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Abstract

Nurse education has changed significantly in the last 15 years with the move
iInto Higher Education. With it however teaching clinical skills within the HEI
was abandoned and left to the clinical areas. It has been identified that this

was to the detriment of the clinical skills competence of the newly qualified

practitioner. Recently however there has been development in using

simulation education as a teaching, learning and assessment strategy within
the HEL. In light of this development this research aims to explore what

simulation education means to the student nurse.

A mainly qualitative approach was employed through interviews with fourteen
students on the Diploma of Higher Education/Bachelor of Science nursing

programme (adult) within one HEI using a phenomenological hermeneutic
method and Nvivo for data analysis. Methodological triangulation was

employed by the student’s completion of a semantic differential (SD)
questionnaire on their self perception of competence while on clinical

placement.

The overall findings revealed valuable insights from the students’ perspective
on implementing simulated education as a teaching, learning and
assessment strateqy. The student interviews revealed six themes, concept;
attitudes; learning better; mistakes; realism and putting into practice. The
students in this study enjoyed simulation education and it encouraged them
to practise and become competent in the clinical skills that the newly qualified
nurses had been shown to be deficient in previously. This led to an increase
in confidence and the student’s seeking out further skills to practise. The SD
questionnaire found that the students were anxious prior to their clinical

placement experience, but felt prepared.

The recommendations of this study are to implement simulation education
within the nursing curriculum in order for the student nurse to gain

X



competence in clinical skills whilst keeping in accordance with the current

research literature on this teaching, learning and assessment strategy.

Xil



Chapter 1: Simulation in Nurse Education: The students’ experience.

1.1  Introduction

| hear and | forget
| see and | remember

| do and | understand
(Chinese Proverb cited by Hertel and Millis 2002)

Since the early days of formal nurse education, learning practice has been
viewed as an essential element, however, it has long been recognised that

this practice must be related to theory. Indeed, as Florence Nightingale
(1859 p.v) wrote “how immense and invaluable would be the produce of her

united experience if every woman would think how to nurse”. This historical

relationship between practice and theory is not limited to nurse education.
Mills (1959), an eminent sociologist, highlighted the relationship between
using life experiences and intellectual work. Similarly, as recently as 2004
the Nursing & Midwifery Council (NMC) emphasised the link between theory

and practice and stated that “to practise competently, the registered nurse
must possess the knowledge, skills and abilities for lawful, safe and effective

practise without direct supervision” (NMC, 2004a, p9).

The importance of practice and teaching practical skills to ensure safe
effective practice by the student nurse has become increasingly apparent.
One of the key principles of the NMC Code of Professional Conduct is that
registered nurses “have a duty of care to patients and clients, who are
entitled to receive safe and competent care” (NMC, 2004a, p4). Historically,
in order to learn the skills of nursing, student nurses practised directly on the
patients and clients. This was often referred to as the apprenticeship model
of learning (du Boulay & Medway, 1999). The student nurse followed “the

master” nurse who was seen as a role model and learned by doing what the
master did (Elzubeir & Sherman, 1995). Problems however arose from this
model as students had limited supervision due to the registered nurse’s
workload and they often failed to learn the theory underpinning their actions



(Nicol & Glen, 1998). This often resulted in learning by trial and error (Wong
& Wong, 1987).

In current programmes of nurse education the students are supernumerary to
the clinical team (United Kingdom Central Council for Nursing, Midwifery and
Health Visiting (UKCC), 1999, now NMC). This allows the student nurse to

practise and learn within a safe learning environment with the use of skills or

practical laboratories, manikins, role play, case studies and simulated

patients (actors).

The use of these strategies enables the “real world” of nursing to be
simulated. This however leads to questions concerning what student nurses

view of this teaching, learning and assessment strategy are when practising
on a manikin or actor within a Higher Education Institution (HEI) environment
and when then applying this learning in the clinical environment. This study

therefore researches - Simulation in nurse education: The students’

experience.



1.2 Rationale and Background

The move from the apprenticeship model of nurse education to the HEI
student model has taken place over the last 60 years. The Nursing
Reconstruction Committee (Royal College of Nursing (RCN), 1943)
examined nurse education prior to the commencement of the National Health
Service (NHS) and concluded that the first essential of nurse education

should be the clear separation between the training of nurses and the
inclusion of them as a part of the workforce. Despite this, in 1953, the report
of a job analysis published by the Nuffield Provincial Hospitals Trust found
that student nurses were still students in name only. Therefore, in 1964 the

Platt Report (RCN and National Council of Nurses of the UK, 1964)
advocated an urgent need for reform of the basic education of nurses. The
recommendations made were that the student nurse would have a two year
course in a school covering the academic study and practical experience, but

should not form part of the basic staff in the hospital. A further third year
would be pre-registration in full time service, under supervision, in wards and

departments.

Eight years later the Briggs Committee (Committee on Nursing, 1972)
considered that placements for clinical experience should be the
responsibility of a training institution (College of Nursing and/or Midwifery)
and therefore provide a firmly controlled learning environment. These
Colleges were linked geographically to hospitals where the clinical areas

continued to be used for student nurse experience.

The main thrust of all these reports was the desire to improve the quality of
the total learning environment. This emphasis was continued in 1986 when
the UKCC developed the Project 2000 (P2000) programmes. Although
entitled P2000 the programmes were actually implemented in Scotland from

1092 following from some evaluation studies on demonstration sites iIn
England. Consistent with the previous reports P2000 implementation



resulted from the clinical learning environment being viewed as crucial to
student learning. An important development of the P2000 process was that
student nurses should become more like students in the Higher Education
sector. Supernumerary status was therefore supported but more importantly
so was the enhancement of the relationship between education and service
in order to produce the ‘knowledgeable doer’ (Hilton, 1996). Subsequently
the Colleges of Nursing merged with the HEIs and nurse education moved

into the Higher Education sector.

The most recent national review of nurse education came in 1999 with the
Fitness for Practice Report (UKCC, 1999). The recommendations identified

the need for nurse education to respond to the changing demands of the
patient/client of the NHS. The first principle identified in this report was that
“the primary aim in pre-registration nursing programmes is to ensure that
students are prepared to practise safely and effectively, to such an extent

that the protection of the public is assured” (National Board for Nursihg,
Midwifery and Health Visiting for Scotland (NBS), 2000a p10).

Worryingly, research conducted by While et al (1995); Luker et al (1996);
MacLeod Clark et al (1996); May et al (1997) and Runciman et al (1998)
demonstrated that following qualification and registration there were a
number of skills deficits in newly qualified nurses. Two main areas were
identified in which newly qualified nurses required considerable support.
These were practical skills, such as communication, decision-making and
drug administration and managerial/organisational skills such as delegation
and running a ward (Luker et al, 1996). Reasons suggested for these
inadequacies were the reduced time on placement and students not working
shift patterns and therefore not gaining the professional socialisation required

(Runciman et al, 1998).

As a result of this research, core skill competencies were developed which
the student nurse was required to achieve prior to completion of the nurse



education programme (NBS, 2000b). Unfortunately Scholes et al (2004) who
carried out a further review of nurse education in England found limited
improvement in the skills of student nurses. Since then the Nursing and
Midwifery Council (2004b) have developed standards of proficiency for pre-

registration nursing education.

Teaching practical skills in nurse education continues to be an emotive topic
and one that is high on the research agenda. O’Neill (2002) comments that
due to nurse education being a knowledge and practice based profession it
requires appropriate and adequate clinical placements. Unfortunately due to
changes in the clinical areas with long-term traditional institutions no longer
having in-patients available for clinical experiences (Scottish Office Health

Department (SOHD), 1997 and SOHD, 1998) there are growing concerns
about the opportunities available for students to practise and refine their
clinical skills. Compounding this is the fact that the current Labour

government has increased the student nurse intake numbers without a
corresponding increase in clinical placements, especially in community
settings (Wilkie & Burns, 2003). The NBS (2000a) supported the SOHD
(1997 and 1998) view and advocated that these pressures in practice areas
should prompt interest in the teaching, learning and assessment of skills in

laboratory/simulated conditions. However, time in these laboratories within

the HEI cannot be used as practice hours.

Due to these constraints related to clinical placements and the evidence that
newly qualified nurses have certain skill deficits, the focus Is on nurse
educators to provide innovative teaching, learning and assessment
strategies. The School of Health Studies at Bell College validated their most
recent nurse education pre-registration courses in 2001 following the Fitness
for Practice Report (UKCC, 1999). This curriculum acknowledged the need
to introduce more practical skills into these programmes (Appendix I).
Simulation is not for the faint hearted as it represents a more labour intensive
commitment than traditional face to face teaching and the recruitment of staff




and their development has become focused on this aspect of service
delivery. A number of newly appointed staff (the researcher being one) onto
the Diploma of Higher Education/Bachelor of Science (DipHE/BSc) Adult

Nursing Course had expertise in practical skills as well as experience in
being taught using manikins and performing simulation, for example on the
Advanced Life Support (ALS) Course. At the same time there was a
commitment over a five-year time frame for allocating a curriculum budget to

this method of teaching and learning. A range of simulators such as the
medium fidelity Sim Man were purchased and staff training was provided by

Laerdal Medical.

There is however a need to carry out further research on the efficacy of the
range of teaching, learning and assessment strategies utilised. The UKCC

(1999) advocated the increased use of ‘skills laboratories’, however MacLeod
Clark et al (1996) claimed that there was a shortage of empirical evidence

regarding either the value or validity of laboratory based learning on the
concurrent performance in practice. Much of the previous research
concentrates on the students’ skill performance. Therefore the question of

what simulation means to the student nurse is raised.

1.3 The Study

Simulation in nurse education: The students’ experience.
Research Aim, Objectives and initial Questions
Aim

To illuminate the meaning of lived experiences of simulated education utilised
as a teaching, leamning and assessment strategy, as narrated by student

Nnurses.



Objectives (prior to the literature review)

1. To critically review the current and relevant literature on the concept of
simulation in teaching, learning and assessment.

2. To examine the development of simulation as a teaching, learning and

assessment strategy within nurse education.

3. To determine student nurses’ attitudes and feelings towards simulation as

a teaching, learning and assessment strategy.

4. To compare and contrast the use of simulation with reality within the

clinical environment.
5. To identify if the use of simulation improves the student nurses’ reported

self-perception level of competence.



Chapter 2: Literature Review

Simulation in nurse education: the students’ experience.

The purpose of this literature review is to provide an analysis of our current
understanding of simulation and its use as a teaching and learning

methodology in nurse education.

This literature review was obtained by searching a range of databases
principle among which were the international bibliography of the social
sciences (BIDS), CINAHL®, OVID® and the national library of medicine
(MEDLINE). The initial search commenced in 2004 and was restricted to the
decade 1994 — 2004, however some important original studies in this area of
research took the literature search back to the 1980s. Subsequently while
the data was being collected, analysed and discussed, further monitoring of

the literature took place in search of newly published work. Reports, articles,
books, unpublished work and the Internet providing primary and secondary

sources of information were retrieved.

It is notable that research exploring social and health care environments that
include real situations can never be the ideal situation for research.
Specifically in nursing research there has been debate that it lacks rigor and
in many instances is either descriptive or subjective in nature. This is partly
due to the research being small in scale, but as Tierney (2003) suggests
mostly due to inadequacies in design and analysis. Research authors
explain this can lead to bias and could bring the resuits into question (Polgar
& Thomas, 1995 and Polit & Hungler, 1995). In this study the literature
pertaining to simulation in nurse education and teaching clinical skills begins
in the 1980s and as such there are deficiencies in their sample sizes,
methods and data analysis. Therefore one single study cannot be
generalisable since it does not provide definitive answers. However Parahoo
(1997) explains that there has been an increase Iin nurses being trained as



researchers over the past two decades. At this time there has also been an
increase in the funding of nursing research, thus an increase in studies over
this time. Consequently, although there are flaws in the research used for this
literature review Parahoo (1997) explains that examining an accumulation of
the research leads to a greater body of knowledge about the area under
study.

The study of the research and literature was focused on to two main areas,

the concept of simulation and simulation in nurse education. Research and
literature pertaining to all disciplines conducting simulation was initially

explored, thereafter only literature pertaining to nurse education was utilised.
Only English translations were used. The area of gender was explored,
however after examining the literature it was decided not to include this.

The Concept Map

In order to provide a focus for the literature review a concept map was
developed. Concept maps have been utilised in many disciplines since they
provide formal visual representation of knowledge structures (Gaines &
Shaw, 1995). The first step was to include all possible subjects that related
to the topic under study (Appendix Il) and from this the following concept map
(Figure 2.1) was devised by forming links and choosing subjects that
emerged as headings.
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Section 1; Concept of Simulation
pretend to be
imitate the condition

made to resemble the real thing but not genuinely such

(The Oxford English
Dictionary, 2005).

A dictionary may not have high academic credibility, but the above definition
does provide a starting point from which to explore the meaning of the term
simulation. Hertel & Millis (2002) suggest that there is no generally accepted
definition of simulation rather there are descriptions of it.

2.1. Whatis Simulation?

It is important to provide a working definition at this point for simulation
education in this research study. Within the nurse education curriculum

simulation is carried out with manikins referred to as task trainers used to
perform single skills, for example catheterisation. However simulation is
recognised as recreating all the elements of a situation that are perceptible to

the student.

Thus the environment is intended to closely resemble that of the clinical area
(for example the Intensive Care Unit, or community room) including all the
equipment required with mid-fidelity manikins that provide physiological
changes such as breathing and communication. This is possible by the

lecturer wearing a microphone headset that is relayed to a speaker in the
manikin's throat. Thus providing a realistic scenario. Furthermore the

procedure is carried out in real time with the student in their student nurse

role.

The students are provided with a clinical scenario and are expected to
provide the nursing care suitable for that patient and their level of learning

including psychomotor, cognitive and affective skills.

11



There are a number of key points for simulation as a learning and teaching
strategy. Fry et al (1999) explain that education simulations can be very
simple with single skill models to full-scale replication of healthcare
environments, which demonstrate complex relationships. The advantages
are that since it occurs in a learning environment the learning outcomes can
be set and controlled (Kneebone, 2003). This allows only certain aspects of
a situation to be dealt with at the particular time taking into account the prior
learning of the student and their stage of the course. However it is crucially
important to take credence of the student’s prior knowledge and integrate the
simulation with the theory (Rauen, 2001) otherwise the experience will be

meaningless.

Rauen (2001) suggests that one key characteristic of a simulation is that it is
based on reality. Cioffi (2001) makes the further point that simulation does
not replace the actual clinical experience, rather it develops skills that can be
transferred to the real clinical setting. Johnson et al (1999) describe
simulation as role-play. In contrast the literature describes education
simulation as placing the student in true-to-life roles with modification only
taking place for learning purposes (Gaba & DeAnda, 1988; Ker et al, 2003
and Maran & Glavin, 2003). Simulation should not be confused with games.
Games have rules of play, which can be rigid or fixed, in contrast Hertel &
Millis (2002) explain this is more fluid in simulation and there is often a
degree of fantasy with games, whereas simulation aims to be as realistic as
possible. Gaba & DeAnda (1988) suggest that simulators were built to allow

learners to practice applying their knowledge in a realistic environment.

Cioffi (2001) suggests clinical simulations enable experiential learning. It can
provide the student with a ‘hands on’ experience (Taylor & Cleveland, 1984)
which replicates the situation found in real life (Dahl, 1984).

12



Simulation can allow for ‘trial and error’ or making mistakes (Glavin & Maran,
2003), which allows the student to practise over time until they have
mastered the skill. The student can receive feedback and reflect on their
performance which Johnson et al (1999) propose can lead to the skills
becoming embedded into their long-term memory and develop deep learning
(Entwistle et al, 2000). Additionally Hanna (1991) proposes that simulation
can teach in two domains at the same time, such as psychomotor and
cognitive or cognitive and affective. Cognitive learning theory defines a

process whereby the student becomes actively involved in it, thus simulation
can provide cognitive learning (Roberts et al, 1992 and Johnson et al, 1999).

Simulation is more traditionally recognised in diverse fields such as military
aviation, space flight, automotive driving, locomotive control, ship handling,
fire fighting, combat and the operation of nuclear power and petrochemical
plants (Flexman & Stark, 1987).

In aviation the impetus for simulation started in the 1970s after a series of
well publicised plane crashes involving human error i.e. not due to technical
failure. This is now termed as non-technical skills (NTS). As a result the
aviation authorities ensure that all pilots pass the NTS training to retain their
license, thus reducing the incidence of error. Similarly recently in medicine
there has been the ‘Bristol enquiry’ (Smith, 1998) which stimulated the
development of training methods to not involve real patients. These training
methods are not entirely new and their development into the health care
professions requires explanation.

2.2 Development of Simulation in Medical Education

The first application of NTS to health care was by Professor David Gaba of
Stanford, California. Professor Gaba already had a pilot’s license and

therefore knew the concepts of the Crew Resource Management (CRM)
training which was developed for NTS. He designed a course for

13




anaesthetists focusing on the use of CRM skills to manage crisis and reduce

error in the operating theatre. This course utilised a high fidelity patient
simulator in a realistic clinical environment to create scenarios where a crisis

occurred and the participants had to manage the challenge. As a result of
the success of this implementation and the resultant reduction in errors by
the anaesthetists (Gaba & DeAnda, 1988; Gaba, 1989; Gaba & DeAnda,
1989 and Gaba et al, 1994) the basic principles of this course were adapted
to other healthcare environments such as the emergency room and the

labour ward.

Recent research by Professor Flin (Flin et al, 2004), a psychologist at the
University of Aberdeen demonstrated that this NTS simulation training is

transferable to the workplace and can play an important role in prevention of
accidents. In Scotland the basic principles of NTS training have been
introduced in the training of all anaesthetists. The University of Aberdeen

has formalised a training programme called Anaesthetists’ Non-Technical
Skills System (ANTS) (Flin et al, 2004). The programme utilises a highly
technical full body patient simulator, which can mimic most of the
physiological responses of a human. This development was the result of a
four-year collaborative research project. The aim was to educate
anaesthetists with a combination of medical knowledge, clinical skills and
NTS who would be able to perform safe and effective tasks in every day
situations as well as unplanned emergency situations.

Fletcher et al (2003) in a study of anaesthetists using ANTS evaluated a
behavioural marker system, which was a tool devised to assess these non-
technical skills. Fifty consultant anaesthetists were trained to use the tool.
The results demonstrated a satisfactory level of validity, reliability and
usability in an experimental setting, provided that the users receive adequate
training. The basic components of the NTS are four skill categories, namely

task management; team working; situation awareness and decision-making
(Flin et al, 2004). These components were based on the anaesthetists’ role.
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Further development has taken place to focus learning on other members of
the multi-professional team. Glavin & Maran (2003) provide an example
adapted for a surgeon with simulated laparoscopic surgery and paramedics,
fire, police, medical and nursing staff in major incident scenarios (Paramedic

UK, 2004).

Within the NHS major incident simulations take place every three years

(Department of Health, 2005) aimed at developing protocols for swift
treatment of casualties. This involves the majority of services within the
acute hospitals. Such simulations have taken place for rail and multiple car

crashes and more recently terrorist attacks. The multi-disciplinary team each
work in their own roles, with actors as simulated patients. These simulations
involve the interpersonal, communication and critical thinking (cognitive) skills
that are required by many health care professionals to ensure safe and
effective patient care. Development of simulation within nurse education has
taken a different progressive path to that of medicine and major incident

training and therefore merits exploration.

2.3 Development of Simulation in Nurse Education

In nurse education teaching clinical (psychomotor) skills in the HEl was
abandoned in the U.K. with the implementation of the P2000 programme in
favour of learning in the clinical setting. In Canada this development took
place 30 years earlier (McAdams et al, 1989) with the move of training from
Schools of Nursing into Higher Education Institutions (HEI) and the emphasis
changing to producing ‘thinkers’ rather than functioners. It was found that the
second year students who were taught skills in such self-directed, self-taught
modules developed poor skill mastery. In response to this the McMaster
University in Canada in the 1980s carried out a randomised-controlled trial to
determine whether students learned better in a teaching laboratory or by self-
directed self-taught modules (Love et al, 1989) which follows the principles of
problem based learning (PBL).
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The study consisted of a sample of 77 second year students at the
University. The self-directed control group (SDL) consisted of 39 students
and the laboratory experimental group (LABS) consisted of 38 students. Ten
skills packages were chosen and assessed using Objective Structured
Clinical Examination (OSCE). Despite this only six skills were randomly
selected to be taught in the laboratory with the remaining being taught by the
self-directed method.

The results concluded that there was no difference from being taught

psychomotor skills in a laboratory or by SDL. Interestingly only the
psychomotor aspect of the skill was assessed which in the NTS is the task
management. Cognitive skills such as decision-making, team working and

situation awareness were not assessed. The authors do however agree with
the fact that clinical competence should be evaluated in the cognitive,

affective and psychomotor domains (Love et al, 1989).

There is now resurgence in the use of simulation for teaching clinical skills in
nurse education (Nicol & Glen, 1998 and O’Neill, 2002) which would not
seem to follow from these results and therefore requires further explanation.
Some have argued that this is just going back to the old practical laboratories

again, however Hilton (1996) defends the practice by emphasising that the
differences are in the holistic approach to care taken with simulation in

current practice. The emphasis of learning is on cognitive skills as well as
the psychomotor skills that were taught in the old practical rooms. Examining
our understanding of the teaching and learning strategy behind simulation

may offer further explanation to this resurgence.
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24 Teaching Learning Strategy

2.4.1 The concept of learning

Pendleton (1991) identifies four different ideologies of education, namely
instrumentalism, liberal humanism, progressivism and  social
reconstructionism. Scrimshaw (1983) describes ideologies, as sets of values

and beliefs. Each of these ideologies Pendieton (1991) argues is required for
curriculum planning. The question in nurse education is who is this aimed at,

the individual student or the society as a whole?

It is difficult to explore these ideologies in isolation but instrumentalism can

be seen as justifying education by reference to the needs of society and the
creation of a skilled workforce. Instrumentalism, Scrimshaw (1983) suggests,

can be achieved by the traditionalist apprenticeship model and vocational
skills training or the adaptive style of more complex systems of performing

group work and problem solving. Liberal humanism differs from
instrumentalism by its focus on the content and learning experiences in the
curriculum. This relates back to Plato (Osborne, 1992) who accepted that
knowledge has an objective reality which, is not affected by experience and
has value in itself. Progressivism is embodied in Rousseau’s (Osborne,
1992) work that natural growth and active learning from individual experience
alone would let people learn, grow and develop. Finally, social
reconstructionism based on the work of John Dewey (Osborne, 1992),
proposes the acquisition of ethical and educational knowledge individually
which can greatly influence and improve society. Pendleton (1991) warns
that this view of education could be interpreted to give the teacher authority

to indoctrinate students.

Education based on the social reconstructionism ideology could be argued

(Pendleton, 1991) as being an appropriate platform for nurse education and
indeed the nursing curriculum (UKCC, 1999) includes social, political and
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economic studies. However all four could have an impact on nurse
education. Instrumentalism focuses on competence and skill development
and may be viewed in nursing as being related more to the health care
assistant style of training in Scottish Vocational Qualification (SVQ) than
nurse education. Stenhouse’s (1975) discussion on nursing being an
education and not training is appropriate here. Progressivism could be
viewed as too individualistic and places value on the development of the
individual student however this can be balanced by the reconstructionist’s
view that such individual development can lead to the development of a
better society. Conversely, Pendleton (1991) explains this could be equated
with discovery and PBL and life-long learning of today. Thus the teacher is a
facilitator of their learning and has commonalties with Knowles' (1978) theory
of andragogy and Rogers’ (1983) view of education.

Liberal humanism could be criticised as being too cognitive and places too
much emphasis on content, however the style of teaching will have an

important impact on the learning.

Therefore nurse education is complex and difficult to answer whether it Is
solely for the individual or for society, and could indeed argue a case for
both. Thus the traditional role of the teacher, adult learning and learning

styles must also be examined.

2.4.2 Traditional role of the teacher

The teacher’s role in simulation is one of facilitator (Hertel & Millis, 2002) and
not the traditional classroom teacher. As a strategy simulation allows
students an opportunity to engage in learning in an alternative environment
that is non-threatening and safe (Dearman et al, 2001). Rauen (2001)
proposes that such learning is reinforced because the students are active,

not passive participants of their education. Despite this Puntillo & Duncan
(1980) warned that introducing new teaching techniques where the students
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are more active could result in teachers being viewed as lazy since they do
not fulfil traditional student expectations. Knowles (1990) disagrees stating
that the adult learner welcomes the more relaxed atmosphere between

teacher and student and this friendlier, relaxed atmosphere will improve
learning. Additionally nursing today no longer attracts the traditional school
leaver student and therefore exploring how adults learn is beneficial.

2.4.3 Teaching adults — adult learning

In nursing the traditional student (school leaver age 17/18) is now the
minority with more mature students entering nurse education. Knowles
(1990) advises that the educator must remember this and not teach students

as if they were children. Hertel & Millis (2002) argue that simulation is better
suited to the adult learner, than listening to lectures, memorising, digesting
text books and multiple choice tests. Additionally research carried out by

Simpson (1980) suggests that the personal experience of adult learners
could help with the learning process. Indeed many student nurses are
working as care assistants to supplement the student bursary and therefore

have a wealth of relevant experience (Burnard, 2002) to assist learning.

2.4.4 |earning styles

Adults it is argued learn differently. Honey & Mumford (1990) have identified
four main learning styles; activist; reflector; theorist and pragmatist.
Additionally Rose & Nicholl (1997) suggest that if the adult knows their
particular learning style this can help facilitate learning. The activist involves
themselves fully in any new experiences and thrive them. The reflector likes
to stand back and ponder experiences and observe them. The theorist likes

to think problems through with every detail step by step. Pragmatists are
keen to try out new ideas and put them into practice. Honey & Mumford

(1990) suggest that the learner should seek out their own preferred learning
style, to learn more effectively and suggested that using a combination of
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teaching styles appropriate to the different learning style should be more
effective for more students.

2.4.5 Deep and surface learning

Entwistle (2002) suggests that effective adult learning depends on practise
and motivation on how and why they learn. Marton et al (1984)
distinguished between deep and surface approaches to learning, which they
describe as being dependent on the student’s intention to learning. Surface

learning was explained by Entwistle et al (2000) as just coping with the task
in hand. This relates to the old practical rooms that were used in the

Colleges of Nursing teaching single task skills. The intention is to be able to
reproduce the parts of the content and memorising the facts (Entwistle et al,

1992). Later Entwistle et al (2000) explain that deep learning involves active
learning, relating ideas and understanding the concepts being taught. It is
however recognised that the whole curriculum has an important role to blay

in the way a student learns and not just the individual student characteristics
(Entwistle, 1996). This includes the teacher and their style of teaching, group
work, individual work, assessment techniques and workload Ilevels.
Considering this Entwistle (2002) supports the proposition that courses can
be altered to promote a deep approach to learning. Entwistle et al (1992) go
on to suggest two ways to promote deep learning; one being experiential
learning; and the second being group work.

Simulation education as a teaching and learning strategy in which students
learn together from experiences could therefore encourage deep learning.
Deep learning according to Entwistle et al (1992) will occur if the simulation
involves a realistic problem. In order to produce a meaningful simulation
exercise in nurse education the clinical placement environment must first be
reproduced. In contrast it will not be effective if the task is not perceived as
meaningful or if there is no constructive feedback (Brown & Atkins, 1998).
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2.4.6 Confidence building and self-esteem

Worryingly many studies have shown that by the end of the nurse education
programme many nurses feel a lack of self-confidence in performing clinical
skills (Erler & Rudman, 1993; Elzubeir & Sherman, 1995 and Knight &
Mowforth, 1998). Many authors are in agreement that simulation as a
teaching and learning strategy may assist in improving this lack of self-
confidence (Thiele et al, 1991; Hilton, 1996; O’Neill & McCall, 1996; Ker et al,
2003 and Mayne et al 2004). This according to Aronson et al (1997),
Johnson et al (1999) and Cioffi (2001) can improve their clinical judgement
with Aronson et al (1997) suggesting also their critical thinking and problem-
solving abilities. Jeffries (2005) suggests that these are due to teaching
procedural skills which have checklists and therefore lead to quicker
acquisition of the skill. Knowles (1990) suggests that the relaxed friendly
atmosphere that can develop between student and teacher during simulation
make the student feel more valued. Alinier (2003) reported that 86% of the
students felt more confident after the simulation lesson. Additionally, Ross
(1988a) proposes that simulation can enable the students to assess their

own level of confidence, this can be enhanced by individual reflections or by

peer review.

2.4.7 Peer review

Simulation can also provide additional assessment opportunities such as
peer review, where the students review and critique their own and other
students’ actions and behaviours in a climate conducive to learning thus
providing constructive feedback (Johnson et al, 1999). Boud (1989)
supported peer assessment for four main reasons. Firstly since the students
are active in the assessment, this should consolidate their learning. Second
the students are in a good position to contribute to the assessment process.

Third a negotiated approach to assessment can lead to an improved
relationship between teacher and student. Lastly it is-more in keeping with
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the experience the student will have in the real world. Brown & Knight
(1998), recommend that simulation with peer assessment involving the
interchange of ideas, involvement, group work, leadership, teamwork,
creative thinking and problem-solving lead to motivated students.

2.5 Experlential learning

Applying the theory gained in the classroom to practice has been problematic

in nursing. In 1980 Knowles described the central dynamic of the learning
process as the experience of the learner confronting the interaction between

the individual and the environment (Knowles, 1980). Eight years later Gibbs
(1988) expressed the opinion that experiential learning can bridge this gap. It
Is suggested that this produces an increased awareness of the students’

behaviours and actions and an emphasis on critical thinking as opposed to
memorisation (Lev, 1998 and Johnson et al, 1999). Additionally Gibbs

(1988) contends that it is not enough just to do, neither is it enough just to
think and that Steinaker & Bell's (1979) experiential taxonomy or Kolb's
(1984) experiential learning theory could be a way of modelling the link
between doing and thinking. Kolb (1984) proposed that his model of
experiential learning encouraged students to reflect on their learning and link
the academic world with the outside world, thus making the learning more
relevant. However the criticism of Steinaker & Bell and Kolb is that they are
linear models which fail to recognise the complexity of learners (Burnard,
1991). An alternative may be the more recent integrated skills teaching
model developed by Simmons & Bahl (1992) (Appendix lll) which views
learning as a spiral continuum.

This model refers to three areas:

1. Integration of theory and practice, the art and science of nursing, within
skills teaching.

2. Integration of the work of several learning theorists, in particular,
Steinaker & Bell (1979), Rogers (1983) and Kolb (1984).
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3. Integration of the problem solving approach of the nursing process.

This model was developed at the Polytechnic of East London in an attempt to
produce a curriculum which incorporated the development of the learners
professionally, educationally and personally providing an integrated approach
In nurse education while striving to develop a holistic approach to nursing
care. The model, evolved from Knowles (1984) work on andragogy,
recognises that adults learn most effectively by using life experiences to build
their learning on and is a foundation for future learning.

Historically in nurse education this experiential learning took place in the
clinical environment. Unfortunately the clinical learning environment can
provide problems for learning. Nolan (1998, p623) examined the experience

of six Australian student nurses while on clinical placement. She stated that
the “clinical experiences require difficult adjustment for the students as they

move from an environment which encourages thinking to an environment
which encourages doing”. In this interpretive study six second year second
semester students who were on a two week placement were interviewed
daily. These were analysed to examine emerging themes. Three categories
emerged, “I don’t belong”, “doing and practising®, “progress at last and
transitions in thinking”. From this study a number of points are raised about
what can make a good or bad placement and how this affects the students
learning. Importantly it was found that feelings of not fitting into the ward and
fear of this or “not belonging” can prevent the student from learning.
Additionally it was only by actually “doing” that the students learned and
could put this learning into context and critical thinking could develop.
Unfortunately this cannot occur until the student begins to feel part of the

team.
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2.6 The experience of simulation

2.6.1 The student nurse

Student nurses appear to appreciate (Love et al, 1989) simulation
experiences. The explanation for this may be that due to shorter clinical
placements students are fearful of their clinical experience, due to lack of
preparation in the appropriate skills (du Boulay & Medway, 1999).
Alternatively, time available on placement may not be used effectively

(Nolan, 1998) and furthermore, less opportunity to consolidate practical skills
(Jowett & Walton, 1994 and Donaldson & Carter, 2005) and as Kneebone et

al (2004, p1096) explain the old saying of “use it, or lose it".

The McMaster University in Canada developed a curriculum focused on self-
directed learning which appears to be a PBL approach. This approach was
therefore focussed on cognitive problems largely rather than actual

confrontation with situations, context and environment. Pressure from
students concerned about their needs resulted in the University conducting a
randomised-controlled trial comparing self-directed learning and a structured
laboratory experience. The results found no difference in either group's
psychomotor skills performance (Love et al, 1989). Interestingly, similar to
Gomez & Gomez (1987) study only psychomotor skills were assessed
ignoring the additional cognitive and affective development that simulation

could stimulate.

After the randomised-controlied trial (Love et al, 1989) the McMaster
University conducted a survey to explore the students preferred method of
learning psychomotor skills (McAdams et al, 1989). Despite the fact that the
initial study found no difference in the self-directed teaching method
compared to the laboratory method the students repeatedly requested more

laboratory teaching (Love et al, 1989). McAdams et al (1989) conclude from
this that if there is no difference in effectiveness of the teaching methods in
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attaining the specific outcomes principles of adult learning and the views of
the students should be sought concerning which teaching method Is

preferred.

Although this study is almost 20 years old it is renowned for being rigorous in
its execution. However this quantitative survey consisted of only 59 students.

Furthermore only the students who had received the SDL teaching could
answer all the questions, therefore the sample size of 26 students is small
and makes this ungeneralisable to the whole population (Polit & Hungler,
1995).

The aspects identified for laboratory method were a confidence in belief that
they were learning, a reduction in anxiety and a belief in their competence.

The negative aspects identified problems with laboratory equipment failure
and the size of the groups. Finally 92% of the sample group requested the

teaching of skills in the laboratory setting prior to attending placement. The
faculty therefore concluded that although this was not their preferred style of
teaching, the students were requesting it and it should be given further
consideration for inclusion in the curriculum. SDL was viewed by faculty as
being a learner-centred style of teaching, and that one possibility for students
preferring the laboratory method, was that some students did not have the
maturity for the student-centred teaching style. However it is acknowledged
that the laboratory style of teaching is still experiential learning which
according to Entwistle et al (1992) can produce deep learning and is viewed
as student-centred since they are actively involved in the practising of the

skills.

More recently, Cook & Hill (1996) conducted a quantitative study utilising a
questionnaire with student nurses after having teaching in a laboratory and
then attending clinical placement. One hundred and twenty two students

who had just completed the laboratory course formed the sample.
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The results demonstrated that 40% of student nurses strongly agreed and a
further 53% agreed with the statement that “the learning in skills lab is
meaningful and helpful”. Additionally 91% agreed or strongly agreed with the
statement “it was easy for me to transfer skills practice in the lab to the
clinical area”. Many researchers (Hilton, 1996; Lev, 1998 and Johnson et al,
1999) have supported this.

In addition the report claims that the faculty staff reported that the students

were less anxious on clinical placement and therefore had improved their
levels of confidence and competence compared with groups which had not
attended a laboratory class in that area.

Johnson et al (1999) in a more recent quantitative study devised simulations
depicting actual nursing situations and provided the students with the
opportunity to learn and even make mistakes in a controlled learning
environment. These were videotaped and played back to the students along

with feedback from the lecturers.

Originally 13 videotaped simulations were constructed that depicted potential
complex patient care situations and were as realistic as possible. Students
working in groups of 12 to 16 took part in these activities.

This study was evaluated using a six-point Likert scale. The students rated
the simulation experience as very positive with the mean rating for all
responses being 5.39. Interestingly some students disliked the simulation
experience. This research attributed this to prior experience of role-play. Itis
worth noting however that these students were very much in the minority (3
out of 51). Significantly, Rauen (2001) claims that simulation puts the
student in their true-to-life roles which is not role-play.

This study does have the disadvantages of having a small cohort of 51

students all from the one university in Chicago, therefore makes it difficult to
generalise to other nurse education programmes. Similarly the Likert scale
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asked specific questions and did not allow the students to explain in more
detail their feelings of the simulation experience. To balance this criticism the
study did allow comments from the students and here again the comments
were very positive; “simulations turned out to be a great experience”;
“discussions were very useful”; “I did not realize how much | really knew”.
However only one student's qualitative comments are provided in the article.

Thus we can conclude that the limited amount of quantitative research on

students’ experience of simulation appears to be positive. In contrast the
attitudes of the lecturers (McAdam et al, 1989) towards simulation and

laboratory style teaching are of equal importance and therefore require

further investigation.

2.6.2 The lecturer

Students’ appreciation of the experience of simulation appears to be more
positive than that of lecturing staff. The disturbingly short time span following
the development of skills and its decay is well documented and this may
leave experienced lecturers feeling vulnerable (Wilkerson & Lee, 2003).
Simulation exercises take a great deal of planning and Knowles (1990)
argues that the timing must be right in the curriculum for it to have any
meaning for the student. Furthermore over two decades of nursing research
provided inconclusive evidence of the effectiveness of simulation as an
educational tool (Gomez & Gomez, 1988 and Love et al, 1989). Despite this
a commissioned report for NHS Education Scotland (NES) O'Neill (2002)
found that there was a current enthusiasm for developing simulation.
Furthermore the recent consultation document on the review of fitness for
practice at the point of registration (NMC, 2005) advocates the increased use
of simulation education for curriculum planners of pre-registration nursing
programmes. The reason for this must therefore be examined.
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2.7 Simulation Facllitating Learning

In 2001 Rauen proposed that, simulation provides supervision and access to
a menu of experiences for skills acquisition that is both planned and
facilitated. Consistent with this Ellington et al (1995) explain that simulation
can be tailored to meet the learning objectives of the students whereas the
real situation can often be too complicated for the students level of learning.
Ellington et al (1995) furthermore contend that simulation can be used to
achieve objectives in all parts of Bloom’s cognitive and affective domain. In
particular it can be valuable in teaching high-level cognitive skills of analysis,
synthesis and evaluation.

In order to produce competent newly qualified nurses HEls delivering nurse
education are introducing new innovative ways of teaching practical skills.
New curricula, according to Heath (1983) should be concerned with higher

level skills, such as problem solving, decision-making, interrelationship skills,
team building, personnel management and development. These were the
areas the newly qualified nurses from the P2000 programmes were found to
be deficient in (Runciman et al, 1998). In addition, O’Neill (2002) has the
opinion that effective preparation for practice should focus on the integration
of not only psychomotor elements but also cognitive and affective skills which

can be achieved through simulated experiences.

2.8 Summary

Simulation is a teaching and learning strategy developed to encourage deep
learning (Entwistle, 2002) through experiential learning (Cioffi, 2001) and
hands on practice (Taylor & Cleveland, 1984) of the skill or skills being
taught. Fry et al (1999) explain that education simulations can be very
simple with single skill models to full-scale replication of healthcare

environments, which demonstrate complex relationships placing the student
In true-to-life roles with modification only taking place for learning purposes
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(Gaba & DeAnda, 1988; Ker et al, 2003 and Maran & Glavin, 2003). Rauen
(2001) suggests that one key characteristic of a simulation is that it is based
on reality. Cioffi (2001) makes the further point that simulation does not
replace the actual clinical experience, rather it develops skills that can be
transferred to the real clinical setting.

The application of simulation in education of professions has gained
momentum over the last 40 years (Flexman & Stark, 1987). During the move
of nurse education into the HEI it was thought that the clinical environment
was the best place to learn clinical skills. Student experience of simulation
constructed in the non-clinical environment showed that they liked this
method of teaching and wanted more of it (Love et al, 1989). There has
been a recent resurgence (Nicol & Glen, 1998 and O’Neill, 2002) in the use

of simulation education in the HEI for learning clinical skills. There is a need
therefore to examine the literature on the history of nurse education and the

current implications of applying simulation education into the nursing
curriculum.
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Section 2: Simulation Iin Nurse Education

2.9 Hlstorj/ of nurse education

The implementation of the P2000 programmes for nurse education took
place from the late 1980s in England and from 1992 in Scotland. This moved
nurse education into the HEI following the Canada example. Following this a
number of studies examined the qualities and skills of newly qualified nurses

exiting from these programmes (Phillips et al, 1994; While et al, 1995; Luker
et al, 1996; Macleod Clark et al, 1996 and Carlisle et al, 1999) to examine if

they were ‘fit for practice’ and ‘fit for purpose’ with the current programmes
examined in 2004 (Scholes et al, 2004) in England. In Scotland a similar
study was conducted by Runciman et al (1998) with current programmes
being examined in 2006 (NMC, 2005).

In 1995 the first cohort of students to complete the P2000 programmes in
Scotland entered the workforce. The project by Runciman (1998) utilised
both qualitative and quantitative methodology.

The sample included all 15 Health Boards in the NHS in Scotland at the time,
4 out of the 22 acute and primary care Trusts are included as well as 3 out of
the 10 private hospitals and 10 out of the 80 nursing homes in Scotland.
Some areas were not included as they did not as yet have P2000 qualified

nurses working in their areas.

Information regarding job descriptions were sought from the employers and a
small group (n=12) of D grade staff nurses. The data was gathered in a
number of ways, namely questionnaires, focus groups and interviews. This
consisted of 80 postal questionnaires to NHS staff (preceptors), 59 NHS
preceptors at audio-recorded focus groups (N=17) and from individual audio-
recorded interviews from 43 managers. The latter group consisted of 25 NHS
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nurse managers, 4 practice development co-ordinators, 10 nursing home
managers and 4 private hospital managers.

The questionnaire provided both qualitative and quantitative data. However
measures taken to test the validity and reliability of the questionnaire are not
discussed and therefore the reader is unsure of the value of this
questionnaire (Oppenheim, 1992). Additionally the poor response rate of
27% makes the results difficult to generalise.

Despite this the results yielded a number of positive attributes of the newly
qualified P2000 nurse. However, disappointingly there were areas where the
newly qualified nurse was lacking in clinical skills. These were practical,

managerial and organisational skills. These results were strikingly similar to
the earlier studies by Phillips et al (1994); While et al (1995); Macleod Clark
et al (1996) and Luker et al (1996) which were conducted in England.

The following year Carlisle et al (1999) published the results of a similar
study conducted in England. This national study took place between 1994
and 1996, about the same time as the Runciman et al (1998) study.
Triangulation of data collection methods were utilised with individual and
group interviews (nine focus groups) of nurse managers (n=132) and a
national survey of P2000 diplomates and traditionally prepared registered
nurses (n=5417). This publication (Carlisle et al, 1999) provides only the
results of the qualitative interviews (individual and focus groups). The
individual interviews included a convenience sample of 60 nurse managers
who had a diversity of responsibilities and represented the NHS/Trusts and
the private sector. Detail is not provided however on how many were from
the NHS or from the private sector. The national survey utilised a stratified
random sample of recently qualified registered nurses on the UKCG register
both from the traditional route and P2000. There is however no details on
whether this was a 50:50 split. Similarly there is no detail into which
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NHS/Trusts or private sectors were included or if all were included in
England.

The findings reported that there were discrepancies in the managers’
expectations of the newly qualified P2000 nurses and what they could

actually do. The main areas focussed upon were the practical or core skills,
or what the managers called “basic nursing skills”. Additionally there were
problems with team working and professional socialisation that comes with
working the same shift patterns as the qualified staff on the ward. It is worth
noting however that although the P2000 nurses were viewed as being
deficient in these areas the managers did comment that once qualified the

nurses were quick to adapt and acquire these skills.

The findings of both studies were strikingly similar with problems with nursing
skills in both studies and team working in the Carlisle et al (1999) study and

managerial/organisation skills in the Runciman et al (1998) study. These
three areas are part of the NTS training developed by Flin et al (2004) that
the medical student can gain through the experience of simulation. Further
study is required however to explore if this is the same in nursing.

In response to these findings simulation in nurse education is being
developed despite the doubts cast by earlier findings from such nursing
research as Love et al (1989). The most recent review of nurse education
the Fitness for Practice Report (UKCC, 1999) highlighted the need for more
practical skills training in nurse education and in Scotland programmes taking
credence of this report were validated in 2001. England made the curriculum
changes earlier and Scholes et al (2004) conducted similar evaluation as the
previous studies on the P2000 programmes. Unfortunately these curriculum
changes resulted in limited improvement with emphasis on the need to
improve patient safety. Since then the ‘patient simulator’ user community is
growing and national and international simulation societies (Alinier et al,
2004) are appearing.
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2.10 Client safety and litigation

One possible reason for the new popularity of simulation is that “the primary
alm in pre-registration nursing programmes is to ensure that students are
prepared to practice safely and effectively to such an extent that the
protection of the public is assured” (UKCC, 2000 p4). Additionally decreases
In public confidence and reported increasing litigation in healthcare are
prevalent (Thornton, 2004). In healthcare it is estimated that 11% of

admissions to hospital were associated with adverse events (Vincent et al,
2001) and that this was an estimate and the true affect could be higher.

Glavin & Maran (2003) provide a more graphic analogy estimating 850,000
adverse incidents a year occur in the U.K. and in the U.S.A. These are

largely reported as being due to poor communication and teamworking errors
(Davis, 2005). Hence the need for simulation to be focussed on the holistic
nature of nursing (i.e the technical skills and the NTS) rather than merely on

the task/psychomotor aspect.

Miller (1990) and Schon (1991) explain that many professions fail to prepare
people adequately for the jobs/practice that they are qualified to do. This
was reflected in the evaluation of the P2000 nursing programmes (While et
al, 1995; Luker et al, 1996; MacLeod Clark et al, 1996; May et al, 1997 and
Runciman et al, 1998) with qualified nurses unable to perform certain clinical
skills. Following from this a set of core competencies (UKCGC, 2000 and
NBS, 2000b) was produced, which the student nurse must show for the
attainment of qualification and registration. Interestingly the NMC (2004) are
now referring to “standards of proficiency” instead of “competency”. The
acquisition of skills and the demonstration of competencies are currently high
on the political and health professionals’ agenda (Macleod Clark et al, 2000).
However Milligan (1998) argues that these nurse education competencies
have been based on the NVQ initiative competencies which are the goals for

the training to permit entry or progression in their employment. Nursing
however requires education not training and the criticism here is that higher
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education should facilitate students to develop critical thinking (Barnett, 1994)
for the knowledge, social, political and economic issues of patient care and
that the use of competencies would set restrictions on the critical faculties on
the students. Burnard (2002) conversely suggests that nursing requires
education and training and therefore a combination of both.

Existing research on the relationship between safety and simulation
education is taken from aviation and medicine where safety is of course

paramount (Glavin & Maran, 2003). In nursing the question is whether the
successes of simulation in these different professions can be transferred to

acquiring nursing skills and their application in practice.

Thorndike's connectionism (Knight, 1997) theory of learning can explain
some of the techniques of learning by simulation and thus reducing mistakes.
This theory believed that there was an initial trial and error aspect to learning
and that from this repeated practise correct responses are strengthened and

incorrect responses eliminated. Thus Thorndike believed that learning
should first take place in a controlled environment to allow for this trial and

error to take place.

Consistent with this Good (2003) explains since the environment is safe the
students have permission to fail in a way that would be unthinkable in the real
situation. More importantly however is that they can learn form these failures
and repeat practice until they get it right. Furthermore Rauen (2001) explains
the cause and effect of a particular practice can be explored in detail with
feedback. Additionally Honey & Mumford (1990) state that if handled
correctly making mistakes can allow the student to think harder about what
they did and how to avoid this in the future. This repetition of practice could
therefore lead the student to obtaining the level of competence required for

registration.
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Kushnir (1986); Windsor (1987); Pagana (1988) and Jowett et al (1992)
reported that students themselves expressed anxiety and fears in clinical
placement, which arose from lack of practical skills and fear of failure and

making mistakes. Additionally Elkan & Robinson (1993) reported that
practitioners stressed how ‘unsafe’ it was to have ill-prepared students
performing clinical skills. Ultilising simulation, it can be argued students can
practise and rectify mistakes, without risk to patients and with minimum risk
to themselves (Erler & Rudman, 1993; du Boulay & Medway, 1999 and

Johnson et al, 1999). Furthermore Jones (1987) suggests that simulation
provides experiences which permit learning from mistakes which improve the

student's performance. Despite this claim there is a dearth of nursing
research literature on learning from making mistakes.

Kleehammer & Keck (1990) conducted a study into anxiety on clinical
placements. Their results found that the highest levels of anxiety occurred in

the initial clinical experience and from fear of making mistakes. The sample
studied consisted of 39 junior and 53 senior nursing students from a degree
programme In a large midwestern city in the U.S.A. Ethical considerations
were discussed with their human rights being protected. A questionnaire was
development and its validity and reliability are explained in detail. This
questionnaire utilised a Likert format that ranged from ‘strongly agree’ with a
score of 5 and ‘strongly disagree’ with a score of 1.

The junior student scored a higher level of anxiety with a mean score of 85
than the senior students who scored 51 which was significant (p<0.03).
Ninety seven percent of the students asked answered the qualitative
question on which was the most anxiety producing aspect of clinical
placement. This as stated earlier was entering a new clinical area and fear of
making mistakes. The authors discuss future research required in the area
of what can be done from a teaching perspective to help reduce the anxiety
of the students and how to prevent mistakes.
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Erler & Rudman (1993) carried out just such a study. A quasi-experimental
pre-test, post-test design consisting of a convenience sample of 50 student
hurses undertaking a medical-surgical and Intensive Care Unit (ICU) clinical
rotation was conducted. Group | consisted of the experimental group who
received ICU simulation classes one week prior to going to the ICU clinical
placement. Group Il (the control group) received the simulation classes after

the clinical placement.

The ICU simulation consisted of six hours of group instruction with one
lecturer to every six students. Demonstrations, discussion and practise took
place for many pieces of equipment that the student would encounter in the

ICU. Additionally areas such as ventilation, haemodynamic monitoring,
cardiac arrhythmias, and medication in the ICU were simulation sessions.

The students were assessed via a written examination and performance on
clinical skills observed by one faculty member. These skills were such things

as endotracheal suctioning, tracheostomy care and drawing arterial blood
gas samples.

The State-Trait Anxiety Inventory (STAI) was used to collect the data on
anxiety levels. This self-report instrument was developed by Speilberger et
al (1983). This is based on a four point Likert type scale. The validity and
reliability of this instrument is discussed, however not in the context of
nursing. The STAI was given to the students during the orientation week
(pre-test) to the module and then just prior to performing the examination
(post-test). The results were analysed using a t test to determine a
difference in means in the pre test and post test scores of both the control

and experimental group.

The results found no significant difference between the anxiety scores of

those students who attended the simulation experience prior to clinical
practice than those who did not. In addition however there was no difference
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in anxiety scores before and after attending the ICU as a clinical placement.
This study does however only address psychomotor skills and not cognitive
and affective skills, which could also affect anxiety in the clinical placement.
Furthermore the six hours on simulation may not have been long enough to
impact on their learning and anxiety levels.

2.11 Novice-competent continuum

The term competence is used to describe “...the skills and ability to practice
safely and effectively without the need for direct supervision...” (UKCC, 1999,
p35). According to Benner's model of the development of expert practice
(1984), there are five stages through which a nurse passes as expertise
grows — novice; advanced beginner; competent; proficient and expert.

Chambers (1998) emphasises that newly qualified nurses should achieve the
level of competence. However Elkan & Robinson (1993) in a study

examining P2000 students reported that the student felt “awkward” and “ill at

ease” on some of their early placements due to having a feeling of lack of
competence. Cook & Hill (1996) contend that by performing procedures in a
safe controlled environment this would not only produce a competent

student, but they would also have less fear of performing the skill in the

clinical area.

The well-known study by Benner (1984) was conducted to examine the

differences between the experienced nurse and the novice. In order to do this
the Dreyfus Model of Skill Acquisition (Benner, 1982) was utilised in order to
examine whether nurses go through the same levels of proficiency explained
by Dreyfus and Dreyfus (1980) in their examination of chess players and

pilots.

This qualitative study utilised the philosophy of Heideggerian interpretive
phenomenology. This was a federal funded study in the San Francisco bay
area in America which had seven schools of nursing and five hospitals. The
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study was called the AMICAE study, which was an abbreviation for Achieving
Methods of Intra-professional Consensus, Assessment and Evaluation. The
sample consiéted of 21 pairs (preceptors and preceptees) from three of the
hospitals. The 21 pairs consisted of newly graduated nurses and the
preceptor. Additionally interviews and/or participant observations were
conducted with 51 experienced nurses (who had at least five years
experience, still working in clinical practice and viewed as being highly
skilled), 11 newly graduated nurses and five senior nursing students. The

interviews were conducted in six hospitals, two private community hospitals,
two community teaching hospitals, one university medical centre and one

inner city general hospital.

Interviews collected data on the 21 paired groups in particular trying to
examine any differences in their description of the same critical incident. The
term critical incident proved to be problematic and later required further

explanation. It was interpreted as being an emergency or a life saving
episode, whereas Benner intended to gather information on the nurse’s
perception of an episode of care which changed her own practice.

Additionally data was collected by a series of four two-hour group interviews
with between four and eight experienced nurses as well as individual
interviews with all 51 and participant observations on 26 of them. Four
people altogether, the author, a nurse researcher, a graduate student and a
research psychologist conducted the interviews. This could then have led to
problems with interrater reliability and the author does not make any attempt
to explain how this was combated. Additionally in Heideggerian
phenomenology the researcher not only conducts the interview, but becomes
part of it which can help with the interpretation later (Wimpenny & Gass,
2000), consequently if there is more than one interviewer then the

interpretation of the results may become clouded.
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Benner (1982, p404) discovered from her research that competence in
nursing is usually typified by the nurse who has two to three years
experience and can “...see his or her actions in terms of long range goals or
plans”. However they lack the speed and flexibility of the proficient or expert
nurse. In standard and routine procedures they can cope well, however it is
in unexpected events that the expert can shine. In nurse education it is this
level of competence that is expected when students are on clinical
placement. However gaining this competence in clinical practice is difficult
and Donalsdon (2003) found during her PhD study that the students felt more
competent if they had been exposed to good role models, had a planned
learning experience, were able to learn new skills and able to consolidate

skills already learnt. Thus can incorporating simulation education into the
nursing curriculum assist the students to gain this level of competence?

2.12 Simulation In Practice
2.12.1 Laboratory situation

The nursing literature provides a variety of names for learning in the
laboratory such as the simulation, clinical practice or skills laboratory.
Nevertheless, the laboratory provides opportunity for students to learn and
practise skills in a controlled environment mainly with models and manikins,
prior to performing them on patients (du Boulay & Medway, 1999). As
described earlier following the implementation of Project 2000 such
laboratories became unpopular and the nursing profession believed that the
artificial situation did not help students to learn about real life (Neary, 1994).
This unpopularity emerged from evidence based research provided by

Gomez & Gomez (1987).
Gomez & Gomez (1987) carried out a quantitative study to investigate

practice versus laboratory conditions when learning a psychomotor skill. This
study concentrated on one aspect of the NTS (task management) developed
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In simulation classes (Flin et al, 2004). The student could have been learning
more in these sessions, however this was not assessed or even

acknowledged.

The sample consisted of 63 baccalaureate nursing students from Houston,
United States of America (USA) who had not yet worked in a patient care

setting. The students were randomly assigned to the laboratory group
(control) or patient care setting group (experiment).

Both groups of students received theory of taking a blood pressure (BP)
recording as well as watching a video on it that conformed to the American

Heart Association recommendations for recording systolic and diastolic BP

recordings. They were also allowed to have two practice sessions on taking
a BP. The laboratory group was then given eight additional practice
sessions on one fellow student while in the school of nursing and feedback

was given by a trained instructor. The eight sessions turned out to be four
times on the left arm and four times on the right arm. The patient care setting
group were given the opportunity to practise four times on a real patient
(twice on each arm of each patient) while the students were on clinical

placement on a post-partum gynaecology floor in a general hospital again
receiving feedback by an instructor. Thus the students were given the same

amount of practice the difference being the place the learning occurred.

Evaluation was carried out the next day in a nursing home. This change of
placement was to confirm the transfer of learning to another setting. The
students were scored using the Index of Accuracy, which consisted of a
yes/no format on whether the student could perform individual parts of the

task.

The results were then analysed using correlation. The results found no

statistical difference between the quality of performance on blood pressure
recording between those students who had had simulation experience and

those who had not. However they did find that the patient care setting group
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(experiment) exhibited a greater index of confidence (U=340.5, p (one tail)

<.05) and greater index of accuracy (U=325.5, p (one tail)<.05) than the
control group. However they did not show a lower index of discrepancy than

the control group. There are fundamental problems however with the fact
that both student groups received very similar practise of blood pressure
recording, i.e. both practised the same amount on a real person, only the
place differed. Simulation is not expected to take over from the clinical

environment, but be additional and supportive to it (O'Neill, 2002).
Subsequently the comparison should have been the difference between

students having practice in the school of nursing, versus those not having

any practice.

Additionally this study is almost 20 years old and although it advocated that
students learned quicker in the clinical environment, clinical areas have

changed in that time and may not be now providing the same quality of
learning environment (Frost, 2004 and Scholes et al, 2004) e.g. supervision.

The view in the nursing literature was that the laboratory situation should not

be perceived as a replacement for clinical placement, rather as a
complementary element to learning clinical skills (Gomez & Gomez, 1987;
Erler & Rudman, 1993; O'Neill, 2002 and NMC, 2004). In contrast however a

recent discussion paper from the Council of Deans (Frost, 2004) suggests
that there should be a debate into whether student nurses should spend less

hours in clinical practice and have this replaced by simulation education in
the HEI. Indeed NHS Education Scotland (NES) have already allowed one

Scottish HEI to trial one week block of simulation replacing clinical practice in
the common foundation programme (CFP) (Mayne et al, 2004). Furthermore,

the current review of pre-registration education programmes by the NMC are
considering ‘relaxing’ their rules on the use of skills labs (Duffin, 2005).

The NBS in 2000 also reported the increase in skills laboratories in order to
strengthen skills learning, however were sceptical identifying that there was
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little known about the processes and outcomes of learning in such
laboratories or the costs involved (NBS, 2000c). As a result a project was
commissioned as one of a series of research projects related to the
acquisition of nursing and midwifery skills competencies. The project had
three main aims. First to examine the different combinations and sequences
of practice based and laboratory learning on the development and acquisition
of competence and skills in blood pressure measurement. This was the
same clinical skill that Gomez & Gomez (1989) examined. Secondly to
examine the potential influence of personal learning styles and lastly to
explore the cost implications.

Three cohorts of students from one large city School of Nursing and
Midwifery were recruited at the beginning of their courses. These were
graduates entering the accelerated course (n=64 out of 66), the Dip/HE
midwifery programme (n=24 out of 29) and the Dip/HE adult programme
(n=277 out of 337). The students were subsequently randomised to one of
three groups. Group one was the control group who was exposed to training
in the practice area only. Group two was exposed to training in the clinical
skill laboratory first and then on clinical placement while group three had their
clinical placement first and then clinical skills laboratory training. All three
groups received theoretical teaching to support their understanding of the
physiological basis of blood pressure measurement.

There was a number of data collection methods utilised. Each student was
tested on four separate occasions as well as using different testing methods,
these were the British Hypertensive Society (BHS) video (BHS, 1990), a
model arm and an actor patient. Additionally, qualitative data about the

learning process was collected through focus groups and questionnaires.
The key findings from the study were that the students who received clinical

skill teaching in the laboratory (groups two and three) consistently
outperformed the students only taught in the clinical area (group one). The
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qualitative data showed that the students preferred to have the clinical skills
teaching first prior to clinical practice (group two) largely because they
reported having more confidence to perform the skill. Additionally the
students reported extremely different experiences while on clinical placement
with only a few encountering skilled mentors who took time to teach the
student blood pressure recording using the protocol provided. The students
had varying learning styles and were exposed to a number of different
teaching styles however there appeared to be no preference in teaching
style. Finally a careful cost analysis provided a costing of £35 per student in
the clinical skill laboratory.

This study was not without its problems. As the project progressed there was
high attrition over the four test points with only 23% attendance at all four.
The teaching sessions were however higher with 77% attendance. This was
thought to be due to pressures of academic assignments. Additionally it was

found that the student could still obtain an accurate BP recording from the
manikin however perform the procedure incorrectly. The authors support
therefore that practising on the patient actor would prevent this. Finally they
conclude that the data overwhelmingly supports the use of the skills
laboratory for skill acquisition. Recognising the problems of the study the
authors make the point that it may not be the skills laboratory that influences
the students learning rather the structured theoretical underpinning of
evidence based practice, the confident and knowledgeable teacher, the
opportunity to practise in a safe environment and being observed and given

feedback.

More recently, Alinier et al (2004) conducted a study where the Hertfordshire
Intensive Care Simulation Centre (HICESC) has been developed which
utilises the SimMan medium fidelity simulator. This study unlike most other
nursing research on simulation examined technical and non-technical skills
(NTS) as described by Flin et al (2004). This may give some explanation as
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to why the results proved to be different to the older studies examining only
psychomotor skills.

The study followed a quantitative methodology since in the authors' view
(Alinier et al, 2004) many of the previous studies were qualitative (Mcindoe,
1999, Treadwell & Grobler, 2001; Cleave-Hogg & Morgan, 2002 and Murray
et al, 2002). In contrast on further examination, all of these are from the

medical profession and not nursing.

The study received full ethical approval and a pilot study was conducted prior
to the main study. Additionally a panel of experts from clinical and academic

backgrounds validated the simulation scenarios. Furthermore the
assessment tool was piloted to ensure validity and reliability (Polit & Hungler,
1995).

A convenience sample of 101 student nurses in second year at Hertfordshire
University took part. It is explained that this is an interim result and that the
final study will include 120 students. Unfortunately not all the students
completed the study 34 withdrew, which the authors argue was due to their
recognition of not being in the experimental group and that the students were
taking part in their own time. Therefore the study provides the results from
67 students randomly assigned to the control group (n=38) and the
experiment group (n=29). The randomisation method is not discussed and
due to the fact that there was an equal amount of males/females in each
group this could suggest researcher bias in the randomisation process.

There were several phases to this study. Firstly both groups were tested
using a 15 station OSCE. This determined the two groups initial skills level.
Next the experimental group were split into groups of four and attended two
simulation sessions. Each session was identical for all groups. Aspects of
communication, teamwork and simulation training were presented to the
students. This allowed the students to become familiar with all equipment
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utilised. The two simulation exercises consisted of two groups at one time.
One group actively participated in the scenario, the other watching and
providing feedback. A final OSCE was conducted on the control and
experiment group with a confidence questionnaire given to the students to

complete prior to the OSCE.

Alinier et al (2004) concluded that both the control and experiment groups
obtained similar scores in the first OSCE. This shows a similar level of
competence in both groups at the start. The second OSCE showed that the
control group had improved by 6.76%, however the experimental group had
improved by 13.43%. The difference being 6.67% (p<0.05) in favour of the
experimental group. Thus the authors conclude that simulation education in
a pre-registration nursing programme can lead to improvement in clinical

skills performance. Nevertheless the small sample size and one HEl in the
U.K makes it difficult to generalise these results. What is important is that

nearly 20 years on from the original studies (Gomez & Gomez, 1987 and

McAdams et al, 1989) which examined only psychomotor skills development
from simulation this study warrants further interest and research into the area

of simulation in nurse education in the 2000s.

Additionally the authors acknowledge that the simulation design will have a
significant impact on the outcome of what the students learn and therefore
the trainer’s skills and appropriate use of the sessions has to be taken into
consideration. In order to implement and design simulation for teaching,
learning and assessing practical skills it must reflect the reality of the clinical
environment, which Maran & Glavin (2003) explain is referred to as fidelity.

2.12.2 Fidelity

In order to implement simulation for teaching and assessing practical skills it
must reflect reality, which is referred to as fidelity (Maran & Glavin, 2003).
Engineering fidelity relates to the degree in which the simulation depicts the
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real environment and equipment within which the learner is required to
perform (O'Neill, 2002). This can play an important part in making the
transition to the real setting as smooth as possible, to reduce the reality
shock of entering clinical practice (du Boulay & Medway, 1999). It is when
this is not adhered to that students do not see the benefit of the simulation
(Ross, 1988a and McAdams et al, 1989). Many Universities are in fact
developing and building simulation skills centres that depict actual ward
areas such as four to six bedded rooms (Studdy et al, 1994; Dacre et al,
1996; Hilton, 1996; Freeth & Nicol, 1998; Knight & Mowforth, 1998; Johnson
et al, 1999; Alinier, 2003 and Ker et al, 2003). The focus on a realistic patient
scenario enables the development of clinical and communication skills. This

enables the student to view the patient holistically (as a whole, all their
problems and needs) rather than an individual problem, therefore a variety of

skills are used together in the context of addressing the patient’'s needs
(Freeth & Nicol, 1998).

Due to engineering fidelity patient simulators have advanced greatly in the
last 40 years since the first development of the Sim One (Abrahamson et al,
1969) and the Gainesville Anaesthesia Simulator (GAS) in the 1980s (Good
& Gravenstein, 1989). Modern day simulators have been developed to look
and respond to interventions with more and more realism. In fact Roberts et
al (1997) demonstrated that the simulation manikin for airway management
could be as effective as using real patients. Good (2003) however contends
that the simulator's skin colour does not change and that pre-hospital
personnel rely heavily on the patient’s skin colour to assess the patient.
Good (2003) does however remark that it will only be time before a simulator

will be produced which can change skin colour.

There are currently two levels of advanced full body scale simulators. These

are medium and high fidelity simulations. Alinier et al (2004) explains the
difference as being either partly or fully interactive patient simulator that can
respond to treatments given. Interestingly more often standardised patients
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(actors) being used in simulation classes are increasing where they can
portray patients with specific clinical symptoms and conditions.

Psychological fidelity relates to how realistic the student finds the simulation
and subsequently how they respond. Neary (1994) refers to the adrenaline
gap which affects psychological fidelity, since the students are aware they
are not nursing real patients and, therefore, do not feel the same pressure

burdens. In contrast this lack of pressure could actually assist with the
learning process and the “adrenaline” which Neary (1994) refers to could be
detrimental and reduce the student’'s confidence. Davis (2005) disagrees

with this and actually reports students crying if the patient (simulator) dies.

Ker et al (2003) at Dundee University have created a realistic ward, which

involves an interprofessional simulated ward environment for junior medical
and nursing students. The timing at which this is introduced in the curriculum

is acknowledged as being controversial, however this study introduces the
simulated ward in year two. Similarly a well-structured and planned
simulation will be required to develop a climate conducive to effective team

working (West & Pillinger, 1996).

The resources required for this type of interprofessional simulation are
therefore many. These consist of a number of medical and nursing lecturers

who can also assess the students as well as staff to provide phone calls, set
up the equipment and help with the timetabling of the scenarios and

simulated patients who require having prior preparation on their role. In fact
12 simulated patients were used in these scenarios within a clinical skills

centre fully equipped to represent a ward with areas for 12 patients.

A total of 151 students participated in the study with qualitative comments
being taken for feedback from a semi-structured questionnaire. Most of the

responses from the students were very positive. However some negative
comments related to the reality such as “the ratio of medical to nursing
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students did not reflect the reality of practice”, and that there was not enough
activities/tasks for the number of students.

2.12.3 Resources required

While maintaining fidelity, simulation represents a more resource and labour

intensive commitment than traditional face-to-face teaching (Neary, 1994). As

Rauen (2001) explains a 2-hour simulation using 5 groups of 4 students will
mean a minimum of 10 hours for the lecturer. Due to cost, this can be an

insurmountable hurdle for managers, even if they have a developed strategic
plan. Kurrek & Devitt (1997) tallied the initial cost of setting up a simulation
centre as $665,000. This included the cost of the manikins, maintenance,
the room renovation, personnel, room equipment, office equipment and

audio-visual equipment. Davis (2005) reported the cost of the Medical
Education Technologies Inc (METI) simulator as being £150,000. This is

however a high fidelity simulator which is not always necessary in pre-

registration nursing programmes.

Simulation is reliant on the students viewing the lecturing staff as credible in
clinical and technological competence (Nicol & Glen, 1998). Students expect
the lecturer to be knowledgeable in their subject (Daines et al, 1992) and
have a firm grasp on the material. With the fast changing pace in technology
in health care this requires lecturers to keep up to date with clinical practice.
Recruitment and investment in staff development therefore becomes more

focused on this aspect of service delivery. Khattab & Rawlings (2001)
believe that the educational benefits as well as the students’ satisfaction to

have learned something useful outweigh the running cost of the simulation.
Furthermore Seropian et al (2004) suggest that more informed and efficient
lecturing staff will lead to better programme development.
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2.13 Theory-Practice Relationship

A further reason for the increase in simulation education could be the ‘theory-
practice gap' referred to in nursing. Milligan (1998) has argued that knowing
relevant theory is not enough if it cannot be put into practice and recently
Nunn (2004) suggested that knowing about a procedure does not ensure that
they can carry it out. Rauen (2001) further emphasised the ultimate goal in
nurse education is the ability to apply the information to patient care.
Moreover, the NMC (2004, p13) states that “safe and effective practice
requires a sound underpinning of the theoretical knowledge, which informs

practice, and is in turn informed by that practice”.

Pre-Project 2000 programmes identified the existence of a ‘theory-practice
gap’ and the nursing literature is bountiful of this i.e. what was taught in
theory was different to what was observed/carried out in practice (Ferguson
& Jinks, 1994 and Elkan & Robinson, 1993). It is stressed by Elkan &
Robinson (1995) however that although P2000 has not solved the ‘theory-
practice gap’, it did not cause it. McCaugherty (1991) believes that there will
always be a theory practice gap since the real situation is always more
complex than the books and the nursing curriculum. Disputing this however
Gallagher (2004) believes that the student nurse must and does bring theory
and practice together. Ferguson & Jinks (1994) suggest that a student-
centred approach to teaching and learning with experiential learning
techniques may be useful in bridging the gap. The UKCC (1986) stressed the
need for theory to relate closely to practice in the new Project 2000

programme.

It has been reported that students complain earlier on in the programme,
particularly the first year (CFP) of the failure to link theory to practice. Indeed
Elkan & Robinson (1995) found from a literature review that students during
the CFP felt insecure and incompetent with their clinical skills compared to
pre-project 2000 students. Despite this however earlier studies found that
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once in the branch programme this ‘theory-practice gap’ lessened (Leonard &
Jowett, 1990; Robinson 1991; 1993; Jowett at al, 1992: Elkan et al, 1993:

White et al, 1993 and Robinson, 1993).

Hislop et al (1996) conducted within a Scottish College of Nursing a
qualitative exploratory study examining theory and practice. A random
sample of 19 student nurses were interviewed utilising a semi-structured

Interview schedule to obtain their view on the relationship between the
college course and their experience on placement at the end of the CFP.

The results found that effective learning from theory only happened when
there was a direct link to practice, and when practice followed quickly on from

the theory.

In 1996 Parker & Carlisle published their research on the Project 2000
students’ perceptions of their training. This article pays particular attention to
theory and practice. A sample of 131 final year student nurses completed a
quantitative Hoste scale questionnaire. The Hoste scale has been validated
previously within the field of nursing (Cameron-Jones & O’Hara, 1989 and
Vaughan, 1990). This is strikingly similar to the Semantic Differential
(Osgood, 1969) questionnaire where bi-polar adjectival pairs are put opposite

each other with a seven-point scale in between.

The overall results showed 62% of the students answered positive responses
to their training. In examining theory and practice the students rated practice
above theory, which the authors suggest explains that student nurses learn
more effectively in practice but they do not explain why. Despite this the
students understand that the theory is complementary to their placement,
however it is suggested that the students may not be utilising this theory fully

while in placement.

MacLeod Clark et al (1997) explored this concept further by in-depth
interview and questionnaires of Project 2000 students (n=494) and newly
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qualified diplomates (n=76) and practitioners and managers took part in
focus groups in two sites in England.

The results from the newly qualified diplomates (6 months qualified)

consistently showed excellent theoretical preparation, however not enough
practical experience. Despite this they did feel this was only an issue right at
the beginning and that they quickly made up on the practical skills.
Additionally they could not suggest ways of improving the programme. The
overall data from the students, diplomates, practitioners and managers was
that there was now too much theoretical emphasis on the programme at the
expense of practice. Despite this no one wished to go back to the old
apprenticeship style of nurse education thus giving opportunity for introducing
simulation as a means to increase the practical skills.

2.14 Simulation and Assessment

2.14.1 Practice

In clinical placement the student is supported by a mentor and sometimes a
link lecturer who perform summative assessment of the student’s level of
competence on clinical placement. Miller (1990) explains that the student
cannot only have the knowledge, but must know how (competence), show
how (performance) and actually do (action) the skills. He describes this as a
framework for clinical assessment (Figure 2.2).
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HOWS HO

(Performance)

KNOWS HOW

(Competence)
KNOWS

(Knowledge)
Ref: Miller (1990, pS63)

Figure 2.2: Framework for clinical assessment.

There are however problems with effective assessment in clinical practice.
Traditionally this has relied on direct observation and personal judgements of
an assessor, which may be biased and subjective. Furthermore Ross et al
(1988) suggest that the rating of clinical competence is influenced by the
interpersonal relationship between the mentors and the student rather than
on the actual performance. Students have also expressed dissatisfaction
with the mentorship process (Miller, 1990; Roberts et al, 1992 and du Boulay
& Medway, 1999). Chambers (1998) and more recently Scholes & Albarran
(2005) further remark that with the shorter clinical placements of the P2000
programmes and supernumerary status there is a less substantive
relationship with the mentor. Less time working together and therefore

watching them perform makes assessment for the mentor more difficuit.

2.12.2 Link lecturer/mentor

The summative assessment in clinical placement is based on the core skills
competencies/proficiencies (NMC, 2004), which the student nurse must show
achievement of for qualification and registration. Unfortunately Registered
Nurses often feel ill prepared to undertake the mentor role, especially the
learning, teaching and assessment related aspects (Andrews & Roberts,
2003 and Scholes et al, 2004). The P2000 proposal warned that teaching in
the clinical area should not be entirely left to the practitioner (UKCC, 1986).
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Despite this there appeared to be confusion and uncertainty regarding the
nurse teachers' role in the practice setting (Elkan and Robinson, 1995) and
most lecturers were found not to provide ‘hands-on’ teaching to their
students. The academic credibility and teaching demands in the classroom
proved too difficult for lecturers to also maintain a clinical input (Payne et al,
1991; Jowett et al, 1992; Crotty, 1993; Elkan et al, 1993; Luker et al, 1993,;

White et al, 1993; Kirk et al, 1997 and May et al, 1997). Therefore in many
clinical areas the summative assessment for clinical placement is the sole

responsibility of the mentor. Unfortunately Scholes et al (2004) found wide

discrepancy in the quality of mentoring.

Considering this, Duffy (2004) undertook a PhD study funded by NES
researching factors that influence the assessment of students using a

grounded theory methodology. During this study Duffy (2004) became aware
through the interviews or 14 lecturers and 26 mentors that many mentors did

not see it their responsibility to fail students, which is a similar view in
schools. Thus students were passing clinical placements without reaching

competence in the NBS (2000b) core skill competencies (now NMC, 2004) in
order to obtain registration. A number of explanations for this occurring are
given, the conflict of retention of students; adequate support for the mentors;
following HE! procedures; the time commitment of failing a student; and the
emotionally draining experience. Four recommendations were made for
mentorship courses, first that the practical aspects of failing a student are
discussed in detail; secondly mentors are reminded of their responsibility and
that failure can happen especially early in the programme; thirdly the support
mechanisms are made explicit to the mentors and finally mentors are
reminded of their professional responsibility and accountability. Due to these
problems NES (2004) have developed quality standards for practice
placements.

There are therefore problems with assessment of students in the clinical
area. Norcini (2004) suggests that there is still an unproved assumption that
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the assessment in clinical practice is better at reflecting the routine
performance rather than assessments carried out under exam conditions
such as in the laboratory. Furthermore Scholes et al (2004) advocate the
widespread use of Objective Structured Clinical Examination (OSCE)

assessment to determine clinical competence.

2.14.3 Clinical Simulation Laboratory

Skills laboratories offer according to Ross (1988b) and Hilton (1996) the

means of alternative assessment methods, such as OSCE, which was
originally developed in Dundee in the mid-seventies (Harden & Gleeson,

1979). This form of assessment has been utilised frequently in nursing and
has been shown to be effective in formative and summative assessment

(O’Neill & McCall, 1996 and du Boulay & Medway, 1999). Indeed Ross et al
(1988) are noted as being the first to research the use of OSCE in the
nursing setting evaluating competence in performing clinical skills. Generally
the OSCE is composed of 15 to 20 short exercises or stations through which
the students rotate individually. Significantly however, in the nursing
research the OSCE has been utilised for formative assessment only with
clinical practice still being the preferred choice for summative assessment
(O’Neill, 2002).

In the original study by Ross et al (1988) student nurses’ competence in
performing clinical skills was evaluated utilising the OSCE. A five station
OSCE was set up to evaluate the performance of the clinical skills associated
with the nursing neurological examination.  Sixty-nine students in the final
year of a generic baccalaureate programme in nursing at the University of
Ottawa were randomly assigned to one of two groups. The experimental

group received laboratory experience while the control group was students
on clinical placement in a neurological unit. All students underwent the
OSCE and a 20 item multiple choice test (MCT) used to measure the

knowledge base as well as the clinical skills associated with neurological
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nursing. Interestingly there was no correlation found between the OSCE
scores and the MCT scores. There was however a correlation between the
students’ OSCE scores and their clinical performance grades. Surprisingly
this indicated that students who had higher clinical grades did not always do
well on the OSCE. These results conform to the theory that high performers
at school do not always make the best clinical nurses, hence the entry

requirement of a minimum of five standard grades or equivalent for the
DipHE/BSc in adult nursing. This could have been due to feelings of anxiety

during the OSCE. However the students generally reported positive
feedback.

Nicol & Freeth (1998) who are both senior lecturers in nursing at St
Bartholomew’s School of Nursing developed “the Bart’'s Nursing OSCE" to

formatively assess the students. This development came from some
dissatisfaction with the contemporary OSCE where students rotated around a
large number of stations and spent a short amount of time at each (5
minutes). Their concern was over not being able to assess communication
and interpersonal skills in this short time. Subsequently in “the Bart's nursing
OSCE" the student does not rotate around a number of stations, instead
remains at one station providing the care for one simulated patient. All the
station scenarios include communication, infection control, recording of
temperature, blood pressure and pulse, and expands onto other skills such
as subcutaneous injection, oral drug administration or care of an intravenous
cannula. These are all skills that the student should be competent in by the
end of the CFP. This means that the student spends a total of 25 minutes at
the station; 20 minutes performing the skills and 5 minutes reflecting on their
performance with the asses<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>