesses. Others reflected on rolekilis that they did not perform during
the mock code and some reflected on things thatftivgot or overlooked. Self-
reflection is an integral component to the proaddearning. Boud et al. (1985)
emphasized the importance of providing learnerogportunity to draw from their
experiences and actively engage in what they areiley. Reflection is a method used to
turn experience into learning (Boud et al., 1985).

Aligning facilitator interviews with research liter ature.

Facilitator interview question #1: What is your pferred style to debrief
(group, individual, written, verbal, video assistemudio assisted, etc.) and why do you
choose this styleThe preferred style or method used to debrief gsa@ifer
participation in a mock code is the mixed approathe mixed approach uses both

verbal guidance and video recordings to produceuate discussion, critical thinking,
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and interaction. The facilitators commonly staretbriefings with open-ended
guestions. This step was believed to help gep#ngcipants involved in the discussion
and set the stage for the debriefing. Then thiditttors often moved into using the

video recording to review skills, strengths, weag®s, etc. The video was often stopped
periodically to highlight something critical or &low time for discussion. In many
instances, the facilitators chose to conclude #iwidfing with a final open ended
guestion seeking final thoughts, feelings, addalajuestions, etc.

Although this was a common process for this stitdg,not standardized or based
on current evidence and best practices. The rdsétarature does not clearly present a
well-defined process for debriefing, but guidelimes recommendations have been
published. Raemer et al. (2011) stated that inapospects of the [debriefing] process
may still be poorly understood or even discoverasel on the current state of science,
yet Mikasa and Cicero (2012) found that the usaddo recordings during debriefs
enhanced students ability to identify strengths asd areas for growth and
improvement. According to my experience, the usadeo recordings results in
positive outcomes and should continue to be rekedras a method of effective
debriefing.

Facilitator interview question #2: How do you thinit facilitates learners
reflection? What are the strengths of this stylefh the previous interview question the
facilitators shared that most often video recordegsed to guide the debriefing. During
interview question #2 the facilitators shared tlogimions of the strengths associated
with the use of the video for debriefing. Strersgtii the video include objectivity,

reinforcement, and cueing. Facilitators feel thatising the video, participants do not
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feel threatened or judged and this is supportemlitfir research (Mikasa & Cicero, 2012;
DeMaria et al., 2010). In addition, the video gtsovides reinforcement. The
facilitators felt that the critique of mistakes amdaknesses is easier to accept when it is
accompanied by the visual evidence from a videortkog. Finally, the video
recordings allow facilitators to recall or remembangs that may have been missed
during the mock code. One facilitator stated titas easy to miss something or forget
to take notes” and the video provides a quick sxfee during the debriefing.

Facilitator interview question #3: What are the aknesses you perceive to this
style? How could you improve its use during debmmegf exercises?Weaknesses of
video recording were associated with distractiod psychological discomfort. The
facilitators felt that some participants do notlio be recorded due to worry about
making mistakes or feeling uncomfortable with beamgcamera. The video also can
cause distraction and loss of focus from the padits. On occasion, participants
become focused on the way they appear or soundraera and lose sight of the
objectives. Mullen (2012) demonstrated that clans sometimes show nervousness
about being videotaped and this is a realistic eomand weakness when using video
recordings.

Another weakness of the video recording is the siocal equipment failure. In
one scenario, the facilitator had planned to usevitieo during the debriefing but was
unable to get the equipment operating correctlyer&fore, she was forced to use a
different debriefing approach and had to adaptldumvithout time to prepare. As

technology and equipment becomes more and moreneeldafacilitators will need to
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accept the chance of equipment failure and be pedga facilitate debriefs using other
methods and approaches.

Facilitator interview question #4: Thinking of youmost recent simulation
activity that you facilitated, walk me through thaebriefing. Were the learners
interactive? Did they actively participate? Howdd/ou feel the debriefing went
overall? What would you have done differently? Walid you evaluate learning?
Overall, the facilitators felt a sense of learnegagement and participation from the
learners. The facilitators focused much of thesponses on suggestions for change and
improvement. One major area of improvement indudhe standardization of a
checklist or template that could be used to hetp$oon missed skills and errors. This
checklist could also help guide the debriefing af.w

Another identified need was to use prewritten goastduring the debriefing to
improve critical thinking and participation. Fotanple, one facilitator shared that she
asked the question “How do you think it went todayflich she felt was too vague. She
suggested using a more deliberate question insteadas, “What elements from today’s
mock code do you think need additional practicattention?” Questions written
beforehand can be better developed to cue and prantipal thinking related to the
learning objectives.

Dieckmann (2012) described the debriefing procsssl by an expert in the field.
The debriefing was broken down into three phasesdfiption, analysis, and
application). During the description phase thdip@ants in the simulation described
what happened and what they found to be positiveegative. The expert also explored

views and opinions with probing questions. Aftes analysis, the expert asked for
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solutions to identified problems and how those twhs might be put into practice
(Dieckmann, 2012). A similar framework that is4plenned and defined prior to the
debriefing could enhance the learning experienceiraprove the overall delivery of the
debriefing process.

Aligning reflection rubric results with research literature. The results of the
reflection rubric found that all three of the groaghieved intermediate to critical levels
of reflection during the group debrief. Howevehem assessing the overall levels of
achieved reflection, two of the three groups aakiemtermediate reflection while one
group achieved beginner reflection. Mock code #d three occurrences of beginner
reflection, one occurrence of intermediate reftati@énd two occurrences of critical
reflection. Their average level of achieved rdiftatwas a score of 2.83, slightly below
intermediate reflection. Mock code #2 experienaeéd occurrence of beginner
reflection, two occurrences of intermediate reftattand three occurrences of critical
reflection. The average group score was 3.3 $jigliiove the intermediate level of
reflection. Mock code #3 demonstrated one occega@i beginner level reflection, two
occurrences of intermediate reflection, and thimiences of critical reflection. The
average group level of achieved reflection waso®&all which is slightly above the
intermediate level.

Overall, all three groups averaged a reflectiv@esof 3.0 which is representative
of an intermediate level of reflection (2.8 + 3.3.8/ 3). These results are closely
aligned with the current literature in the fieldle&arner reflection. The research literature
describes that commonly new reflectors such asceaslinicians and students achieve

lower levels of reflection while clinicians and taars with more experience often
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achieve higher levels (Sommerville & Keeling, 2004he groups were blended in
demographic make-up and it was expected that begtonntermediate levels of
reflection would be achieved due to the varyingls\of participant experience.
Reflection is a learned skill and requires delibe@actice much the same as clinical
skills require practice to become competent (Scth®83). Therefore, the levels of
reflection achieved during the mock codes refleetlilended group make-up of both
new and experienced learners and reflectors.

Aligning emerging themes with research literature.The first theme that

emerged during the study was the need to provieléetirners with an opportunity to

prepare for the simulation exercise. The partipghared that they experienced anxiety

and frustration due to the lack of knowing whaéxpect during the mock code and
debrief. Knowles et al. (2011) emphasized the itgnee of learner preparation as
defined in the andragogy practice model. It isontignt to understand how learner
preparation directly impacts learner motivation dadiers to learning. A basic
assumption of andragogy is that adults are motividearn when they feel that the
learning is relevant to their work. They also ne&now why the learning is important
(Knowles et al., 2011).

In addition, these assumptions can be barriemsamning if they are not accepted
and addressed by the facilitator. Skipping overgreparation of learners can directly
impact the learning outcome. For example, moclesate often held impromptu, which
means that the learners are taken by surprise thiegemock code takes place. Although

the element of surprise for mock codes has prelydaeen deemed a requirement for
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these learning activities, the lack of learner prapjon may cause a greater negative
impact than once expected.

Preparing the learner prior to the mock code esenmay produce improved
learning outcomes. Learning preparation couldudela review of the expected skills
and objectives for successful response to cardrastathe opportunity to become
familiar with the simulation equipment, and a beegplanation of what happens after the
mock code exercise is over (debriefing). The le@youtcomes associated with the
addition of learner preparation might outweigh tieed to continue to maintain the
element of surprise. | feel that this questiondsee be furthered researched. The
current model of mock code delivery does not métehandragogy practice model. |
would be interested to learn about how the dewvidtiom the andragogical framework
has impacted the delivery and acceptance of mod& egercises by the learners.

The second theme that emerged was the need tmeroansistency between
mock codes and debriefings. Currently, the fatibits of mock codes use the process
and method that is most comfortable. These chaloasot appear to be based on
literature or theory, but rather based on what tiexe experienced in the past and what
comes naturally to them as a facilitator. Thera ggowing body of research focused on
standardizing the process of mock code designtangrocess of debriefing. Several
studies have attempted to validate frameworks &salpovide evidence-based
guidelines to assist facilitators in the desigmsiafulation activities (Beaubian & Baker,
2004, Salas et al., 2005; Cook et al., 2012; WaxrB@h0). However, there is currently
no consensus on this topic. As with the desigsimtilation exercises, there is also

significant research in field of debriefing. Sealestudies have published models for
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debriefing and made suggestions about how to detinggn quality, evidence-based
debriefs (Dieckmann, 2012; Fleegler et al., 2012).

There appears to be less research in the fielelofiefing and reflection as
compared to the design and implementation of sitméaased activities. Raemer et al.
(2011) posed that there still remains many unarssvguestions related to the debriefing
process. Raemer et al. (2011) suggested thai@ulitesearch needs to address
important questions if the process of debriefingasg to continue to grow and be
relevant.

The third theme that emerged was the consensuagaedment that the use of
video recordings to debrief is well liked by botrficipants and facilitators and is the
desired method for the debriefing process. Paditis generally agreed that the video
recordings positively impacted the debriefing. réased discussion was generated from
the recordings and offered the participants oppatiees to review roles and skills that
they may have missed during the exercise. Thécpahts also shared that the video
provided visual cues during the debriefing and ted questions and engagement
during the debriefing discussions.

The facilitators equally felt positive about theewf video recordings during the
debriefing process. The facilitators shared thatvideos provided an objective
assessment and critique and lessened the negabwi@yds the facilitator feedback
received during the debriefing. The facilitatoelt that by using the video recordings,
participants were able to see the errors or mistake the visual representation

reinforced learning and acceptance of criticisnhe Tacilitators did share concerns over
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participant anxiety to being video recorded, howeNeeemed that the positive
outcomes outweighed the potential negative impact.

Video recording is common practice as a methodebfiéfing participants post-
mock code. There is consensus in research ofstfelness and impact of debriefs that
are guided by video (Owen & Follows, 2006; Rutledgal., 2008; Zulkosky, 2010;
Mikasa & Cicero, 2012). Mikasa and Cicero (20X#)rfd that the use of video
recordings during debriefs enhanced students whbilitdentify strengths and also areas
for growth and improvement. They also identifiedttas compared to non-video assisted
debriefings, critical thinking, and communicatidrog/ed significant improvement when
video recordings were used (Mikasa & Cicero, 2012).

The fourth theme that emerged from the data wadék@&e for additional
opportunities for follow-up and reflection. Bothet participants and the facilitators felt
that it important to offer additional opportunitifes participants to engage in discussion,
ask remaining or new questions, and facilitate amgjoeflective practices beyond the
post-simulation debrief. The facilitators sharedttsometimes the debriefing feels
rushed due to time constraints or the staff neethirgget back to their clinical
assignments. Occasionally, the environment ofitf@iefing may not be conducive to
learning due to distractions and space or equiptmaiations. The facilitators felt that
offering opportunity to provide feedback and conéd discussion post-debriefing was
very important.

The participants also shared similar thoughts. gdréicipants expressed that
many times they continue to reflect post-debrieftair own time and in their own way.

This reflection is not being captured or sharedhwiher group members. Participants
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suggested opportunities for follow-up post-debngfcould be via email messages,
electronic blogs, and electronic journals. Petkg@000) found that the use of both oral
and written techniques facilitates improved leamedliection. Petranek (2000) suggested
that based on his observations and experiencesgdical simulation, written reflection
when used along with oral reflection, far out perfe oral reflection by itself. Based on
Petranek’s work, positive impact could be addethéomock code exercise by pairing the
current verbal debriefs with written opportunitteseflect post-debrief. Writing, as a
method of reflection provides learners with the apynity to reflect on the activity and
their emotions. In addition, writing “helps putezything into perspective” (Petranek,
2000, p. 113). The major downfall of writing isettime needed to both write and
evaluate. However, the author suggested thatitbeefits far outweigh the costs”
(Petranek, 2000, p. 114). “Written debriefing alolearners to reflect about behaviors,
individual learning, and skills and promotes indival and private communication with
their facilitator” (Petranek, 2000, p. 117) and Wréten reflection could take place on
individual time following the mock code debrief. variety of methods could be used to
support written reflection as suggested by theyspadticipants.

The final theme that emerged from the study wasbservation of self-reflection
by both the participants and the facilitatorswés evident from researcher observations,
the assessment of reflection during the debriefiagd the interview data that majority of
the participants in mock codes consider themsetvés critical reflectors. Individual,
self-directed reflection occurred most commonlgitheir initial participation in the
debriefings. Many participants reflected on thparformance, identified weaknesses,

and even roles that they felt needed additionaérewr attention.
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Self-reflection by participants is directly alignedth theory and research in adult
learning and andragogy. Schon (1983) clearly dalied between the reflection that
takes place “on your feet” and the reflection whiagkes place after an encounter. Schon
(1983) referred to this type of reflection as “eetion-on-action.” The act of reflecting-
on-action enables learners to spend time explavimgthey behaved the way they did,
what was happening, and why they made the decish@ysdid. By participating in
reflection-on-action, learners develop sets of jaes and ideas about activities and
practice (Schon, 1983, p. 123). It is importanbtier participants the opportunity to
further discuss and share these questions andtitigiaare developed during the post-
debriefing reflective practices.

The facilitators also spent time self-reflectinfheir efforts were focused on how
to improve the experience for the learner and dfterfacilitators critiqued their role and
how they impacted the overall delivery of the mookle and the debriefing.

Interestingly, the findings of the study discusdedng the expert interview with
Shroeder and Gross align closely with facilitaedback and offers a researched
intervention that may assist facilitators with thaivn self-assessment and reflection.
Shroeder and Gross studied the impact of debrigfimijthe debriefing as a way to allow
facilitators the opportunity to assess and reftectheir own performance. Video
recordings can be used to provide examples and&e&d Debriefing the debriefing
supports the facilitators need to continually imyg¢heir own skills and make changes to

the way they deliver the debriefing prior to enciewimg a new group of learners.
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Answering the Research Questions

Research question #1What is the lived experience of clinicians who mapate
in simulated mock codes in the healthcare setti@y@rall, the participants experience
during the mock codes was positive. The partidipahared feelings and emotions
associated with excitement and positivity. Comraeanich as “I thought we did well,” “I
love mock codes,” and “I hope we can do more inftiare” represent participants’
interest in the exercise and describe eagernasmtoue to participate in future
offerings.

The participants experienced feelings of fearamdousness. Comments such as
“I was scared” and “| felt a little overwhelmed” st@ibe some feelings of stress and
anxiety. Research shows however, that a certaouatof anxiety can actually improve
learning outcomes. DeMaria et al. (2010) found thereased levels of anxiety can
positively or negatively impact learner outcom@®0 much anxiety can be associated
with decreased learning, while some anxiety in eissed with increased performance
and retention (DeMatria et al., 2010). Although plagticipants shared feelings of fear
and anxiety, they still felt positive about the epnce and desired to participate in
future mock codes.

The patrticipants experienced moderate to criteagls of reflection during their
participation in the mock codes. Interestinglyhalgh reflection was the primary goal
during the debriefing activity, in most cases, plagticipants experienced additional and
most likely higher levels of reflection while refleng on their own. The participants
regularly shared that they reflect after the monttes on their own. Reflection was

varied and included both mental self-reflectiorotigh self-guided activities and written
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reflection through note taking and journals. T8tisdy was the first of its kind to study
and assess group reflection in this setting. Thezel am unable to compare these
experiences to other studies of this kind. Howgeldo think there could be value in
future research that compares the levels of rédlecchieved in both group and
individual settings. This study showed that ipassible that higher levels of reflection
are achieved after the debriefing during individsalf-guided reflection.

Finally, the participants were critical of thegrfiormances during the mock
codes. Several participants shared that they kilisl they needed to work on. Some
participants shared during the debriefings andwees that they had forgotten a step in
the process. They also shared that they reflemetieir performance and often focused
on their weaknesses and mistakes. It is integpghiat although they felt positive about
the overall experience, many participants alsotifled objectives that they felt needed
additional practice or review.

Research question #2Vhat is the lived experience of instructors whalitate
simulated mock codes in the healthcare settingXadiktators of the mock codes had
different experiences than that of the participaritse facilitators were much more
critical of the overall delivery of the mock codssd their own performance. Although
they felt the mock codes were positive overallythlso shared many more suggestions
and critical appraisals of the experience. It wadent that all of the facilitators desire a
high quality learning activity that is well desighand delivered. I think their
participation in this study allowed them to shases ideas and concerns that may have

otherwise not been evaluated and discussed.
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All of the facilitators were extremely positive@li the group participation,
interactions, and communication. They also atltfet the mock codes went well
overall. However, when delving into the detaildlté mock codes, the facilitators
opened up about concerns and frustrations. Otleedfrst identified areas of
improvement is in the design and planning of thekmmdes. Only one of the three
facilitators interviewed had ever received any faktnaining or education related to the
design, delivery, and assessment of mock codédt like all three facilitators would
welcome the opportunity to advance their knowleaigeé understanding of the mock
code process, especially as it relates to thergaafi pre and post debriefs. Additionally,
many of the facilitators had not been exposedegtimciples and concepts of
andragogy. If future simulations are going to nthetadult learning competencies, the
facilitators must be engaged in the concepts ofegaty as the framework for
simulation design, delivery, and evaluation.

The facilitators also felt strongly that the presef facilitating a mock code
needed to be standardized. The literature suppostéinding (Beaubian & Baker, 2004;
Salas et al., 2005; Cook et al., 2012; Waxman, ROkQvas conveyed by both the
participants and the facilitators that sometimesrttock codes appeared to be a little
disorganized and random. One facilitator suggetadsometimes there are too many
instructors and they do not always know or undecstheir roles. This sometimes leads
to random cueing, questions, and prompts. Thecpaahts shared similar frustrations.
The facilitators felt that the roles and resporiibs of each of the instructors assisting

with the mock codes needs to be clearly definedusmagrstood.
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The facilitators also shared that another areaontern was related to the
delivery of the debriefing. The process of delimgfappears to not be well defined or
understood. Although all of the facilitators feat the debriefing was important and was
directly related to improved learning and participangagement, they all delivered the
debriefings differently. Two of the three facitibas chose to use a mix-method design
that was described as both group discussion prahipténstructor questions, and also
review and discussion based on the video recordexk mode. Although the mixed
approach is commonly used in the debriefing prqodéssfacilitators strongly felt that the
debriefing needed to be more clearly defined aaddstrdized. Suggestions included a
checkilist to assist with the evaluation of the mocke objectives, pre-written debriefing
guestions that are structured to increase criticaking, and an objective and validated
assessment tool to evaluate learner outcomes.

Another common experience for the facilitators wasxpressed concern for
post-debriefing follow-up opportunities. Currentparticipants do not have any
opportunities for discussion, questions, or reftecbnce the debriefing ends. The
facilitators shared concerns and a desire for gp@dunity to try some additional post-
debriefing follow-up opportunities. Suggestionsluded post-debriefing journals or
blogs that could be managed electronically, follgpve-mails that could summarize the
group debriefing and offer opportunity for additadimteraction and discussion among
the group, and even an additional debriefing a wredo after the mock code takes
place.

Another interesting experience that was diffefesrn the participant experience

was the level of critique and criticism. The féatiors were very critical of their own
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performance and also shared feelings of concerthéolearners. They shared that they
do not like to point out errors or mistakes. Oaeilitator even shared that she “hates the
thought of pointing out an individual’s mistakesC’hey also showed empathy for the
learners’ anxiety and fear. They understood that¢arners may feel intimidated or
stressed in the mock code setting. They spokeagly®f their attention to ensuring the
learning environment was comfortable and condutmMearning providing evidence of
the adoption of the principles of andragogy as tiedégte to the learning environment.
Research question #3What level of reflection is achieved in simulatedak
code debriefing sessions? The overall level déctibn achieved was 3.0 on a scale of
1-4. A non-reflector received a 1.0 assessmdmganer reflector received a 2.0
assessment, an intermediate reflector received,aBd a critical reflection was awarded
a 4.0. After all of the debriefings were assedgsedverall reflection, the totals were
summed and averaged and the overall reflectioregetiwas at the intermediate level
(3.0). Research has shown that reflection is méshskill and process and requires
deliberate practice to improve (Schon, 1983). &fuwe, because the group make-up was
mixed and had varying levels of novice and expeeerclinicians, it was also expected
that the levels of reflection would also be varidthis was clearly seen by the varied
occurrences of reflection during each debrief. tAtee groups encountered occurrences

of beginning, intermediate, and critical levelg@flection (see Table 4).
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Table 4

Summary and Average of Overall Reflection RubrguRe

Non- Beginner Intermediate Critical Overall
Mock Code reflector reflector reflector reflector assessment
1 2 3 4 score
Mock Code 0 3 1 > 283
#1
Mock Code
49 0 1 2 3 3.3
Mock Code 0 1 2 3 3.3
#3
Average = 3.0

Note.Summary and average of all three mock code réfiectibric assessments based on the original
rubric by Wetmore et al. (2010).

Research question #4Does the reflection experience differ by group
characteristics (demographics, professional rgexfessional experience, etc.) and
debriefing design and delivery (simulation envirant debriefing environment,
instructor debriefing techniques, debriefing deyrgiBased on the level of reflection
achieved by the groups and the interview data nbthifrom both the participants and
facilitators, the debriefing experience did nofelifoy group characteristics and/or
debriefing design and delivery. All three groupkiaved similar levels of reflection. In
addition, although two of the three groups weresabered random make-up, their
reflection and group interactions were not impactat of the groups felt that the mock
code experience was positive. All three groupsradted with each other, established
lines of communication, and worked together to grenfthe skills required for a cardiac

arrest response.

142



EXPLORING SIMULATION LEARNING EXPERIENCES

During the participant interviews, it was evidémit the participants were aware
of group make-up. When asked to describe theupmgpparticipants were able to easily
recall the people involved in their mock codes.wdwer, they did not feel that when the
group was random that it impacted their respongkeanock code. One participant
shared that “we knew it was for learning” and “werieed well together.” When
applying the above statement to andragogy, it @assumed that because adult learners
are motivated to learn by their readiness and éxpegs, they are not negatively
impacted by working with new or different groupspafople (Knowles et al., 2011).
Adult learners tend to prefer learning that is peabcentered rather than content
oriented and are generally motivated to learn duaternal or intrinsic factors as
opposed to external or extrinsic factors (Knowlealg 2011). Therefore, when
considering that the group make-up did not implaetdutcome of group reflection, it
could be proposed that adult learners’ motivatmtearn is greater than the impact of
external or environmental factors such as groupenugkand demographics.
Implications of Study

There were several implications that came fromwthek of the study. First, there
were significant occurrences during the mock cadkdebriefing that highlighted
inconsistencies. The implication of this resulthat, the lack of consistency does not
allow predictability, and predictability leads toajity. An advantage of simulation is the
ability to provide all clinicians with similar aretandardized experiences (Carter et al.,
2006). However, the design, delivery, and assessprecesses are not currently
standardized and vary between facilitators. Agepaiheeds continue to become more

and more complicated, it is necessary for clinisisfmhave access to training
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opportunities that directly simulate and standadilese scenarios without placing the
patient or clinician in danger. Use of patient@iators enables clinical instructors to
provide clinicians with structured, well developgatient scenarios rather than having to
identify or find appropriate and/or rare patientecapportunities in the health care setting
(Fanning & Gaba, 2007).

The department of nursing education at the stugyasid at the time of this
writing is undergoing several new processes relatede delivery of mock code
simulation exercises. Based on the results ofstiidy, the department has begun the
development of a standardized tool to use duriegrtiplementation of mock codes. The
standardized tool is in checklist format and highis the major skills and objectives to
successfully respond to a patient in cardiac arrélese objectives are clearly defined
by the American Heart Association as the approps#tps in basic life support. There
was a previous version of a checklist that had lusexl on occasion within the
department. The new tool has been revised andi@uili areas have been added for note
taking. Currently, the tool is being piloted andeiated for effectiveness by the mock
code facilitators (Appendix F).

At the time of this writing and closely relatedthee mock code implementation
checklist, the nursing education department isusising the implementation of a
standardized debriefing tool. This tool would lzséd on the already developed
implementation checklist but with additional quess that the facilitator can use to lead
and guide debriefings. The overall goal of bo#n¢hecklist and the debriefing tool is to
help standardize (decrease the variability of)ptoeess for facilitators of mock codes,

while also standardizing the experience for leaandihe department feels strongly that if
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the learners experienced the same structure aaehthiey participated in a mock code,
they may feel more positive about the experienckcauld ease some of the learner
anxiety related to participating in a mock code.

Another implication of the study was the identation of the need for learner
preparation. The implication of this result isttttee learners are not having the best
possible learning experience, for preparing thenkeais the first element of the adult
learning process (Knowles et al., 2011). Prepatedearner through presentation of
learning objectives, overview of activity expeabati and methods of evaluation are
foundational to the andragogical practice modeldikies et al., 2011). The nursing
education department would like to implement almiefing that is based on the
principles of andragogy. Although this is currgntbt being done, the study findings
clearly support the need for a pre-briefing. Ohthe major challenges with

implementing pre-briefings is the removal of themeént of surprise. Mock codes are

conducted without prior orientation or alerts te #taff in an effort to best replicate a real

life code situation.

Currently, the mock codes are still conducted withrior orientation or alerts..
However, due to the results of the study, nursohgcation is developing a plan that
would pilot the feasibility of delivering a pre-bfing for those mock code participants

who respond prior to their engagement in the achadk code exercise. Two different

methods of pre-briefings have been suggested.firdienethod would follow the current

process. The mock code alert would be called @asttand the participants would
gather at the scene of the mock code. Once akarly all of the participants have

arrived, the facilitator would briefly highlight ¢hexpectations of the mock code, the
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order of events, and the debriefing. Then the@pants would re-engage in the mock
code from the beginning of the response procedures. second option that was
suggested was an electronic pre-briefing. An d-mauld be created highlighting the
expectations of the mock code, the objectivesjed bescription of the equipment, etc.
The e-mail would be sent out approximately one wawék to the scheduled mock code.
The e-mail would serve as an opportunity to reviiasic life support procedures and
allow the potential learners to prepare for pgvaition in a mock code. The mock code
would then be delivered as previously describedthBptions for pre-briefings are
continuing to be discussed and will be pilotedhia hear future.

Finally, although the VHA has placed emphasis @ngasing the awareness of
successful teaching strategies designed undehduoedtical framework of andragogy,
many instructors still lack the acceptance and ado@f the principles of andragogy as a
practice model. This finding is evidence in therent state of competency development
and assessment within the VHA. Although Knowle38() presented a clear and concise
model of learner competency, the VHA still pracsiecender a model that lacks the
concepts of competency embedded within the framlewbandragogy. The current
VHA competency program suggests that competenogebased on knowledge, skill,
and ability (KSAs). This concept fails to addrasislitional competencies identified by
Knowles as being conducive to adult learning. Klesnefined competency as a cluster
of knowledge, understanding, skills, attitudesueal and interests that are necessary for
the performance of a function (Knowles, 1984). Thaent process of identifying
competencies based on KSAs instead of KUSAVI lirthissadult learner from achieving

a successful and adequate performance of bothidunand job.
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Limitations of Study

The study identified two limitations that futuresearchers participating in similar
research should address. First, the applicatidgheofeflection rubric in a group
simulation setting proved to be difficult. The rigbwas originally developed for single
person assessment and was validated on writtemds such as journals and blog
entries. | chose to transcribe the group debgsfind use the transcribed data to assess
reflection. Although the study procedure rendeteld data, it was very time consuming
to transcribe the video recordings. This studycpdure was feasible in a research
setting, however; | do not think that a similar heet would be appropriate or feasible in
a classroom or instructional setting. It wouldveey difficult for facilitators and
instructors to implement a similar design as a wetbf reflective assessment for
simulation exercises.

One possible solution to this limitation wouldthe addition of a group blog or
group message board. Such a tool could be impledes a way of gathering input and
collective reflection from the group in a writtesrat. This would reduce the amount of
time invested in transcribing data and would prevadwritten document to which the
reflection rubric could be applied. In my opinithre reflection rubric is an excellent
assessment tool and rather than finding a newff@rent tool, it would be more feasible
to change the way we gather feedback on levelfle#fateon to better facilitate the
application of the rubric.

Another limitation to the study was the desigrnha interview questions. Initially
the interview questions were designed to pose idedstimulate study participant

thoughts and responses. In most cases, the quegtiompted excellent responses and
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provided me with rich, high quality data. Howevaany of the questions posed several
guestions within one question. For example, dutlegparticipant interviews, question
number 5 asked the participants about their refleqiractices. The question goes on to
also inquire about the educator’s role in encourgqgeflection. Therefore, | actually
asked two questions in one.

For future study design, | would recommend shantgall of the questions and
placing special attention to questions within quest The example given above
actually inquires about two different questions anckality, most of the participants
only responded to the first question. Therefoffeltllike the research question design
limited the response to that question.

Recommendations for Organizational Policy

One of the aims of the study was to evaluate tleeadl program effectiveness
specific to my employment location. Because thestvas very specific to my place of
employment within the department of nursing edweatthere are two recommendations
for policy change within the organization that dnectly related to the findings of the
study. First, as | was undertaking the study MH& released a new policy highlighting
the requirement that a consent form be signed priparticipation in any type of video
or audio recording. Our previous processes allolaetitators of mock codes to video
record the exercise and debriefing and obtain sigiw@sent afterwards. The new policy,
VA Form 10-3203, now strictly prohibits any recargiwithout a pre-signed consent.
This new policy directly impacts the current detiwgrocess of mock codes. As of now,
our department no longer video records the mocle ex@rcises. This new policy

eliminates the ability of participants and faciides to use the video recordings for the
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debriefing. Based on the results of the studywidssisted debriefings are well received
and associated with positive feedback and outcormemuld recommend the new policy
be revised to include an exception of its applaraas it relates to mock code exercises.
In my opinion, the positive outcomes associateth wie use of the video recordings
during the debriefing far outweigh the risks of nbtaining consent prior to
participation.

The second organizational recommendation baseékeoiinding of the study is
the need to develop and implement a standardizecaéidnal offering for all facilitators
of mock code simulation exercises. Currently, witlmy healthcare organization, there
are 10-12 facilitators who commonly lead mock cod®$these, only two have
undergone any type of formal training on how toiglesind deliver simulations or
debriefings. These trainings were pedagogicabinnme and therefore pose two concerns
related to the future of simulation based learr@hgur facility. First, before the design
and delivery can be standardized, all facilitateged to undergo similar foundational
exposure related to simulation as a teaching metsatondly, if the VHA and our
medical center desire future learning activitiest thre based on andragogy, the
facilitators must learn and apply the theory andgyples of practice.
Recommendations for Future Research

Finally, based on the study, my recommendation$utore research are based on
my experiences, study design, and study findirkgsst, | chose to use an andragogy as
my conceptual framework. At the time of this stutihere were no other simulation
studies that utilized a framework based on andragétpwever, the process of

designing, implementing, and evaluating simulagagrcises is clearly rooted in
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principles of andragogy. | would find it beneficia further the body of research in both
simulation and andragogy and create new studieg @ssimulation model that has
andragogical foundations.

Secondly, the current practice model for mock satleviates slightly from the
standard model of adult learning. Because moditédors seek the element of surprise
during mock codes, they are often implemented witlam opportunity to prepare the
learner. If mock codes continue to skip the anolgggprocess element of learner
preparation, | feel strongly that future researebds to study the impact of delivering
educational exercises that deviate from the evielditased model of adult learning.

Another recommendation for future research withmfield of simulation
learning is the need for a standardized tool fseasing learning as it relates to post-
simulation reflection. Although this study useé tieflection rubric, it may not be the
best instrument. Additional research in the figlééducation and simulation could study
other assessment tools and techniques that maygedatoader and easier application.
Without additional instruments that are groundeth&ory and practical for use in the
healthcare setting, simulation activities will conee to lack the element of objective
assessment and evaluation that is critical to @leyshe validity of debriefing.

Lastly, the findings of the study suggested thedrfer other opportunities for
feedback and follow-up post-simulation and debmgfi Suggestions include e-mail
messages, blogs, telephone calls, online messagddy@nd follow-up group meetings.
However, at the time of this study, none of theleas had been well studied or
compared. The fields of simulation and medicalcation could benefit from additional

research that may provide clarity and idea devetogras it relates to post-debriefing
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follow-up. Specifically, research could investiganethods that produce positive
experiences and improved outcomes along with thglfdity of implementing each.

Also closely related to methods of follow-up, fteuesearch could also study the
implications of group versus individualized refiect This study found that most
individuals consider themselves to be criticaleetibrs; however, much of their reflection
occurred after the simulation and debriefing werero Therefore, additional research
may be beneficial in studying the overall impacti@rels of reflection achieved in
comparison to group and individual settings.

Conclusion

The purpose of the study was to explore the |mgukriences of participants in
medical simulation exercises. Data were gathdmexigh participant interviews,
researcher observations, and transcribed videodegs. Five themes emerged from
coding of the data. | aligned my research findiwgh the research literature in the
fields of adult education, medical simulation, aefiection.

The most significant finding that evolved from m@gearch was the lack of
consistency in the design, facilitation, and evisuaof simulation, specifically mock
codes, which were the focus of my study. The Eobonsistency was highlighted
during both clinician and facilitator interviewsdawas observed by me. The experts
interviewed for the study also highlighted the nésrdstandardized processes and
consistent design and delivery.

The inconsistency brings confusion to both thedeaand the facilitator. This
causes anxiety and undue stress as the learnéa@liztor do not know what to expect

and are unable to prepare for the learning activittyaddition, it is difficult to
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standardize the learning outcomes and ensure cempedf clinicians if the learning
activity is not consistent with learning objectivaasd expectations. Clinician response to
cardiac arrest is a critical skill required for qoetent provision of patient care in the
hospital setting. The study findings support teedfor additional work and research
within the field of medical simulation to establistandards and guidelines that will assist
facilitators of mock codes in the future designijwey, and evaluation of these activities.
Finally, through the critical evaluation of the rmt educational state within the
VHA, | also found that although the VHA supportslatesires learning activities that
align with principles of adult learning, the curtatate of our education system does not
correlate with andragogy theory. In many instaidesind that the concepts of
andragogy are not guiding the educational offerimgsin my organization. This
became apparent as | sifted through the evidentditarature within my practice setting.
For example, our competency model fails to addaiske learner competencies
presented by Knowles (1984) based on the theoapdfagogy. In addition, our current
design and delivery of mock codes fail to meetgheciples of adult learning that are
foundational to andragogy and the practice modeis study brought these issues to the
forefront as they relate to the future deliveryswhulation activities and mock codes

within our facility.
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Appendix A

Eeflection Kubric for Simulation Debriefing

EHements af Mon Reflector Beginning [Imtermediate] critical Reflector
reflective Reflector Reflector
Process 1 2 3 4
Engages in Makes no Conveys one or Comveys some Always Conveys
reflectiony reference to two aspects of personal feelings personal feelings
debriefing personal simulation about simalation as they reflect on
PFOCESS EXPEriences, exercse, does not | experisnce but simul ation and
blames others for | relate does not refate relates to future
mistakas, and experiences back them to personal | personal learmming.
focuses on to selff. learning.
manikin not life
like.
Associgtion: Thoughts do not Provides Provides evidence || Provides evidence
Reflection on reflect on descriptions of of reflaction on of reflectbon on
wihat went improvemsents process but does either both
right and what | that can be made || not reflect on improvements or | improvements
could improve or what aspects improvements or | what wentweliin | and what went
in simulation went well in whiat went well n | the simulation. wedl.
EXPETTENCe. simulation. the simulation.
Integrotion af Makes no Makes a brief Demonstrates Demonsirates
team reference to how | reference to how | awareness of key | comprehension of
tihe team team performed, | aspects of how key aspects of
performed, mostly focuses on | team performed, s team
focuses on seff. seff. does not reflect performed in
upon their role in | simulation, relates
the team. themselves as
part of the team.
validotion: Thoughts are Demonstrates Demonstrates Demonstrates
Selff-assessing superficial and do || self-assessment self-assessment seff-assassmeant of
new and old not provide of the simulation. | of experience and | the simulation
knowledge evidence of self- occasionally and consistently
assessment. relates knowledge | relates knowledge
Egained in gained in
EXpETienoe to SqpErience o
prior knowledge prior knowledge
and beliefs_ and beliefs.
Appropriation: Dhoes not Demonstrates Demonstrates Demonstrates and
Inference of demonstrate smmee basic and comprehends | is able to make
learning comprehension of | comprehension of | simulation and inferences and
simulation or smulation but mzakes inferences | synthesize
miaking inferences | does not infer to prior Sxperiences, prior
on experiences. experiences to knowledgze and knowledge, and
prior knowledge EXPEMENoes. SNpEriences.
or experisnces.
hrtcome of Does not reflect reflection on own | Demonstrates an Demonstrates an
reflection on own work, work and abifity to reflect ability to reflect
does not provide improvements in | onownworkand | on own work;
examphes. knowledge, skills, | change apply new
and attitudes on mowledge, skills, | knowledge, skills,
occasion but does | and attitudes by attitude by always
mo consistently providing providing
provide examples. | examples of new acamples of

Note Reflection Rubridrom Wetmore et al. (2010)
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Appendix B

Reflection Rubric Tracking Sheet

Reflection Rubric Tracking Sheet

Elements of
reflective process

Mon Reflector Beginning Reflector [Intermediate]
Reflector
i Z 3

Critical Reflector

Note Reflection RubricTracking Sheeadapted from Wetmore et al.

(2010).
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Appendix C
Clinician Interview Questions

Can you give me a brief description or overview of your recent experiences during the
simulated mock code which you took part in? For example, what was your role, was this

your first time participating in the mock code, how did you think it went overall?

Can you describe the group of responders who participated in the mock code? For
example, what was the group communication like? How did the group interact? Why
do you think these interactions occurred? How did these interactions impact the

delivery of effective code response?

Can you discuss the educator who facilitated the code exercise? For example, what role
did the educator play in the scenario? How much interaction did the educator have
with the group? How did the educator facilitate group discussion when the simulation

was over?

When the mock code ended, what happened next? What was this process like? Did you
like the way the exercise ended? What suggestions or changes would you make to the

process?

Overall, did you learn from your participation in the mock code exercise? Can you share

with me what you learned? Can you share with me how you learned?

Critical reflection, a term used to describe the “mulling over” of information and
experiences, has been shown to improve learning after simulation exercises like mock
codes. What does reflection mean to you? Do you consider yourself a person who
reflects? Did you reflect after your participation in the mock code? Did the educator

impact group reflection? Did the educator impact your individual reflection?
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Appendix D

Simulation Instructor Interview Questions

1. What is your preferred style to debrief (group, individual, written, verbal, video assisted,
audio assisted, etc.) and why do you choose this style?

2. How do you think it facilitates learners/ reflection? What are the strengths of this style?

3. What are the weaknesses you perceive to this style? How could you improve its use
during debriefing exercises?

4. Thinking of your most recent simulation activity that you facilitated, walk me through
the debriefing. Were the learners interactive? Did they actively participate? How did
you feel the debriefing went overall? What would you have done differently? How did
you evaluate learning?
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Date:

From:

Subj:

To:

Appendix E

Memorandum of Support

Department of

Veterans Affairs Memorandum

April 20, 2012
Associate Chief Nurse, Organizational Development! Informatics
Review of Study Protocol, Rachael Beard, RN, M.Ed

Lindenwood University- St. Charles, Institutional Review Board

. | have reviewed the study protocol of Rachael Beard, RN, M.Ed, entitled "Exploring leaming

practices in healthcare: An observation and participant perception analysis of facilitated group
reflection as a method of debriefing post simulated cardiac ammest”

. The study described in the protocol supports the research mission and goals of the Education

and Mursing Services at the St Louig VA Health Care System.

. Performance of the work described will not negatively impact Ms. Beard's cument

responsibilities.

The study will require no financial support from the medical center.

. Ms. Beard will function as the Principal Investigator for the study.

. | fully support Ms. Beard's pariicipation in the study. Please contact me at extension 56358 if

you have further questions.

Julie King, MHA, RN, NEA-BC
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Appendix F

Mock Code Tracking Sheet

Mock Code Team Response

DEBRIEFING SCORE CARD

Based on your observations, score the mock code participants as a group. If action is done completely
correctly, then give the maximum credit. If action is done partially, then give partial credit. If action is
not done, then give no credit, Use your discretion. The purpose of scoring is to demonstrate learning

only.

Intervention Point Score Notes
allotment

Checked for responsiveness (may vary with level of sedation) and 5

breathing simultaneously

Alerted emergency response and call for crash cart 5

Checked for pulse (< 10seconds) at carotid artery closest to provider | 10
Ensure hard surface present and begin compressions 10
*= Atleast 100 per minute (30 compressions in 18 s or less)
= Hard & fast
= Allowed chest recoil
= Proper hand position and appropriate technique
= Maintained hand position between cycles
*Ratio to breaths 30:2 once bag valve mask present
Ventilation appropriate 10
= 2 breaths to every 30 compressions
* No over-inflation (delivered over 1 second until chest rise)

Crash cart retrieved quickly 10
Proper pad selection and placement (without disruption of 10
compressions)

Rhythm analysis initiated and patient “clear” shouted 10
Shock delivery 10

= Appropriate energy level
= Patient “clear” shouted before shock delivered
= Correct use of defibrillation push button
Resume CPR immediately after shock delivery
Switched off compressions regularly
Roles identified clearly
Crash cart Supplies/medications readily available and accessible

W0 [ fen

Total Score 100
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